DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
May 6, 2025

Administrator

St Therese Of Woodbury LLC
7555 Bailey Road
Woodbury, MN 55129

RE: CCN: 245632
Cycle Start Date: March 20, 2025

Dear Administrator:

On April 30, 2025, the Minnesota Departments of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance. Based on our review, we have

determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

Mo i

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 6, 2025

Administrator

St Therese Of Woodbury LLC
/555 Bailey Road
Woodbury, MN 55129

Re: Reinspection Results
Event ID: CNRH12

Dear Administrator:

On April 30, 2025 survey staff of the Minnesota Department of Health - Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on March 20, 2025. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

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

Minnesota Department of Health
2.0. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 7, 2025

Administrator
St Therese Of Woodbury LLC

7555 Bailey Road
Woodbury, MN 55129

RE: CCN: 245632
Cycle Start Date: March 20, 2025

Dear Administrator:

On March 20, 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:

Renee McClellan, Regional Operations Supervisor
Metro A District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: renee.mcclellan@state.mn.us

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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

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

If substantial compliance with the regulations is not verified by June 20, 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 20, 2025 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

INFORMAL DISPUTE RESOLUTION (IDR)

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

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

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

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

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

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

Questions regarding all documents 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,

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us
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On 3/17/25 through 3/20/25, a standard
recertification survey was conducted at your
facility. A complaint investigation was also
conducted. Your facility was not in compliance
with the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were reviewed with no
deficiencies cited: H56329981C/MN111310.
156329281C/MN104425,
156329263C/MN107876.

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

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

F 5/8  Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir FS78 4/24/25
SS=D | CFR(s): 483.10(c)(6)(8)(9)(12)(1)-(Vv)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

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

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

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

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

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
Information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
Individual's resident representative in accordance
with State law.

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

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review, the 1.) Resident R147 discharged from the
facility failed to ensure 2 of 2 residents (R147, facility on 3/28/25 and R198 discharged
R198) reviewed for Physician Orders for Life from facility on 03/19/25

Sustaining Treatment (POLST) had the correct 2.) Determining the code status or

code status (i.e. full code, do not presence/absence of Advance Directives
resuscitate-DNR) information outlined within the Is required for all residents. Therefore, all
medical record. This could cause R147 and R198 residents have the potential to be

to receive resuscitation efforts (i.e. affected.
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cardiopulmonary resuscitation-CPR) against their
wishes.

Findings Include:
R198

R198's 5-day Minimum Data Set (MDS) dated
3/18/25, indicated R198 was cognitively intact.
R198's diagnoses included osteoarthritis of right
shoulder, congestive heart failure, chronic kidney
disease, and hypertension.

R198's face sheet printed 3/1/7/25 at 7:50 p.m.,
Indicated R198's advance directive listed full
code.

R198's admission assessment dated 3/12/25,
Indicated, "Code Status ON HOSPITAL
ORDERS: Full Code/CPR...Code Status ON
ADMISSION POLST: DNR/DNI...Does the code
status on the hospital orders MATCH the code
status on the admission POLST orders?: No."
The admission assessment indicated in bold, red
print, "Code status on hospital order DOES NOT
match admission POLST orders!!! Nurse must
call provider immmediately and get a verbal order
confirmation of code status.”

R198's care plan printed 3/17/25, indicated,
"POLST: Resident has completed a POLST: Full
code ...Resident wishes will be followed and

respected ...See Orders for current Resuscitation
order.”

R198's physician orders dated 3/13/295, indicated,
"Full Code ...Active.”

R198's POLST signed by R198 3/12/25,

3.) The Director of Nursing (DON)
educated licensed nurses regarding the
documentation procedures for Advance
Directives/Code Status. A chart audit of all
residents was completed on 04/14/25.
Discrepant findings were addressed
Immediately, and all actions were
completed on 04/14/25. DON reviewed
facility policies and procedures which
remain current.

4.) DON or designee to complete audits
to be completed on all TCU admissions
once weekly for 1 month, then every other
week for 1 month. After 2 months the
DON or desighee will complete a random
record audit of at least 10 records for
consistent documentation. Results of the
audits will be discussed monthly with the
QAA committee until such time it is
determined that substantial compliance is
maintained.
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Indicated, "Do Not Attempt Resuscitation/DNR
[Allow Natural Death] ...Comfort Focused
Treatment.”

During interview on 3/1/7/25 at 6:45 p.m., R198
stated would not want CPR, "no pounding on my
chest” if found unresponsive and without a
heartbeat. R198 stated would not want any tubes
or other artificial means to be kept alive.

During interview on 3/1/7/25 at 6:39 p.m.,
registered nurse (RN)-A stated the POLST could
be found in the hard chart and code status could
also be seen In the electronic medical record
(EMR). RN-A stated the EMR should match the
POLST.

During interview on 3/1/7/25 at 7:04 p.m., RN-B
stated | would look in the hard chart for the
POLST and the code status would also be in the
computer. RN-B stated the hard chart should
match the EMR, but sometimes the EMR was not
updated.

During interview on 3/17/25 at 7:39 p.m., RN-A
stated R198 was a DNR/DNI according to the
POLST located in R198's hard chart. RN-A then
looked In R198's EMR and verified R198's face
sheet indicated R198 was full code. RN-A stated
If a nurse were to look in the computer first, they
would think R198 wanted full resuscitation which
was against her wishes.

During interview on 3/17/25 at 7:49 p.m., RN-C
stated the EMR should match the POLST which
should reflect the resident's wishes. RN-C stated

If the EMR Indicated a resident was full code and
the POLST Iindicated DNR, it could be possible
the resident would receive resuscitation efforts
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PRINTED: 04/22/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245632 B. WING 03/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

7555 BAILEY ROAD

ST THERESE OF WOODBURY LLC WOODBURY, MN 55129

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578  Continued From page 4 F 578

when they really wanted DNR.

During interview on 3/18/25 at 11:03 a.m., RN-D
stated upon admission the nurse would complete
an assessment on the resident which included
current code status. RN-D stated part of the
assessment was to determine what the hospital
had documented as code status which would be
their admission code status and determine If that
was still accurate. The admission assessment
worksheet in the EMR would indicate a warning in
red when the resident's current code status wish
did not match the admission order code status.
The warning instructed the nurse to contact the
provider immediately to update the order to match
the resident's wishes. RN-D stated it was
Important to have the POLST and EMR to match
and also to reflect the resident's current code
status wishes.

During interview on 3/18/25 at 1:01 p.m., director
of nursing (DON) stated expectation for
admission nurse to complete a new POLST on
every resident and confirm the EMR accurately
reflected the POLST which would reflect the
resident's accurate code status wishes. DON
stated expectation for the code status to be
updated timely and be accurate throughout the
resident’'s EMR and hard chart.

R147

R14/'s face sheet printed 3/19/25, indicated
R147 was recently admitted and required care

after back surgery. R147's face sheet indicated
R147 was full code.
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R147's POLST dated 3/9/25, indicated R147 was
DNR with selective treatments.

R147's admission assessment dated 3/10/25,
Indicated R14 7 was alert and orientated. R14/'s
admission assessment further indicated R147's
hospital orders indicated DNR/DNI, the code
status on the admission POLST was DNR/DNI
and the code status matched the code status on
the admission POLST.

R147's provider order dated 3/11/25, indicated
R147 was a full code.

R147's care plan initiated 3/10/25, indicated R147/
had completed a POLST and was full code. Staff
were directed to see orders for current
resuscitation order.

When interviewed on 3/1/7/25 at 5:43 p.m., R147/
verified they did not want resuscitation or
Intubation if they became pulseless or had trouble
breathing. R147 would let their family determine
any other non-invasive treatments.

When interviewed on 3/1/7/25 at 6:40 p.m., RN-H
stated a resident's code status would be
determined by looking in the computer chart or
the POLST in the hard chart and would go to
whatever was closest. RN-H verified R147's
POLST indicated DNR while the provider order in
the EMR stated full code. RN-H stated the
provider would need to be contacted to clarify
which one was correct. However, If RN-H would

go with the sighed POLST and follow DNR.

Facility policy Residents’ Rights Regarding
Treatment and Advance Directives dated 4/1/22,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CNRH11 Facility ID: 31025 If continuation sheet Page 6 of 24
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Indicated the facility would support and facilitate
the resident’'s wishes to "request, refuse and/or

discontinue medical or surgical treatment and to
formulate an advance directive.”

Facility policy Communication of Code Status
dated 4/1/22, indicated a resident had the right to
formulate advance directives and the facility
would have processes in place to communicate a
resident's code status to all who need to know.
The policy indicated identification of a resident's
wishes to include full code, DNR, DNI (do not
Intubate), and do not hospitalize would be clearly
documented In designated sections of the
medical record. "The nurse who notates the
physician order Is responsible for documenting
the directions in all relevant sections of the
medical record.”

F 684 | Quality of Care F 684 4/24/25
SS=D | 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:

Based on interview and document review the 1.) Facillity collaborated with Hospice
facility failed to ensure bowel monitoring for 1 of 1 concerning Resident R33. R33 started on
resident (R33) reviewed for constipation. as heeded Senna on 3/20/25.

2.) Ensuring bowel management is

Findings include: required for all residents. Therefore, all

residents have the potential to be
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R33's modification of quarterly Minimum Data Set
(MDS) dated 12/13/24, indicated moderately
Impaired cognition and diagnoses of chronic
diastolic (congestive) heart failure, benign
prostatic hyperplasia with lower urinary tract
symtoms, and encounter for palliative care. It
further indicated R33 required staff assistance
with most activities of dalily living (ADL), mobility,
had a catheter, and was always continent of
bowel.

During interview on 3/17/25 at 2:25 p.m. family
member (FM)-B stated the facility didn't monitor

R33's bowel movements very well.

R33's documentation (under the tasks tab) titled
bowel movements (BM), for the month of March
2025, indicated R33 did not have a BM from
3/5/25-3/7/25 and from 3/15/25-3/17/25.

R33's standing orders dated 2/18/25, indicated
the following steps in montioring for constipation:
1. Consider rectal check to determine if impaction
IS present

2. Encourage 2,000 milliieters (ml) daily fluid
Intake unless contraindicated

3. Consult nutrition services for dietary
recommendations.

4. Give Sennoside 8.6 milligrams (mg) 2 tablets
by mouth daily as needed (PRN) for up to 3 days,
If no BM by day 3 offer/give Biscodyl suppository
10 mg: rectally once daily as needed for up to 2
days.

5. Reattempt Senna or Biscodyl if no results after
24 hours and notify provider.

R33's last bowel and bladder assessment was
completed on 12/13/24.

affected.

3.) The DON reviewed facility policy and
procedures. The DON educated licensed
nurses regarding bowel management. A
whole house audit of all residents was
completed on 04/14/25. Discussion
findings were addressed immediately, and
all actions were completed on 04/14/25.
Nocturnal (NOC) shifts to document bowel
alerts for residents going on 3 days for
each unit. The NOC shift will report the
bowel management sheet to the day shift
to follow up to initiate standing house
protocol for bowel management.

4.) DON or designee to complete audits
once weekly for 1 month, then every other
week for 1 month. After 2 months the
DON or designee will complete a random
record audit of at least 10 residents for
bowel management tracking. Results of
the audits will be discussed monthly with
the QAA committee until such time it is
determined that substantial compliance is
maintained.
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R33's physician's orders lacked an order for a
PRN medication related to constipation.

R33's progress notes for the month of March
2025 lacked documentation of bowel monitoring
Including a bowel assessment, administration of
PRN's, or notification of the provider and/or
hospice.

R33's medication and treatment administration
records (MAR/TAR) for the month of March 2025,
lacked documentation of bowel movements (BM)
or that PRN medications had been administered
In regards to constipation.

During interview on 3/19/25 at 10:30 a.m.,
nursing assistant (NA)-A stated the nursing
assistants were responsible for documenting
each bowel movement and the nurses were
responsible for checking the charting every 3
days to make sure the resident had a BM. NA-A
further stated NA's should let the nurses know If
there was something abnormal reagrding the BM
but not necessarily every time the resident had
one.

During interview on 3/19/25 at 10:35 a.m., NA-B
stated the NA's were responsible for documenting
If a resident had a BM and (each time they had
one) and the nurses were able to see their
charting. The NA's don't necessarily let the
nurses know each time the resident had a BM
unless there was a problem.

During interview on 3/19/24 at 11:04 a.m.,
licensed practical nurse (LPN)-A stated if a
resident didn't have specific orders for bowel
monitoring, then they should follow the standing
orders. They should start following the standard
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orders on the 3rd day of the resident not having a
BM. LPN-A verified R33 had not had a BM from
3/5/25-3/8/25 and from 3/15/25-3/17/25 and the
standing order protocol should have been started
on the 3rd day of no BM.

During interview on 3/20/25 at 8:45 a.m., LPN-B
stated If a resident doesn't have specific orders
for bowel monitoring then they were expected to
follow the standing orders for constipation which
would start on day 3 of no BM.

During interview on 3/20/25 at 8:49 a.m., the
clinical coordinator stated standing orders are
built into the system through the electronic
medication administration record (e-mar), unless
the resident had their own specific orders and
there would be a little red alert letting the nurses
know the resident had a BM in 3 days. The NA's
were responsible for documenting BM's under the
tasks In point of care (computer system for NA
documentation) and they were also responsible
for letting the nurse know if a resident had a BM.
The nurses were responsible for checking the
charting, and starting the steps on the standing
orders protocol on day 3 of a resident not having
a BM. The clinical coordinator verified R33 did not
have an order for a PRN medication related to
constipation and there wasn't any documentation
that the provider or Hospice had been notified. It
was Important to keep track of BM's because the
resident may develop a bowel obstruction,

perforated bowl, rectal tears, and pain. She
further verified R33 did not have a BM from
3/5/25-3/7/25 and from 3/15/25-3/17/25.

During interview on 3/20/25 at 10:09, the director
of nursing (DON) stated his expectation regarding
bowel monitoring was the standing orders
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protocol should be followed (for residents who do
not have specific orders for monitoring BM's)
starting on day 2 or 3 of the resident not having
one. This was important for comfort and ensuring
the resident wasn't impacted.

The facility's policy regarding Bowel Assessment
and Management dated October of 2022,
Indicated bowel management protocol will be
Implemented by nursing staff if resident is
iIdentified as needing interventions for
constipation.
A. Bowel Management Tracking tool is reviewed
by all shifts.
B. Day shift evaluates bowel function that may
Include

-Abdominal Assessment/Evaluation

-Implement non-pharmaceutical interventions
(prunes, prune juice, exercise, increase fluids)

-Administer pharmaceutical intervention,
medical doctor (MD) order would supersede
policy.

-follow current House Standing Orders
C. Diarrhea (Loose Stools)

-Follow current House Standing Orders

F 689 Free of Accident Hazards/Supervision/Devices F 689 4/24/25
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident recelves adequate
supervision and assistance devices to prevent

accidents.
This REQUIREMENT Is not met as evidenced
by:
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Based on observation, interview and record
review the facility failed to ensure
recommendations were followed to minimize risk
of aspiration for 1 of 1 residents reviewed for
nutrition.

Findings include:

R23's admission Minimum Data Set (MDS) dated
3/4/25, indicated R23 had mild cognitive
Impairment and diagnoses of Parkinson's disease
(iliness that effects the nervous system) and
dysphagia (trouble swallowing). R23 required set
up for meals and had coughing or choking during
meals or when swallowing medications.

R23's speech therapy (ST) assessment dated
3/3/25, indicated ST recommended R23 to have a
soft diet with bite sized food, thin liquids with no
straw use.

R23's provider order dated 3/3/25, indicated R23
required a soft diet with bite sized food and thin
liquids.

R23's orders lacked indication R23 should not
use a straw.

R23's Kardex printed on 3/17/25, lacked
Indication R23 should not use a straw.

R23's care plan revised 3/3/25, indicated R23
was at risk for nutritional and hydration deficit
related to Parkinson's Disease and dysphagia.
Interventions directed staff to set up meals and
ensure modified diet and thin liquids were
provided. R23's care plan lacked indication R23
should not use straws.

1.) Resident R23 was discharged from
the facility on 03/31/25.

2.) Preventing choking hazards related to
straws Is required for all residents
assessed by Speech Language
Pathologist (SLP) and recommended to
not use straws. Residents who admit from
the hospital or from the community with
no straw orders are also at risk of being
affected by the deficient practice.

3.) DON reviewed facility policies and
procedures. DON educated all nursing
staff and SLP of new facility protocol.
Facility implemented a picture door
marker system to help staff identify
residents who should not have straws.
Facility also implemented a
communication email chain between SLP
and management to
disseminate/document residents not
recommended for straw use. Finally,
facility implemented the use of Special
Instructions under the Care Profile
functionality of PCC to signify to nursing
staff which residents should not have
straws. Facility identified like residents
and completed the new procedure tasks
on 04/14/25.

4.) DON or designee to complete audits
once weekly for 1 month then every other
week for 1 month. After 2 months the
DON or designee will review all residents
not recommended to have straws to
ensure plan of correction (POC)
compliance. Results of the audits will be
discussed with the monthly QAA
committee until such time is determined
that substantial compliance is maintained.
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During an observation on 3/17/25 at 12:35 p.m.,
R23 was seated at the bedside with her lunch tray
In front of her. R23 had a large pink water mug
with a straw In place. There was also a carton of
boost on the bedside table with a straw. On
R23's wall was a signh indicating R23 required a
soft diet with bite sized pieces, thin liquids and no
straw. R23 stated they likes the straws and it was
ok to drink without them.

When interviewed on 3/17/25 at 12:40 p.m.,
family member (FM-A) stated R23 had trouble
swallowing pills and sometimes coughed after
drinking and eating. FM-A stated the staff feel
she had a problem swallowing and placed on the
soft diet with no straws and R23 had a swallow
study scheduled for next week. FM-A further
stated R23 had been drinking with the straws
today and seemed ok and verified the water and
boost were on the bedside table when they
arrived.

An observation on 3/1/7/25 at 5:16 p.m., R23 was
seated in their wheelchair with dinner on the
bedside table. On the bedside table was a large
pink mug with water and a straw.

An observation on 3/19/25 at 8:24 a.m., R23 was
In bed sleeping. Upon the bedside table was a
container of boost with a straw in place. At 8:42
a.m., the Social Service Director (SSD) brought in
R23 breakfast tray. SSD verified the empty boost
container with a straw and stated yesterday, R23
refused to have straws taken away when found In
her room.

When Interviewed on 3/19/25 at 8:51 a.m.,
registered nurse (RN)-E stated R23 initially had
problems with choking when taking pills and
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swallowing and wasn't aware of any issues with
swallowing lately. RN-E further stated for a time,
R23 was not supposed to use straws, however
since there were not any issues, R23 could use
them. RN-E stated recommendations from ST
would be found in the care plan.

When interviewed on 3/19/25 at 2:03 p.m., RN-C
stated ST would place an assessment and
recommendations into the electronic medical
record (EMR). The ST placed any diet orders,
and nursing would update the care plan. RN-C
knew about the change and was not sure how
updating the care plan was missed. RN-C stated
staff should document if R23 had refused straws
to be removed and was aware of R23 refusing to
have them removed the day prior. however, RN-C
verified there was no other documentation
Indicating R23 refused to have the straws
removed.

When Interviewed on 3/20/25 at 10:56 a.m., ST
stated any recommendations were completed as
assessment notes on the EMR. ST further stated
If residents were ok with signs in their rooms,
those were placed as reminders as well. ST
stated R23 was having a formal swallow study
next week and could not say if they were at risk
for aspiration however when initially assessed
R23 was consistently coughing and therefore the
diet changed, and direction given for no straw
use. ST had been notified on 3/18/25, R23 had
refused straws to be taken from her drinks. ST
worked with R23 and had R23 drink with a straw
and R23 started coughing immediately after. ST
re-educated R23 and R23 was agreeable to have
the straws removed. ST further stated R23 had
coghnition impairments and required frequent
reminders and education. A new assessment
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