m » DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 28, 2025

Administrator
St. Marks Living
400 15th Avenue Southwest

Austin, MN 55912

RE: CCN: 245369
Cycle Start Date: February 21, 2025

Dear Administrator:

On March 13, 2025, we notified you a remedy was imposed. On May 20, 2025, the Minnesota
Departments of Health and Public Safety completed revisits to verify that your facility had achieved and
maintained compliance. We have determined that your facility has achieved substantial compliance as

of May 22, 2025.

As authorized by CMS the remedy of:

e Mandatory denial of payment for new Medicare and Medicaid admissions effective May 21,
2025 be discontinued as of May 22, 2025. (42 CFR 488.417 (b))

In our letter of March 13, 2025, in accordance with Federal law, as specified in the Act at §
1819(f)(2)(B)(iii)(1)(b) and § 1919(f)(2)(B)(iii)(I)(b), we notified you that your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from May 21, 2025. This does not apply to or affect any previously imposed NATCEP |oss.

The CMS Location may notify you of their determination regarding any imposed remedies.
Feel free to contact me if you have questions.

Sincerely,

T2 bnden

Holly Zahler, Compliance Analyst
-ederal Enforcement | Health Regulation Division

Minnesota Department of Health

Office: 651-201-4384
Email: holly.zahler@state.mn.us

An equal opportunity employer.
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Electronically delivered
April 22, 2025

Administrator

St. Marks Living

400 15th Avenue Southwest
Austin, MN 55912

RE: CCN: 245369
Cycle Start Date: February 21, 2025

Dear Administrator:

On March 13, 2025, we informed you of imposed enforcement remedies.

On March 31, 2025, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

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

e Mandatory denial of payment for new Medicare and Medicaid admissions effective May
21, 2025. (42 CFR 488.417 (b))

On April 3, 2025, the Minnesota Departments of Health and Public Safety completed a standard
recertification survey and it has been determined that your facility continues to not to be in substantial
compliance. The most serious deficiencies in your facility were found to be widespread deficiencies
that constitute no actual harm with potential for more than minimal harm that is not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567, whereby corrections are
required.

This Department continues to recommend that CMS impose a civil money penalty. (42 CFR 488.430
through 488.444). You will receive a formal notice from the CMS location only if CMS agrees with our
recommendation.

The CMS location will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective May 21, 2025. They will also notify the State Medicaid Agency
that they must also deny payment for new Medicaid admissions effective May 21, 2025.

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

An equal opportunity employer.
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As we notified you in our letter of March 13, 2025, in accordance with Federal law, as specified in the
Act at Section 1819(f)(2)(B)(iii)(1)(b) and 1919(f)(2)(B)(iii)(1)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from May 21, 2025.

ELECTRONIC PLAN OF CORRECTION (ePOC)

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

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

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

e How the facility will 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.

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:

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

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

DEPARTMENT CONTACT

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

Elizabeth Silkey, Regional Operations Supervisor
Mankato District Office
Health Regulation Division
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Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

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 - Health Regulation Division staff and/or the Department of Public Safety, State Fire Marshal
Division staff, if your ePoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by August 21, 2025 (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.

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

APPEAL RIGHTS

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

Steven.Delich@cms.hhs.gov

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

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

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

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)
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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

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

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

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

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

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov
Cell: 1-507-308-4189

Feel free to contact me if you have questions.

S pbnllen

Holly Zahler, Compliance Analyst
-~ederal Enforcement | Health Regulation Division

Minnesota Department of Health
Orville L. Freeman Building | HRD 3A 3rd Floor
PO Box 64975

625 Robert St. N

St. Paul, MN 55164-0975

Office: 651-201-4384
Email: holly.zahler@state.mn.us
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On 3/31/25-4/3/25, 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 NOT in compliance.

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

form.

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

E 004 | Develop EP Plan, Review and Update Annually E 004 9/9/25
SS=F | CFR(s): 483.73(a)

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

The [facility] must comply with all applicable
Federal, State and local emergency
preparedness requirements. The [facility] must
develop establish and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section. The emergency
preparedness program must include, but not be
limited to, the following elements:

(a) Emergency Plan. The [facility] must develop

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/30/2025

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:80JN11 Facility ID: 00394 If continuation sheet Page 1 of 47
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and maintain an emergency preparedness plan
that must be [reviewed], and updated at least
every 2 years. The plan must do all of the
following:

* [For hospitals at §482.15 and CAHs at
§485.625(a):] Emergency Plan. The [hospital or
CAH] must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The [hospital or CAH] must
develop and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section, utilizing an
all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed, and updated at least annually.

* [For ESRD Facilities at §494.62(a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years.

;I'his REQUIREMENT iIs not met as evidenced

by:

Based on interview and document review the EO004

facility failed to review the Emergency

Preparedness program (EPP) annually in The Administrator/designee reviewed and

accordance with the requirements of CFR updated the facility's emergency

483.7/3. This had the potential to affect all 36 preparedness policies and procedures to

residents currently residing in the facility and all ensure they are comprehensive,

staff and visitors to the facility. hazard-specific, and align with the facility's
Emergency Plan. The revisions were

Findings include: completed on 4/4/2025 and the signhature

was updated to reflect revisions.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:80JN11 Facility ID: 00394 If continuation sheet Page 2 of 47



PRINTED: 05/05/2025

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
245369 B. WING 04/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

400 15TH AVENUE SOUTHWEST

ST MARKS LIVING AUSTIN, MN 55912

(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)
E 004 | Continued From page 2 E 004
A review of the facility's emergency preparedness
plan was conducted on 4/2/25 at 11:30 a.m., the All residents in the facility could
emergency plan lacked documentation of the potentially be affected by a lack of
annual review of the program and associated appropriate emergency policies. A
policies and procedures. The last documented comprehensive review of emergency
date of reviewed was listed as 5/22/23. protocols for all residents was conducted
to ensure their needs would be met during
During an interview on 4/2/25 at 11:50 a.m., the an emergency. Staff were updated on any
administrator stated she started her position in revised policies.
June 2024 and has not reviewed the emergency
plan since that time. A new risk assessment was The administrator/designee conducted a
completed but the policies and procedures and full audit of all emergency policies. The
emergency plan have not been evaluated. The emergency Plan will be audited at
administrator reviewed the resident data and minimum annually. The date was placed
emergency contacts in the plan and confirmed on the facility calendar.
the information is outdated. The QA Committee will review

emergency preparedness policies
quarterly for accuracy and completeness.
Emergency drills will be conducted at
least twice annually, and feedback will be
Incorporated into further revisions of
policies.

F 000 | INITIAL COMMENTS F 000

On 3/31/25-4/2/25, a standard recertification
survey was conducted at your facility. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

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
form. Your electronic submission of the POC will
be used as verification of compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:80JN11 Facility ID: 00394 If continuation sheet Page 3 of 47
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On 2/10/235 to 2/13/25, a standard recertification
survey was completed at your facility by the
Minnesota Department of Health to determine if
your facility was in compliance with requirements
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of 42 CFR Part 483, Subpart B, Requirements for
Long Term Care Facilities. Your facility was NOT
In compliance.

The faclility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. 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 656 Develop/Implement Comprehensive Care Plan F 656 9/9/25
SS=D | CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
Implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(1) 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
(1) 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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:80JN11 Facility ID: 00394 If continuation sheet Page 8 of 47
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treatment under §483.10(c)(6).

(1) 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.

§483.21(b)(3) The services provided or arranged
by the facllity, as outlined by the comprehensive
care plan, must-

(i) Be culturally-competent and trauma-informed.
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview and document F656

review the facility failed to ensure a 1. Resident R250s care plan was

comprehensive care plan was developed to Immediately evaluated by the

Include of post-traumatic stress disorder (PTSD) Interdisciplinary Team (IDT) and revisions

triggers and interventions for 1 of 1 resident (R25) were made to include the resident PTSD

who had a diagnhosis of PTSD. diagnosis, identified triggers, and
appropriate interventions.

R25's admission Minimum Data Set (MDS) 2. The IDT team reviewed all residents

assessment dated 2/12/25, indicated moderately with the diagnosis of PTSD and updated

Impaired cognition, feeling down, depressed or any care plan to ensure they included

hopeless nearly every day, dependent on staff for identified triggers and corresponding

personal hygiene, dressing, toileting, utilized a Interventions.
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walker and wheelchair, diagnhoses included 3. A mandatory education session was
psychotic disorder and post-traumatic stress held with all IDT members for the
disorder (PTSD), and antipsychotics were Identification of PTSD diagnosis and the
received on a routine basis. person-centered care plans. On April 14,
2025, a mandatory education was
R25's care plan dated 2/28/25, indicated completed.
medications dalily for PTSD, psychosis, 4. The Director of Nursing (DON) or
monitor/record occurrence of target behaviors: designhee will audit upon admission and
worried expression, verbalization of worries. change of condition with diagnosis of
monitor/record target behaviors: restlessness, PTSD for resident centered interventions
wandering, pacing, exit seeking, unable to sit still and triggers.

to rest, administer psychotropic medications as
ordered by physician, monitor for side effects and
effectiveness every shift,
monitor/document/report as needed any adverse
reactions of psychotropic medications: unsteady
galit, tardive dyskinesia, (shuffling gait, rigid
muscles, shaking), frequent falls, refusal to eat,
difficulty swallowing, dry mouth, depression,
sulcidal ideation, social isolation, blurred vision,
diarrhea, fatigue, insomnia, loss of appetite,
weight loss, muscle cramps nausea, vomiting,
behavior symptoms not usual to the person,
consult with pharmacy, medical doctor (MD) to
consider dosage reduction when clinically
appropriate at least quarterly, discuss with MD,
family ongoing need for use of medication, review
behaviors/interventions and alternate therapies
attempted and their effectiveness.

R25's annual Care Area Assessment (CAA) dated
2/12/25, triggered for Psychosocial Well-Being
R25's mood interview indicates the presence of
little interest or pleasure in doing things, when
assessed, the resident was asked if he had little
Interest in doing anything, and he stated yes for
2-6 days, has been feeling down for 12-14 days
due to everything happening to him, trouble falling
asleep at night for 2-6 days and feeling tired for
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2-6 days due to being unable to sleep at night,
history of delusional disorders and unspecified
psychosis.

R25's Psychosocial Assessment dated 2/6/25,
Indicted sometimes traumatic events in a
person's life can have an effect on how we heal
from illnesses or react to certain situations now,
would you like to discuss interventions that may
help address these concerns, response indicated
no.

On 3/31/25 at 1:58 p.m., R25 stated he had
PTSD and some things that triggered his PTSD
were flashbacks of his mom getting beat up, staft
that were not patient, when staff made him wait a

long time for help, voices and loud noises across
the hall at night.

On 3/31/25 at 7:01 p.m., registered nurse (RN)-B
stated R25 had brain trauma and was not sure if
R25 had a diagnhosis of PTSD.

On 3/31/25 at 7:04 p.m., R25 was laying in bed
and stated he mainly stays in his room all day and
will leave his room to go to therapy appointments,
does not like to participate in group activities. R25
further stated | am in this "hole all day long”, and
"I wish people would come and talk and visit".
R25 stated there Is a list of activities to do, but |
don't want to do those. R25 stated nobody
comes to visit with me unless they are checking
my catheter bag and stated wished people that
worked here would come visit with me and not
Ignore me, because | feel like | am just staring
and talking to a wall all day.

On 4/1/25 at 9:18 a.m., RN-A, known as the
nurse manager, stated R25's PTSD triggers were
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expected on his care plan. RN-A stated R25's
care plan discussed PTSD medications and side
effects of medications, and confirmed R25's care
plan lacked the PTSD triggers and interventions.
RN-A stated she completed residents’
assessments, and stated the director of nursing
was responsible for updating the care plans.

On 4/1/25 at 9:59 a.m., social services (SS)-A
stated the MDS coordinator was responsible for
updating the care plans.

On 4/1/25 at 11:51 a.m., SS-A stated she visited
and with R25 and will use the trauma assessment

for triggers and interventions on R25's care plan
related to PTSD.

On 4/1/25 at 12:40 p.m., the director of nursing
(DON) stated the admission nurse was
responsible for completing the care plan at the
time of resident's admission.

Facility Care Plans, Comprehensive
Person-Centered policy dated 3/11/20, indicated:

The Interdisciplinary Team (IDT), in conjunction
with the resident and his/her family or legal
representative, develops and implements a
comprehensive, person-centered care plan for
each resident.

The care plan interventions are derived from a
thorough analysis of the information gathered as
part of the comprehensive assessment

The comprehensive, person-centered care plan
will:

Include measurable objectives and timeframe'’s;
Describe the services that are to be furnished to
attain or maintain the resident ' s highest

F 656
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practicable physical, mental, and psychosocial
well-being;

Describe services that would otherwise be
provided for the above, but are not provided due
to the resident exercising his or her rights,
Including the right to refuse treatment;

Describe any specialized services to be provided
as a result of PASARR recommendations;
Include the resident ' s stated goals upon
admission and desired outcomes:

Include the resident ' s stated preference and
potential for future discharge, including his or her
desire to return to the community and any
referrals made to local agencies or other entities
to support such a desire;

Incorporate identified problem areas;
Incorporate risk factors associated with identified
problems

|dentifying problem areas and their causes and
developing interventions that are targeted and
meaningful to the resident, are the endpoint of an
Interdisciplinary process.

No single discipline can manage an approach In
Isolation.

The resident ' s physician (or primary healthcare
provider) is integral to this process.

Care plan interventions are chosen only after
careful data gathering, proper sequencing of
events, careful consideration of the relationship
between the resident ' s problem areas and their
causes, and relevant clinical decision making.
When possible, interventions address the
underlying source(s) of the problem area(s), not
just addressing only symptoms or triggers.

Care planning individual symptoms in isolation
may have little, if any, benefit for the resident.
The comprehensive, person-centered care plan is
developed within seven (7) days of the
completion of the required comprehensive
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assessment (MDS).

Assessments of residents are ongoing and care
plans are revised as information about the
residents and the residents ' conditions change.
The Interdisciplinary Team must review and
update the care plan:

When there has been a significant change in the
resident ' s condition;

When the desired outcome Is not met;

When the resident has been readmitted to the
facility from a hospital stay; and

At least quarterly, in conjunction with the required
quarterly MDS assessment.

F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer
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
(1) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure physician
orders were followed for pressure ulcer (PU)
wound care for 1 of 1 resident (R2) reviewed for
pressure ulcers.

F 656

F 686

F636

1. Resident R2 dressing change was
done immediately completed per
physician order by staff nurse. Staff
Involved were educated on following
physician orders for wound care

9/9/25
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Findings include:

R2's facesheet printed on 4/3/25, included
diagnoses of palliative care, Alzheimer's disease,
and pressure ulcer sacral region.

R2's annual Minimum Data Set (MDS)
assessment dated 2/25/25, indicated severe
coghnitive impairment, dependency on staff for all
activities of daily living, and two unstageable
pressure ulcers.

R2's care area assessment (CAA) dated 2/25/25,
triggered secondary to actual pressure ulcers.
Contributing factors included mobility impairment,
actual pressure ulcers, cognitive loss,
Incontinence, and pain. Risk factors included
pain, wound infection, and fluid deficit risk.

R2's physician orders dated 3/31/25, included:
-LEFT HIP: cleanse pressure injury with wound
cleanser. Pat dry. Open and sprinkle Flagyl (an
antibiotic) 375 mg (milligrams) capsule to wound
base with dressing change. Pack with moistened
packing strip. Apply foam border dressing to
cover. Change daily and prn, every night shift for
wound care (possible wound infection) AND as
needed for wound care.

--COCCYX: cleanse wound with wound cleanser.
Open and sprinkle 1 Flagyl 375 mg capsule on
wound bed. Pack with moistened packing strip.
Apply foam border dressing to cover. Change
daily and PRN if soiled every night shift for
Wound Care AND as needed for Wound Care

R2's care plan with revised date of 6/8/23,
Indicated R2 was at risk for pressure ulcer
formation related to her bowel/bladder
Incontinence, low weight/bony prominence's, and

Interventions. Resident continues to
receive wound care per updated physician
orders

2. All residents identified with pressure
ulcers were reviewed to ensure physician
orders for wound care are being followed.
Nursing staff were educated on following
wound care orders and the facilityCs
dressing change policy.

3. Dressing change policy education
was conducted with all licensed nursing
staff on 04/30/2025.

All wound dressing changes will be
audited 20% of dressing changes audited
five (5) days per week for one (1) month,
20% of dressing changes audited three
(3) days per week for one (1) month, 20%
of dressing changes audited quarterly.

4. The Director of Nursing (or desighee)
will track audit results. Audit outcomes will
be reviewed during monthly Quality
Assurance and Performance
Improvement (QAPI) meetings for review
and recommendations.
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decreased mobillity. Care plan intervention dated
3/31/22, indicated staff would provide treatments
as ordered for sacrum and right hip.

During an observation on 4/2/25 at 1:09 p.m.,
with licensed practice nurse (LPN)-A, viewed R2's
pressure wounds to her sacrum and left hip.
LPN-A stated dressing changes were done daily
on the night shift. LPN-A removed the foam
dressing from the left hip, had a scant amount of
serosanguinous drainage on it and measured 8.0
centimeters (cm) x 5.5 cm. LPN-A reapplied a
foam dressing to the wound. LPN-A removed the
dressing from the sacral PU, and it had a
moderate amount of serosanguinous drainage on
It and measured 3.0 cm x 3.5 cm, no redness or
bone visible. LPN-A reapplied a foam dressing to
the wound.

During record review after observing the wounds
and dressing changes, noted the physician order
Indicated both wounds were to be packed with
saline moistened packing strips. WWhen LPN-A
removed the dressing that had been applied by
the night shift nurse, there were no packing strips
observed either in or on the wounds or on the
dressings she removed, nor did LPN-A place
moistened packing strips in the wounds as
ordered by the physician when she replaced the
dressings.

During an interview on 4/2/25 at 2:02 p.m.,
registered nurse (RN-A) who was also the nurse
manager stated she was not aware of the order to
pack R2's wounds with moistened packing strips,
stating she would need to look at the order. After
reviewing the order, RN-A verified the ordered
Included packing strips to both wounds. Together
with RN-A, went to R2's room to see If there were
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packing strips and saline available and there was,
but no disposable sterile tweezers to use to pack
the wounds. RN-A stated that would be necessary
to pack the wounds. RN-A admitted she did not
oversee wound care orders, observe wounds or

dressing changes -- only If asked to by nursing
staff.

During an interview on 4/2/25 at 2:10 p.m., RN-C
who was R2's hospice nurse stated hospice was
In charge of wound management for R2. RN-C
stated the order for wound care with saline
moistened packing strips was not a new order,
but it had been modified several times. Looking at
previous hospice orders, RN-C stated the wound
orders for hip and sacrum, including packing both

wounds with moistened packing strips started on
1/31/25.

During an interview on 4/2/25 at 2:27 p.m., the
director of nursing (DON) joined the conversation
with RN-A and RN-C and stated the process of
Informing nurses of new orders depended on the
time of the day and whether the HUC (health unit
coordinator) or a nurse entered the provider
orders into the EMR. In any case, the DON stated
the orders were on the TAR (treatment
administration record) and nurses were expected
to review them before going into a residents
room. The DON stated the nurse who changed
the dressing on the night shift and who did not
follow physician orders for packing the wounds
with saline moistened packing strips, was RN-D.
The DON stated she would contact her about it.

During a telephone interview on 4/2/25 at 2:34
p.m., with LPN-A, and with the DON and RN-A
present, LPN-A admitted she forgot to use the
packing strips to pack R2's wounds when she
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changed the dressing with the surveyor
observing. LPN-A stated before she ended her
shift, she changed the dressings and packed the
wounds. In addition, LPN-A stated when she
changed the dressing, she sprinkled the Flagyl on
top of the packing strip, to which RN-A stated, the
order was for the Flagyl to be sprinkled on the
wound bed (not on top of the packing strips).

During an interview on 4/2/25 at 3:07 p.m., the
DON stated she called and left a message for
RN-D who changed the dressing on the night shift
on 4/2/25. In addition, the DON stated she had
been planning to ask hospice to provide wound
management training and would now get it
scheduled.

In a follow-up via email on 4/3/25 at 2:37 p.m.,
RN-D confirmed to the DON she had changed
R2's dressing during the night on 4/2/25, and did
not read R2's wound care orders carefully, and
therefore did not pack the wounds with moistened
packing strips as ordered by the physician.

Facility Dressing Change/General Wound Care
policy with review date of 4/2025, indicated all
dressing changes would be performed by
licensed nursing staff in accordance with provider
orders, evidence-based practice, infection control
protocols, and resident specific care plans. All
dressing changes would be documented in the
residents medical record. Steps included: Verify
orders by checking the most current provider
order for dressing change frequency, type of
dressing, and any special instructions.

F 688 | Increase/Prevent Decrease in ROM/Mobility F 6838 9/9/25
SS=D | CFR(s): 483.25(c)(1)-(3)
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§483.25(c) Mobillity.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction In
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion Is unavoidable<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>