
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES 

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL 

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00419 

ID:   E5K3 

 

ROCHESTER, MN 

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4) 

(L5) (L6)

4. TYPE OF ACTION: (L8) 

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW 

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35) 

7. PROVIDER/SUPPLIER CATEGORY (L7) 

01 Hospital 

02 SNF/NF/Dual 

03 SNF/NF/Distinct 

04 SNF 

05 HHA 

07 X-Ray 

08 OPT/SP 

09 ESRD 

10 NF 

11 ICF/IID 

12 RHC 

13 PTIP 

14 CORF 

15 ASC 

16 HOSPICE 

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9) 

6. DATE OF SURVEY (L34) 

8. ACCREDITATION STATUS: (L10) 

11. .LTC PERIOD OF CERTIFICATION

From

To (b) : 

(a) : 

12.Total Facility Beds (L18) 

13.Total Certified Beds (L17) 

10.THE FACILITY IS CERTIFIED AS:

A.  In Compliance With

1. Acceptable POC

B.   Not in Compliance with Program 

 Program Requirements 

 Compliance Based On: 

 Requirements and/or Applied Waivers: 

And/Or Approved Waivers Of The Following Requirements: 

2. Technical Personnel

3. 24 Hour RN 

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director

8. Patient Room Size

9. Beds/Room

* Code: (L12) 

14. LTC CERTIFIED BED BREAKDOWN

18 SNF 

(L37) 

18/19 SNF 

(L38) 

19 SNF 

(L39) 

ICF 

(L42) 

IID 

(L43) 

15. FACILITY MEETS

1861 (e) (1) or 1861 (j) (1): (L15) 

A* 

931216100 

7 

12/31 

 62

 62

 2  60 

10/25/2013 

X 

MADONNA TOWERS OF ROCHESTER, INC 245153 

03 

4001 19TH AVENUE NORTHWEST 

55901 

0 Unaccredited

2 AOA 

1 TJC 

3 Other 

06 PRTF 

22 CLIA 

See Attached Remarks 

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY 

DETERMINATION APPROVAL 

17. SURVEYOR SIGNATURE Date : 

(L19) 

18. STATE SURVEY AGENCY APPROVAL Date: 

(L20) 

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

 RIGHTS ACT: 

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21) 

22. ORIGINAL DATE

OF PARTICIPATION 

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25) 

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27) 

A.  Suspension of Admissions: 

(L44) 

B. Rescind Suspension Date: 

(L45) 

26. TERMINATION ACTION: (L30) 

VOLUNTARY 

01-Merger, Closure 

02-Dissatisfaction W/ Reimbursement 

03-Risk of Involuntary Termination 

04-Other Reason for Withdrawal 

INVOLUNTARY 

05-Fail to Meet Health/Safety 

06-Fail to Meet Agreement 

OTHER 

07-Provider Status Change 

28. TERMINATION DATE:

(L28) (L31) 

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33) 

30. REMARKS

X 

00-Active 

03/14/1968 

00 

03001 

09/27/2013 

10/29/2013 02/07/2014

21. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES 

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL 

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00419 

ID:   E5K3 

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS 

CCN: 24-5153 

On July 26, 2013 we completed an abbreviated standard survey.  Deficiencies were found, the most serious at a S/S level of 

G.  On August 1, 2013 a standard survey was completed at this facility.  Deficiencies were found, the most serious at a S/S 

level of F.   

Since the facility was found to be not in substantial compliance at the time of the standard survey, we recommended the 

following to the CMS RO for imposition and CMS concurred: 

- Mandatory DOPNA, effective October 26, 2013 

If Mandatory DOPNA goes into effect the facility would be subject to a two year loss of NATCEP, effective October 26, 2013. 

Post Certification Revisits were completed on September 19, 2013 for both the abbreviated standard survey and the standard 

survey.  At the time of the revisits, health deficiencies were found uncorrected at a S/S level of D.  As a result, the Mandatory 

DOPNA, effective October 26, 2013 continued. 

Second PCRs were completed on October 23, 2013 and October 25, 2013.  The facility was found in substantial compliance, 

effective October 9, 2013.  As a result, we recommended the following action to the CMS RO and CMS concurred: 

- Mandatory DOPNA, effective October 26, 2013 be rescinded. 

The facility would not be subject to the loss of NATCEP since DOPNA is rescinded. 

See attached CMS-2567B forms from the revisits. 

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



CCN  24-5153   

February 7, 2014

Ms. Beth Redalen,  Administrator

Madonna Towers of Rochester, Inc

4001 19th Avenue Northwest

Rochester, Minnesota  55901

Dear Ms. Redalen:

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

by surveying skilled nursing facilities and nursing facilities to determine whether they meet the

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

a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of

the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,

Subpart B.    

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

facility be recertified for participation in the Medicare and Medicaid program.

Effective October 9, 2013 the above facility is certified for:    

  2 Skilled Nursing Facility Beds

  60 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 62 skilled nursing facility beds.

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

your certification status.

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

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

Please contact me if you have any questions.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us

For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Sincerely,

   

Shellae Dietrich, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone #: (651) 201-4106 Fax #:  (651) 215-9697

cc: Licensing and Certification File

Madonna Towers Of Rochester, Inc

February 7, 2014

Page   2



Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 

maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 

including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget , Paperwork 

Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245153

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

10/23/2013

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/ or Clinical Laboratory Improvement Amendments program , to show those deficiencies previously 

reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 

fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 

requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed

10/09/2013 F0282

Reg. # 483.20(k)(3)(ii) 0282

LSC

ID Prefix

Correction 

Completed

10/09/2013 F0314

Reg. # 483.25(c) 0314

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO8/1/2013

Form CMS - 2567B (9-92) Page 1 of 1 E5K313Event ID:

GN/sd 10/29/13 15425 10/23/13



Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245153

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

10/25/2013

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed
10/08/2013 F0157

Reg. # 483.10(b)(11) 0157

LSC

ID Prefix

Correction 

Completed
10/08/2013 F0315

Reg. # 483.25(d) 0315

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO7/26/2013

Form CMS - 2567B (9-92) Page 1 of 1 0HTM13Event ID:

KL/mm 10/29/13 31591 10/25/13



October 29, 2013

Ms. Beth Redalen,  Administrator

Madonna Towers of Rochester, Inc.

4001 19th Avenue Northwest

Rochester, Minnesota  55901

RE: Project Number H5153015 and S5153022

Dear Ms. Redalen:

On August 16, 2013 and September 30, 2013, we informed you that the following enforcement remedy

was being imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions effective October

26, 2013.  (42 CFR 488.417 (b))

Also, we notified you in our letter of August 16, 2013 and September 30, 2013, in accordance with

Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your

facility is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs

(NATCEP) for two years from October 26, 2013.

This was based on the deficiencies cited by this Department for an abbreviated standard survey

completed on July 26, 2013 and failure to achieve substantial compliance at the Post Certification

Revisit (PCR) completed on September 19, 2013.   The most serious deficiencies at the time of the

revisit were found to be isolated deficiencies that constituted no actual harm with potential for more

than minimal harm that was not immediate jeopardy (Level D) whereby corrections were required.

This was also based on the deficiencies cited by this Department for a standard survey completed on

August 1, 2013 and failure to achieve substantial compliance at the Post Certification Revisit (PCR)

completed on September 19, 2013.  The most serious deficiencies at the time of the revisit were found

to be isolated deficiencies that constituted no actual harm with potential for more than minimal harm

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

On October 23, 2013 and October 25, 2013, the Minnesota Department of Health completed PCR's to

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

issued pursuant to PCR's, completed on September 19, 2013.  We presumed, based on your plan of

correction, that your facility had corrected these deficiencies as of October 9, 2013.   Based on our

visits, we have determined that your facility has corrected the deficiencies issued pursuant to our PCR's,

completed on September 19, 2013, as of October 9, 2013.    

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us

For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



As a result of the revisit findings, this Department recommended to the CMS Region V Office the

following actions related to the remedies outlined in our letters of August 16, 2013 and September 30,

2013.  The CMS Region V Office concurs and has authorized this Department to notify you of these

actions:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective October

26, 2013, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective October 26, 2013, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective October 26, 2013,

is to be rescinded.

In our letters of August 16, 2013 and September 30, 2013,  we advised you that, in accordance with

Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your

facility was prohibited from conducting a Nursing Aide Training and/or Competency Evaluation

Program (NATCEP) for two years from October 26, 2013, due to denial of payment for new

admissions.  Since your facility attained substantial compliance on October 9, 2013, the original

triggering remedy, denial of payment for new admissions, did not go into effect.  Therefore, the

NATCEP prohibition is rescinded.

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

this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

Feel free to contact me if you have questions.

Sincerely,

   

Kris Lohrke, Assistant Director

Office of Health Facility Complaints

Division of Compliance Monitoring   

Telephone: (651) 201-4215     Fax: (651) 281-9796

Enclosure

cc: Licensing and Certification File     

Madonna Towers Of Rochester, Inc

October 29, 2013

Page   2



October 29, 2013

Ms. Beth Redalen,  Administrator

Madonna Towers of Rochester, Inc

4001 19th Avenue Northwest

Rochester, Minnesota  55901

Re: Enclosed Reinspection Results - Project Number H5153015 and S5153022

Dear Ms. Redalen:

On October 23, 2013 survey staff of the Minnesota Department of Health, Licensing and Certification

Program, and October 25, 2013, investigators of the Minnesota Department of Health, Office of Health

Facility Complaints completed a reinspection of your facility, to determine correction of orders found

on the abbreviated survey completed on July 26, 2013, the standard survey completed on August 1,

2013 and the revisits completed September 19, 2013.  At this time these correction orders were found

corrected and are listed on the attached Revisit Report Form.

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

this visit with the President of your facility’s Governing Body.

   

Please feel free to call me with any questions.

Sincerely,

   

Kris Lohrke, Assistant Director

Office of Health Facility Complaints

Division of Compliance Monitoring

Telephone: (651) 201-4215 Fax: (651) 281-9796

Enclosure(s)

cc: Original - Facility   

 Licensing and Certification File   

      

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
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State Form: Revisit Report

AH Form Approved

2/7/2014

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

00419

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

10/23/2013

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished.  Each 

deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix 

codes shown to the left of each requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed

10/09/2013 20565

Reg. # MN Rule 4658.0405 Subp. 3 0565

LSC

ID Prefix

Correction 

Completed

10/09/2013 20900

Reg. # MN Rule 4658.0525 Subp. 3 0900

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO8/1/2013

Page 1 of 1 E5K313Event ID:STATE FORM: REVISIT REPORT (5/99)

GN/sd 10/29/13 15425 10/23/13



State Form: Revisit Report

AH Form Approved

2/7/2014

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

00419

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

10/25/2013

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished.  Each 

deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix 

codes shown to the left of each requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed

10/08/2013 20265

Reg. # MN Rule 4658.0085 0265

LSC

ID Prefix

Correction 

Completed

10/08/2013 21810

Reg. # MN St. Statute 144.651 Subd. 6 1810

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO7/26/2013

Page 1 of 1 0HTM13Event ID:STATE FORM: REVISIT REPORT (5/99)

KL/mm 10/29/13 31591 10/25/13



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00419

ID:   E5K3

X

ROCHESTER, MN

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1.  Initial

3.  Termination

5.  Validation

8.  Full Survey After Complaint

7.  On-Site Visit

2.  Recertification

4.  CHOW

6.  Complaint

9.  Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5.  EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

11. .LTC PERIOD OF CERTIFICATION

From

To (b) :

(a) :

12.Total Facility Beds (L18)

13.Total Certified Beds (L17)

10.THE FACILITY IS CERTIFIED AS:

A.  In Compliance With

1. Acceptable POC

B.   Not in Compliance with Program

  Program Requirements

  Compliance Based On:

 Requirements and/or Applied Waivers:

And/Or Approved Waivers Of The Following Requirements:

2. Technical Personnel

3. 24 Hour RN

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director
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9. Beds/Room

* Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN

18 SNF

(L37)

18/19 SNF

(L38)

19 SNF

(L39)

ICF

(L42)

IID

(L43)

15. FACILITY MEETS
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B*

931216100
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62
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00419

ID:   E5K3

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24-5153

On September 19, 2013, the Office of Health Facility Complaints and the Minnesota Department of Health completed PCRs to verify that the facility had achieved and 

maintained compliance with federal certification deficiencies issued pursuant to the abbreviated standard survey completed on July 26, 2013 and the standard survey 

completed on August 1, 2003. We presumed, based on their plan ofcorrection, that your facility had corrected these deficiencies. Based on our visit, we have 

determined the facility has not obtained substantial compliance.  as a result of this visit, We recommended the following to the CMS Region V Office:

- Mandatory denial of payment for new Medicare and Medicaid admissions effective October 26, 2013 remain in effect. (42 CFR 488.417 (b))

In addition, the Madonna Towers of Rochester Inc is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two 
years from October 26, 2013.  Refer to the CMS 2567, CMS 2567b along with the facility's plan of correction.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



Certified Mail # 7011 2000 0002 5143 5421

September 30, 2013

Ms. Beth Redalen,  Administrator

Madonna Towers of Rochester, Inc.

4001 19th Avenue Northwest

Rochester, Minnesota  55901

RE: Project Number S5153022 and H5153015

Dear Ms. Redalen:

On August 16, 2013, we informed you that the following enforcement remedy was being imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions effective October

26, 2013.  (42 CFR 488.417 (b))

We also notified you in our letter of August 16, 2013, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from October 26, 2013.

This was based on the deficiencies cited by the Office of Health Facility Complaints for an abbreviated

standard survey completed on July 26, 2013, and failure to achieve substantial compliance at the time

of the Standard survey completed on August 1, 2013.   The most serious deficiencies were found to be

isolated deficiencies that constituted actual harm that was not immediate jeopardy (Level G) whereby

corrections were required.

On September 19, 2013, the Office of Health Facility Complaints and the Minnesota Department of

Health completed PCRs to verify that your facility had achieved and maintained compliance with

federal certification deficiencies issued pursuant to the abbreviated standard survey completed on July

26, 2013 and the standard survey completed on August 1, 2003.  We presumed, based on your plan of

correction, that your facility had corrected these deficiencies.  Based on our visit, we have determined

that your facility has not obtained substantial compliance with the deficiencies issued pursuant to our

PCRs completed on September 19, 2013.  The deficiencies not corrected are as follows:

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us

For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



F0157 -- S/S: D -- 483.10(b)(11) -- Notify Of Changes (injury/decline/room, Etc)

F0315 -- S/S: D -- 483.25(d) -- No Catheter, Prevent Uti, Restore Bladder

            F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services by Qualified Persons/Per Care Plan

            F0314 -- S/S: D --  483.25(c)  Treatment/Services to Prevent/Heal Pressure Sores

The most serious deficiencies in your facility were found to be isolated deficiencies that constitute no

actual harm with potential for more than minimal harm that is not immediate jeopardy (Level D), as

evidenced by the attached CMS-2567s, whereby corrections are required.

This Department is recommending to the CMS Region V Office the following actions related to the

imposed remedies in our letter dated August 16, 2013:

 • Mandatory denial of payment for new Medicare and Medicaid admissions effective October   

 26, 2013 remain in effect.  (42 CFR 488.417 (b))

As we notified you in our letter of August 16, 2013, in accordance with Federal law, as specified in the

Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from October 26, 2013.

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

this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to Kris Lohrke

for the reissued deficiencies for F157 and F315 and to Gary Nederhoff for reissued deficiencies for

F282 and F314:

      Kris Lohrke, Assistant Director                  

    Office of Health Facility Complaints

    85 East Seventh Place, Suite 220

    St. Paul, Minnesota 55164-0900

    Telephone: (651)201-4215   Fax: (651)281-9796

    Gary Nederhoff

    Minnesota Department of Health

    18 Wood Lake Drive Southeast     

    Rochester, Minnesota 55904

    Telephone: (507) 206-2731     Fax: (507) 206-2711

Madonna Towers of Rochester, Inc

September 30, 2013

Page   2



PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected

by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are

  sustained.  The facility must develop a plan for ensuring that correction is achieved and   

  sustained.  This plan must be implemented, and the corrective action evaluated for its   

  effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action    

  completion dates must be acceptable to the State.  If the plan of correction is    

  unacceptable for any reason, the State will notify the facility.  If the plan of correction is   

  acceptable, the State will notify the facility.  Facilities should be cautioned that    

  they are ultimately accountable for their own compliance, and that responsibility is not   

  alleviated in cases where notification about the acceptability of their plan of correction   

  is not made timely.  The plan of correction will serve as the facility’s allegation of   

  compliance; and,

   

 - Include signature of provider and date.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the

facility's PoC if the PoC is reasonable, addresses the problem and provides evidence that the corrective

action has occurred.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to the CMS Region V Office that one or more of the following remedies be imposed:

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

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

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

Madonna Towers of Rochester, Inc

September 30, 2013

Page   3



PRESUMPTION OF COMPLIANCE -  CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC and CMS Region V Office approval, a revisit of your facility may

be conducted to verify that substantial compliance with the regulations has been attained.  The revisit

would occur after the date you identified that compliance was achieved in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and we will recommend that the remedies imposed be

discontinued effective the date of the on-site verification.  Compliance is certified as of the date of the

third revisit.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER

THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human

Services that your provider agreement be terminated by January 26, 2014 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  This action is

mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal

regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an

informal dispute resolution process.  You are required to send your written request, along with the

specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

   Nursing Home Informal Dispute Process

   Minnesota Department of Health

   Division of Compliance Monitoring   

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

Madonna Towers of Rochester, Inc

September 30, 2013
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You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day

period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal

dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates

specified for compliance or the imposition of remedies.            

Feel free to contact me if you have questions.

Sincerely,

   

Colleen Leach, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

PO Box 64900

Saint Paul, Minnesota 55164-0900

Telephone: (651)201-4117     Fax: (651)215-9697

Enclosure

cc: Licensing and Certification File      

Madonna Towers of Rochester, Inc

September 30, 2013
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245153

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

9/19/2013

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed
09/19/2013 F0241

Reg. # 483.15(a) 0241

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0248

Reg. # 483.15(f)(1) 0248

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0279

Reg. # 483.20(d), 483.20(k)(1) 0279

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0323

Reg. # 483.25(h) 0323

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0329

Reg. # 483.25(l) 0329

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0371

Reg. # 483.35(i) 0371

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0425

Reg. # 483.60(a),(b) 0425

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0428

Reg. # 483.60(c) 0428

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0441

Reg. # 483.65 0441

LSC

ID Prefix

Correction 

Completed
09/19/2013 F0465

Reg. # 483.70(h) 0465

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO8/1/2013

Form CMS - 2567B (9-92) Page 1 of 1 E5K312Event ID:

GN/cbl                      09/30/2013                                30238                                                    09/19/2013





















Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245153

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

MADONNA TOWERS OF ROCHESTER, INC 4001 19TH AVENUE NORTHWEST

ROCHESTER, MN 55901

9/19/2013

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed
09/03/2013 F0272

Reg. # 483.20(b)(1) 0272

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO7/26/2013

Form CMS - 2567B (9-92) Page 1 of 1 0HTM12Event ID:

KL/cbl                        09/30/2013                                                 28229                            09/19/2013



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  09/30/2013
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245153 09/19/2013

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4001 19TH AVENUE NORTHWEST
MADONNA TOWERS OF ROCHESTER, INC

ROCHESTER, MN  55901

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 282}

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

{F 282}

 Based on observation, interview and document 
review, the facility failed to implement the plan of 
care interventions for prevention of pressure 
ulcers for 1 of 1 resident (R31) who was 
assessed to be at risk for developing pressure 
ulcers.

Findings include:

R31 was not provided repositioning every two 
hours according to the assessed needs on 
9/18/13, from 12:50 p.m. to 3:50 p.m. (a total of 
three hours).

R31 had diagnoses that included a carbuncle 
(deep-seated infection of the skin) on left hip. 
Review of the care plan dated 3/29/12, identified 
R31 as at risk for skin breakdown. A care plan 
intervention dated 5/6/13, directed staff to "turn 
and reposition R31 every two hours and PRN" (as 
needed). 

During continuous observations from 12:50 p.m. 
to 3:50 p.m. on 9/18/13, R31 was observed lying 
in bed positioned on the right hip the entire three 
hours. 

During interview on 9/18/13, at 3:31 p.m. nursing 
assistant (NA)-C indicated they had been working 

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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{F 282} Continued From page 1 {F 282}

with R31 on the second shift (from 2:00 p.m. to 
10:00 p.m.) and had not provided any cares for 
R31 since shift began. NA-C indicated they had 
been waiting for the nurse to look at R31's left hip 
(has a stage two ulcer present) before getting the 
resident up into a chair. At 3:51 p.m., NA-C was 
asked when the last time R31 had been 
repositioned and NA-C responded that she 
assumed R31 had been repositioned before day 
shift left which would had been "around 2:00 
p.m." NA-C verified R31 had not been 
repositioned yet on the evening shift. NA-C also 
confirmed R31 was supposed to be turned and 
repositioned every two hours. 

At 3:50 p.m. on 9/18/13, the resident was 
observed to receive care by NA-C.  When the 
resident was repositioned off the right hip, the hip 
was observed to be reddened.  At that time, NA-C 
verified R31's right hip was red after the resident 
had been lying on the right side for three hours.

During interview on 9/18/13, at 3:54 p.m. 
registered nurse (RN)-C stated "when the nursing 
assistants come to me I direct them to the care 
guides". RN-C stated R31 was to be turned every 
two hours and that staff were to try to avoid 
positioning the resident on the left hip. R31 was to 
be repositioned from her right side to her back 
only. RN-C also stated the nursing assistants 
received report by going room to room so the 
next shift would be aware of anything going on 
with the residents. 

During interview on 9/19/13, at 11:15 a.m. the 
director of nursing (DON) verified R31's care plan 
interventions directed staff to turn and reposition 
R31 every two hours and PRN. The DON stated 
she would expect staff to follow each resident's 
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plan of care. The DON stated she was not sure 
how staff communicated to the next shift, but 
stated the nursing assistants would report to the 
nurse and the nurse would report to next shift, 
any changes in a resident's condition.  In addition, 
the DON stated there was a face to face 
occurring with the nursing assistants at the 
change of shift.

{F 314}

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

{F 314}

 Based on observation, interview and document 
review, the facility failed to ensure skin 
interventions, including timely repositioning, were 
implemented to prevent the development of 
pressure ulcers in accordance with individualized 
skin assessments for 1 of 3 residents (R31) who 
had been assessed to be at risk for developing 
pressure ulcers.

Findings include:

R31 was not provided repositioning every two 
hours according to the assessed needs on 
9/18/13, from 12:50 p.m. to 3:50 p.m. (a total of 
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three hours).

R31 had diagnoses that included a carbuncle 
(deep-seated infection of the skin) on left hip. 
Review of the care plan dated 3/29/12, identified 
R31 as at risk for skin breakdown. A care plan 
intervention dated 5/6/13, directed staff to "turn 
and reposition R31 every two hours and PRN" (as 
needed). The Minimum Data Set assessment 
dated 6/22/13, indicated R31 had short and long 
term memory deficit, required extensive 
assistance of two staff for transfers and bed 
mobility, and was at risk for developing pressure 
ulcers. 

During continuous observations from 12:50 p.m. 
to 3:50 p.m. on 9/18/13, R31 was observed lying 
in bed positioned on the right hip the entire three 
hours. 

During interview on 9/18/13, at 3:31 p.m. nursing 
assistant (NA)-C indicated they had been working 
with R31 on the second shift (from 2:00 p.m. to 
10:00 p.m.) and had not provided any cares for 
R31 since shift began. NA-C indicated they had 
been waiting for the nurse to look at R31's left hip 
(has a stage two ulcer present) before getting the 
resident up into a chair. At 3:51 p.m., NA-C was 
asked when the last time R31 had been 
repositioned and NA-C responded that she 
assumed R31 had been repositioned before day 
shift left which would had been "around 2:00 
p.m." NA-C verified R31 had not been 
repositioned yet on the evening shift. NA-C also 
confirmed R31 was supposed to be turned and 
repositioned every two hours. 

At 3:50 p.m. on 9/18/13, the resident was 
observed to receive care by NA-C.  When the 
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resident was repositioned off the right hip, the hip 
was observed to be reddened.  At that time, NA-C 
verified R31's right hip was red after the resident 
had been lying on the right side for three hours.

During interview on 9/18/13, at 3:54 p.m. 
registered nurse (RN)-C stated "when the nursing 
assistants come to me I direct them to the care 
guides". RN-C stated R31 was to be turned every 
two hours and that staff were to try to avoid 
positioning the resident on the left hip. R31 was to 
be repositioned from her right side to her back 
only. RN-C also stated the nursing assistants 
received report by going room to room so the 
next shift would be aware of anything going on 
with the residents. RN-C verified NA-C should 
have been informed by the day NA that R31 was 
last repositioned at a specific time so R31 could 
be repositioned every two hours. 

During interview on 9/19/13, at 11:15 a.m. the 
director of nursing (DON) verified R31's care plan 
interventions directed staff to turn and reposition 
R31 every two hours and PRN. The DON stated 
she would expect staff to follow each resident's 
plan of care. The DON stated she was not sure 
how staff communicated to the next shift, but 
stated the nursing assistants would report to the 
nurse and the nurse would report to next shift, 
any changes in a resident's condition.  In addition, 
the DON stated there was a face to face 
occurring with the nursing assistants at the 
change of shift.
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 A follow-up visit was conducted to verify 
correction of deficiencies cited on 07/26/2013 for 
complaint # H5153015.  As a result, F157 and 
F315 are re-issued.

 

{F 157}

SS=D

483.10(b)(11) NOTIFY OF CHANGES 
(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident; 
consult with the resident's physician; and if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident involving the resident which results in 
injury and has the potential for requiring physician 
intervention; a significant change in the resident's 
physical, mental, or psychosocial status (i.e., a 
deterioration in health, mental, or psychosocial 
status in either life threatening conditions or 
clinical complications); a need to alter treatment 
significantly (i.e., a need to discontinue an 
existing form of treatment due to adverse 
consequences, or to commence a new form of 
treatment); or a decision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a).

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 
change in room or roommate assignment as 
specified in  §483.15(e)(2); or a change in 
resident rights under Federal or State law or 
regulations as specified in paragraph  (b)(1) of 
this section.

The facility must record and periodically update 
the address and phone number of the resident's 
legal representative or interested family member.

{F 157}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and record review, the facility 
failed to notify the physician regarding urinary 
changes for 1 of 2 residents (R2) reviewed for 
bladder function who received intermittent 
catheterizations, experienced urinary changes 
and developed a urinary tract infection (UTI).

Findings include:

R2's Resident Admission Record revealed a 
diagnosis of urinary retention.  Review of R2's 
hospital Dismissal Summary dated 08/16/2013, 
showed R2 required several in and out urinary 
catheterizations.  R2's urinalysis results of 
08/16/2013 revealed normal findings without 
bacteria.

R2's General Order, signed by R2's physician on 
09/04/2013, showed an order start date of 
09/04/2013 for R2 to have a post void residual 
(PVR) (amount of urine remaining in the bladder 
after urination) every four hours while awake and 
every six hours at night and to have a straight 
(intermittent) catheterization done if the PVR is 
greater than 250 cc's.

R2's Resident Progress Notes revealed the 
following documentation:  on 09/03/2013 no signs 
or symptoms of UTI were present and R2's urine 
was clear; on 09/04/2013 at 12:01 p.m. R2's urine 
was light yellow and free of any sedimentation.

R2's Primary Care Internal Med Nursing Home 
report (identified by the facility as PCIM) dated 
09/04/2013, showed the facility's Nurse 
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Practitioner (NP) ordered urine tests for 
09/05/2013.

R2's Resident Progress Note dated 09/04/2013 
and entered at 8:37 p.m. showed R2's urine was 
cloudy with sediment and the NP was aware.

R2's Resident Progress Note dated 09/05/2013 at 
8:00 a.m., showed sediment was noted at the end 
of the catheterization.  A urine specimen was 
collected during this time and sent with the lab 
staff person who was present at the time. 

R2's urinalysis results, with a test and results date 
of 09/05/2013, showed abnormal findings that 
included the presence of bacteria.  R2's PCIM 
dated 09/05/2013 and signed on 09/05/2013 by 
an NP (not the facility's regular NP) indicated the 
lab results of 09/05/2013 would be forwarded to 
the facility NP for follow-up; R2's record showed 
no evidence of this follow-up.  

R2's Resident Progress notes dated 09/05/2013 
and entered at 9:36 p.m. showed R2's urine 
continued to be cloudy.

R2's Resident Progress Notes dated 09/06/2013 
and entered at 12:13 p.m. by licensed practical 
nurse (LPN)-B showed the following:  at 11:00 
a.m., bladder scan results were zero, R2 
requested an intermittent catheterization due to 
feeling full with the inability to void and an 
intermittent catheterization was done, resulting in 
150 mL of urine that contained sediment and a 
strong odor.  R2's record contained no evidence 
that LPN-B notified the physician or NP regarding 
the new change of the strong odor or R2's 
request for a catheterization, following the bladder 
scan results of zero.  
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R2's Resident Progress Note dated 09/06/2013 
and entered at 6:16 p.m. by Registered Nurse 
(RN)-C, showed the following changes with R2:  
R2's urine was dark, R2 felt full and 
uncomfortable and R2 complained of being 
thirsty.  This progress note also showed that the 
nurse informed the NP, however, there was no 
documentation regarding the NP's response, or if 
the NP was made aware of the earlier change 
that day of the strong odor.  R2 expressed 
frustration as R2 had feelings of needing to void.

R2's Resident Progress Notes for Saturday, 
09/07/2013 and entered by RN-C, showed R2's 
urine continued to be concentrated with sediment.  
RN-C's progress note for R2 entered on Sunday, 
09/08/2013, showed R2 "expressed frustration 
with fluid restriction" and R2 reported "I'm thirsty, 
my urine is dark and I feel stopped up".  R2's 
urine was cloudy and R2 was unable to void.

R2's Resident Progress Notes dated 09/09/2013 
at 4:47 a.m. showed R2 experienced urinary 
frequency, urinary urgency and had very foul 
smelling urine with sediment. This progress noted 
showed R2 is to be catheterized every six hours 
at night (scheduled at 2 a.m.).  R2 received two 
intermittent catheterizations during this eight hour 
night shift, without any evidence of results of a 
bladder scan prior to these catheterizations.  This 
documentation also indicated an SBAR (a 
communication tool used by the facility to notify 
the physician/NP of the resident's condition) 
would be completed for the NP to review for 
recommendations.

R2's Resident Progress Notes for Monday, 
09/09/2013 and entered by RN-D showed a 
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urinalysis and urine culture were ordered for 
signs/symptoms of a UTI and R2's urine 
continued to be cloudy with sediment.  An 
addition progress note for 09/09/2013, entered by 
RN-A at 2:28 p.m., showed R2 was allowed 300 
mL more of fluids to drink.

R2's Resident Progress Notes for 09/11/2013 at 
12:13 p.m. showed R2's urine was dark yellow, 
contained increased sediment and now contained 
pus. There was no evidence that R2's physician 
or NP was notified regarding the new symptom of 
pus in R2's urine and there was no evidence that 
the facility's nursing staff knew of the results of 
R2's urinalysis of 09/09/2013 at this time or the 
NP's follow-up.

R2's PCIM dated 09/11/2013 (received by the 
facility on 09/16/2013) revealed the following:  
R2's diagnosis of a UTI, the facility's NP 
electronically signed this PCIM on 09/11/2013 at 
8:53 a.m., susceptibilities for the urine culture 
were still pending and the NP planned to go 
ahead with initiating an antibiotic.  Seven hours 
later, R2's nursing progress note indicated R2 
was started on an antibiotic medication for the 
UTI.
   
When interviewed on 09/19/2013 at 9:03 a.m. 
RN-A verified R2's record did not include any 
follow-up from the facility's NP regarding the 
abnormal urinalysis of 09/05/2013 or the 
information provided by RN-C regarding R2's 
condition on the afternoon/evening of Friday, 
09/06/2013.  RN-A indicated if no response from 
the NP is provided, the licensed nurses should 
immediately follow-up on this and described 
immediate as following up the next day.  RN-A 
added that the NP should have been notified first 
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regarding the resident's request for 
catheterization (at 11:00 a.m.) for an approved 
one time order to move forward with the 
catheterization.  

When interviewed on 09/18/2013 at 3:05 p.m., 
RN-B indicated if the nurse is not hearing back 
from the NP/provider, the nurse should follow up 
again within one day; RN-B reviewed R2's record 
and stated "it doesn't look like that happened in 
this situation" and was unsure why not.  RN-B 
also stated that the nurses find out lab results 
from the NP via a PCIM or written orders.  RN-B 
stated that on evenings, weekends or times when 
the facility NP is not available, the nurse has 
contact numbers to notify the resident's primary 
doctor or on-call doctor regarding any abnormal 
lab or condition change.

When interviewed on 09/18/2013 at 3:18 p.m., 
the Director of Nursing (DON) verified there were 
no SBAR documents for R2 that had not yet been 
uploaded into R2's electronic record.  The DON 
indicated that if the staff or NP communicates 
verbally and an SBAR is not used, the nurse's 
notes should still reflect the information from the 
verbal notification/response.

Review of the facility's policy titled "Change of 
Condition-Clinical Protocol", last revised 08/2013, 
included the following information:  the provider or 
NP will respond in a timely manner and the staff 
will notify the Medical Director for any guidance 
and consultation if a timely or appropriate 
response is not received.  R2's record contained 
no evidence that the Medical Director was 
notified.

Review of the facility's policy titled "Urinary Tract 
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Infection Protocol", last revised 08/2013, included 
the following information:  notify the NP or 
physician with signs or symptoms of a UTI and 
bladder scanning for PVR as ordered.

{F 315}

SS=D

483.25(d) NO CATHETER, PREVENT UTI, 
RESTORE BLADDER

Based on the resident's comprehensive 
assessment, the facility must ensure that a 
resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; and a resident 
who is incontinent of bladder receives appropriate 
treatment and services to prevent urinary tract 
infections and to restore as much normal bladder 
function as possible.

This REQUIREMENT  is not met as evidenced 
by:

{F 315}

 Based on interview and record review, the facility 
failed to provide the necessary care and services 
regarding prevention of a urinary tract infection 
(UTI) for 1 of 2 residents (R2) reviewed for 
bladder function who received intermittent 
catheterizations, experienced urinary changes 
and developed a UTI.
Additionally, based on interview and record 
review, the facility failed to comprehensively and 
accurately complete a resident bladder 
assessment for 1 of 2 residents (R3) reviewed for 
bladder function, who experienced urinary 
incontinence.    

Findings include:

R2's Resident Admission Record revealed a 
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diagnosis of urinary retention.  Review of R2's 
hospital Dismissal Summary dated 08/16/2013, 
showed R2 experienced urinary retention with 
post void residuals (PVR) (amount of urine 
remaining in the bladder after urination) of 
approximately 800 milliliters/cubic centimeters 
(mL/cc).  R2 needed several in and out 
(intermittent) urinary catheterizations to drain the 
urine left in the bladder.  This report showed R2's 
discharge instructions for urinary management 
included bladder scanning with an intermittent 
catheterization if PVR is greater than 500 cc's.  
Additionally, R2's urinalysis results of 08/16/2013 
revealed normal findings without bacteria.

R2's Brief Interview for Mental Status (BIMS) (a 
cognitive impairment screening test) dated 
09/06/2013 showed R2's memory was cognitively 
intact.

R2's Licensed Nurse Flowsheet for September 
2013 showed R2 was on a fluid restriction from 
09/01/2013 until 09/12/2013 (due to being 
overloaded with fluid intake causing a decrease in 
blood sodium levels).

R2's General Order, electronically signed by R2's 
physician on 09/04/2013, showed an order start 
date of 09/04/2013 for R2 to have a PVR every 
four hours while awake and every six hours at 
night and to have a straight (intermittent) 
catheterization done if the PVR is greater than 
250 cc's (which is a lower PVR compared to R2's 
discharge report).

When interviewed on 09/19/2013 at 9:03 a.m. 
Registered Nurse (RN)-A indicated R2 was a 
resident assigned to RN-A's caseload.  RN-A 
identified R2's General Order dated 09/04/2013 
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as current and correct and stated it is very clearly 
spelled out.  RN-A explained that this order 
directed nursing staff to check R2's PVR, perform 
a bladder scan and then, based on the bladder 
scan results, determine if R2 needed to be 
catheterized to empty the bladder.  RN-A stated 
the facility's process for doing a PVR included 
having R2 urinate first and then do a bladder 
scan.  
  
R2's Licensed Nurse Flowsheet for September 
2013 showed R2's PVR/catheterization order 
change dated 09/04/2013, which corresponded 
exactly with R2's General Order electronically 
signed by the physician on 09/04/2013, and 
included documented instructions to do a PVR 
and perform a straight catheterization if the PVR 
is greater than 250 cc's.  R2's Resident Progress 
Note dated 09/04/2013 and entered at 11:01 
a.m., also corresponded exactly with R2's 
General Order dated 09/04/2013 (as described 
above).

Continued review of R2's Licensed Nurse 
Flowsheet from 09/04/2013 through 09/18/2013, 
showed 55 times where no urine cc's were 
identified for the bladder scan results; these 
sections contained either a blank space, straight 
line or a check mark.  When interviewed on 
09/19/2013 at 9:03 a.m., RN-A did not know what 
the straight line and check mark meant and 
added that if no bladder scan was done, the 
nurse is to circle the section and add a note to 
explain the reason for this.  

R2's Resident Progress Notes revealed the 
following documentation:  09/03/2013-no signs or 
symptoms of UTI present and 650 cc's clear urine 
with an intermittent catheterization, 09/04/2013 at 
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12:01 p.m.-bladder scan results of 565 mL, 
followed by intermittent catheterization results of 
550 mL and R2's urine was light yellow and free 
of any sedimentation.

R2's Resident Progress Notes revealed the 
following: a note dated 09/04/2013 and entered at 
8:37 p.m. showed R2's urine was cloudy with 
sediment and the NP was aware; a note dated 
09/05/2013 at 8:00 a.m., showed bladder scan 
results of 290 cc's, intermittent catheterization 
results of 250cc's and sediment was noted at the 
end of the catheterization-a urine specimen was 
collected during this time and sent with the lab 
staff person who was present at the time.  

R2's urinalysis results, with a test and results date 
of 09/05/2013, showed a normal appearance with 
abnormal findings that included the presence of 
bacteria.  R2's record did not show any evidence 
of an order or test for a culture analysis of this 
bacterium (used to identify the bacterial 
organism).  This report showed the facility 
received these results via fax on 09/05/2013.

R2's PCIM dated 09/05/2013 and signed on 
09/05/2013 by an NP (not the facility's regular 
NP) indicated the lab results of 09/05/2013 would 
be forwarded to the facility NP for follow-up.  

Continued review of R2's Resident Progress 
Notes read as follows:  dated 09/05/2013 entered 
at 9:36 p.m. showed R2's urine continued to be 
cloudy;  dated 09/06/2013 and entered at 12:13 
p.m. by LPN-B showed that at 6:45 a.m., bladder 
scan results were 23 (twenty-three) and an 
intermittent catheterization was done with 150 mL 
of urine; at 11:00 a.m., bladder scan results were 
zero, R2 requested an intermittent catheterization 
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due to feeling full with the inability to void and an 
intermittent catheterization was done, resulting in 
150 mL of urine that contained sediment and a 
strong odor (LPN-B had not notified the physician 
or NP about the strong odor, R2's sensation of 
feeling full or R2's request for the catheterization 
that was outside of the parameters of the 
physician's order);  dated 09/06/2013 and entered 
at 6:16 p.m. by RN-C, showed R2's urine was 
dark, cloudy and contained sediment, R2 felt full 
and uncomfortable and R2 complained of being 
thirsty (this progress note also showed that the 
nurse informed the NP, however, there was no 
documentation regarding the NP's response, or if 
the NP was made aware of the earlier change 
that day of the strong odor)-additionally, there 
was no evidence of a bladder scan being done 
prior to the intermittent catheterization at 4:00 
p.m., R2 was unable to void and was catheterized 
with urinary output results of 100 mL-RN-C then 
scanned R2's bladder four times and found 20 
mL in R2's bladder-R2 expressed frustration as 
R2 had feelings of needing to void; dated 
09/07/2013 and entered by RN-C, showed R2's 
urine continued to be concentrated with sediment; 
dated 09/08/2013 and entered by RN-C, showed 
R2 "expressed frustration with fluid restriction" 
and R2 reported "I'm thirsty, my urine is dark and 
I feel stopped up"-R2's urine was cloudy, R2 was 
unable to void and there was no evidence of a 
bladder scan done prior to an intermittent 
catheterization (to determine a PVR greater than 
250 mL), with catheterization results being 150 
mL; dated 09/09/2013 at 4:47 a.m. showed R2 
experienced urinary frequency, urinary urgency 
and had very foul smelling urine with 
sediment-R2 received two intermittent 
catheterizations during this eight hour night shift, 
without any evidence of results of a bladder scan 
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prior to these catheterizations or reason for 
performing an additional catheterization outside 
of the ordered parameters;  dated 09/09/2013 
and entered by RN-D showed a urinalysis and 
urine culture were ordered for signs/symptoms of 
a UTI and R2's urine continued to be cloudy with 
sediment; dated 09/09/2013 and entered by RN-A 
at 2:28 p.m., showed R2 was allowed 300 mL 
more of fluids to drink; dated 09/10/2013 showed 
an intermittent catheterization was done at 4:00 
p.m. with results of 200 cc's urine (there was no 
evidence of any bladder scan results prior to this 
catheterization); dated 09/11/2013 at 12:13 p.m. 
showed R2's urine was dark yellow, contained 
increased sediment and now contained pus. 
There was no evidence that R2's physician or NP 
was notified regarding the new symptom of pus in 
R2's urine and there was no evidence that the 
facility's nursing staff knew of the results of R2's 
urinalysis of 09/09/2013 at this time.

R2's PCIM dated 09/11/2013 (received by the 
facility on 09/16/2013) revealed the following:  
R2's diagnosis of a UTI, the facility's NP 
electronically signed this PCIM on 09/11/2013 at 
8:53 a.m., susceptibilities for the urine culture 
were still pending and the NP planned to go 
ahead with initiating an antibiotic.  Seven hours 
later, R2's nursing progress note indicated R2 
was started on an antibiotic medication for the 
UTI.

R2's Resident Progress Notes dated 09/15/2013 
showed orders from a Physician Assistant (PA-C) 
that indicated R2 had a new diagnosis of urinary 
retention and the current orders for the 
intermittent catheterization were to be continued.

Review of R2's Urology Consult report dated 
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09/13/2013 (received in the facility on 
09/19/2013) showed that sitting in a warm bath or 
shower may relax R2 and allow R2 to void.  It was 
also discussed with R2 that once R2's bowel 
function improves to a normal state, the urinary 
retention may improve as well.

R2's care plan with a problem start date of 
09/06/2013 showed R2 was admitted for 
short-term placement and lacked any information 
regarding R2's urinary retention and UTI.  There 
was no evidence of care-planned interventions to 
reduce the risk of R2 developing a UTI.  R2's 
Short Term Resident Plan of Care (a care plan 
initiated on admission and replaced with a 
comprehensive care plan that is to be done by 
the 21st day after admission) dated 08/16/2013 
also lacked this information.

When interviewed on 09/18/2013 at 11:33 a.m., 
licensed practical nurse (LPN)-A reviewed R2's 
care plan with the investigator and verified R2's 
care plan lacked information related to R2's 
urinary retention, interventions to reduce the risk 
of a UTI and R2's recent UTI.  LPN-A verbalized 
uncertainty regarding the reason that R2's care 
plan did not contain this information and stated 
R2's urinary retention and intermittent 
catheterizations was one of the main reasons for 
R2 being admitted to the facility.  LPN-A indicated 
the nurse clinical managers develop the 
resident's care plan and any nurse can handwrite 
revisions onto the care plan.  LPN-A recalled that 
R2 had a urology appointment on 09/13/2013, felt 
the 09/15/2013 progress note referring to the 
PA-C orders was from this visit (but was not 
certain), and could not locate any visit note in 
R2's record from this appointment.  LPN-A further 
explained that the NA's have a care guide, which 
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is used to know information about a resident's 
needs and condition.  LPN-A showed the 
investigator the location where the care guides 
are kept and was not able to locate a copy of the 
care guide that included R2's information.  LPN-A 
identified NA-A as the NA assigned to care for R2 
on 09/18/2013 and it was learned that NA-A did 
not have a copy of the current care plan for R2 
until 12:48 p.m., when RN-E printed a copy for 
staff use.  

When interviewed on 09/18/2013 at 3:23 p.m., 
the MDS Coordinator indicated the care plans 
done for short-term placement residents are 
different than the care plans done for long-term 
care placement residents.  The MDS Coordinator 
indicated the full care plan is not developed for 
the short-term placement residents as many are 
not at the facility longer than two weeks; however, 
the MDS Coordinator verified R2 had resided at 
the facility longer than this (approximately five 
weeks).  The MDS Coordinator indicated the full 
care plan that is developed for a short-term 
placement resident only includes the areas of 
social work and activities.  The MDS Coordinator 
stated the nurse who is first informed of a 
resident's condition change would update the 
care plan.  The MDS Coordinator could not 
provide a reason for R2's care plan not being 
updated with information regarding R2's urinary 
retention or UTI.

When interviewed on 09/19/2013 at 9:52 a.m., R2 
indicated the nurses do not always do a bladder 
scan prior to the catheterization.  R2 stated the 
nurses should not catheterize R2 if the bladder 
scan result is less than 250 (mL) and expressed 
that the lowest amount that R2 is aware of has 
been around 240 (mL).  R2 indicated last having 

FORM CMS-2567(02-99) Previous Versions Obsolete 0HTM12Event ID: Facility ID: 00419 If continuation sheet Page  14 of 20



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  09/30/2013
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245153 09/19/2013

R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4001 19TH AVENUE NORTHWEST
MADONNA TOWERS OF ROCHESTER, INC

ROCHESTER, MN  55901

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 315} Continued From page 14 {F 315}

a bladder infection forty to fifty years ago.  R2 
also talked of all the times R2 has required 
intermittent catheterizations, stated "my daughter 
catheterized me" and "I had no infection 
whatsoever; my daughter was very meticulous."   
R2 stated "(a facility nurse) blames me"  for the 
UTI  "because I didn't wipe front to back" 
(referring to removal of the lubricant jelly from 
R2's body following the catheterization).  R2 told 
this nurse "I'm not the only one who wipes me" 
and "you should see all the different ways the 
staff wipe me."  R2 stated not all the nurses allow 
R2 to independently wipe the lubricant jelly off.  
R2 recalled over the weekend of 09/06/2013 that 
R2's urine "was a little strong."

When interviewed on 09/19/2013 at 9:03 a.m. 
RN-A verified R2's record did not include any 
follow-up from the facility's NP regarding the 
abnormal urinalysis of 09/05/2013 or the 
information provided by RN-C on the 
afternoon/evening of Friday, 09/06/2013, 
regarding R2's sensation of feeling full, urinary 
changes and feeling thirsty.  RN-A indicated if no 
response from the NP is provided, the licensed 
nurses should immediately follow-up on this and 
described immediate as following up the next 
day.  RN-A further stated "it shouldn't have been 
done" regarding the above intermittent 
catheterizations on 09/06/2013 and added that 
the NP should have been notified first regarding 
the resident's request for catheterization (at 11:00 
a.m.) for an approved one time order to move 
forward with the catheterization.  RN-A stated the 
protocol/order of doing a PVR first was not 
followed.  RN-A added that the staff 's actions can 
increase R2's risk for a UTI.  
    
When interviewed on 09/18/2013 at 3:05 p.m., 
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RN-B indicated if the nurse is not hearing back 
from the NP/provider, the nurse should follow up 
again within one day; RN-B reviewed R2's record 
and stated "it doesn't look like that happened in 
this situation" and was unsure why not.  RN-B 
also stated that the nurses find out lab results 
from the NP via a PCIM or written orders.  RN-B 
stated that on evenings, weekends or times when 
the facility NP is not available, the nurse has 
contact numbers to notify the resident's primary 
doctor or on-call doctor regarding any abnormal 
lab or condition change.

When interviewed on 09/18/2013 at 3:18 p.m., 
the Director of Nursing (DON) verified there were 
no SBAR documents (a form used by the nursing 
staff to communicate resident information to the 
physician/NP) for R2 that had not been uploaded 
into R2's electronic record.  The DON indicated 
that if the staff or NP communicates verbally and 
an SBAR is not used, the nurse's notes should 
still reflect the information from the verbal 
notification/response.

Review of the facility's policy titled "Change of 
Condition-Clinical Protocol", last revised 08/2013, 
included the following information:  the provider or 
NP will respond in a timely manner and the staff 
will notify the Medical Director for any guidance 
and consultation if a timely or appropriate 
response is not received.  R2's record contained 
no evidence that the Medical Director was 
notified.

Review of the facility's policy titled "Urinary Tract 
Infection Protocol", last revised 08/2013, included 
the following information:  the purpose of the 
policy included identifying residents at risk for a 
UTI, ensuring that residents receive appropriate 
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treatment and services for prevention of UTI's 
and to restore as much normal bladder function 
as possible; risk factors for UTI's are noted in the 
plan of care; notify the NP or physician with signs 
or symptoms of a UTI and bladder scanning for 
PVR as ordered.

R3 lacked a comprehensive bladder assessment, 
which should include all pertinent diagnoses.      
   
R3's hospital Dismissal Summary dated 
08/29/2013 showed that R3 had a past history of 
stroke and required limited assistance with 
toileting.  R3's BIMS dated 09/12/2013 showed 
R3's memory was cognitively intact.

R3's admission Minimum Data Set (MDS) (a 
resident assessment and screening tool) with an 
observation end date of 09/12/2013 and signed 
as complete by the MDS Coordinator on 
09/19/2013, showed R3 was always continent of 
bladder.

When interviewed on 09/18/2013 at 3:54 p.m., 
NA-B indicated that sometimes R3's brief is a 
little wet and felt the reason for this was due to 
R3's age.  NA-B stated R3 knows when the brief 
is wet.  NA-B added that R3 is mostly continent of 
urine and uses the call light to request assistance 
to the bathroom.

When interviewed on 09/18/2013 at 4:25 p.m., R3 
indicated having episodes of urinary incontinence 
for years, was unsure if this started after R3's 
stroke and recalled it getting worse after the 
stroke.  R3 stated that initially the urinary 
incontinence was only happening once in a while 
and occurs mainly at night.  R3 verbalized not 
ever talking to R3's physician about this and that 
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R3's spouse feels R3 should have this checked 
out.  R3 stated "it probably is treatable" and 
indicated has not had urinary incontinence "to this 
extent."  R3 indicated needing help to get to the 
toilet and that staff is not always timely in 
assisting R3 to the bathroom.  R3 also notices the 
urinary incontinence when changing positions 
from the recliner to the wheelchair.
   
Review of R3's Bladder Assessment completed 
on 09/10/2013 by RN-A indicated R3 is currently 
incontinent of bladder and experiences urine 
leakage on the way to the bathroom.  Section 3 of 
this form (which identifies diagnoses that apply to 
R3) contained a section for CVA/stroke that was 
not marked.  Section 6, which includes 
identification of symptoms that may correlate with 
certain types of incontinence, included a 
symptom of  "urine loss on way to toilet room" 
that was not marked (marking this would indicate 
possible urge urinary incontinence), urinary 
incontinence in small amounts (drops, spurts) 
that was not marked (which could possibly 
indicate stress incontinence (incontinence 
associated with impaired urethral closure) and 
leakage with physical activity (also indicative of 
stress incontinence) that was not marked.  Areas 
marked for Section 6 included mobility/manual 
dexterity impairments and medications, both 
indicative of possible functional urinary 
incontinence.  R3 was identified as having 
functional incontinence (unable to remain 
incontinent due to external factors).  This 
assessment did not include any information 
regarding whether or not R3 would be appropriate 
for a toileting or retraining program and the 
rationale for this.  The Bladder Assessment 
Summary contained the following documentation:  
"Resident has occasional dribbling of urine" and 
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lacked an analysis of the identified symptoms/risk 
factors and a summary of the facility's three day 
voiding diary.     
 
When interviewed on 09/19/2013, RN-A agreed 
the stroke section should have been checked, 
indicated it was human error and added that R3's 
stroke history was not considered in any way 
during R3's bladder assessment.  RN-A stated 
the three day voiding diary is used during the 
assessment, could not provide any information 
regarding R3's voiding diary and was uncertain 
whether or not this information is kept as RN-A 
thought the facility was phasing these diaries out.  
When asked about the analysis of this 
information, RN-A expressed uncertainty for 
possible causes of R3's urinary incontinence and 
replied that R3 wears a pad in R3's underpants to 
manage the dribbling.

Review of the facility's policy titled "Incontinence", 
last revised 08/2013, provided the following 
information:  the goal of the assessment is to 
determine the history and pattern of incontinence 
to detect and treat possible reversible causes; the 
bladder assessment consists of the resident's 
history, potential transient causes of urinary 
incontinence, contributing diagnosis or medical 
conditions and evaluation for bladder rehab 
programs and an individualized care plan will be 
developed.

Review of the facility's policy titled "Bladder and 
Bowel Policy and Procedure", last revised 
08/2013, included the following information:  each 
resident will be assessed for 72 hour bladder 
voiding patterns; the licensed nurse will gather 
information from review and analysis of the 72 
hour voiding patterns; assessments will be 
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completed to evaluate for feasibility in retraining 
for bladder control and based on the assessment, 
the resident's plan of care will be developed to 
address the issues, goals and appropriate 
interventions.

Review of R3's Care Area Assessment 
information for the assessment date of 
09/05/2013, showed R3 had urinary urgency and 
need for assistance in toileting, the type of 
incontinence showed no type applied to R3 and it 
was determined that R3 required a care plan for 
urinary incontinence.

Review of R3's Short Term Resident Plan of Care 
dated 08/29/2013 showed R3 had bladder 
incontinence.  R3's care plan lacked any other 
information or interventions regarding R3's 
urinary incontinence.
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Certified Mail # 7011 2000 0002 5143 5254

August 16, 2013

Ms Beth Redalen, Administrator
Madonna Towers Of Rochester, Inc
4001 19th Avenue Northwest
Rochester, Minnesota  55901

RE: Project Number H5153015, S5153022

Dear Ms. Redalen:

On August 12, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by the Office of Health Facility Complaints for an abbreviated standard survey,
completed on July 26, 2013.  This survey found the most serious deficiencies in your facility to be
isolated deficiencies that constitute actual harm that is not immediate jeopardy (Level G), whereby
corrections were required.

On August 1, 2013, a standard survey was completed at your facility by the 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 attached CMS-2567, where by corrections are
required.

Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR 488.417(b) require
that, regardless of any other remedies that may be imposed, denial of payment for new admissions must
be imposed when the facility is not in substantial compliance 3 months after the last day of the survey
identifying noncompliance.  Thus, the CMS  Region V Office concurs, is imposing the following
remedy and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective October
26, 2013.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
admissions is effective October 26, 2013.  They will also notify the State Medicaid Agency that they
must also deny payment for new Medicaid admissions effective October 26, 2013.  You should notify
all Medicare/Medicaid residents admitted on or after this date of the restriction.

   

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________
 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us
For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, Madonna Towers Of Rochester, Inc is prohibited from
offering or conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency
Evaluation Programs for two years effective October 26, 2013.  This prohibition is not subject to
appeal.  Further, this prohibition may be rescinded at a later date if your facility achieves substantial
compliance prior to the effective date of denial of payment for new admissions.  If this prohibition is
not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of this prohibition if
certain criteria are met.  Please contact the Nursing Assistant Registry at (800) 397-6124 for specific
information regarding a waiver for these programs from this Department.

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

A copy of the Post Certification Revisit Form (CMS-2567B) from the August 1, 2013 revisit is
enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.   
A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.   
Such a request may be made to the Centers for Medicare and Medicaid Services at the following
address:

   Department of Health and Human Services
   Departmental Appeals Board, MS 6132
   Civil Remedies Division
   Attention: Oliver Potts, Chief
   330 Independence Avenue, SE
   Cohen Building, Room G-644
   Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree.  It should also specify the basis for contending that the findings and
conclusions are incorrect.  You do not need to submit records or other documents with your hearing
request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own
expense.

Madonna Towers Of Rochester, Inc
August 16, 2013
Page   2



DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:
     
     
   Gary Nederhoff
   Minnesota Department of Health
   18 Wood Lake Drive Southeast
   Rochester, Minnesota  55904-5506

   Telephone: (507) 206-2731     
   Fax: (507) 206-2711   

PLAN OF CORRECTION (PoC)

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

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

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

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

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

- Include dates when corrective action will be completed.  The corrective action
completion dates must be acceptable to the State.  If the plan of correction is
unacceptable for any reason, the State will notify the facility.  If the plan of correction is
acceptable, the State will notify the facility.  Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   
 - Include signature of provider and date.

If an acceptable PoC 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:

Madonna Towers Of Rochester, Inc
August 16, 2013
Page   3



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

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

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

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by January 26, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

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

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

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

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

Madonna Towers Of Rochester, Inc
August 16, 2013
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Feel free to contact me if you have questions related to this letter.

Sincerely,   

    
Mark Meath, Program Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota  55164-0900
Telephone: (651) 201-4118  Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc:  Licensing and Certification File       
      5153s13LcOhfcltr.rtf

Madonna Towers Of Rochester, Inc
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