DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
May 1, 2025

Administrator
The Villas At Roseville

1000 Lovell Avenue
Roseville, MN 55113

RE: CCN: 245326
Cycle Start Date: March 12, 2025

Dear Administrator:

On April 28, 2025, the Minnesota Departments of Health completed a revisit to verify that your facility
had achieved and maintained compliance. Based on our review, we have determined that your facility

has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst
~ederal Enforcement | Health Regulation Division

Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
March 20, 2025

Administrator

The Villas At Roseville
1000 Lovell Avenue
Roseville, MN 55113

RE: CCN: 245326
Cycle Start Date: March 12, 2025

Dear Administrator:

On March 12, 2025, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

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

required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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 identify 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.

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.

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

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

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

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

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

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

Renee McClellan, Regional Operations Supervisor
Metro A District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: renee.mcclellan@state.mn.us

Office: 651-201-4391 Mobile: 651-328-9282

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

If substantial compliance with the regulations is not verified by June 12, 2025 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by September 12, 2025 (six
months after the identification of noncompliance) your provider agreement will be terminated. This

action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to
question cited deficiencies through an informal dispute resolution process. You are required to send

your written request, along with the specific deficiencies being disputed, and an explanation of why
you are disputing those deficiencies, to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

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

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04_8.html|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

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

omitted 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.
State Fir

Ahrens
e Safety Supervisor

Health Care & Correctional Facilities

MN Dep
445 Min
St. Paul,

artment of Public Safety-Fire Marshal Division
nesota St., Suite 145
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 qu

Sincerely,

estions.

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulat
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

lon Division

Email: Melissa.Poepping@state.mn.us
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On 3/10/25-3/12/25, 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 3/10/25-3/12/25, 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 following complaints were reviewed with no
deficiencies cited:
153269402C (MNOO110873)
153269461C (MNO0110821)
153269423C (MNO00110628))
153269421C (MNOO110184)
153269422C (MNOO108301)
153269424C (MNOO106927)
153269425C (MNO0O106850)
153269426C (MNO0103891)
H5326942/7C (MNOO100217)

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 Iis not required
at the bottom of the first page of the CMS-2567

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/29/2025

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: 7BVS11 Facility ID: 00126 If continuation sheet Page 1 of 43
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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 641  Accuracy of Assessments F 641 4/16/25

SS=D | CFR(s): 483.20(9)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to accurately code the Minimum
Data Set (MDS) for 2 of 2 residents (R40)
reviewed for pressure ulcers, and (R15) reviewed
for psychotropic medications.

Findings include:

The Centers for Medicare and Medicaid (CMS)
Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 user's manual dated
10/2024 ., identified the intent of section M, SKin
Conditions, documented the risk, presence,
appearance, and change of pressure ulcers and
Injuries. Further, it was important to recognize
and evaluate each resident's risk factors and
iIdentify and evaluate all areas at risk of constant
pressure and a complete assessment of skin was
essential to an effective pressure ulcer prevention
and skin treatment program. The RAIl manual
directed staff to review the medical record
Including skin care flow sheets, or other skin
tracking forms, nurses' notes, and pressure ulcer

A modified MDS was submitted for R40
on 3/26/25 and R15 on 3/12/25. R40’s
MDS was modified to correct the pressure
ulcer staging, and R15's MDS was
modified to accurately document
anti-anxiety medication use.

Residents with pressure ulcers and
residents taking anxiolytic medication
have the potential to be affected. All
residents with pressure ulcers and
residents taking anxiolytic medications will
have their most recent MDS reviewed to
ensure accurate document.

MDS coordinator will be educated on
pressure ulcer staging and psychotropic
medication classification, as well as how
to accurately identify and code them on
the MDS.

Audits will be done on quarterly, annual,
and significant change MDS assessments

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BVS11

Facility ID: 00126 If continuation sheet Page 2 of 43
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Injury risk assessments, speak with the treatment
nurse and direct care staff on all shifts to confirm
conclusions from the medical record review and
observations of the resident, examine the
resident and determine whether any ulcers,
Injuries, scars, or non-removable dressings,
devices were present. Additionally, pressure
ulcer staging was determined by the deepest
anatomical stage and If a stageable pressure
ulcer had been classified at a higher numerical
stage than what was observed it should continue
to be classified at the higher numerical stage and
pressure ulcers do not heal in a reverse
sequence. Stage three and four pressure ulcers
fill with granulation tissue that is never as strong
as the tissue that was lost and hence is more
prone to future breakdown. Clinical standards do
not support reverse staging or back staging as a
way to document healing as it does not accurately
characterize what is occurring physiologically as
the ulcer heals. Once a pressure ulcer has
healed, it Is documented as a healed pressure
ulcer at its highest numerical stage and a
previously closed pressure ulcer that opens again
should be reported at its worst stage, unless
currently presenting at a higher stage or
unstageable.

The State Operations Manual (SOM) provided
guidance on pressure ulcer staging that defined
the following pressure ulcers/injuries:

Stage 1 Pressure Injury Is intact skin with
localized redness.

Stage 2 Pressure ulcer Is partial-thickness loss of
skin with exposed dermis, presenting as a
shallow open ulcer. The wound bed is viable,
pink or red, moist, and may also present as an
Intact or open or ruptured blister. Adipose (fat) Is
not visible and deeper tissues are not visible.

to ensure pressure ulcers and
psychotropic medications are accurately
documented. DON or designees will
conduct audits on 5 MDS assessments
each week x2 weeks, then 3 MDS
assessments each week x2 weeks, then 1
MDS assessment each week x2 weeks or
until compliance is met. Results of audits
will be brought to QAP| committee by NHA
for input on the need to increase,
decrease or discontinue the audits.
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Granulation tissue (new connective tissue),
slough, (non-viable tissue) and eschar (dead
tissue) are not present.

Stage 3 Pressure Ulcer Is a full thickness loss of
skin in which subcutaneous fat may be visible In
the ulcer and granulation tissue and epibole
(rolled wound edges) are often present. Slough
and or eschar may be visible but does not
obscure the depth of tissue loss. If slough or
eschar obscures the wound bed, it Is an
unstageable pressure ulcer/injury.

Stage 4 Pressure Ulcer is a full thickness skin
and tissue loss with exposed or directly palpable
fascia, muscle, tendon, ligament, cartilage or
bone in the ulcer. Slough and or eschar may be
visible on some parts of the wound bed. Epibole
(rolled edges), undermining and or tunneling
often occur. Depth varies by anatomical location.
If slough or eschar obscures the wound bed, it is
an unstageable pressure ulcer/pressure injury.
Unstageable Pressure Ulcer Is a full thickness
skin and tissue loss in which the extent of tissue
damage within the ulcer cannot be confirmed
because the wound bed is obscured by slough or
eschar. If the slough or eschar is removed, a
stage 3 or stage 4 pressure ulcer will be revealed.
If the anatomical depth of the tissue damage
Involved can be determined, then the reclassified
stage should be assigned.

Deep Tissue Pressure Injury (DTPI) is intact skin
with a localized area of persistent non-blanchable
deep red, maroon, purple discoloration due to
damage of underlying soft tissue. This injury
results from intense and or prolonged pressure
and shear forces at the bone-muscle interface.
The wound may evolve rapidly to reveal the
actual extent of tissue injury, or may resolve
without tissue loss. Once a deep tissue injury
opens to an ulcer, reclassify the ulcer into the

F 641
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appropriate stage.

R40's annual MDS dated 1/3/235, indicated R40
had one or more unhealed pressure
ulcers/injuries, 0 stage 1 pressure injuries, one
stage 2 pressure ulcer/injury, 0 stage 3 pressure
ulcers, 0 stage 4 pressure ulcers, 0 unstageable
pressure ulcers with slough or eschar, and 0
unstageable DTPI's. The MDS directed staff to
report based on the highest stage of existing
ulcers/injuries at their worst; and do not "reverse”
stage.

R40's progress notes dated 1/1/25, indicated,
R40's "pressure ulcer 2 right Achilles-improving".

R40's Skin and Wound Evaluation form dated
12/26/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 2.9 centimeters (CM)
long by 2.1 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 70%
granulation tissue, 10% slough, and 20% eschar.

R40's Skin and Wound Evaluation form dated
1/1/25, indicated R40 had an in-house acquired
stage two pressure ulcer to the right Achilles that
had been present for one week measuring 4.1
(cm) long by 2.7 cm wide. Further, the note
Indicated the wound bed contained 80%
granulation tissue, 20% slough, and no eschar.

R40's Integrated WWound Care note dated
12/26/24, indicated R40 had a right heel
unstageable pressure ulcer. Further, the wound
was 2 cm long by 4.7/ cm wide, by 0.4 cm deep
and contained 10% slough, 20% necrotic tissue,
and 70% granulation tissue.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BVS11 Facility ID: 00126 If continuation sheet Page 5 of 43
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R40's Integrated Wound Care note dated 1/2/24,
Indicated R40 had a right heel unstageable
pressure ulcer. Further, the wound was 2.5 cm
long, by 4 cm wide by 0.4 cm deep and contained
20% slough, and 80% granulation.

During interview on 3/10/25 at 5:18 p.m., R40
stated her heel was painful and pointed to her
right heel and stated that was why it was
elevated. R40's wheelchair foot rest on the right
was pulled down and R40 had a sock on with her
right heel resting directly on the foot rest. R40
stated she had a sore on her heel and stated staff
usually changed the dressing in the morning, but
stated it was changed mid morning on 3/10/25.

During interview on 3/12/25 at 12:14 p.m.,
registered nurse (RN)-A stated he was the MDS
coordinator and scheduled the MDS
assessments, completed assessments, and
made sure everyone completed their sections.
RN-A stated he completed sections A, E, G, H,
GG, |,J,K, L, M,N, O,P,and S. RN-A stated
they were supposed to schedule skin
assessments each week and when looking for
skin assessments, looked at the Forms in the
electronic medical record (EMR). RN-A stated
R40 had an Annual MDS on 1/3/25, and when
completing the MDS, looked for a skin
assessment for 1/3/25, or around that date.
RN-A stated they used to have a wound care
manager who documented notes directly into
progress notes but did not locate notes related to
staging during the window for the MDS after
reviewing the progress notes. RN-A stated he
could not recall where he went to find the stage of
the wound and knew it had been a stage two
pressure ulcer and stated he used the RAI

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BVS11 Facility ID: 00126 If continuation sheet Page 6 of 43
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manual for guidance. RN-A stated according to
the RAlI manual, a stage two pressure ulcer was
the first layer of skin removed and could also be a
blister. RN-A further stated a stage two pressure
ulcer did not contain slough, eschar, or
granulation tissue. RN-A stated he viewed the
Wound Evaluation form 1/1/25, for the MDS and
stated the form indicated R40 had a stage two
pressure ulcer but was staged incorrectly
because a stage two pressure ulcer did not have
granulation tissue, or slough and stated the MDS
would need to be modified. RN-A stated he had
been stating that staging of wounds was not
being completed correctly and has completed
education on staging of wounds. RN-A further
stated he looked at wound pictures, but had to be
more critical in what he saw and had not been
doing that and further added it was important to
have correct staging in order to know whether
there has been a decline in the pressure ulcer
which could indicate the wound was not being
managed correctly.

During interview on 3/12/25 at 2:14 p.m., the
director of nursing (DON) stated she expected
documentation align with the provider
documentation and the documentation should be
accurate. The DON verified the wound
documentation note was not accurate for the
wound staging according to the wound staging
definitions.

A policy was requested, however an email from
the DON dated 3/12/25 at 3:01 p.m., indicated
they utilized the RAlI manual dated October 2024

for accuracy of assessments.
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R15's quarterly Minimum Data Set (MDS) dated
1/13/25 Iindicated he had intact cognition and
iIdentified his diagnhoses of anxiety, depression,
and bipolar disorder (a mental health condition
characterized by extreme periods of elevated
mood, or mania, and low mood, or depression).
The MDS reported he was taking an antipsychotic
medication on a routine basis and indicated a
gradual dose reduction (GDR) had not been
attempted and there was no physician
documentation the GDR was clinically
contraindicated. Furthermore, the MDS reported
he was not taking an antianxiety medication.

R15's active pharmacy orders were reviewed on
dated 3/12/25 at 8:12 a.m., and revealed the
following orders:

- hydroxyzine hydrochloride (HCI) oral tablet 50

milligrams (mg), Give 50mg by mouth two times a
day for anxiety,” dated 12/15/23.

- quetiapine fumarate oral tablet 100mg, Give
100mg by mouth three times a day for
depression,” dated 7/25/23.

R15's medication administration record (MAR)
dated 1/25 was reviewed 3/12/25 and reflected
the following administered medication orders:

- hydroxyzine hydrochloride (HCI) oral tablet 50

milligrams (mg), Give 50mg by mouth two times a
day for anxiety,” dated 12/15/23.

- "Seroquel oral tablet (quetiapine fumarate), Give
300mg by mouth at bedtime,” dated 10/30/24.

R135's care plan dated 7/26/23, identified his use
of psychotropic drug medications and his
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alteration in psychosocial well-being related to his
diagnoses of schizophrenia (chronic mental
health condition characterized by disruption in
thought processes, perceptions, emotions, and
soclal interactions), agoraphobia with panic
(anxiety disorder characterized by intense fear of
being in situations that might cause panic, or
being trapped), and anxiety.

A pharmacist's recommendation to prescriber
dated 9/16/24, recommended a GDR to R15's
psychotropic medications. The prescriber ordered
a reduction of his evening Seroquel (quetiapine).

A provider progress note dated 11/12/24 indicated
under the "treatment and plan: no medication
changes at this time. GDR attempts are not
recommend|sic] at this time due to failed GDR
and mental decompensation.”

Per interview on 3/12/25 at 9:19 a.m., licensed
practical nurse (LPN)-A, confirmed R15 was
taking hydroxyzine and verified this was an
antianxiety medication.

Per interview on 3/12/25 at 2:37 p.m., the director
of nursing (DON) confirmed R15 was taking an
antianxiety medication and had a failled GDR. The
DON expected the MDS data to be accurate
based on a review of a resident's recent
medication list, progress notes, and provider
notes.

Per interview on 3/12/25 at 2:46 p.m., registered
nurse (RN)-A confirmed accountabillity for
completing R135's quarterly MDS dated 1/13/25.
RN-A verified answering "no" him taking an
antianxiety on the MDS and reviewed his MAR
dated 1/25 and stated, "l missed the
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hydroxyzine." Furthermore, RN-A reviewed the
provider progress note dated 11/12/24 and the
pharmacist's recommendation to prescriber dated
9/16/24 and verified there had been a GDR
performed as well as a clinical contraindication to
GDR provided. RN-A stated the facility's
procedure was to make a modification to
erroneous MDS and submit the corrected one.

A policy pertaining to MDS accuracy was
requested but not received.

F 645 | PASARR Screening for MD & ID F 645 4/16/25
SS=D | CFR(s): 483.20(k)(1)-(3)

§483.20(k) Preadmission Screening for
Individuals with a mental disorder and individuals
with intellectual disability.

§483.20(k)(1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
(1) Mental disorder as defined in paragraph (k)(3)
(1) of this section, unless the State mental health
authority has determined, based on an
Independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services; or

(1) Intellectual disability, as defined in paragraph
(k)(3)(i1) of this section, unless the State
Intellectual disablility or developmental disability
authority has determined prior to admission-

(A) That, because of the physical and mental
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condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for intellectual disabllity.

§483.20(k)(2) Exceptions. For purposes of this
section-

() The preadmission screening program under
paragraph(k)(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facility of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital.

() The State may choose not to apply the
preadmission screening program under
paragraph (k)(1) of this section to the admission
to a nursing facility of an individual-

(A) Who Is admitted to the facility directly from a
hospital after receiving acute inpatient care at the
hospital,

(B) Who requires nursing facility services for the
condition for which the individual received care in
the hospital, and

(C) Whose attending physician has certified,
before admission to the facility that the individual
IS likely to require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
section-

() An individual Is considered to have a mental
disorder if the individual has a serious mental
disorder defined in 483.102(b)(1).

(1) An individual is considered to have an

Intellectual disabillity if the individual has an
Intellectual disability as defined in §483.102(b)(3)
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or Is a person with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure a Level 1 Pre-Admission
Screening (PAS) and, if needed, a a Level |l
Pre-Admission Screening and Resident Review
(PASARR) were completed, retained in the
medical record, and readily available to ensure

continuity of care with mental health needs for 1
of 1 resident (R1) reviewed for PASARR.

Findings include:

R1's admission Minimum Data Set (MDS) dated
1/6/25, indicated R1 was not considered by the
state level I| PASRR process to have a serious
mental illness and or intellectual disability or a
related condition, had intact cognition, and had
the following active diagnoses: bipolar disorder
and schizophrenia.

R1's physician's orders indicated the following
order:

12/30/24, aripiprazole (an antipsychotic
medication) 2 milligrams (MG) daily, take along
with 5 mg for a total dose of 7 mg every day for
schizoaffective disorder.

12/30/24, aripiprazole 5 mg daily, take 5 mg along

with 2 mg for a total of 7 mg per day.

2/21/25, resident targeted behaviors of yelling,
refusal of cares, Isolation and interventions to
redirect, remove from environment, and see
notes, monitor resident for signs and symptoms

of medication side effects and notify the physician

If noted.

R1's History and Physical dated 12/24/24,

R1's PAS referral was received by senior
linkage line on 12/30/24 and was sent to
lead agency. Facility reached out to lead
agency to receive R1's level 1 and level 2

PASRR.

All residents have the potential to be
affected and will be reviewed to ensure a
level 1 PAS, and if needed, a level 2
PASRR are uploaded in their electronic
chart.

Social service director and admissions
coordinator will be educated on PASRR's
and required documentation.

Audits will be done on all new admissions
to ensure a level 1 PAS, and if needed, a
level 2, I1s on file for each resident. NHA or
designhee will conduct audits 5 days a
week X2 weeks, then 3 days a week x2
weeks, then 1 day a week x2 weeks or
until compliance is met. Results of audits
will be brought to QAP| committee by NHA
for input on the need to increase,
decrease or discontinue the audits.
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Indicated R1 had active diagnoses of
schizoaffective disorder and bipolar 1 disorder.

R1's care plan, no date identified, indicated R1
had an alteration in mood and behavior due to
bipolar and schizoaffective diagnoses and R1's
goals included a stable mood and behavioral
state, and R1 would respond to interventions.

R1's medical record was reviewed and under a
Miscellaneous form in the electronic medical
record (EMR), indicated under the heading,
"PASRR" included a document titled, "ER
12-30-24 PAS.pdf" The document, was opened
and included a Preadmission Screening Referral
form. The reason for the referral included two
checked boxes indicating managed care, and
waiver/AC/ECS. The form indicated the
preadmission screen (PAS) was not completed by
Senior LinkAge Line and the PAS required action.
Further, the form Iindicated an OBRA Level Il and
level of care face to face assessment must be
completed before nursing home admission. R1's
medical record lacked evidence a Level 1 or, If
needed, a Level l| PASARR had been completed
for R1 despite admitting to the nursing home a
few months prior and having mental
health-related diagnoses (i.e., schizophrenia and
bipolar disorder) which could require active
treatment. Further, the form lacked a
determination of the PAS.

During interview on 3/11/25 at 2:01 p.m., the
admission coordinator (AC)-E stated she worked
at the facility for over two years and her role
Included requesting preadmission screens
through the Senior LinkAge Line. AC-E stated
the PAS described what a resident was admitted
for and showed the resident's medical and living
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situation. AC-E viewed R1's chart and initially
stated R1 had a PAS, but after opening the form,
stated R1 had a referral and the form was not the
PAS. AC-E stated no other staff worked on
preadmission screenings and verified the PAS
were located Iin the EMR and a PAS would let
staff know if a resident needed more than a level
one and possibly a level ll. AC-E stated R1
would stay at the nursing facility until they could
find placement and further stated she would add
R1 to her list to find out why she didn't have a
PAS and stated it was probably overlooked and
R1 should have had a PAS completed before
being admitted to the facility.

During interview on 3/11/25 at 2:11 p.m., the
soclal services director (SSD) stated she was not
a licensed social worker. SSD stated AC-E
followed up on the PAS screens and further
stated the purpose of the PAS was to help
determine services and level || PAS included
mental illness diagnhoses like schizoaffective
disorders would trigger a resident to need a level
two PASARR. SSD stated the PAS screenings
were supposed to be completed prior to
admission and were uploaded into the
miscellaneous tab. SSD viewed R1's
miscellaneous tab and verified no PAS was
uploaded and stated it was important to be
completed for the whole team to assess and
assist the resident and stated R1 could trigger for
a level | PASARR and viewed the form and
stated she thought AC-E uploaded the form at
this time. SSD viewed a PAS scanned that
Indicated under a heading, "Does the person
have a current diagnosis of a mental iliness” that
Indicated R1 did not have a mental iliness and
stated she would ask their consultant if the
answer for the question should be documented
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During interview on 3/11/25 at 2:22 p.m., AC-E
stated she contacted Senior LinkAge right away
and stated they never attached the PAS and had
just sent the PAS.

During interview on 3/11/25 at 2:58 p.m., SSD
stated she reviewed the PAS with the consultant
and was directed to submit a new PAS with the

diagnosis of R1 having mental illness to further
determine if R1 needed a Level || PASARR.

During interview on 3/12/25 at 11:04 a.m., the
director of nursing (DON) stated she expected
the PAS to be completed and stated it was
Important to have the PAS in order to know how
to take care of residents and create an
Individualized care plan.

During interview and observation on 3/12/25 at
11:14 a.m., registered nurse (RN)-C viewed R1's
paper chart and verified there was no PAS iIn the
paper chart.

A care plan with revision history was requested,
but was not provided.

A policy, Pre-Admission Screening (PASSR),
dated 6/2023, indicated social services would
check for preadmission screening and OBRA
Level Il requirements and would ensure the initial
Pre-Admission Screening results state that the
resident meets level of care for purposes of
medical assistance payment prior to the resident
being admitted to the facility. The initial
Pre-Admission Screening must be completed by
a medical professional. |f the requirements from
the initial Pre-Admission Screening cannot be
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determined, the admission will need to be
postponed until the county can complete a face to
face assessment and the county can confirm the
consumer meets requirements for nursing facility
level of care under Medicaid. Upon receipt of the
hard copy of the preadmission form(s) from the
Senior Linkage Line and or Lead Agency, social
services or designated staff person will upload
documentation to the resident's medical record.
For residents discharging to a nursing facility from
the hospital, assisted living, clinic and out of
state, before accepting the admission you must
receive a copy of the initial PAS from the referring
agency which notes that consumer meets criteria
for placement.

F 657 | Care Plan Timing and Revision F 657 4/16/25
SS=D | CFR(s): 483.21(b)(2)(1)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(1) Developed within 7 days after completion of
the comprehensive assessment.

() Prepared by an interdisciplinary team, that
Includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.
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(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(l)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review the
facility failed to ensure care conferences were
completed in a timely manner for 1 of 1 resident
(R14) reviewed for care planning.

Findings include:

R14's annual Minimum Data Set (MDS) dated
2/11/235, indicated intact cognition and diagnosis
of chronic kidney disease. If further indicated R14
required staff assistance with most activities of
dalily living (ADL) and mobility.

During interview on 3/10/25 at 2:53 p.m. R14
stated he couldn't remember If he'd had a care
conference or not.

R14's progress note dated 8/2/7//2024, indicated
the following: care conference held today with
resident. Resident was in a good mood and
willing to participate. Interdiciplinary team (IDT)
went over cares, nursing needs, therapy, and
other questions as needed. Resident had no
questions. IDT will continue to assist resident as
needed.

R14's medical record lacked documentation of a
care conference since 8/2/7/24.

During interview on 3/12/25 at 2:33 p.m., the

R14 has a care conference scheduled for
3/31/25.

All residents have potential to be affected
and will be reviewed to ensure they have
had a care conference within the last 90
days.

Socilal services will be educated on care
conference timing/scheduling.

Audits will be done by NHA or designee to
ensure care conferences are being held
for residents each quarter or with a
significant change. Audits will be done 5
days a week x2weeks, 3 days a week x2
weeks, and then 1 day a week x2 weeks
or until compliance is met. Results of
audits will be brought to QAPI committee
by NHA for input on the need to increase,
decrease or discontinue the audits.
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director of social services stated the MDS nurse
provided a list of who needed a care conference
each month based off of the MDS assessments’
schedule. When it was time for a resident to
have a care conference she would talk to the
team and then schedule it. The director of social
services stated they were working on developing
a better system in regards to care conferences
and they're probably things that have been
missed. She also verified the last time R14 had a
care conference was on 8/27/25.

A facilty policy on care conferences was
requested but not received.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686 4/16/25
SS=D | CFR(s): 483.25(b)(1)(1)(i1)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(1) Aresident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
() A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
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new ulcers from developing.
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document R40’s skin and wound assessments now
review, the facility failed to ensure and identify correctly show wound classified as
accurate wound care assessments for 1 of 1 Unstageable.

resident (R40) reviewed for pressure ulcers.
Residents with pressure ulcers have the

Findings Iinclude: potential to be affected. All residents with
pressure ulcers have been reviewed to

The Centers for Medicare and Medicaid (CMS) ensure all current pressure ulcers are

Long-Term Care Facility Resident Assessment staged appropriately.

Instrument (RAI) 3.0 user's manual dated

10/2024, identified the intent of section M, SKin Nurse management will be educated on

Conditions, documented the risk, presence, pressure ulcer staging.

appearance, and change of pressure ulcers and

Injuries. Further, it was important to recognize DON or designee will audit the new skin

and evaluate each resident's risk factors and and wound assessments each week and

iIdentify and evaluate all areas at risk of constant ensure the staging matches the Integrated

pressure and a complete assessment of skin was Wound Care notes and Is accurate.

essential to an effective pressure ulcer prevention Audits will be done once a week x6 weeks

and skin treatment program. The RAI manual or until compliance Is met. Results of

directed staff to review the medical record audits will be brought to QAPI committee

Including skin care flow sheets, or other skin by NHA for input on the need to increase,

tracking forms, nurses' notes, and pressure ulcer decrease or discontinue the audits.

Injury risk assessments, speak with the treatment
nurse and direct care staff on all shifts to confirm
conclusions from the medical record review and
observations of the resident, examine the
resident and determine whether any ulcers,
Injuries, scars, or non-removable dressings,
devices were present. Additionally, pressure
ulcer staging was determined by the deepest
anatomical stage and if a stageable pressure
ulcer had been classified at a higher numerical
stage than what was observed it should continue
to be classified at the higher numerical stage and
pressure ulcers do not heal in a reverse
sequence. Stage three and four pressure ulcers
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fill with granulation tissue that is never as strong
as the tissue that was lost and hence is more
prone to future breakdown. Clinical standards do
not support reverse staging or back staging as a
way to document healing as it does not accurately
characterize what is occurring physiologically as
the ulcer heals. Once a pressure ulcer has
healed, it is documented as a healed pressure
ulcer at its highest numerical stage and a
previously closed pressure ulcer that opens again
should be reported at its worst stage, unless
currently presenting at a higher stage or
unstageable.

The State Operations Manual (SOM) provided
guidance on pressure ulcer staging that defined
the following pressure ulcers/injuries:

Stage 1 Pressure Injury Is intact skin with
localized redness.

Stage 2 Pressure ulcer Is partial-thickness loss of
skin with exposed dermis, presenting as a
shallow open ulcer. The wound bed is viable,
pink or red, moist, and may also present as an
Intact or open or ruptured blister. Adipose (fat) Is
not visible and deeper tissues are not visible.
Granulation tissue (new connective tissue),
slough, (non-viable tissue) and eschar (dead
tissue) are not present.

Stage 3 Pressure Ulcer is a full thickness loss of
skin in which subcutaneous fat may be visible In
the ulcer and granulation tissue and epibole
(rolled wound edges) are often present. Slough
and or eschar may be visible but does not
obscure the depth of tissue loss. If slough or
eschar obscures the wound bed, it is an
unstageable pressure ulcer/injury.

Stage 4 Pressure Ulcer is a full thickness skin
and tissue loss with exposed or directly palpable
fascia, muscle, tendon, ligament, cartilage or
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bone in the ulcer. Slough and or eschar may be
visible on some parts of the wound bed. Epibole
(rolled edges), undermining and or tunneling
often occur. Depth varies by anatomical location.
If slough or eschar obscures the wound bed, it is
an unstageable pressure ulcer/pressure injury.
Unstageable Pressure Ulcer is a full thickness
skin and tissue loss in which the extent of tissue
damage within the ulcer cannot be confirmed
because the wound bed Is obscured by slough or
eschar. If the slough or eschar is removed, a

stage 3 or stage 4 pressure ulcer will be revealed.

If the anatomical depth of the tissue damage
Involved can be determined, then the reclassified
stage should be assigned.

Deep Tissue Pressure Injury (DTPI) is intact skin
with a localized area of persistent non-blanchable
deep red, maroon, purple discoloration due to
damage of underlying soft tissue. This injury
results from intense and or prolonged pressure
and shear forces at the bone-muscle interface.
The wound may evolve rapidly to reveal the
actual extent of tissue injury, or may resolve
without tissue loss. Once a deep tissue injury
opens to an ulcer, reclassify the ulcer into the
appropriate stage.

R40's 5 day Minimum Data Set (MDS)
assessment dated 6/27/24, indicated diagnoses
of anemia, heart failure, peripheral vascular
disease, diabetes mellitus, was at risk of
developing pressure ulcers, had one stage 2
pressure ulcer that was not present upon
admission. Additionally, R40 did not have any
stage 1, 3, 4, pressure ulcers or unstageable, or
deep tissue injuries.

R40's annual MDS dated 1/3/25, indicated R40
had intact cognition, did not reject care, had
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anemia, coronary artery disease, heart failure,
peripheral vascular disease, diabetes mellitus,
one or more unhealed pressure ulcers/injuries, 0
stage 1 pressure Injuries, one stage 2 pressure
ulcer/injury, 0 stage 3 pressure ulcers, 0 stage 4
pressure ulcers, 0 unstageable pressure ulcers
with slough or eschar, and 0 unstageable DTPI's.
The MDS directed staff to report based on the
highest stage of existing ulcers/injuries at their
worst; and do not "reverse” stage.

R40's Optional State Assessment (OSA) dated
1/3/25, indicated R40 required extensive assist
with bed mobillity, transfers, and toileting.

R40's Care Area Assessment (CAA) for pressure
ulcers indicated R40 had a stage two pressure
ulcer and required partial assistance with lying to
sitting, had a foley catheter which could increase
the risk for pressure due to the tubing and the
pressure ulcer would be addressed in the care
plan.

R40's care plan undated, indicated R40 had
limited physical mobility related to non weight
bearing to right lower extremity and interventions
Included to turn and reposition every 3-4 hours,
uses wheelchair and ensure foot peddles are in
place. R40's care plan indicated a self care
deficit and required assist of one with grooming,
bathing, and was encouraged to participate In
dressing by placing arms and legs into clothing
and staff were to assist with placing and removing
socks and shoes. Further, R40's care plan
Indicated R40 was admitted with a right heel
surgical wound and diabetic ulcer and on 3/9/23,
had a right heel blister/suspected deep tissue
Injury and a pressure injury on the right Achilles
and interventions included evaluating and treating
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per physician's orders, evaluate for signs and
symptoms of possible infections, was followed by
the wound care team weekly, took prostat (a
protein supplement), was to be turned and
repositioned every 3 to 4 hours, monitor skin
during cares, provide a pressure reducing
mattress.

R40's physician's orders included the following
order:

1/29/25, cleanse right heel wound with generic
wound cleanser or Vashe, apply collagen until
Santyl arrives, cover with foam dressing, change
dressing daily and as needed, inform the provider
with any signs or symptoms of infection.
Dressings need dates and initials and change
daily for wound care.

R40's Re-Admission History and Physical note
dated 6/11/24, located in the progress notes
Indicated R40 had an unstageable pressure ulcer
to the right heel.

R40's Re-Admission History and Physical note
dated 6/25/24, located In the progress notes
Indicated R40 had an unstageable pressure ulcer
of the right heel.

R40's progress notes dated 1/1/25, indicated,
R40's "pressure ulcer 2 right Achilles-improving".

R40's Skin and Wound Evaluation form dated
11/21/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 2.9 centimeters (CM)
long by 2.6 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 30%
granulation tissue, 20% slough, and 50% eschar.
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R40's Skin and Wound Evaluation form dated
12/3/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 3.6 cm long by 2 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the

wound bed contained 60% granulation tissue, and
40% eschar.

R40's Skin and Wound Evaluation form dated
12/10/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 3.9 centimeters (CM)
long by 2.6 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 30%
granulation tissue, 60% slough, and 10% eschar.

R40's Skin and Wound Evaluation form dated
12/17/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 3.1 centimeters (CM)
long by 2.0 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 30%
granulation tissue, 60% slough, and 10% eschar.

R40's Skin and Wound Evaluation form dated
12/26/24, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 2.9 centimeters (CM)
long by 2.1 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 70%
granulation tissue, 10% slough, and 20% eschar.

R40's Skin and Wound Evaluation form dated
1/1/25, indicated R40 had an in-house acquired
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stage two pressure ulcer to the right Achilles that
had been present for one week measuring 4.1
(cm) long by 2.7 cm wide. Further, the note
Indicated the wound bed contained 80%
granulation tissue, 20% slough, and no eschar.

R40's Skin and Wound Evaluation form dated
1/7/25, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 4.1 centimeters (CM)
long by 2.5 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 90%
granulation tissue, and 10% slough.

R40's Skin and Wound Evaluation form dated
1/14/25, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 7.4 cm long by 2.8 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the
wound bed contained 90% granulation tissue,
10% slough, and no eschar.

R40's Skin and Wound Evaluation form dated
1/21/25, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 2.4 cm long by 1.3 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the
wound bed contained 50% granulation tissue, no
slough, and no eschar.

R40's Skin and Wound Evaluation form dated
1/28/25, Indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 5.5 cm long by 2.4 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the
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wound bed contained 70% granulation tissue, no
slough, and no eschar.

R40's Skin and Wound Evaluation form dated
2/6/25, Indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 5 cm long by 3.9 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the
wound bed contained 70% granulation tissue,
10% slough, and no eschar.

R40's Skin and Wound Evaluation form dated
2/13/25, indicated R40 had a stage two pressure
ulcer to the right Achilles that had been present
for one week measuring 4.5 cm long by 2.7 cm
wide. Further, and contrary to the definition of a
stage two pressure ulcer, the note indicated the
wound bed contained 70% granulation tissue,

10% slough, and 20% eschar.

R40's Skin and Wound Evaluation form dated
2/20/25, indicated R40 had an unstageable
pressure ulcer to the right Achilles that had been
present for one week measuring 4.5 cm long by
2.7/ cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 70%
granulation tissue, 10% slough, and no eschar.

R40's Skin and Wound Evaluation form dated
2/25/25, indicated R40 had an unstageable
pressure ulcer to the right Achilles that had been
present for one week measuring 4.3 cm long by
2.4 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 20%
granulation tissue, 20% slough, and no eschar.
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R40's Skin and Wound Evaluation form dated
3/7/125, iIndicated R40 had an unstageable
pressure ulcer to the right Achilles that had been
present for one week measuring 4.4 cm long by
2.8 cm wide. Further, and contrary to the
definition of a stage two pressure ulcer, the note
Indicated the wound bed contained 20%
granulation tissue, 20% slough, and no eschar.

R40's Integrated Wound Care note dated
12/3/24, indicated a right lateral heel unstageable
pressure ulcer measuring 3.8 cm long by 2.7 cm
wide by 0.3 cm deep with 30% necrotic tissue,
20% eschar, and 50% granulation tissue.

R40's Integrated Wound Care Note dated
12/17/24, indicated a right lateral heel
unstageable pressure ulcer measuring 3 cm long
by 3.5 cm wide by 0.5 cm deep with 10% necrotic
tissue, 30% granulation tissue, and 60% slough.

R40's Integrated WWound Care note dated
12/26/24, indicated R40 had a right heel
unstageable pressure ulcer. Further, the wound
was 2 cm long by 4.7 cm wide, by 0.4 cm deep
and contained 10% slough, 20% necrotic tissue,
and 70% granulation tissue.

R40's Integrated Wound Care note dated 1/2/24,
Indicated R40 had a right heel unstageable
pressure ulcer. Further, the wound was 2.5 cm
long, by 4 cm wide by 0.4 cm deep and contained
20% slough, and 80% granulation.

R40's Integrated Wound Care note dated 1/2/25,
Indicated a right lateral heel unstageable

pressure ulcer measuring 4 cm long by 2.5 cm
wide by 0.5 cm deep with 10% slough and 90%
granulation tissue.
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R40's Integrated Wound Care note dated
1/14/25, indicated a right lateral heel unstageable
pressure ulcer measuring 7.3 cm long by 2.8 cm
wide by 0.4 cm deep with 10% slough and 90%
granulation tissue.

R40's Integrated Wound Care note dated
1/21/25, indicated a right lateral heel unstageable
pressure ulcer measuring 2.3 cm long by 1.3 cm
wide by 0.3 cm deep with 50% necrotic tissue,
and 50% granulation tissue.

R40's Integrated Wound Care note dated
1/28/25, indicated a right lateral heel unstageable
pressure ulcer measuring 5.5 cm by 2.4 cm by
0.3 cm with 30% necrotic tissue and 70%
granulation tissue.

R40's Integrated Wound Care note dated 2/6/25,
Indicated a right lateral heel unstageable
pressure ulcer measuring 5 cm long by 3.9 cm
wide by 0.2 cm deep with 20% necrotic tissue,
/0% granulation tissue, and 10% slough.

R40's Integrated Wound Care note dated
2/13/25, indicated a right lateral heel unstageable
pressure ulcer measuring 4.5 cm long by 2.7 cm
wide by 0.2 cm deep with 20% necrotic tissue,
/0% granulation tissue and 10% slough.

R40's Integrated Wound Care note dated
2/20/235, indicated a right lateral heel unstageable
pressure ulcer measuring 4.5 cm long by 2.7 cm
wide by 0.2 cm deep with 20% necrotic tissue,
/0% granulation tissue and 10% slough.

R40's Integrated Wound Care note dated
2/25/295, indicated a right lateral heel unstageable
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pressure ulcer measuring 4.3 cm long by 2.4 cm
wide by 0.2 cm deep with 30% necrotic tissue,
20% granulation, and 20% slough.

R40's Integrated Wound Care note dated 3///25,
Indicated a right lateral heel unstageable
pressure ulcer measuring 4.4 cm long by 2.8 cm
wide by 0.2 cm deep with 30% necrotic tissue,
20% granulation, and 20% slough.

During interview on 3/10/25 between 5:16 p.m.,
and 5:18 p.m., R40 stated she was going to the
hospital on 3/11/25 to have an X-RAY of her leg
to determine blood flow and further stated her
heel was painful and pointed to her right heel and
stated that was why it was elevated. R40's
wheelchair foot rest on the right was pulled down
and R40 had a sock on with her right heel resting
directly on the foot rest. R40 stated she had a
sore on her heel and stated staff usually changed
the dressing in the morning, but stated it was
changed mid morning on 3/10/25.

During interview on 3/12/25 at 7:52 a.m., R40
stated she had a procedure the day prior to
Increase the blood flow and help heal her foot.

During interview on 3/12/25 at 8:26 a.m.,
registered nurse (RN)-C stated R40 had a
diabetic sore on her heel that was a stage |l and
had some slough but no eschar.

During interview on 3/12/25 at 11:19 a.m., RN-B
stated she conducted wound rounds with the
nurses weekly and stated the wound assessment
was documented under the Skin and WWound In
the Forms tab. RN-B stated R40 had an

unstageable pressure ulcer on the right Achilles
heel. RN-B viewed the 2/13/25, note and verified

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BVS11 Facility ID: 00126 If continuation sheet Page 29 of 43



PRINTED: 04/01/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245326 B. WING 03/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1000 LOVELL AVENUE

THE VILLAS AT ROSEVILLE ROSEVILLE, MN 55113

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 686 Continued From page 29 F 686

the wound was documented as a stage two with
slough and eschar and stated it could be
documented as a stage two because of
Improvement in the heel. RN-B stated she was
not sure If a stage two pressure ulcer presented
with eschar and slough and was not sure about
the recent staging because sometimes there was
Improvement in the wound and then the wound
comes back.

During interview on 3/12/25 at 12:14 p.m.,
registered nurse (RN)-A stated he was the MDS
coordinator and scheduled the MDS
assessments, completed assessments, and
made sure everyone completed their sections.
RN-A stated he completed sections A, E, G, H,
GG, |,J,K,L,M,N, O,P,and S. RN-A stated
they were supposed to schedule skin
assessments each week and when looking for
skin assessments, looked at the Forms in the
electronic medical record (EMR). RN-A stated
R40 had an Annual MDS on 1/3/25, and when
completing the MDS, looked for a skin
assessment for 1/3/25, or around that date.
RN-A stated they used to have a wound care
manager who documented notes directly into
progress notes but did not locate notes related to
staging during the window for the MDS after
reviewing the progress notes. RN-A stated he
could not recall where he went to find the stage of
the wound and knew it had been a stage two
pressure ulcer and stated he used the RAI
manual for guidance. RN-A stated according to
the RAI manual, a stage two pressure ulcer was
the first layer of skin removed and could also be a
blister. RN-A further stated a stage two pressure
ulcer did not contain slough, eschar, or

granulation tissue. RN-A stated he viewed the
Wound Evaluation form 1/1/25, for the MDS and
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stated the form indicated R40 had a stage two
pressure ulcer but was staged incorrectly
because a stage two pressure ulcer did not have
granulation tissue, or slough and stated the MDS
would need to be modified. RN-A stated he had
been stating that staging of wounds was not
being completed correctly and has completed
education on staging of wounds. RN-A further
stated he looked at wound pictures, but had to be
more critical in what he saw and had not been
doing that and further added it was important to
have correct staging in order to know whether
there has been a decline in the pressure ulcer
which could indicate the wound was not being
managed correctly.

During interview on 3/12/25 at 12:14 p.m., RN-A
stated he spoke with the director of nursing and
was told they had documentation the wound was
almost healed so it would have been a stage two
at that point, and added he did not want to retract
anything he said.

During observation and interview on 3/12/25 at
1:43 p.m., RN-C changed R40's dressing and
completed measurements. RN-C stated R40's
wound measured 1 cm long by 2.2 cm wide by
0.1 cm deep. RN-C stated he had training on
how to stage wounds previously but not at the
facility and stated R40's wound was at a stage
three.

During interview on 3/12/25 at 2:14 p.m., the
director of nursing (DON) stated staff rounded
with a wound nurse practitioner who changed
orders or made recommendations and staged the
wounds and nurses at the facility completed
wound assessments and completed the Skin and
Wound Evaluation and added if you don't click
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and change information, the information stays In
place in the note. The DON stated R40 admitted
with a wound vac (a treatment for the wound) and
the wound healed and reopened and added R40
was non compliant and added R40 had an
angiogram 3/11/25. The DON stated she
expected the provider stage the wound and
nursing documentation should align with the
provider and should be accurate and verified
wound documentation notes were not accurate
for the wound staging according to the staging
definitions.

A care plan with the revision history was
requested, but was not provided.

A policy, Skin Assessment and \Wound
Management dated 2/2025, indicated a weekly
skin inspection was completed by licensed staff.
When a new pressure ulcer iIs identified the
following actions will be taken, notify the
provider/treatment ordered, notify the resident
representative, complete education with the
resident and resident representative including
risks and benefits, initiate the skin and wound
evaluation, notify the nurse manager/wound
nurse.

F 689 | Free of Accident Hazards/Supervision/Devices F 689 4/16/25
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

§483.25(d)(2)Each resident recelves adequate
supervision and assistance devices to prevent
accidents.
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This REQUIREMENT Is not met as evidenced
by:
Based on observation, interview and document R13’s transfer status was downgraded
review the facility failed to demonstrate safe from EZ stand to hoyer lift. R13 was
patient handling to reduce the risk for accidents evaluated by therapy on 3/13/25 and
for 1 of 1 residents (R13) reviewed for safety with continues to work with PT on transfers.

mechanical lift assisted transfers.
All residents that require staff assistance

Findings Iinclude: with transfers, but are not fully dependent
(hoyer lift) have the potential to be

R13's annual Minimum Data Set (MDS) dated affected and will be reviewed to ensure

12/12/24, indicated he had intact cognition and current transfer status is safe and

was dependent on staff for chair/bed-to-chair appropriate.

transfers. The MDS reported diagnoses of

hemiplegia (one-sided weakness) following a All nursing staff will be educated on

cardiovascular accident (CVA, stroke), and Identifying unsafe transfers and the

hemiplegia (one-sided paralysis). appropriate steps to ensure resident
safety, including downgrading transfer

R13's Care Area Assessment for functional status when necessary.

abilities dated 12/19/24, indicated he was

dependent on staff for transfers. DON or designee will audit staff-assisted
transfers to ensure resident is transferring

R13's care plan revised 1/3/24, identified his safely. Audits will be done on at least 1

activities of daily living (ADL) self-care deficit and transfer per day, 5 days a week x2 week,

directed staff to provide 2-person assistance then 3 days a week x2 weeks, then 1 time

using the "EZstand". a weekx2 weeks or until compliance is
met. Results of audits will be brought to

A therapy to nursing communication form dated QAPI committee by NHA for input on the

9/10/24, indicated R13's transfer status under need to Increase, decrease or discontinue

"Transfers: EZ Stand". the audits.

During interview on 3/10/25 at 4:52 p.m., R13
reported using the "EZ Stand” for transfers and
stated it caused him pain to his ribs and lungs. He
stated during some transfers, he would "hang
there” and when he would attempt to tell staff to
lower him down "because | can't breathe and its
pushing on my lungs”, staff would tell him to stop
"hollering” at him.
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During observation and interview on 3/12/25 at
12:54 p.m., nursing assistant (NA)-A and NA-B
were In R13's room to transfer him from his
wheelchair to his bed. NA-B stood behind the
mechanical standing lift with the remote control in
hand. NA-A put the lift sling behind R13's back
and ensured all the sling loops were fastened to
the standing lift. NA-A stated because R13 had
weakness to his left side, they would need to
make sure he was holding onto the standing lift
with his hand properly. After the NAs ensured his
feet were secured on the standing lift's platform,
NA-B used the remote control to lift R13 from the
wheelchair into a semi-upright position. R13 was
unable to stand straight up; his knees were bent
at approximately 80 degrees while his arms were
bent at approximately 90 degrees. He was
hanging by both shoulders from the standing lift
with the sling behind his back and shoulders.
NA-A told NA-B to "stop going up”™ and began to
move the standing lift over towards R13's bed.
The surveyor asked R13 if he was able to stand
up any straighter. He attempted and was able to
straighten his legs, but his arms remained bent,
and his upper extremity posture remained
unchanged. NA-A pushed the standing lift over
his bed and began to lower R13 onto the bed.
R13 stated the transfer felt "okay" but said if he
had to transfer like that repeatedly, he would be
"In a lot of pain.”" NA-A stated sometimes R13
would say he did not want to get up or that he
was not feeling well, and they would leave him be
and notify the nurse. When asked if the observed
transfer was safe and positioning was
appropriate, NA-A said it was okay because he
was able to get into bed, but if he was not okay,
they would report that to the nurse.
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During interview on 3/12/25 at 1:11 p.m., physical
therapist assistant (PTA) stated if a resident using
a mechanical standing lift was observed using
bad posturing, like bowing of the arms out or "sort
of hanging there", it would be an indication the
resident should be evaluated by therapy. PTA
expected NAs to report such observations to
nurses or nurse managers so it could be passed
along to the interdisciplinary team (IDT) to
discuss. PTA stated residents struggling to use
mechanical standing lifts should be reviewed
during IDT so they can get on the therapy
caseload for evaluation. PTA stated the residents
exhibiting bad posturing techniques during
transfers could present risks such cutting off
blood flow or circulation to their shoulder joints or
risk slipping out of the mechanical standing lift
during a transfer. PTA denied being notified of
any concerns regarding R13's transfers.

During interview on 3/12/25 at 2:30 p.m., the
director of nursing (DON) stated a safe
mechanical standing lift transfer would be one In
which a resident could stand for eight seconds,
they could fully hold onto or grasp the lift bars and
could come to a complete stand without hanging
In the mechanical standing lift. The DON
expected If staff observed an unsafe transfer to
complete a lift and mobility assessment, change
the transfer status and update the care plan
accordingly. Finally, the DON expected this to be
communicated during morning standup so
therapy could get involved.

A facllity policy pertaining to safe transfers was
requested but not recelived.

F 757 | Drug Regimen is Free from Unnecessary Drugs F 757 4/16/25
SS=D | CFR(s): 483.45(d)(1)-(6)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BVS11 Facility ID: 00126 If continuation sheet Page 35 of 43



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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
245326

PRINTED: 04/01/2025
FORM APPROVED
OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
C
B. WING 03/12/2025

NAME OF PROVIDER OR SUPPLIER

THE VILLAS AT ROSEVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
1000 LOVELL AVENUE
ROSEVILLE, MN 355113

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 757 | Continued From page 35 F 757
§483.45(d) Unnecessary Drugs-General.
Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug Is any
drug when used-
§483.45(d)(1) In excessive dose (Including
duplicate drug therapy); or
§483.45(d)(2) For excessive duration; or
§483.45(d)(3) Without adequate monitoring; or
§483.45(d)(4) Without adequate indications for its
use; or
§483.45(d)(9) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or
§483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this
section.
This REQUIREMENT Is not met as evidenced
by:
Based on observation, interview and document R30s order for antifungal medication was
review the facility failed to ensure antifungal updated by provider with clarification to
medications without an end date were monitored continue medication due to resident's
and evaluated for the appropriateness of history rash recurring.
continued use for 1 of 1 residents (R3) reviewed
who were prescribed antifungal medications. All residents with order for antifungal
medications have potential to be affected.
Findings include: All residents with current orders for
antifungal medications will be reviewed to
R3's quarterly Minimum Data Set (MDS) dated ensure order specifies duration.
12/11/24, indicated she was rarely or never
understood and identified diagnoses of All licensed nurses will be educated on
non-traumatic brain dysfunction, neurosyphilis (a requesting stop dates and/or clarification
form of syphilis, a sexually transmitted infection, for antifungal medication orders.
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that affects the brain and spinal cord),
non-Alzheimer's dementia (a condition that

causes a decline in cognitive function, including DON or designee will audit new orders for
memory, thinking, language, and antifungal medication to ensure there Is a
problem-solving). The MDS indicated she specified duration of use. Audits will be
required two-person extensive assistance with done 5 days a week x2 weeks, then 3
personal and toileting cares. days a week x2 weeks, then 1 day a week
x2 weeks or until compliance is met.
R13's order summary dated 3/13/25, included the Results of audits will be brought to QAPI
order: committee by NHA for input on the need
to increase, decrease or discontinue the
- "Nyamyc external powder 100000 unit/gram audits.

(gm) (Nystatin Topical), Apply to abdominal folds
topically two times a day for candidiasis,” dated
10/28/24 with no end date.

R13's medication administration record (MAR)
dated 11/24 was reviewed on 3/11/25 and
reflected administration of the Nystatin powder as
ordered.

R13's MAR dated 12/24 was reviewed on 3/11/25
and reflected administration of the Nystatin
powder as ordered.

R13's MAR dated 1/25 was reviewed on 3/11/25
and reflected administration of the Nystatin
powder as ordered.

R13's MAR dated 2/25 was reviewed on 3/11/25
and reflected administration of the Nystatin
powder as ordered.

R13's MAR dated 3/1/25 through 3/10/25 was
reviewed on 3/11/25 and reflected administration
of the Nystatin powder as ordered.

A weekly skin inspection dated 11/5/24, indicated
"previously noted resident had redness/rash on
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left lower abdomen folds" related to "moisture”.
The inspection indicated "treatment is In place.”

A weekly skin inspection dated 11/12/24,
Indicated redness/rash on left lower abdomen
folds was clearing.

A weekly skin inspection dated 11/26/24,
Indicated "slight redness/rash on left lower
abdomen folds is clearing. Nystatin applied.”

A weekly skin inspection dated 12/17/24,
Indicated "skin is intact”.

A weekly skin inspection dated 12/24/24,
Indicated no skin concerns noted, "Nystatin
applied under adm [sic] folds/groin.”

During observation on 3/12/25 at 12:45 p.m.,
licensed practical nurse (LPN)-B was at R3's
bedside and assessed her abdominal folds and
groin skin. LPN-B confirmed there was no
redness and stated her skin was intact. LPN-B
stated R3 used to have redness and moisture to
this area, but it had cleared now.

During interview on 3/12/25 at 12:25 p.m.,
certified physician assistant (PA-C) confirmed
familiarity with R3's care but stated the Nystatin
powder order was "before my time" since PA-C
started in December and the order was dated
10/28/24. PA-C stated when treating a true fungal
Infection, the normal procedure would be to
prescribe it with and end date after two weeks
and then reassess to determine if it was effective
and reconsider the necessity of the topical
antifungal and question if it could be an as
needed (PRN) order. PA-C stated, "if she was
continuing on it, | would want to know why. |
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would probably have stopped [it]. Why would you
give something that isn't necessary.”

During interview on 3/12/24 at 1:41 p.m.,
registered nurse (RN)-B was not sure if topical
antifungals were monitored by the infection
preventionist, however, stated nursing staff
should be looking for an end date and monitoring
for symptoms of improvement or worsening
condition. RN-B stated for topical antifungal, like
Nystatin powder, if the area was cleared, nursing
staff should call the provider to get monitoring
orders and consider asking for the medication to
be as needed.

During interview on 3/12/25 at 2:26 p.m., the
director of nursing (DON), also the facility's
Infection preventionist, stated they did not track
topical antifungals in ICAR, a tool used to
systematically assess a healthcare facilities
Infection prevention and control practices. The
DON stated because floor nurses were
administering the topical Nystatin powder, they
would be responsible for assessing the area and
were expected to update the provider and ask if
the medication order could be re-evaluated once
the area had improved. The DON stated the
Nystatin powder should have been discontinued
once the skin concern improved.

Per facility policy titled skin assessment and
wound management last revised 2/25, when a
significant alteration in skin integrity was noted,
staff were directed to notify the provider for
treatment orders and perform skin and/or wound
evaluations and update the care plan to include
Interventions. For ongoing skin issues, staff were
directed to follow ongoing treatments per provider
order and update the provider and care plan as

F 757
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SS=D | CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal
Immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(1) Before offering the influenza immunization,
each resident or the resident's representative
receives education regarding the benefits and
potential side effects of the immunization;

(1) Each resident is offered an influenza
Immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
Immunized during this time period;

(i) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of influenza
Immunization; and

(B) That the resident either received the influenza
Immunization or did not receive the influenza
Immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure
that-

(1) Before offering the pneumococcal
Immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
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Immunization;

(1) Each resident is offered a pneumococcal
Immunization, unless the immunization Is
medically contraindicated or the resident has
already been immunized;

() The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of pneumococcal
Immunization; and

(B) That the resident either received the
pneumococcal iImmunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

This REQUIREMENT 1s not met as evidenced

by:

Based on interview and document review, the R1 was provided education regarding the

facility failed to ensure 1 of the 5 residents (R1) benefits and potential side effects of

reviewed for immunizations was offered and/or pneumococcal immunization on 3/12/25

provided the pneumococcal vaccination series as and received PCV20 on 3/13/25.

recommended by the Centers for Disease Control

(CDC) to help reduce the risk of associated All residents have the potential to be

Infection(s). affected. Per facility policy, all current
residents will be assessed for current

Findings Iinclude: Immunization status within 5 days of
admission, and will be offered the

The CDC's PneumoRecs VaxAdvisor for Vaccine vaccine, when indicated, within 30 days of

Providers dated 9/12/24, recommended based on admission.

R1's age and vaccine history to give a dose of

PCV15, PCV20 or PCV21 at least 1 year after the Nurse management will be educated on

last dose of PPSVR23. "Regardless of which facility policy for offering pneumococcal

vaccine Is used (PCV15, PCV20, or PCV21), their vaccinations.

pneumococcal vaccinations are complete.”
Audits will be done on all new admissions
R1's Clinical Profile printed on 3/12/25, indicated to review vaccination status and to ensure
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R1 was 78 years old. The immunization record, pneumovax Is offered when indicated.
printed 3/12/25, indicated R1 received a PPSV23 Audits will be done by DON or designee 5
on 1/17/13. days a week x2 weeks, 3 days a week 2
weeks, and then 1 day a week x2 weeks
R1's electronic medical record (EMR) lacked or until compliance Is met. Results of
evidence of shared clinical decision making audits will be brought to QAPI| committee
occurring with the physician for giving one dose of by NHA for input on the need to increase,
PCV15, PCV20, or PCV21 as it was more than decrease or discontinue the audits.

12 years after the previous pneumococcal dose.
R26's EMR and paper chart lacked evidence of

R1 being offered or receiving any pneumococcal
doses or education.

During interview on 3/11/25 at 3:33 p.m., R1
stated didn't remember staff talking or offering a
pneumococcal vaccine. R1 stated would have
accepted a pneumovax vaccine If offered.

During interview on 3/12/25 at 11:28 a.m., the
Infection preventionist/director of nursing (DON)
stated besides the duties as the infection
preventionist and DON position, had also been
fulfilling the nurse manager's duties. DON stated
missed auditing R1. DON stated a resident who
received the recommended pneumovax
vaccination would prevent someone from getting
pneumonia, or if they would get pneumonia, the
symptoms won't be as severe.

Facility's policy titled Pneumococcal Policy dated
2/2024 indicated: It is the practice of the Health
Care Facility to offer all residents the
pneumococcal vaccines to aid in the prevention
of pneumococcal/pneumonia infections. Facility
policy indicated the purpose was to follow
recommendations of the Advisory Committee on
Immunization Practices (ACIP) Centers for
Disease Control (CDC) and/or the state
Department of Health for prevention of
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Pneumococcal disease by identifying those
residents at risk for Pneumococcal disease and
offering Pneumococcal vaccination.
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FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
3/12/2025. At the time of this survey, The Villas
of Roseville was found in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.7/0(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, the Health Care Facilities Code.

(Building Info)

The Villas At Roseville Is a 2-story building with
no basement. The building was constructed at
two different times. The original building was built
In 1968 and was determined to be of Type [1(222)
construction. In 1992, an addition was
constructed to the Northside that was determined
to be of Type 11(222) construction. Because the
original building and the one addition are of the
same type of construction, the facility was
surveyed as one building.

A complete fire sprinkler system protects the
building. The facility has a fire alarm system with
entire corridor smoke detection, resident rooms,
and spaces open to the corridors that are
monitored for automatic fire department
notification.

The facility has a capacity of 63 beds and had a
census of 60 at time of the survey.

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

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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The requirement at 42 CFR, Subpart 483.70(a) Is
MET.
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