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CMS Certification Number (CCN): 245560   

September 11, 2018

Edgebrook Care Center

Attn: Administrator

505 Trosky Road West

Edgerton, MN  56128

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective August 29, 2018 the above facility is certified for:    

   56 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 56 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your

certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,   

   

Kamala Fiske-Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

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

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

   

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

An equal opportunity employer.
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September 11, 2018

Edgebrook Care Center

Attn: Administrator

505 Trosky Road West

Edgerton, MN  56128

RE: Project Number S5560027

Dear Administrator:

On July 31, 2018, we informed you that we would recommend enforcement remedies based on the deficiencies

cited by this Department for a standard survey, completed on July 20, 2018.  This survey found the most serious

deficiencies to be a pattern of deficiencies that constituted no actual harm with potential for more than minimal

harm that was not immediate jeopardy (Level E) whereby corrections were required.

On September 10, 2018, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by

review of your plan of correction and on August 10, 2018 the Minnesota Department of Public Safety completed

a PCR to verify that your facility had achieved and maintained compliance with federal certification deficiencies

issued pursuant to a standard survey, completed on July 20, 2018.  We presumed, based on your plan of

correction, that your facility had corrected these deficiencies as of August 29, 2018. Based on our PCR, we have

determined that your facility has corrected the deficiencies issued pursuant to our standard survey, completed

on July 20, 2018, effective August 29, 2018 and therefore remedies outlined in our letter to you dated July 31,

2018, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit

with the President of your facility's Governing Body.     

Feel free to contact me if you have questions.

Sincerely,   

   

Kamala Fiske-Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

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

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

cc:  Licensing and Certification File                                      

   

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

An equal opportunity employer.
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Electronically delivered
July 31, 2018

Mr. Michael Redinger, Administrator
Edgebrook Care Center
505 Trosky Road West
Edgerton, MN  56128

RE: Project Number S5560027

Dear Mr. Redinger:

On July 20, 2018, a standard 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 a pattern of
deficiencies that constitute no actual harm with potential for more than minimal harm that is not
immediate jeopardy (Level E), as evidenced by the electronically attached CMS-2567 whereby
corrections are required.    

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.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies
before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at
the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

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

   

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

An equal opportunity employer.



attached deficiencies.   

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

DEPARTMENT CONTACT

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

Holly Kranz, Unit Supervisor
Mankato District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
12 Civic Center Plaza, Suite #2105
Mankato, MN  56001
Email: holly.kranz@state.mn.us
Phone: (507) 344-2742   
Fax: (507) 344-2723

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey.  Your facility does not meet this criterion.  Therefore, if your
facility has not achieved substantial compliance by August 29, 2018, the Department of Health will
impose the following remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

Edgebrook Care Center
July 31, 2018
Page   2



 - Indicate how the facility plans to monitor its performance to make sure that solutions   
  are sustained.  The facility must develop a plan for ensuring that correction is achieved   
  and sustained.  This plan must be implemented, and the corrective action evaluated for   
  its effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action    
  completion dates must be acceptable to the State.  If the plan of correction is    
  unacceptable for any reason, the State will notify the facility.  If the plan of correction is   
  acceptable, the State will notify the facility.  Facilities should be cautioned that they are   

  ultimately accountable for their own compliance, and that responsibility is not alleviated
  in cases where notification about the acceptability of their plan of correction is not   
  made timely.  The plan of correction will serve as the facility’s allegation of compliance;   
  and,
    
 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

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

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

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    
 488.417 (a));

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

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance.  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.

Edgebrook Care Center
July 31, 2018
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification.  A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and 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.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process.  However, the remedies specified in this letter will be imposed
for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

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

If substantial compliance with the regulations is not verified by October 20, 2018 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b).  This mandatory denial of payments will be based on
the failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
result of a complaint visit or other survey conducted after the original statement of deficiencies was

Edgebrook Care Center
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issued.  This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by January 20, 2019 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

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

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

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.            

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

     Mr. Tom Linhoff, Fire Safety Supervisor
   Health Care Fire Inspections
   Minnesota Department of Public Safety
   State Fire Marshal Division
   445 Minnesota Street, Suite 145
   St. Paul, Minnesota 55101-5145
   Email: tom.linhoff@state.mn.us
   Telephone:  (651) 430-3012
   Fax:  (651) 215-0525

Edgebrook Care Center
July 31, 2018
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Feel free to contact me if you have questions.

Sincerely,

   
Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4206
Email: alison.helm@state.mn.us

Enclosure

cc:  Licensing and Certification File                                      

Edgebrook Care Center
July 31, 2018
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F 656 Continued From page 1 F 656
needs that are identified in the comprehensive 
assessment. The comprehensive care plan must 
describe the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.10(c)(6).
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record.
(iv)In consultation with the resident and the 
resident's representative(s)-
(A) The resident's goals for admission and 
desired outcomes.
(B) The resident's preference and potential for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose.
(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requirements set forth in paragraph (c) of this 
section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to develop a care plan to 
address the use of an anticoagulant medication 
for a resident with significant bruising for 1 of 1 
residents (R40) reviewed for unnecessary 

 Disclaimer:
Preparation and execution of this 
response and plan of correction does not 
constitute an admission or agreement by 
the provider of the truth of the facts 
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F 656 Continued From page 2 F 656
medications. 

Findings include: 

R40's, diagnosis listed on the admission record 
dated 7/18/18 included: type 2 diabetes, heart 
failure, chronic atria fibrillation, chronic 
obstructive pulmonary disease, chronic kidney 
disease, pain, major depressive disorder, and 
pain.

R40's minimum data set (MDS) dated 6/20/18 
revealed R40 received anticoagulation 
medication 7 days per week.

R40 's medication administration record revealed 
he was receiving Warfarin (blood thinner) 5 
milligrams (mg) orally every Sunday, Tuesday, 
and Thursday and 2.5 mg every Monday, 
Wednesday, Friday, and Saturday, for chronic 
atrial fibrillation. The resident was also on 
doxicycline (antibiotic) for a cellulitis infection of 
his lower extremities 6/28/18 - 7/3/18. (antibiotics 
increase the risk of bleeding when used with 
warfarin).

R40's care plan last updated 7/11/18 did not 
identify anticoagulation use, or identify a high risk 
for bleeding or monitoring of bruises which R40 
began to develop on 7/3/18.

During a observation on 7/18/18 at 2:50 p.m., the 
entire back of both hands were covered with large 
dark burgundy color bruises, there were multiple 
large bruises as large as 3x5 centimeters noted 
on both forearms.

R40's interdisciplinary progress notes revealed:

alleged or conclusions set forth in the 
statement of deficiencies. The plan of 
correction is prepared and/or executed 
solely because it is required by the 
provisions of federal and state law. For 
the purposes of any allegation that the 
center is not in substantial compliance 
with federal requirements of participation, 
this response and plan of correction 
constitutes the center s allegation of 
compliance in accordance with section 
7305 of the State Operations Manual.

R40 s care plan has been updated to 
reflect the use of anticoagulant 
medications and the resident has been 
discharged.

To identify other residents who have been 
affected who received anticoagulant 
medications, care plans will be reviewed 
and updates made as necessary.

To ensure systemic change, staff involved 
with care plan implementation were 
re-educated on 8/1/18 on the importance 
of care plan needs for resident receiving 
anticoagulant medications.

To monitor performance and solution, 
effective random audits will be completed 
on anticoagulant care plans by the DNS or 
designee once weekly for four weeks and 
once monthly for two months and results 
brought QAPI for review.
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F 656 Continued From page 3 F 656
-7/6/18 at 3:41 p.m., Resident has large bruises 
on bilateral arms. He says they came overnight. 
Did an INR-2.7 & did fax physician his current 
dose of Coumadin & his last dose of doxycycline 
was on am of July 3. Resident does not use his 
call light & has been encouraged in this often. His 
ambulates/ transfers without calling. He walks 
fast & is noted to be unsteady/jerky. He does not 
want to wear his boot that Dr. prescribed last 
week.

-7/6/18 at 5:57 p.m., faxed response from Dr. "no 
changes".

-7/19/18 at 5:27 p.m., new bruise noted on left 
arm, above the antecubital area of arm. Bruise 
measures 9.5 x 8.5 cm. Bruise is purple/red in 
color. He does deny pain related to this. Resident 
states that someone was grabbing him around 
his arm. He does deny any harm/abuse related to 
this bruise. 

Lab work revealed a INR done on 6/29/18 of 2.5, 
(normal range 2-3)

During a interview on 7/20/19 at 9:35 a.m., with 
nursing assistant (NA-C) revealed that she was 
not aware a concern of bruising on the arms of 
R40. She stated that new concerns were 
communicated on the nursing assistant work 
sheet and produced the sheet from her pocket, 
there were no notes on the nursing assistant 
worksheet regarding R40.

During a interview on 7/20/18 at 9:44 a.m., NA-A 
confirmed she assisted R40 with morning cares, 
and that she was not aware of any new concerns, 
regarding his care. 
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F 656 Continued From page 4 F 656
During a interview on 7/20/18 at 10:02 a.m., with 
the physical therapy assistant (PTA) he confirmed 
that he works with R40 on a daily basis. He 
revealed he was not aware of and updates in his 
change in condition or that R40 stated that he 
thought a bruise was caused by someone 
grabbing him on the arm.

During a interview on 07/19/18 at 2:55 p.m., the 
director of nursing (DON)  revealed her 
expectation for following up on new wounds, 
bruises or injuries would be that the progress 
note including measurements every shift for 24 
hours. Follow up monitoring should include 
weekly documentation and monitoring until 
resolved. She confirmed there was a skin 
observation note on 7/3/18 at 12:28 p.m., "entire 
back of hand is bruising, small dark bruising 3 x 3 
cm" and no further documentation until 7/6/18 at 
4:28 p.m., when the Dr. was notified by fax of 
large bruising now including bilateral arms. The 
fax revealed the bruises had extended up the 
forearms, revealing scattered bruising on the left 
and a 5 x 3 centimeter bruise on the right 
forearm. The DON confirmed that in the next 
weekly assessment the bruises were not 
monitored for improvement of decline, stating "it 
must have been missed." The DON was not 
aware that there was a new bruise, above the 
antecubital area on the left arm that measures 
approximately 9 x 8 cm, and confirmed that there 
was no documentation in the record. The DON 
further revealed her expectation would be for the 
Coumadin use and monitoring to be included the 
care plan and confirmed that it was not. 

During a interview with the DON on 7/20/18, the 
DON confirmed that the facility did not complete a 
incident report on the bruises, and that changes 
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F 656 Continued From page 5 F 656
in condition would be passed on to staff in report, 
she was not aware that the information was not 
communicated to the therapy department or to 
the nursing assistants. 
A policy was requested for care plan development 
and skin monitoring, none were provided.

F 677
SS=D

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:

F 677 8/29/18

 Based on observation, interview and document 
review, the facility failed to ensure nail care was  
provided for 1 of 2 residents (R10) reviewed for 
activities of daily living, who was dependent upon 
staff for assistance with grooming.

Findings include:

R10's annual Minimum Data Set (MDS) 
assessment dated 7/10/18, identified R10 as 
having a Brief Interview for Mental Status (BIMS) 
of 10 indicating moderately impaired cognition.  
The MDS further identified R10 required 
extensive assistance with bed mobility, transfers, 
dressing, toilet use, bathing, personal hygiene, 
was frequently incontinent of bowel movements 
and had no behaviors.

R10's care plan reviewed 7/18/18 indicated the 
resident required assistance of 1 staff with 
personal hygiene.

R10's activities of daily living (ADL) care area 

 R10 s care plan has been reviewed and 
updated for interventions to address the 
need for nail care. A monitoring system 
has been put in place. 

To address other residents who may have 
been affected by this practice, care plans 
of residents needing assistance with 
grooming have been reviewed and 
updated as needed.

To ensure systemic change has been 
implemented, staff involved with nail care 
will be re-educated by 8/29/18 on the 
importance of nail care for residents 
needing assistance with grooming.

To monitor performance and solution, 
effective random audits of nail care will be 
performed by the DNS or designee once 
weekly for four weeks and once monthly 
for two months and results brought to 
QAPI for review.
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F 677 Continued From page 6 F 677
assessment (CAA) dated 7/18/18, identified R10 
required staff assistance with all daily ADL's.    

On 7/19/18, at 7:52 a.m. R10 was observed with 
a dark brown substance present on sides of left 
hand fingernails and under nail bed.  

On 7/19/18, at 12:21 p.m. R10 was observed 
seated in his wheelchair in the dining room eating 
lunch independently.  R10 continued to have a 
dark brown substance on sides and under nail 
bed of left hand. 

During observation and interview on 7/19/18, at 
3:21 p.m.  nursing assistant (NA)-A confirmed 
R10's left hand nails were dirty and stated R10 
needed assistance from staff to clean his nails.  
NA-A stated nail care is provided at baths and as 
needed.  NA-A further stated R10 had a habit of 
digging in his incontinence brief and indicated it 
could be feces under nail bed.  However, the 
fingernails remained dirty under nail beds and 
NA-A did not offer clean R10's fingernails.

During observation on 7/20/18, at 9:35 a.m. R10 
continued to have dirty brown nail beds on left 
hand.  During interview at this time, NA-B 
confirmed R10's fingernails were dirty and would 
need to assist R10 in cleaning them at this time.   
NA-B further stated R10 had a habit of digging in 
his incontinence brief indicating it could be feces 
under nail bed. 

During interview on 7/20/18, at 9:44 a.m. director 
of nursing (DON) stated her expectation is for 
staff to clean nails as needed when identified.  

A facility policy titled Nail Care last revised 10/17 
included:   keep nails clean and trimmed to 
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F 677 Continued From page 7 F 677
promote well-being.

F 684
SS=D

Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:

F 684 8/29/18

 Based on observation, interview and document 
review, the facility failed to monitor and treat skin 
lesions for 1 of 5 resident (R40) reviewed for 
unnecessary medication who was on daily 
Coumadin, and developed significant bruising 
which continued to spread, and 1 of 1 resident 
(R10) reviewed for non-pressure related skin 
conditions. 

Findings include:

R40 diagnosis listed on the admission record 
dated 7/18/18 were type 2 diabetes, heart failure, 
chronic atrial fibrillation, chronic obstructive 
pulmonary disease, chronic kidney disease, pain, 
major depressive disorder, and pain.
R40's minimum data set (MDS) dated  6/20/18 
revealed R40 received anticoagulation 
medication 7 days per week.
R40 's medication administration record revealed 
he was receiving Warfarin (blood thinner) 5 
milligrams (mg) orally every Sunday, Tuesday, 
and Thursday and 2.5 mg every Monday, 

 R40 and R10 s care plans have been 
reviewed and interventions updated to 
monitor lesions and bruising. Resident 
R40 has been discharged.

To implement systemic change, skin 
observations will be implemented on all 
residents by 8/29/18.

To ensure systemic changes are effective, 
staff involved with weekly skin 
observations will be re-educated on the 
requirements on monitoring and treating 
non-pressure related skin conditions by 
8/29/18.

To monitor performance and solutions, 
effective random audits of non-pressure 
related skin conditions will be performed 
by the DNS or designee once daily for five 
days, once weekly for four weeks, and 
once monthly for two months and results 
brought to QAPI for review.
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F 684 Continued From page 8 F 684
Wednesday, Friday, and Saturday, for chronic 
atrial fibrillation. The resident was also on 
doxicycline (antibiotic) for a cellulitis infection of 
his lower extremities 6/28/18 - 7/3/18. (antibiotics 
increase the risk of bleeding when used with 
warfarin).
R40's care plan last updated 7/11/18 did not have 
a focus to identify anticoagulation loose, or 
identify a high risk for bleeding, and significant 
bruising. 
During a observation on 7/18/18 at 2:50 p.m., the 
entire back of both hands were covered with large 
dark burgundy color bruises, there were multiple 
large bruises as large as 3x5 centimeters noted 
on both fore arms.
R40's interdisciplinary progress notes revealed:
-7/6/18 at 3:41 p.m. - Resident has large bruises 
on bilateral arms. He says they came overnight. 
Did an INR-2.7 & did fax current dose of 
Coumadin & his last dose of doxycycline was on 
am of July 3. Resident does not use his call light 
& has been encouraged in this often. His 
ambulates/ transfers without calling. He walks 
fast & is noted to be unsteady/jerky. He does not 
want to wear his boot that Dr. prescribed last 
week.
-7/6/18 at 5:57 p.m., faxed response from Dr. "no 
changes".
-7/19/18 at 5:27 p.m., new bruise noted on left 
arm, above the antecubital area of arm. Bruise 
measures 9.5 x 8.5 cm. Bruise is purple/red in 
color. He does deny pain related to this. Resident 
states that someone was grabbing him around 
his arm. He does deny any harm/abuse related to 
this bruise. 
Lab work revealed a INR done on 6/29/18 of 2.5, 
(normal range 2-3)
During a interview on 7/20/19 at 9:35 a.m., with 
nursing assistant (NA-C) revealed that she was 
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F 684 Continued From page 9 F 684
not aware a concern of bruising on the arms of 
R40. She stated that new concerns were 
communicated on the nursing assistant work 
sheet and produced the sheet from her pocket, 
there were no notes on the nursing assistant 
worksheet regarding R40.
During a interview on 7/20/18 at 9:44 a.m., NA-A 
confirmed she assisted R40 with morning cares, 
and that she was not aware of any new concerns, 
regarding his care. 
During a interview on 7/20/18 at 10:02 a.m., with 
the physical therapy assistant (PTA)-A stated that 
he worked with R40 on a daily basis. He revealed 
he was not aware of an updates in his change in 
R40's condition.
During a interview on 07/19/18 at 2:55 p.m., the 
director of nursing (DON)  revealed her 
expectation for following up on new wounds, 
bruises or injuries would be that the progress 
note including measurements every shift for 24 
hours. Follow up monitoring should include 
weekly documentation and monitoring until 
resolved. She confirmed there was a skin 
observation note on 7/3/18 at 12:28 p.m., "entire 
back of hand is bruising, small dark bruising 3 x 3 
cm" and no further documentation until 7/6/18 at 
4:28 p.m., when the Dr. was notified by fax of 
large bruising now including bilateral arms. The 
fax revealed the bruises had extended up the 
forearms, revealing scattered bruising on the left 
and a 5 x 3 centimeter bruise on the right 
forearm. The DON confirmed that in the next 
weekly assessment the bruises were not 
monitored for improvement of decline, stating "it 
must have been missed." The DON was not 
aware that there was a new bruise, above the 
antecubital area on the left arm that measures 
approximately 9 x 8 cm, and confirmed that there 
was no documentation in the record. The DON 
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further revealed her expectation would be for the 
Coumadin use and monitoring to be included the 
care plan and confirmed that it was not. 
During a interview with the DON on 7/20/18, the 
DON confirmed that the facility did not complete a 
incident report on the bruises, and that changes 
in condition would be passed on to staff in report, 
she was not aware that the information was not 
communicated to the therapy department or to 
the nursing assistants. 
A policy was requested for care plan development 
and skin monitoring, none were provided. 

R10's annual Minimum Data Set (MDS) 
assessment dated 7/10/18, identified R10 with a 
Brief Interview for Mental Status (BIMS) of 10 
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indicating moderately impaired cognition.  The 
MDS further identified R10 required extensive 
assistance for activities of daily living (ADL's).

R10's care plan last revised 7/18/18, indicated 
R10 had a goal to have intact skin, free of 
redness, blisters or discoloration.  Interventions 
included to notify nurse of any new areas of skin 
breakdown, redness, blisters, bruises, 
discoloration, etc noted during bath or daily care.  
The care plan did not identify any skin lesions. 

During observation on 7/18/18, at 9:52 a.m. a 
transparent dressing was on the back of R10's 
left hand.  It appeared to have a small amount of 
bloody drainage, and R10 did not know why he 
had the dressing on.

During observation on 7/19/18, at 3:29 p.m. 
transparent dressing was still in place to R10's 
left hand.  The resident was observed to be 
touching the transparent dressing and picking at 
site.   During interview at this time, nursing 
assistant (NA)-A stated R10 had a cancerous 
lesion to left hand and the clear dressing was to 
protect it.

Review of R10's progress notes dated 6/12/18 to 
7/19/18, included an entry from 6/12/18, where 
the resident had voiced complaints regarding a 
lesion to his left hand.  A physician's order dated 
6/12/18 included:  Efudex cream (an anti-cancer 
chemotherapy drug) 5% apply to left hand 
topically two times a day to lesion for 4 weeks.  
No further documentation was found describing 
the resident's lesions/treatment.

Review of R10's medication administration sheets 
for 6/18 and 7/18 included the Efudex twice daily 
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F 684 Continued From page 12 F 684
from  6/12/18 to 7/10/18.  Review of R10's 
treatment sheets for 6/18 and 7/18 did not include 
a treatment to monitor resident's skin lesion to the 
left hand. 

Review of R10's skin observation assessments 
included an entry completed 7/6/18.  There was 
no documentation of a left hand lesion.  The 
nursing admit re-admit data collection dated 
7/17/18, identified a clear opsite (transparent 
dressing) was in place on the residents left hand 
indicating it was from an intravenous (IV) 
insertion site.   No other documentation was 
found describing/monitoring or treatment of the 
lesion.

During interview on 7/20/18, at 8:29 a.m. licensed 
practical nurse (LPN)-A stated R10 had a lesion 
to left hand that was "pre-cancerous" and had 
been receiving treatment with Efudex cream.  
LPN-A confirmed there was no treatment set up 
to monitor R10's skin and was not aware of a 
current dressing to his left hand.  

During a subsequent observation and interview at 
11:27 a.m. LPN-A removed the dressing to R10's 
left hand.  Left hand lesion was superficially open 
and measured 2 centimeters (cm) long by 1.5 cm 
wide and another lesion on left hand near site 
identified by LPN-A as "an abrasion" from hospital 
IV measured 1 cm long by 0.5 cm wide.  LPN-A 
verified both areas should be monitored and 
confirmed there was no monitoring or treatment 
in place.

During interview on 7/20/18, at 11:55 a.m. the 
director of nursing (DON) stated skin 
assessments should be completed during 
treatment of skin lesions and R10's left hand 
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F 684 Continued From page 13 F 684
dressing should've been removed during 
readmission to facility for proper assessment of 
skin for appropriate treatments, monitoring, and 
care planning.  The DON further indicated her 
expectation is nursing would be monitoring these 
areas for healing

A facility policy titled Skin Assessment, Pressure 
Ulcer Prevention and Documentation 
Requirements last revised 4/16 included:  The 
bruise/contusion/skin tar/abrasion should be 
monitored weekly and any changes and/or 
progress toward healing should be documented 
on the Skin Observation User Defined 
Assessment (UDA) and on the resident's care 
plan.

F 690
SS=D

Bowel/Bladder Incontinence, Catheter, UTI
CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.
§483.25(e)(1) The facility must ensure that 
resident who is continent of bladder and bowel on 
admission receives services and assistance to 
maintain continence unless his or her clinical 
condition is or becomes such that continence is 
not possible to maintain.

§483.25(e)(2)For a resident with urinary 
incontinence, based on the resident's 
comprehensive assessment, the facility must 
ensure that-
(i) A resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary;
(ii) A resident who enters the facility with an 
indwelling catheter or subsequently receives one 
is assessed for removal of the catheter as soon 

F 690 8/29/18
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F 690 Continued From page 14 F 690
as possible unless the resident's clinical condition 
demonstrates that catheterization is necessary; 
and
(iii) A resident who is incontinent of bladder 
receives appropriate treatment and services to 
prevent urinary tract infections and to restore 
continence to the extent possible.

§483.25(e)(3) For a resident with fecal 
incontinence, based on the resident's 
comprehensive assessment, the facility must 
ensure that a resident who is incontinent of bowel 
receives appropriate treatment and services to 
restore as much normal bowel function as 
possible.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to comprehensively 
assess and develop a plan of care for 1 of 1 
residents (R1) reviewed for urinary incontinence.

Findings include:

R1's face sheet dated printed 7/20/18 included 
diagnoses of urinary tract infection, chronic 
kidney disease, urgency of urination, and 
obstructive and reflux uropathy (a condition in 
which the flow of urine is blocked).

R1's annual Minimum Data Set (MDS) dated 
6/26/18, identified R1 was cognitively intact and 
required extensive assistance with activities of 
daily living (ADL) including bed mobility, transfers 
and toileting. The MDS further identified R1 was 
frequently incontinent of bladder and was not on a 
toileting program. 

R1's annual urinary incontinence Care Area 

 R1 s care plan has been reviewed and 
updated with interventions to address 
urinary incontinence. 

To implement systemic change, all 
residents with urinary incontinence will be 
reviewed and care plans updated by 
8/29/18.

To ensure systemic changes are effective, 
staff involved with bladder assessments 
were re-educated on the requirements of 
bladder assessments and developing a 
plan of care related to urinary 
incontinence on 8/1/18.

To monitor performance and solutions, 
effective random audits of care plans will 
be performed by DNS or designee once 
weekly for four weeks and once monthly 
for two months and results brought to 
QAPI for review.
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F 690 Continued From page 15 F 690
Assessment (CAA) dated 7/9/18, identified R1 
had a diagnosis of congestive heart failure (CHF), 
required extensive assistance for toilet use and 
was frequently incontinent.  The CAA did not 
identify whether R1 was on a toileting program, 
had a change in continence or identify any 
contributing factors of the incontinence.   

Review of R1's medical record revealed no 
comprehensive bladder assessments had been 
completed within the last year. 

R1's care plan revised 7/12/18, revealed R1 had 
a self care deficit, required extensive assistance 
from facility staff for dressing, personal hygiene 
and toileting.  R1's care plan did not identify R1's 
urinary continence needs. 

During interview on 7/17/18, at 2:33 p.m. R1 
stated she was having more trouble holding her 
urine and indicated she was incontinent of her 
bladder and wore an incontinent pad.

During interview on 7/18/18, at 12:14 p.m. 
nursing assistant (NA)-C indicated R1 was 
occasionally incontinent of her bladder.  NA-C 
further explained R1 was not on a scheduled 
toileting program but would notify staff when she 
needed to use the toilet.
 
During interview on 7/19/18, at 9:10 a.m. NA-D 
indicated R1 was incontinent at night but able to 
request toileting needs during the day time.  NA-D 
further verified R1 required assistance from staff 
to toilet.

On 7/19/18, at 1:36 p.m. the MDS coordinator 
confirmed R1's medical record lacked a bladder 
assessment.  She further confirmed there was no 
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F 690 Continued From page 16 F 690
plan of care for R1's incontinence stating "this is 
embarrassing".  The MDS coordinator stated 
anyone that is incontinent should have an 
assessment and care plan.  

On 7/19/18, at 2:01 p.m. the director of nursing 
(DON) stated bladder assessments should be 
completed at admission and reviewed quarterly 
with MDS assessment.  The DON further verified 
urinary incontinence should be care planned 
indicating it was "missed".
 
The facility policy titled Bladder Assessment last 
revised 3/17, included the following purpose:  To 
review/assess bladder patterns, incontinence and 
frequency, identify potentially reversible causes of 
incontinence, and identify the probable type of 
urinary incontinence and potential toileting 
programs.

The facility policy titled Care Plan last revised 
11/16, included:  Each resident will have an 
individualized, person-centered, comprehensive 
plan of care that will include measurable goals 
and timetables directed toward achieving and 
maintaining the resident's optimal medical, 
nursing, physical, functional, spiritual, emotional, 
psychosocial and educational needs.  Through 
use of departmental assessments, the Resident 
Assessment Instrument and review of the 
physician's orders, any problems, needs and 
concerns identified will be addressed.

F 880
SS=D

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

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 

F 880 8/29/18
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F 880 Continued From page 17 F 880
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

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

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

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
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F 880 Continued From page 18 F 880
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

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

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to provide appropriate 
hand washing and glove application when 
providing care to R40 open wounds on the the 
lower extremity. 
Findings include:
R40 diagnosis listing, dated 7/18/18 indicated: 
type 2 diabetes, heart failure, chronic atrial 
fibrillation, chronic obstructive pulmonary disease, 
chronic kidney disease, major depressive 
disorder, and pain.
R40's Minimum Data Set (MDS), dated 6/20/18, 
revealed R40 received anticoagulation 
medication 7 days per week, and that R40 had 
open wounds on the lower extremities. 

 R40 has been discharged.

To implement systemic change, all 
residents have the potential to be affected 
by this practice. Wound procedures have 
been reviewed and no updates are 
indicated.

To ensure systemic changes are effective, 
all staff involved with wound care will be 
re-educated by 8/29/18 on the wound care 
procedure and competencies completed.

To monitor performance and solutions, 
effective random audits of hand washing 
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F 880 Continued From page 19 F 880
R40 's medication administration record revealed 
he had received a course of doxicycline 
(antibiotic) for a cellulitis infection of his lower 
extremities 6/28/18 - 7/3/18. 
R40's care plan last updated 7/11/18  revealed 
the resident had one stage 2 pressure ulcer to the 
right foot second toe, and a diabetic foot ulcer on 
the left foot related to diabetes. 
R40's skin observation dated 7/15/18 at 10:07 
p.m., revealed a open area to right lower leg, 
measuring 1.8 x 1.4 centimeters (cm). R40 stated 
that he bumped the shin. Treatment implemented 
was to apply antibiotic ointment and cover with 
telfa and hold in place with gauze wrap. 
During an observation on 7/29/18 at 7:29 a.m., of 
a dressing change to R40's feet and his left shin, 
registered nurse (RN)-A removed R40's left 
protective boot, and right adaptive shoe, which 
revealed a loose dressing with kerlex over the left 
shin, and a dressing to the left foot. RN-A did not 
wash her hands and began to remove the 
dressing with ungloved hands, the dressing was 
not entirely covering the open wound and had 
visible drainage on the dressing, she had 
removed more then one half of the dressing when 
she stopped,  and gloved without washing her 
hands. The shin revealed 2 open areas. When 
reviewing the procedure RN-A confirmed that she 
should washed her hands and gloved after 
touching a soiled surface before touching the 
dressing.
During a interview on 07/19/18 at 2:55 p.m., the 
director of nursing (DON)  revealed her 
expectation for washing hands and gloving during 
wound care between soiled and clean contact. 
A policy was requested for hand washing, none 
was provided.

during wound care procedure will be 
performed by the DNS or designee once 
weekly for four weeks and once monthly 
for two months and results brought to 
QAPI for review.

F 883 Influenza and Pneumococcal Immunizations F 883 8/1/18
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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-
(i) Before offering the influenza immunization, 
each resident or the resident's representative 
receives education regarding the benefits and 
potential side effects of the immunization;
(ii) 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;
(iii) 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-
(i) Before offering the pneumococcal 
immunization, each resident or the resident's 
representative receives education regarding the 
benefits and potential side effects of the 
immunization; 
(ii) Each resident is offered a pneumococcal 
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immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized; 
(iii) 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 immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure 2 of 5 residents (R1, R7) 
received pneumococcal vaccinations in 
accordance with the Center for Disease Control 
(CDC) recommendations. 

Findings include:

R1's Face Sheet, indicated R1 was admitted to 
the facility on 4/3/12, was over the age of 65 and 
had diagnoses including osteoporosis, 
osteoarthritis, glaucoma, and anxiety.

R1's  medical records lacked documentation of 
pneumococcal Conjugated (PCV13) offered, 
education provided or evidence of consent or 
refusal of the vaccine.

R7's Face Sheet, indicated R7 was admitted to 
the facility on 12/5/14, was over the age of 65 and 
had diagnoses including dysphagia (difficulty 

 R1 and R7 s immunization records have 
been reviewed for the need for 
pneumococcal immunization and 
consents will be obtained and 
immunizations will be given according to 
CDC recommendations. 

To implement systemic change, all 
resident immunization records have been 
reviewed and steps put in place to make 
all residents current with pneumococcal 
immunizations.

To ensure systemic changes are effective, 
staff involved with implementation of 
pneumococcal immunizations were 
educated on the procedure on 8/1/18.

To monitor performance and solutions, 
effective random audits of pneumococcal 
immunizations will be performed by the 
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swallowing), atrial fibrillation (irregular heart beat), 
anemia (low red blood cell count) insomnia 
(difficulty sleeping), anxiety, depression, and 
edema (excess fluid).

R7's medical record lacked documentation 
pneumococcal polysaccharide vaccine (PPSV23) 
offered, education provided or evidence of 
consent or refusal of the vaccine.

On 7/20/18, at 10:50 a.m. the director of nursing 
(DON) verified that R1 and R7 did not have 
documentation of pneumococcal vaccine being 
offered, provided or evidence of consent or 
refusal of the vaccine.  The DON further stated 
everyone should be offered the pneumonia 
vaccines when they are admitted.  

The facility's Immunization for Residents policy 
and procedures revised on 11/16, indicated "upon 
admission, each resident and/or resident 
representative will receive the Vaccination 
Information Statements (VIS) for influenza and 
pneumococcal vaccines.  Discuss the benefits 
and potential side effects of vaccination with the 
resident and/or representative".  The policy 
further states It is recommended that both PCV13 
and PPSV23 be administered in series to all 
adults aged 65 and older for prevention of 
pneumococcal disease.

DNS or designee once weekly for four 
weeks and once monthly for two months 
and results brought to QAPI for review.
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