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

Electronically Delivered
June 5, 2025

Administrator

Villa St. Vincent

516 Walsh Street
Crookston, MN 56716

RE: CCN: 245484
Cycle Start Date: March 27, 2025

Dear Administrator:

On May 8, 2025, the Minnesota Departments of Health and Public Safety, completed a revisit to verity
that your facility had achieved and maintained compliance. Based on our review, we have determined
that your facility has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112

An equal opportunity employer.
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Administrator

Villa St. Vincent

516 Walsh Street
Crookston, MN 56716

RE: CCN: 245484
Cycle Start Date: March 27, 2025

Dear Administrator:

On March 27, 2025, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

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

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

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

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

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

e The date that each deficiency will be corrected.

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

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting

the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

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

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

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

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

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

Jen Bahr, RN, Regional Operations Supervisor
Bemidji District Office

Health Regulation Division

Minnesota Department of Health

705 5th Street NW, Suite A

Bemidji, Minnesota 56601-2933
Email: Jennifer.bahr@state.mn.us
Office: (218) 308-2104

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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

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

If substantial compliance with the regulations is not verified by June 27, 2025 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by September 27, 2025 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

INFORMAL DISPUTE RESOLUTION (IDR)

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

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

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

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a CMP subject to
being collected and placed in an escrow account is imposed, you have one opportunity to question
cited deficiencies through an Independent IDR process. You may also contest scope and severity
assessments for deficiencies which resulted in a finding of SQC or immediate jeopardy. You are
required to send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:
https://forms.web.health.state.mn.us/form/NHDisputeResolution
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A facility may not use both IDR and independent IDR for the same deficiency citation(s) arising from the
same survey unless the IDR process was completed prior to the imposition of the CMP. This request
must be sent within ten calendar days of receipt of this offer. An incomplete Independent IDR process
will not delay the effective date of any enforcement action.

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

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

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

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,
h/maft -j%hdaw?:mgj

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112
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On 3/24/25 to 3/27/25, a survey for compliance
with §483.73, Appendix Z, Emergency
Preparedness Requirements for Long Term Care
Facilities was conducted during a standard
recertification survey. The facility was In
compliance.

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

F 000 | INITIAL COMMENTS F 000

On 3/24/25 to 3/27/25, 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
of 42 CFR Part 483, Subpart B, Requirements for
Long Term Care Facilities. Your facility was not in
compliance.

The facility'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 585 | Grievances F 585 9/9/25
SS=D | CFR(s): 483.10(j)(1)-(4)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/15/2025

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.
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§483.10()) Grievances.

§483.10())(1) The resident has the right to voice
grievances to the facility or other agency or entity
that hears grievances without discrimination or
reprisal and without fear of discrimination or
reprisal. Such grievances include those with
respect to care and treatment which has been
furnished as well as that which has not been
furnished, the behavior of staff and of other
residents, and other concerns regarding their LTC
facility stay.

§483.10())(2) The resident has the right to and the
facility must make prompt efforts by the facility to
resolve grievances the resident may have, in
accordance with this paragraph.

§483.10())(3) The facility must make information
on how to file a grievance or complaint available
to the resident.

§483.10())(4) The facility must establish a
grievance policy to ensure the prompt resolution
of all grievances regarding the residents’ rights
contained In this paragraph. Upon request, the
provider must give a copy of the grievance policy
to the resident. The grievance policy must
Include:

(1) Notifying resident individually or through
postings Iin prominent locations throughout the
facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymously; the contact information
of the grievance official with whom a grievance
can be filed, that Is, his or her name, business
address (mailing and email) and business phone
number; a reasonable expected time frame for
completing the review of the grievance; the right

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:C2C911 Facility ID: 00815 If continuation sheet Page 2 of 24
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to obtain a written decision regarding his or her
grievance; and the contact information of
Independent entities with whom grievances may
be filed, that Is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(1) ldentifying a Grievance Official who Is
responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conclusions; leading any necessary investigations
by the facility; maintaining the confidentiality of all
Information associated with grievances, for
example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident; and
coordinating with state and federal agencies as
necessary In light of specific allegations;

() As necessary, taking immediate action to
prevent further potential violations of any resident
right while the alleged violation Is being
Investigated;

(Iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by State law;

(v) Ensuring that all written grievance decisions
Include the date the grievance was received, a
summary statement of the resident's grievance,
the steps taken to investigate the grievance, a
summary of the pertinent findings or conclusions
regarding the resident's concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective action taken or to be
taken by the facility as a result of the grievance,
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and the date the written decision was Issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents’ rights Is confirmed by the facility
or If an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents’
rights within its area of responsibility; and

(vil) Maintaining evidence demonstrating the
result of all grievances for a period of no less than
3 years from the issuance of the grievance
decision.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to follow through on a grievance
regarding missing clothing for 1 of 1 resident (R9)
reviewed for grievances.

Findings Include:

R9's admission Minimum Data Set (MDS) dated
1/28/25, identified R9 had a severe cognitive
Impairment and diagnoses included Alzheimer's
disease and dementia.

During a phone interview on 3/24/25 at 3:07 p.m.,
family member (FM)-A stated half of R9's clothing
and slippers were missing. The first thing staff
asked FM-A was if FM-A labeled the clothing.
FM-A stated she was unaware she needed to
label the clothing prior to bringing it to the facility
and was told to bring R9's clothing to the nurses’
desk so that's what FM-A did. The clothing and
slippers went missing from there. FM-A stated
she had to re-buy all the missing items, was not
reimbursed and would no longer allow R9's
clothing to be washed at the facility.

During the survey process it was noted
that the facility failed to follow through on
a grievance regarding missing clothing for
1 of 1 residents. The facllity failed to have
a clear process In place for managing
reports of missing items to ensure
unresolved issues are managed,
escalated and addressed as a grievance.

Soclal services reached out to the
representative for R9. Family did not want
to file a grievance. The facility is still in the
process of searching for the newly missed
placed items. Family voiced appreciation
of actions taken, the new process and
follow up communication.

All residents have the abllity to be affected
by this deficient practice. \We followed up
with all residents that have recently
reported any missing items to ensure the
appropriate actions were taken to locate
or offer replacement of any missing items.
Also, 20% of our current residents were
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During an interview on 3/27/25 at 11:05 a.m.,
licensed practical nurse (LPN)-B stated FM-A did
report R9 had missing clothing. LPN-B called the
laundry and asked that laundry staff look for the
missing items, but they were not found. FM-A
stated she would wash R9's clothing from then
on. LPN-B had never heard of anyone ever
making a report or anything for missing items.

During an interview on 3/27/25 at 11:07 a.m.,
registered nurse (RN)-E stated when a resident
or family member reported missing items. Staff
should start looking for it and report it to the social
worker or the unit manager. For clothing, staff
notified laundry and housekeeping, so everyone
was looking for the missing item. Also, there was
a rack of unlabeled clothing that they can look
through and usually the missing item is found.

During an interview on 3/27/25 at 11:47 a.m., the
soclal services (SS)-A stated staff usually
contacted SS-A or send an email to all staff so
the item could be searched for. Then, SS-A went
to laundry and/or took the family member or
resident to the laundry to look through the lost
and found to see if the item could be found. SS-A
did not necessarily fill out a grievance form. SS-A
would ask the resident or family member if they
wanted to file a grievance, but they usually say
they just want to keep an eye out for it. SS-A
stated she was aware R9 had some missing
clothing items. SS-A brought FM-A to the laundry
to look through the lost and found and some
items were found, and some items weren't. FM-A
had given the clothing to a nurse who said they
were bringing the clothing to laundry to get
labeled, but the items went missing from there.
SS-A did not fill out a grievance for R9.

randomly chosen and interviewed about
missing items and the process to report
concerns to identify if any other residents
have been affected by the practice. The
audit was completed, it was identified
proper steps have been taken for those
residents that reported missing items. R9
Is the only resident affected by the
practice.

Facility policy on missing items and
grievances were reviewed on 4/9/25.
Revisions made to the missing items
protocol. Staff will continue to send out an
emall to alert all Benedictine employees of
a missing items and activate an internal
search t/o the building. A process has
been added to indicate the social workers
will be the individuals responsible to
manage the process. Once an item is
Identified as missing, the information will
be added to our customer concern
application to assist with tracking the
process. The social workers will also
communicate with resident or their
representative throughout the process
and report the findings to the facility
Executive Director.

Education will be provided to all personnel
on the importance of timely notification of
missing items. The facility social workers
have been educated on the process
changes. Education for all licensed staff,
SS and ED will be completed by May 2nd,
2025

To ensure compliance; an audit on
resident missing items will be conducted
by the ED and/or designee on all resident
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During an interview on 3/27/25 at 1:29 p.m., the
director of nursing (DON) stated missing items
was an area where the facility had room to
Improve. Usually, an emalil was sent out for all
staff that indicated what was missing and staff
responded with what was or wasn't found. The
DON's understanding was the social worker
brought that information to the administration or,
at least, reached out to the family with how the
family wanted to proceed. Usually, the
administration instructed to replace those items,
bring the receipt and the administration would
reimburse those funds. The DON stated there
was no documentation to show that was done for
R9 and/or FM-A. All missing items are personal
to the residents and staff needed to do their due
diligence to find those items or to see If there was
a pattern in a specific area. It was important to
the residents and staff needed to be mindful of
that.

The facility Missing ltems policy reviewed 8/4/17,
identified the following:

1. All personal were responsible for reporting
missing items to the supervisor staff prior to their
end of shift.

2. Any items found that could not be identified,
were reported to the supervisory staff and stored
until the owner could be determined.

3. Staff worked to locate the missing items.

4. If items were not located, staff worked with the
resident or resident representative to determine
next steps.

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(9)

§483.45(e) Psychotropic Drugs.

F 585

F 758

missing items reported to ensure
appropriate steps are taken. All resident
missing items will be audited as they
occur for 4 months and prn and/or as
determined by quality council based on
continued compliance. Audit results will
be reviewed by quality council for
monitoring and assured compliance.
Facility will achieve substantial
compliance by May 5, 2025.

9/5/25
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§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(1) Anti-psychotic;

(1) Anti-depressant;

(1) Anti-anxiety; and

(Iv) Hypnotic

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

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication Is necessary to treat a
specific condition as diagnosed and documented
In the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication Is necessary to treat a
diagnhosed specific condition that is documented
In the clinical record: and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(9), If the attending physician or
prescribing practitioner believes that it Iis
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale In the resident's medical record and
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Indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure use of an as-needed
(PRN) psychotropic medication was limited to a
14-day period and/or obtain justification for
continued use by the provide for 1 of 5 residents
(R68) reviewed for unnecessary medication use.

Findings include:

R68's significant change Minimum Data Set
(MDS) dated 2/3/25, identified R68 had severe
cognitive impairment and did not exhibit
behaviors during the assessment period.
Diagnoses included Alzheimer's disease,
dementia and bipolar disorder.

R68's undated prescription fax request identified

an order for diazepam 5 mg/ml liquid concentrate;

administer 2.5 mg oral every 6 hours - PRN for
anxiety/agitation, start date 2/19/25. The order
falled to identify a justification of use beyond 14
days and did not provide an end date and/or
re-evaluation date.

R68's Medication Administration Record (MAR)
dated 2/1/25 through 2/28/25, identified R68
received diazepam on 2/20/25, 2/23/35 (two
doses), 2/25/25 and 2/28/25.

R68's MAR dated 3/1/25 through 3/27/25,

During the survey process it was noted
that the facility failed to ensure use of an
as needed (PRN) psychotropic medication
was limited to a 14-day period and or
obtained justification for continued use
from the provider for 1 of 5 residents. The
facility failed to have a clear process in
place to ensure compliance meeting the
time constraint.

Hospice was contacted, new orders
received on 3/28/25 to continue Diazepam
2.omg Q 6hrs PRN x 14 days for anxiety.
Resident was reassessed on 4/10/25,
orders received to hold oral meds and
start Lorazepam 2mg, 0.5mg buccally Q 3
hrs PRN x 14 days for
anxiety/restlessness. Plan to reassess
with hospice provider by 4/24/25.

All residents receiving a (PRN)
psychotropic medication have the ability to
be affected by this deficient practice. All
residents have been audited to ensure
proper steps have been taken for any and
all resident affected by the practice. Full
house audit revealed that no other
residents were affected by this practice.

Facility policy on Psychotropic medication
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iIdentified R68 received diazepam on 3/3/25.

R68's medical record failed to identify a
justification of continued use past the initial 14
days and failed to provide an end date for use
and/or re-evaluation date.

R68's Medication Regimen Review (MRR) dated
3/5/25, identified the consulting pharmacist
recommended either discontinuing PRN use of
diazepam for R68, or reorder for a specific
number of days, per federal guidelines.

On 3/27/25 at 11:13 a.m., registered nurse
(RN)-D stated PRN psychotropic orders, including
diazepam, were ordered by the provider for 14
days or required an end date with a rationale for
use. RN-D stated R68's diazepam order did not
have an end date or a rationale for use longer
than 14 days and the order should've been
discontinued until discussed with the provider.

On 3/27/25 at 11:45 a.m., the director of nursing
(DON) stated the nurses were aware if a PRN
psychotropic order did not include an end date it
was their responsibility to reach out to the
provider. The order should also include a
rationale for use If the provider ordered the
medication for longer than 14 days, including
orders for residents on hospice.

On 3/27/25 at 1:16 p.m., the consulting
pharmacist (CP) stated medication regimen
review were completed on every resident on a
monthly basis. PRN psychotropic medications
required an end date of 14 days and/or a
documented rationale for a longer period with an
end date.

use policy was reviewed on 4/9/25 and no
revisions made. Education will be
provided to ensure all licensed staff are
aware that PRN psychotropic medications
require a 14-day end date until the
provider documents justification for
extended use. The interim and monthly
pharmacy reviews will identify any misses,
the DON or their designee will
communicate directly with the appropriate
Unit Manager to ensure pharmacy
recommendations involving PRN
psychotropic medications are addressed
within the appropriate timeframe. The
DON or their designee will provide direct
supervision of the process and report to
the pharmacy consultant, PCP and or
medical director as needed.

Education will be provided to all licensed
nursing staff of the (PRN) psychotropic
medication requirement limit of 14-day
period and or need to obtained
justification for continued use from the
provider by May 2nd, 2025. Except as
provided in 483.45(e)(9), If the attending
physician or prescribing practitioner
believes that it is appropriate for the PRN
order to be extend beyond 14 days, he or
she should document their rationale in the
resident's medical record and indicate the
duration for the PRN order. The DON and
their designee have been educated on the
regulation and will provide direct
supervision of the process. Education for
all icensed staff, DON and Executive
Director by May 2nd, 2025.

To ensure sustained compliance; an audit
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§483.80 Infection Control

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

§483.80(a) Infection prevention and control
program.

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

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;
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On 3/27/25 at 1:31 p.m., a message was left for will be conducted by the DON or their
the hospice provider. designee on all resident receiving (PRN)
psychotropic medications. All (PRN)
The undated Psychotropic Medication Use policy psychotropic medications will be audited
(POL_NS712) identified psychotropic medication monthly for 4 months and prn and/or as
are given upon a medical provider order. PRN determined by quality council based on
orders for psychotropic drugs are limited to 14 continued compliance. Audit results will
days. PRN anti-psychotic orders are limited to 14 be reviewed by quality council for
days and cannot be renewed unless the attending monitoring and assured compliance. The
provider evaluated the resident for the DON is responsible for compliance.
appropriateness of that medication. Facility will achieve substantial
compliance by MAY 5TH, 2025.
F 880 | Infection Prevention & Control F 880 9/5/25
SS=F | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(1) A system of surveillance designed to identify
possible communicable diseases or

Infections before they can spread to other
persons in the facility;

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

(1) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(v)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) Arequirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, If direct
contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
iIdentified 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.
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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 ensure their infection
control surveillance contained all data to
effectively track, trend, analyze infections with the
potential to affect all residents residing in the
facility; and the facility failed to ensure enhanced
barrier precautions and standard precautions for
1 of 2 residents (R140) reviewed for wound care;
and failed to ensure contact precautions were
followed for 1 of 3 residents (R75) reviewed for
transmission-based precautions.

Findings include:

Survelllance:

The Infection Prevention Line Listing dated March
2025, identified columns labeled the following: all
units, ID number, resident name, age, sex, room,
Infection site, date/lab pathogen, date/symptoms,
predisposing factors, date isolation began, date
Isolation ended, date/treatment, appropriate
yes/no, in-house acquired, resolved yes/no.
lowever, the line listing identified twelve resident
names, age, sex and room number but failed to
identify any other information.

The Infections excel spreadsheet dated 3/4/25 to
3/20/25, identified the following: Two carbuncles
(Norovirus infection can cause severe vomiting
and diarrhea that start suddenly. Noroviruses are
highly contagious. They commonly spread
through food or water that is contaminated during
preparation or through contaminated surfaces.
Noroviruses can also spread through close

During the survey process it was noted
that the facility failed to ensure our
Infection control surveillance contained all
data to effectively track, trend, analyze
Infections with the potential to affect all
residents residing in the facility. The
facility failed to ensure enhanced barrier
precautions and standard precautions
were followed for 1 of 2 residents. And the
facility failed to ensure contact
precautions were followed for 1 of 3
residents. The facility failed to have a
clear process in place to identify and track
all potential communicable diseases. The
facility failed to ensure associates had a
clear understanding of the precaution
requirements.

R21 was discharged to the hospital on
3/4/25. R750s line listings were updated
to reflect the necessary infection control
tracking for their signs and symptoms and
treatment during their illness period in the
timeframe from 3/4/2025 to 3/20/2025.
R735 Is no longer on precautions as
norovirus has resolved. R 140 remains
on EBP and has the necessary PPE and
sighage outside their door, care plan has
been updated.

All residents have the abllity to be affected
by this deficient practice. Surveillance
audit, random chart reviews were
completed on 20% of current residents
that were not logged on the facilities IDT
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contact with a person who has norovirus
Infection.)

- 8 UTls.

- 1 septic arthritis

- 1 bronchitis

- 2 respiratory infections

- 1 pneumonia

All listed were treated with medication.

R21:

R21's admission Minimum Data Set (MDS) dated
2/11/235, identified R21 was cognitively intact and
had diagnoses that included irregular heart rate,
left femur fracture, fiboromyalgia, left arm fracture,
and right wrist fracture. R21 was frequently
Incontinent of bladder and had a colostomy (a
surgical procedure that creates an opening for the
colon through the abdominal wall. It is done when
there I1s a problem with the colon or a disease
affecting it).

R21's nursing progress notes on 3/01/25 at 10:38
a.m., R21 was complaining of being weak, tired,
nauseated, diarrhea, stomach pains. R21 was
having the dry heaves. Colostomy bag was
emptied. Toileted and put in bed per her request.
R21 did try to eat oatmeal but that wasn't what
she wanted or worked with her stomach. Has
refused her morning medications.

During an interview on 3/25/25 at 5:01 p.m.,
licensed practical nurse (LPN)-B stated that
weekend R21 complained of diarrhea, abdominal
pain and a low-grade temperature. Staff treated it
like It was norovirus (Norovirus infection can
cause severe vomiting and diarrhea that start
suddenly. Noroviruses are highly contagious.
They commonly spread through food or water

Infection spreadsheet for possible
changes in health status in the past month
to identify if other residents have been
affected. An audit has been conducted on
all shifts, monitoring all residents currently
on precautions, just in time education was
provided during the audit process for any
noncompliance.

Facility policies on hand hygiene,
enhanced barrier, contact &
transmission-based precautions have
been reviewed on 4/9/25 and no revisions
made. We have updated the facility
precaution signs to clearly inform staff of
the specific requirements needed with
regards to each precaution. All potential
contagious signs and symptoms as well
as Infections will be tracked and
discussed week days during IDT. The
facility IP nurse will effectively track, trend,
analyze infections with the potential to
affect all residents residing in the facility.
The IP nurse or their designee will provide
education and direct supervision of the
process, reporting any non-compliance
regarding the use of precaution
requirements to the appropriate
SUpervisor.

Education will be provided to all personnel
on the importance of understanding and
following precaution requirements. The IP
nurse and their designee have been
educated on the process of surveillance of
logging all sighs & symptoms of potential
contagious symptoms/iliness to track,
trend, analyze. Education for all licensed
staff, DON and Executive Director by May
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that iIs contaminated during preparation or
through contaminated surfaces. Noroviruses can
also spread through close contact with a person
who has norovirus infection.) The first day R21's
diarrhea was frequent; sometimes every hour
with some watery and some formed feces.

R75:

R75 discharge return anticipated MDS dated
3/14/25, identified R75 had a mild cognitive
Impairment and had diagnoses that included
traumatic head injury and chronic obstructive
pulmonary disease (COPD). R75 was frequently
Incontinent of bladder and bowel. R75 required
substantial to maximum assistance with toileting.

R75's nursing progress note dated 3/21/25 at
4:59 p.m., identified R75 returned to the facility
after a hospitalization. R75 had been admitted to
the hospital on 3/14/25 due to right lower lobe
pneumonia and a complicated urinary tract
Infection (UTI). R75 tested positive for norovirus
on 3/20/25 due to diarrhea. Contact precautions
were Initiated.

The Infection Prevention Line Listing dated March
2025 and The Infections excel spreadsheet dated
3/4/25 to 3/20/25 , failed to identify R21 nor R75's

symptoms and treatments.

During an interview on 3/26/25 at 2:36 p.m.,
registered nurse (RN)-A stated she was the
facility's infection prevention nurse as well as the
Station 240-unit manager. RN-A dedicated eight
hours a week to the infection prevention program
but tried to keep up with infection signs/symptoms
survelllance daily. The facility used an excel
spreadsheet where any licensed staff could enter

2, 2025.

To ensure compliance; an audit on
survelllance of logging all sighs &
symptoms of potential contagious
symptoms/iliness to track, trend, analyze
data. Additional audits will be conducted
on resident with precautions. Audits will
be conducted by the DON or their
designee, they will occur for 4 months and
prn and/or as determined by quality
council based on continued compliance.
Audit results will be reviewed by quality
council for monitoring and assured
compliance. The DON is responsible for
compliance. Facility will achieve
substantial compliance by May 5, 2025.
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Information when a resident was started on an
antibiotic or antiviral. From there, RN-A would
enter that information on the line listing form and
do mapping of the infections at the end of the
month. Additionally, the unit managers would

read nursing progress notes daily to look for signs
of infection. RN-A stated she was unaware of
R21's symptoms but staff were generally aware of
residents with symptoms such as nausea,
vomiting and/or diarrhea. Rarely would the facility
have a diagnosis correlating to the symptoms
unless there were laboratory tests to confirm it.
However, unless a resident was prescribed a
treatment, such as antibiotics, the resident would
not be added to the survelllance.

During an interview on 3/27/25 at 12:09 p.m., the
director of Nursing (DON) stated all signs and
symptoms of potential infections should be
tracked and evaluated timely to find trends earlier
to try to prevent the spread of infection and keep
It contained.

The facility policy Surveillance Reporting revised
8/2023, identified once surveillance was
completed, the data was collected and analyzed,
and the significance was summarized. The
resulting information should be shared with those
who assist in the infection prevention and may
Include internal and external sources.

1. The IP performs on-going surveillance and
Investigation into all infections within the facility.
2. Once the survelllance is completed, the data
collected Is analyzed and summarized. It is then
shared with the parties that assist with infection
prevention in facilities, or if indicated external
agencies.

3. If infection trends are noted, or there has been
a break in infection prevention standards, the 1P

F 880
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will educate the associates noted in the trend or
break, put an action plan in place to monitor for
adherence lo standards, and report the results of
both the trend and/or break in standards, as well
as the action plan to tile Quality Council for further
recommendations/comments.

4. Internal reporting may include, but is not limited
to:

a. Resident and /or their significant support
systems and family members

b. Nursing

c. Admitting

d. Therapy

e. Life enrichment/activities

f. Environmental Services

g. Maintenance

<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>