m1 DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 7, 2025

Administrator

Moose Lake Village

710 SOUTH KENWOOD AVENUE
Moose Lake, MN 55767

RE: CCN: 245491
Cycle Start Date: May 15, 2025

Dear Administrator:

On July 2, 2025, the Minnesota Department of Health completed a revisit to verify that your facility
had achieved and maintained compliance. Based on our review, we have determined that your
facility has achieved substantial compliance; therefore, no remedies will be imposed.

Feel free to contact me If you have guestions.
Sincerely,

Sarah Lane, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, MN 55164-0900

Telephone: 651-201-4308 Fax: 651-215-9697
Emall: sarah.lane@state.mn.us
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Administrator
Moose Lake Village

710 South Kenwood Avenue
Moose Lake, MN 55767

RE: CCN: 245491
Cycle Start Date: May 15, 2025

Dear Administrator:

On May 15, 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:

Alex Warren, Regional Operations Supervisor
Duluth District Office

Health Regulation Division

Minnesota Department of Health

11 East Superior Street, Suite 290

Duluth, MN 55082

Email: Alex.Warren@state.mn.us

Cell: 651-279-5375 Office: 218-302-6186

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.

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
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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 August 15, 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 November 15, 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
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.htm|

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,

....._.-"-.
ﬂ:-:::}m..ﬁx C

Sarah Lane, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, MN 55164-0900

Telephone: 651-201-4308 Fax: 651-215-9697

Email: sarah.lane@state.mn.us
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E 000 | Inthhal Comments E 000

On 5/12/25-5/15/25, a survey for compliance with
§483.73, Appendix Z, Emergency Preparedness
Requirements for Long Term Care Facilities was
conducted during a standard recertification
survey. The facility was IN compliance.

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

F 000 | INITIAL COMMENTS F 000

On 5/12/25-5/15/25, 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:

154914291C MN105712

154914309C MN112901

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/09/2025

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: DKTT11 Facility ID: 00049 If continuation sheet Page 1 of 31
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§483.10(f)(10) (i) Accounting and Records.
(A) The facility must establish and maintain a
system that assures a full and complete and
separate accounting, according to generally

accepted accounting principles, of each resident's

personal funds entrusted to the facility on the
resident’'s behalf.

(B) The system must preclude any commingling
of resident funds with facility funds or with the
funds of any person other than another resident.
(C) The individual financial record must be
available to the resident through quarterly
statements and upon request.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to provide a financial statement to 1
of 2 residents (R4) who had requested to receive
a quarterly statement of their personal funds
account.

Findings Include:

R4's annual Minimum data Set (MDS) dated
4/11/25, identified R4 was cognitively intact.

During an interview on 5/12/25 at 3:27 p.m., R4
stated she had a personal trust account but was
not getting any statements. R4 stated she was
not sure how much money she had in the
account.

During an interview on 5/14/25 at 1:46 p.m.,

business office manager (BOM)-F verified R4 had

a personal trust account and identified the
statements were going to her "old" home
address. BOM-F verified R4 should have been

F568 Plan of Correction

It Is the policy of Cassia to comply with the
regulation requiring facilities to provide
residents with a financial statement of
their personal funds account upon
request.

To assure continued compliance, the
following plan has been put into place:
 The following corrective action will be
done for the resident(s) found to have
been affected by the deficient practice:
Resident R4 will be provided with the
requested quarterly financial statement of
their personal funds account immediately.
Additionally, a meeting will be held with
R4 to ensure they understand the process
for requesting future statements.

« Actions taken to identify other
potential residents having similar
occurrences:

An interview of all cognitive residents who
do not already receive their statement or
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DEFICIENCY)
F 568 | Accounting and Records of Personal Funds F 568 6/2/7/25
SS=D | CFR(s): 483.10(f)(10) (i)
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receiving her statements. have a person identified as financially
responsible for them, will be conducted to
During an interview on 5/14/25 at 2:12 p.m., the Identify any other residents who may not
administrator verified the facility should follow the have received their statements and would
procedure In their policy. like to.
 Measures put in place to ensure
During a phone interview on 5/14/25 at 2:27 p.m., deficient practice does not recur:
the corporate associate vice president of revenue The Business Office Manager will be
cycle management verified R4's statement should retrained on the importance of timely
have been going to R4 and not to her former processing of resident requests for
home address. financial statements. A log will be
maintained to track all requests and
The Trust fund policy and forms dated 11/15/24, ensure they are fulfilled within the required
Identified the resident or financially responsible timeframe. Cognitive residents will be
person would receive quarterly statements Informed to make all resident trust fund
detailing deposits, withdrawals and interest requests to the Business Office.
earned. « Effective Implementation of actions

will be monitored by:

The faclility’'s Business Office Manager will
audit 100% of resident financial statement
requests monthly for three months to
ensure compliance with providing
statements upon request. Results of
these audits will be reviewed by the facility
QAP| committee, which will decide If
further monitoring/audits are
recommended.

 The person responsible to maintain
compliance is:

Ashley Montague, Business Office
Manager

Shawna Smith, Administrator

F 657  Care Plan Timing and Revision F 657 6/27/25
SS=D | CFR(s): 483.21(b)(2)(i)-(iii)

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:DKTT11 Facility ID: 00049 If continuation sheet Page 3 of 31
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(1) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

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

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

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

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

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

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to identify and update the
care plan with resident specific fall prevention
Interventions for 1 of 2 residents (R49) reviewed
for multiple falls at the facility.

Findings include:

R49's admission Minimum Data Set (MDS) dated
4/3/25, Indicated R49 was cognitively intact.

R49's Resident Profile dated 5/15/25, included
diagnhoses of osteomyelitis, pain, chronic

Plan of Correction for Deficiency F657

It is the policy of Cassia (Facility name) to
comply with the regulation cited under
F657, which requires the facility to
develop and implement a comprehensive
person-centered care plan for each
resident, including specific interventions
for fall prevention.

To assure continued compliance, the

following plan has been put into place:
The following corrective action will be

done for the resident(s) found to have
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respiratory failure, congestive heart failure,
diabetes type |l, repeated falls, muscle weakness,
unsteadiness on feet, and unspecified
abnormalities of gait and mobillity.

R49's Care plan dated 3/27/25 to 5/15/25,
Included the following:

Resident needs assistance with ADL's, start date
3/27/125

-—-Dressing: staff to provide assist of one for
dressing.

-—-Tolleting: staff to provide assist of one with
toileting.

---Transfers:

————— assist of 1 for transfers using a gait belt and
hemi-walker (edited 4//7/25, from mod |)

————— provide limited/extensive assist of one with
walker for transfers. Cue before and after transfer
(initiated 3/27/25)

Falls, start date 3/27/25

---follow tolileting and repositioning schedule
-——-gripper socks or non-skid footwear

-—monitor and assess If fall occurs, document
circumstances/possible cause and notify MD and
family

-—monitor for medication side effects

-—-observe and meet resident needs

—--OT and PT to treat

Behaviors, start date 3/27/25

---resident does not exhibit adverse behavior
symptoms

R49's care plan showed the facility had changed
R49's transfer assistance level to assist of one
after R49's fall on 4/7/25. The care plan lacked
evidence to show the facility had modified or
Implemented fall prevention interventions after

review of 5 other falls that occurred at the facility
between 4/2/25 and 5/8/25.

been affected by the deficient practice:
 Resident R49 discharged on
9/22/2025.

Actions taken to identify other potential
residents having similar occurrences:

« A facility-wide review will be
conducted to identify any other residents
who have experienced multiple falls. Each
identified resident's care plan will be
reviewed and updated as necessary to
ensure specific fall prevention
Interventions are in place.

« All staff re-educated on 5/27/2025 that
they must follow the residents care plan at
all times and to notify the RN Nurse
Manager, ADON or DON if they have
questions regarding the care plan.

Measures put in place to ensure deficient
practice does not recur:

« Staff will receive training on the
Importance of updating care plans with
resident-specific interventions, particularly
for fall prevention. Additionally, regular
review and updating of care plans
following any fall incident will occur at
weekly Fall IDT meetings.

Effective implementation of actions will be
monitored by:

« The DON or their designee will audit
25% of resident charts monthly for three
months to ensure care plans include
specific fall prevention interventions.
Results of these audits will be reviewed by
the facility QAPI committee, which will
decide if further monitoring/audits are
recommended.
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Continued From page 5

Event Reports for falls at the facility included:
4/2/25 unwitnessed fall resident found on floor.
Fall occurred in bathroom

4/7/25 unwithessed fall, resident found on floor In
pbathroom. Nursing note indicated R49 was sent
to the emergency room to rule out shoulder
dislocation/fracture. IDT review indicated R49 had
fractured their clavicle bone and R49 was down
graded from mod | in room per therapies.
4/16/25 unwitnessed fall in resident room, Nurse
note indicated R49 was found on floor in front of
recliner. R49 indicated they had been attempting
to pull pants up and lost their balance. Call light
was on, R49 did not have slipper socks on.
4/17/25: witnessed fall resident lowered to the
floor Nursing Note: indicated resident was In
recliner with feet resting on their wheelchair.
Resident had slipped down between recliner and
wheelchair and staff were not able to reposition
resident back to chair, so resident was lowered to
the floor.

4/19/25: withessed fall in resident room, resident
lowered to floor with staff assistance during
transfer

9/8/25: unwitnessed fall in resident bathroom.
Nurse note indicated R49's call light was ringing
and R49 was found sitting on the floor between
the toilet and their wheelchair. R49 stated they
lost their balance and bumped their head. Small,
raised area on crown noted.

During an interview on 5/14/25 at 1:46 p.m., R49
stated when they were in their room, they moved
themselves between their wheelchair and bed,
recliner and wheelchair and their wheel chair and
tollet. However, if they had urgency to go, they
called staff for help because when they rushed,
they sometimes lost their balance. R49 stated

F 657

The person responsible to
compliance Is:

 Ashley Bachman, DON

maintain
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they didn't think staff seemed to be concerned if
they moved themselves from their chair to the
wheelchair or if they went to the bathroom on
their own.

During an interview on 5/15/25 at 8:30 a.m., R49
stated they had therapy at 9:00 a.m., so they
were going to get dressed and ready for therapy.
R49 stated staff did not come in each morning
and offer to assist her to the bathroom or with
dressing, they got themselves to the bathroom
and dressed on their own.

During an interview on 5/15/25 at 8:33 a.m.,
nursing assistant (NA-A) stated R49 was
Independent with dressing and transfers. NA
stated they got information on how residents
transferred and dressed etc. during shift report
from the off going shift.

During an interview on 5/15/25 at 10:57 a.m.,
licensed practical nurse (LPN-A) stated if they
noticed a resident was starting to transfer
themselves, they would bring that forward to
physical therapy (PT) and occupational therapy
(OT) so they could re-evaluate the resident's
transfer status and either advance them, or
confirm they still needed assistance for transfers.
R49 did try to transfer themselves on their own,
because R49 wanted to be independent, however
R49 knew they required assistance for transfers.
Due to falls, R49 was moved closer to the nursing
station. LPN-A stated when they went into R49's
room, they educated R49 on calling for help for
transfers and encouraged R49 to leave their door
open for safety.

During an interview on 5/15/25 at 12:38 p.m., the
physical therapist assistant (P TA) stated R49 still
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required stand by assist for transfers. R49 should
not be transferring themselves alone. The PTA
Indicated they had tried ambulating R49 without
their oxygen on, but R49's had not tolerated it
well, their oxygen saturation had dropped. The
PTA stated R49 had been on oxygen for years,
and based on observation, the PTA felt R49 was
very aware of the positioning of their oxygen
tubing. The occupational therapist (OT) stated
agreement with PTA, and said R49 was very
aware of their oxygen tubing when they worked
on transfers with R49. The OT also confirmed
R49 should not transfer alone and explained R49
should also have standby to minimum assist with
dressing and toileting.

During an interview on 5/15/25 at 3:51 p.m., NA-B
stated R49 did everything on their own and
Indicated if R40 needed help they would put their
call light on, but otherwise R49 was doing
everything by themselves for transfers and
dressing.

During an interview on 5/15/25 at 3:04 p.m.
registered nurse (RN-A) stated all staff should
know how a resident transfers. The transfer
status Is In the care plan and is also handed off at
shift report. For short term rehabilitation residents
If OT or PT updated a transfer status the change
would get posted for staff to see and then it would
also get updated in the care plan. Each resident
fall Is reviewed by the interdisciplinary team. The
team reviews the fall and looks at what
Interventions can be implemented to prevent falls
from happening again. Therapy may be involved
too. After, the care plan should be updated, for
Instances If anti roll backs are added to the
wheelchair, that would get updated on the care
plan. RN-A indicated interventions didn't

F 657
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necessarily have to go in the care plan. When
reviewing R49's care plan, RN-A stated they had
reviewed R49's care plan after each of R49's fall,
but they hadn't marked it as reviewed. They
normally just marked reviewed when changes
were made to the care plan that staff needed to
Know about. For instance, R49 was moved closer
to the desk after their fall on 4/16/25, but that was
not put in the care plan. RN-A reviewed the EMR
documentation for each of R49's six falls and
confirmed R49 had had four unwitnessed falls
related to self-transferring, three of which
occurred in the bathroom, with one resulting in a
collar bone fracture. RN-A stated they had
changed R49's transfer status in the care plan
from modified independence, to assist of one
after the fall on 4/7/25. The IDT team had not
identified any other fall prevention interventions to
add to R49's care plan after they had reviewed
each fall. There were other interventions not on
the care plan. RN-A stated they could have added
Interventions to round on R49 more frequently
and/or added interventions to address toileting
needs to help prevent falls in the bathroom. RN-A
Indicated the IDT usually did look at bowel and
bladder to see how the toileting schedule could
be modified to prevent falls. Itis possible our
short-term staff may not know the transfer status
of a resident but they should be checking the care
plan. We need to have a process in place to
make sure staff know when residents need
transfer assistance.

During an interview on 5/15/25 at 4:13 p.m., the
director of nursing stated staff need to follow the
care plan and indicated R49's care identified R49
required assistance for transfers. Each fall gets
reviewed by the IDT team. The fall is discussed,
possible contributing factors are identified and

F 657
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reviewed, the resident and staff involved may be
Interviewed for additional information. We would
then determine appropriate actions were taken or
do further actions to prevent future falls. R49
prefers to be independent and does not accept
help very well. As an intervention R49 was moved
closer to the desk. R49's transfer status was
modified on 4/7/25, after R49's fall that resulted In
a broken collar bone. The DON confirmed no
other modification or fall prevention interventions
had been added to R49's care plan after
subsequent falls. The DON reviewed R49's EMR
fall documentation and stated the facility had
done interventions, but they were not things that
the DON would put in the care plan.

During a follow-up interview at 5/15/25 at 4:49
p.m., the DON stated they had reviewed R49's
care plan and indicated they did not feel any
additional fall prevention interventions should
have been added to R49's care plan, however
R49's self-transfer behaviors should have been
added to the care plan under behaviors.

The facility policy Fall assessment and managing
fall risk dated 11/6/23, included the following:
--residents are assessed for fall upon admit,
quarterly, with significant changes and as needed
--fall risk and appropriate interventions to
minimize the risk of falls/injury from falls are
Included In the care plan

--each fall is investigated as soon as possible
--pased on fall review, interventions in the care
plan are updated as indicated

—-Interventions to reduce/prevent falls are
reviewed with the resident and representative

The facility policy Care plan and baseline care
plan dated 10/14/25, included the following:
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§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 receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure hot water
temperatures were at safe temperatures at
point-of-use for 27 of 27 residents who resided on
the 200 hallway and the specialty care unit. In
addition, the facility failed to ensure staff provided
adequate supervision for transfers and activities
of daily living for 2 of 2 residents (R49 and R40)
and the facility further failed to follow the care
plan related to transferring for the prevention of
falls for 3 of 5 (R49, R40, R44) residents at risk
for falls.

Findings include:
During a resident screening on 5/13/25 at 10:19

a.m., the hot water in bathroom of R34 felt very
hot to touch after running the hot water for a

F689 Plan of Correction

It is the policy of Cassia to comply with the
regulation cited under F689.

To assure continued compliance, the
following plan has been put into place:

The following corrective action will be
done for the resident(s) found to have
been affected by the deficient practice:
 Blender valve necessary to maintain
domestic hot water at safe levels for all 27
residents on the 200 hallway and the
specialty care unit was not functioning
properly and replaced on May 28, 2025.
 |mmediate reassessment and
supervision provided for residents R49
and R40 during transfers and activities of
daily living.
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--the Interdisciplinary team in conjunction with the
resident and their support people will develop a
comprehensive person-centered care plan for
each resident
--the resident care plan is constantly changing. It
IS to be updated routinely to reflect the resident's
current condition.
F 689  Free of Accident Hazards/Supervision/Devices F 689 6/27/25
SS=E | CFR(s): 483.25(d)(1)(2)
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couple of minutes. R34 stated the water takes a
while to get hot, but then it gets very hot, and she
had to blend it with cold water to use it. R34
stated she and nursing assistants (NA)s had
talked about it before.

During an observation and interview on 5/14/25 at
2:17 p.m., maintenance worker (MW)-A, who
Identified as the director of maintenance, ran the
hot water in R34's room and used a thermometer
to measure the temperature at 134 degrees
Fahrenheit (F). MW-A stated that was too hot and
he felt 105 to 110 degrees F seemed to be a
good spot for the hot water, but M\W-A wasn't
sure what the upper limit of the hot water should
be.

During an interview on 5/14/25 at 2:41 p.m.,
MW-A reported the blender valve that feeds the
200 hallway and specialty care unit was showing
the temperature as 110 degrees, so it must not
be working. At 2:350 p.m., room 209's hot water
measured 129 degrees F; the dirty utility room
across the hall from room 211 had hot water
temperatures of 131 degrees F; the handwashing
sink in the common area of the specialty care unit
measured 127 degrees F. MW-A stated he had
called a contractor to come take a look at it as
soon as possible, and he turned down the
blender valve 10 degrees F. At 3:10 p.m., the
administrator stated all of the alert residents, and
all of the staff had been updated on not using the
tubs until they can consistently hold the
temperatures below 120 degrees. M\W-A stated
he would continue to take the water temperature
to ensure it got below 120 degrees.

During an interview on 5/15/25 at 8:23 a.m.,
trained medication aid (TMA)-A stated she had

 Care plans for residents R49, R40,
and R44 have been reviewed to ensure
proper transfer procedures are followed to
prevent falls.

Actions taken to identify other potential
residents having similar occurrences:

« Conducted a facility-wide audit of hot
water temperatures at all points-of-use on
all shifts daily until blender valve was
replaced.

 Reviewed care plans and supervision
protocols for residents who have had
previous fall(s) or at high risk for falls
according the their fall risk assessment, to
ensure compliance with transfer
procedures.

Measures put in place to ensure deficient
practice does not recur:

 Monthly audits of facility water
temperatures are conducted per routine
maintenance to ensure safe temperature
levels. All staff educated to report any hot
water concerns to maintenance
Immediately on May 14, 2025 and again
on May 27, 2025. Residents educated at
Resident Council to report any concerns
related to water temperature immediately
to staff on May 29, 2025.

« All Staff training on 5/27/2025
regarding adherence to care plans for
transfers and activities of daily living.

* Nursing Staff will have a skill
compliance check regarding reading
resident care plans.

* Nursing Staff will be re-educated to
our policy indicating transfer/gait belt use
IS required.
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started her shift at 3 a.m. this morning and had
taken hot water temperatures in all the resident
rooms and common areas and reported the
temperatures were as low as 110 and up to 120
degrees F.

A review of facility-submitted Monthly Water
Temperature Chart for 2/7/25 revealed the

following temperatures (recorded in degrees F):

Room 204 was 1238
Room 215 was 130
Room 402 was 126
Room 408 was 126
Room 200 was 126
North nursing station sink was 130
West nursing station sink was 130

The kitchen sink in the specialty cares unit was
130

A review of the facility-submitted Event Summary
Reports from 35/13/24 to 5/14/25 revealed no burn

Incidents.

During an interview on 5/15/25 at 4:13 p.m., the
administrator stated hot water temperature was
taken monthly and recorded on the Monthly

Water Temperature Chart. This would be done by

MW-A or he may have delegated to another
maintenance worker, but M\W-A should be the
one who reviewed the temperatures. The

administrator stated she wasn't aware there had

been temperatures above 120 degrees F in the

past months, and unless there was an issue she
wouldn't necessarily look through the temperature

logs. She would expect it to be brought to her
attention if there were temperatures above 120
degrees F.

Effective implementation of actions will be
monitored by:

* The facility will audit water
temperature once per week through July
2025 to ensure the blender valve Is
functioning properly and then resume
monthly audits in August 2025. The
facility will audit 50% of resident transfer
and supervision records weekly for three
months to ensure compliance with proper
supervision. Results of these audits will be
reviewed by the facility QAPI committee,
and they will make the decision If further
monitoring/audits are recommended.
 The nursing team will be audited while
performing cares and/or transfers for
compliance with following the care plan
and transfer/gait belt use as follows: 2
staff weekly through July 2025 and then 3
staff monthly for 2 additional months.
Results of these audits will be reviewed by
the facility QAPI committee, and they will
make the decision If further
monitoring/audits are recommended.

The person responsible to maintain
compliance is:

« James Golphenee, Maintenance
Director or Designee

 Ashley Bachman, Director of Nursing
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During an interview on 5/15/25 at 4:33 p.m.,
MW-A confirmed he was responsible for taking
hot water temperatures monthly, if there were an
Instance where he was gone the other
maintenance worker would take them. MW-A
stated he noticed the temperatures creeped up a
little bit in February, but it wasn't too extreme, and
he speculated maybe they had been adjusting
things. MW-A stated making sure the water
wasn't too hot was important because it could
mean hazards and burns. MW-A further stated he
had continued to monitor the hot water
temperatures, and they were coming in
consistently under 120 degrees F and the new
mixing valve had been ordered. He stated he
would continue to monitor the temperatures until
the valve was replaced.

A policy, Preventative Maintenance Program SNF
and AL dated 2/5/25, identified all Cassia sites
shall have a standard preventative maintenance
program that includes safety rounds, inspections
and audits of all areas to maintain a safe, clean
and well-maintained environment. This
preventative maintenance program will also
Include a systematic method for reporting repairs
and on-going mitigation of all safety risks.
Maintenance tasks will be conducted as part of a
systematic program to meet all local, state and
federal regulations and additional Cassia
standards of practice for building/grounds code
compliance and general maintenance. The audit
procedures didn't contain a line item for testing
hot water.

R49:

R49's admission Minimum Data Set (MDS) dated
4/3/235, indicated R49 was cognitively intact.

F 689
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R49's Resident Profile dated 5/15/25, included
diagnoses of osteomyelitis, pain, chronic
respiratory failure, congestive heart failure,
diabetes type Il, repeated falls, muscle weakness,
unsteadiness on feet, and unspecified
abnormalities of gait and mobility.

R49's Care plan dated 3/27/25 to 5/15/25,
Included the following:

Resident needs assistance with ADL's, start date
3/27125

-—-Dressing: staff to provide assist of one for
dressing.

-—-Tolleting: staff to provide assist of one with
toileting.

-—Transfers:

————— assist of 1 for transfers using a gait belt and
hemi-walker (edited 4/7/25, from mod |)

————— provide limited/extensive assist of one with
walker for transfers. Cue before and after transfer
(initiated 3/27/235)

Falls, start date 3/27/25

---follow toileting and repositioning schedule
-—-gripper socks or non-skid footwear

-—monitor and assess If fall occurs, document
circumstances/possible cause and notify MD and
family

-—monitor for medication side effects

-—-observe and meet resident needs

—-OT and PT to treat

Behaviors, start date 3/27/25

-—-resident does not exhibit adverse behavior
symptoms

R49's Event Reports for falls at the facility
Indicated R49 had sustained 6 falls at the facility
between the dates of 4/2/25 and 5/8/25.

noted.
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During an interview on 5/14/25 at 1:46 p.m., R49
stated when they were In their room, they moved
themselves between their wheelchair and bed,
recliner and wheelchair and their wheelchair and
tollet. However, if they had urgency to go, they
called staff for help because when they rushed,
they sometimes lost their balance. R49 stated
they didn't think staff seemed to be concerned if
they moved themselves from their chair to the
wheelchair or if they went to the bathroom on
their own.

During an interview on 5/15/25 at 8:30 a.m., R49
stated they had therapy at 9:00 a.m., so they
were going to get dressed and ready for therapy.
R49 stated staff did not come in each morning
and offer to assist her to the bathroom or with
dressing, they got themselves to the bathroom
and dressed on their own.

During an interview on 5/15/25 at 8:33 a.m.,
nursing assistant (NA-A) stated R49 was
Independent with dressing and transfers. NA
stated they got information on how residents
transferred and dressed etc. during shift report
from the off going shift.

During an interview on 5/15/25 at 10:57 a.m.,
licensed practical nurse (LPN-A) stated if they
noticed a resident was starting to transfer
themselves, they would bring that forward to
physical therapy (PT) and occupational therapy
(OT) so they could re-evaluate the resident's
transfer status and either advance them, or

confirm they still needed assistance for transfers.

R49 did try to transfer themselves on their own,

because R49 wanted to be independent, however

R49 knew they required assistance for transfers.
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Continued From page 16

Due to falls, R49 was moved closer to the nursing
station. LPN-A stated when they went into R49's
room, they educated R49 on calling for help for
transfers and encouraged R49 to leave their door
open for safety.

During an interview on 5/15/25 at 12:38 p.m., the
physical therapist assistant (P TA) stated R49 still
require stand by assist for transfers. R49 should
not be transferring themselves alone.

The occupational therapist (OT) stated R49
should not transfer alone and explained R49
should also have standby to minimum assist with
dressing and toileting.

During an interview on 5/15/25 at 3:51 p.m., NA-B
stated R49 did everything on their own and
Indicated If R40 needed help they would put their
call light on, but otherwise R49 was doing
everything by themselves for transfers and
dressing.

R40:

R40's admission MDS dated 4/5/25, indicated
R40 was cognitively intact.

R40's Resident Profile dated 5/15/25, included
diagnhoses of unspecified fracture of upper end of
right tibia, anemia, history of falling, repeated
falls, weakness, unsteadiness on feet, and
abnormalities in gait and mobility.

R49's Care plan dated 3/29/25 to 5/15/25,
Included the following:

Resident needs assistance with ADL's, start date
3/29/25

---Resident to ambulate with therapy only

--- Bed mobility: Assist of one

F 689
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-—-Eating: Resident does require assist with setup
-—-Grooming: staff to provide 1 assist with
grooming.

-—-Oral care: staff to provide 1 assist with oral
care

-—-Dressing: staff to provide assist of one for
dressing.

-—-Tolleting: staff to provide assist of one with
toileting.

-——-Transfers: Cue resident before/during, assist of
1 stand pivot using gait belt grab bars and w/c
arm rest.

Falls, start date 3/29/25

---follow toileting and repositioning schedule
-——-gripper socks or non-skid footwear

-—monitor and assess If fall occurs, document
circumstances/possible cause and notify MD and
family

-—monitor for medication side effects

-—-observe and meet resident needs

—QOT and PT to treat

Behaviors, start date 3/29/25

-—-resident does not exhibit adverse behavior
symptoms

During an interview on 5/12/25 at 3:39 p.m., R40
was wheeling self out of bathroom and indicated
they had just finished using the restroom. R40
pointed to the transfer belt on the counter and
stated therapy staff used the transfer belt but only
one out of ten staff used it when they helped with
transfers. R40 stated they had not had a fall at
the facility and indicated they transferred
themselves in the bathroom even though they
had been told to call for help.

During an interview on 5/15/25 at 8:33 a.m., NA-A
stated R40 was independent with dressing and
transfers. NA stated they got information on how
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residents transferred and dressed etc. during shift
report from the off going shift.

During an interview on 5/15/25 9:24 a.m., R40
stated they had washed and dressed themselves
this morning, staff did not come in and help with
getting dressed. R40 stated they had transferred
themselves this morning.

During an interview on 5/15/25 at 10:36 a.m.,
NA-C confirmed they were working on the
transitional care unit (TCU). NA-C explained the
residents on the TCU typically needed less
assistance. NA-C stated they hadn't had to assist
R40 with anything this a.m. They were not sure If
R40 needed assistance with transfers/cares, but
they could find that information in R40's care plan
If they needed it.

During an interview on 5/15/25 at 10:57 a.m.,
licensed practical nurse LPN-A stated R40 was
an assist of one for transfers. R40 called when
they needed assistance for transfers.

During an interview on 5/15/25 at 12:38 p.m., with
PTAand OT, PTA stated R40 had not been
approved for self-transfers yet. The OT stated
R40 required stand by assist with dressing.

During an interview on 5/15/25 at 3:51 p.m., NA-B
stated R40 needed partial assistance with stand
pivot transfers but could dress self. NA-B stated
they always used a transfer belt when they
transferred residents.

During an interview on 5/15/25 at 3:04 p.m.,
registered nurse (RN-A) stated R49 and R40
were not independent with transfers and could
call for assistance. RN-A indicated all staff should
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know how a resident transferred. The transfer
status was In the care plan and also got handed
off at shift report. For TCU residents if OT or PT
updated a transfer status the change would get
posted for staff to see and then it would also get
updated in the care plan. It is possible our
short-term staff may not know the transfer status
of a resident; they should be checking and
following the care plan. We need to have a
process In place to make sure staff know when
residents need transfer assistance.

During an interview on 5/15/25 at 4:13 p.m., the
director of nursing (DON) stated R49 and R40
were not independent with transfers, and
Indicated they expected staff to follow the care
plan for patient transfer status and activities of
daily living.

The facility policy Fall assessment and managing
fall risk dated 11/6/23, included the following:
--residents are assessed for fall upon admit,
quarterly, with significant changes and as needed
--fall risk and appropriate interventions to
minimize the risk of falls/injury from falls are
Included In the care plan

--based on fall review, interventions in the care
plan are updated as indicated

—-Interventions to reduce/prevent falls are
reviewed with the resident and representative

The facility policy Care plan and baseline care
plan dated 10/14/25, included the following:

--the Interdisciplinary team in conjunction with the
resident and their support people will develop a
comprehensive person-centered care plan for
each resident

--the resident care plan is constantly changing. It
IS to be updated routinely to reflect the resident's
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Continued From page 20
current condition

R44:

R44's quarterly Minimum Data Set (MDS) dated
1/28/25, identified R44 was cognitively intact and
had no behaviors or refusals of care. In addition,
R44's MDS identified R44 h<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>