DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
March 13, 2025

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

RE: CCN: 245207
Cycle Start Date: January 30, 2025

Dear Administrator:

On March 13, 2025, the Minnesota Department of Health completed a revisit to verify that your facility
had achieved and maintained compliance. Based on our review, we have determined that your facility
has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
March 13, 2025

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

Re: Reinspection Results
Event ID: NB5212

Dear Administrator:
On March 13, 2025 survey staff of the Minnesota Department of Health - Health Regulation Division

completed a reinspection of your facility, to determine correction of orders found on the survey
completed on January 30, 2025. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

/VL,‘\? _

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

Minnesota Department of Health
2.0. Box 64900

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

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
February 10, 2025

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

RE: CCN: 245207
Cycle Start Date: January 30, 2025

Dear Administrator:

On January 30, 2025, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

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

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

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

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

e \What measures will be put into place, or systemic changes made, to ensure that the deficient

practice will not recur.

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

e The date that each deficiency will be corrected.

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

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

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

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

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

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

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

Renee McClellan, Regional Operations Supervisor
Metro A District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: renee.mcclellan@state.mn.us

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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

If substantial compliance with the regulations is not verified by April 30, 2025 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by July 30, 2025 (six months
after the identification of noncompliance) your provider agreement will be terminated. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

INFORMAL DISPUTE RESOLUTION (IDR)

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

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

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

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

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

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

Questions regarding all documents su

omitted as a response to the Life Safety Code deficiencies (those

oreceded by a "K" tag), i.e., the plan o

Travis Z.
State Fir

- correction, request for waivers, should be directed to:

Ahrens
e Safety Supervisor

Health Care & Correctional Facilities

MN Dep
445 Min
St. Paul,

artment of Public Safety-Fire Marshal Division
nesota St., Suite 145
MN 55101

Email: travis.ahrens@state.mn.us

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

Feel free to contact me if you have qu

Sincerely,

estions.

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulat
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us

lon Division
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On 1/27/25-1/30/25, a survey for compliance with
§483.73, Appendix Z, Emergency Preparedness
Requirements for Long Term Care Facilities was
conducted during a standard recertification
survey. The facility was in compliance.

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

F 000 | INITIAL COMMENTS F 000

On 1/27/25-1/30/25, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility

was not in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

The following complaints were reviewed with no
deficiencies cited:

520/75961C (MNO0107993)
152075963C (MN0O0108573)
52075962C (MNO0105766)
152075964C (MNO0105652)

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments acceptance. Because you are

enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will

be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 02/19/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 1 of 33
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onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulations has been attained.

F 550 | Resident Rights/Exercise of Rights F 550 37125
SS=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including those specified In
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
iIndividuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without

Interference, coercion, discrimination, or reprisal
from the facility.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 2 of 33
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§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure personal
privacy was maintained to promote dignity for 1 of
1 resident (R21) observed with bare skin and
undergarments visible from the hallway to other
residents, visitors, and staff.

Findings include:

R21's admission Minimum Data Set (MDS) dated
1/5/25, identified R21 had severe cognitive
Impairment, displayed disorganized thinking, had
physical behaviors directed towards others
(sexual), that interfered with care, or social
Interactions, did not reject care, and required
maximal assistance for activities of daily living
(ADLs). Further, the MDS identified R21 was
Incontinent of both bowel and bladder, had
diagnhoses of dementia, Parkinson's disease,
coronary artery disease (CAD), peripheral
vascular disease (PVD), heart failure, and had a
history of falls.

R21's Care Plan dated 1/28/25, lacked
Information regarding preserving privacy and
dignity. The care plan indicated brief use for
Incontinence, check upon rising, before and after
meals, at bedtime, on NOC rounds and as
needed. R21 was incontinent of bowel and
bladder and dependent on staff for hygiene.

Furthermore, R21's care plan identified

Preparation and execution of this
response and plan of correction does not
constitute an admission or agreement by
the provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction Is prepared and/or executed
solely because It Is required by the
provisions of federal and state law. For
the purposes of any allegation that the
center Is not in substantial compliance
with federal requirements of participation,
this response and plan of correction
constitutes the centerlJs allegation of
compliance in accordance with section
73035 of the State Operations Manual.

1. Resident 21 was moved to a room that
provides more privacy. Staff educated that
resident 21 incontinent products and skin
are covered to maintain dignity.

2. All residents residing in the facility have
the potential to be affected by the deficient
practice. A review of all residents and care
plan updated if identified was completed
on 2/22/2025

3. To ensure systemic changes are
sustained, all nursing staff will be
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Inappropriate sexual advances towards residents re-educated on the facility policy Resident
and staff with the intervention of providing care Rights/Exercise of Rights by the DON or
with two staff members but failed to identify how designee by March 7, 2025.
to preserve dignity while keeping R21 safe In
between cares. 4. Audits will be completed by the QAPI
coordinator or desighee on R21 and (2)
R21's Kardex dated 1/30/25, indicated staff other random residents to ensure that
ensured safety for R21 by offering to help staff are following privacy rights weekly x
resident lay down in bed after meals when tired 8, and twice monthly. Results will be
and to provide a safe environment, R21 moved brought to QAPI for further
closer to the nursing station to increase recommendations.
observation on 12/31/24, and the door was to be
left ajar to avoid isolation. 5. Date completed March 7, 2025

During an interview on 1/27/25 at 5:25 p.m.,
family member (FM)-A, stated, the last time she
visited, R21 was lying in a wet brief in his room,
and further stated her and her family were
embarrassed seeing R21 in just a brief, and was
also embarrassed for R21 because he would be
embarrassed If he realized he was lying in a brief
with the door open.

During an observation on 1/28/25 at 1:15 p.m.,
R21 was lying in bed in his private room with the
door wide open, and fully visible to the hallway.
R21 had the overhead lights off, was wearing a
t-shirt, cream colored brief, bare legs, pants
pushed down to his socks, and a sheet and
blanket pulled to the side. R21's room had a
visible track installed on the ceiling which had
metallic hooking devices, however, the room
lacked privacy curtains.

During an observation on 1/28/25 at 1:21 p.m.,
soclal services designee (SS)-A walked past
R21's room that had the door wide open, SS-A
looked Iin R21's room, and kept walking.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 4 of 33
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During an observation on 1/28/25 at 1:23 p.m.,
SS-A walked back down the hall and looked Iin
R21's room, but did not talk to staff regarding R21
laying In the bed In a t-shirt and brief and the
blankets pushed aside.

During an observation on 1/28/25 1:29 p.m.,
nursing assistant (NA)-C walked past R21's room
and did not look in R21's room. NA-C came back
approximately 1:30 p.m., to answer R21's ringing
telephone. NA-C handed R21 the phone and
R21 answered the phone but stated no one is
there. NA-C covered R21 with a blanket and he
grabbed at her. At this time, the director of
nursing, (DON), walked past and entered
registered nurse (RN)-A's office. NA-C then
covered R21 up with a blue blanket and R21
made inappropriate comments to NA-C and
attempted to reach out and grab her. NA-C
redirected his behavior and left the room leaving
the door open.

During an observation on 1/28/25 between 1:44
p.m. and 1:48 p.m., R21 was lying in bed and
remained covered with a blanket and the door
was open.

During an observation on 1/28/25 at 1:51 p.m.,
trained medication aide, (TMA)-A walked by
R21's room, R21 had removed his blanket and
unfastened his brief on the left side. TMA-A
closed the door without talking to resident or
going inside.

During interview on 1/28/25 at 1:56 p.m., TMA-A
stated R21 was at risk for falling, and the door
should remain open for safety. TMA-A walked
back to R21's door and confirmed with surveyor
the door had been shut and remained shut during

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 5 of 33
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our interview outside R21's door. TMA-A opened
the door during our interview. The brief was
loosely on with no private areas visible for the
staff and visitors in the hallway to see. TMA-A
verified there was no curtain hanging to provide
privacy.

During observation on 1/28/25 at 2:12 p.m.,
TMA-A exited R21's room carrying a trash bag
containing a tan brief and left the door open. R21
was covered with a blue blanket.

During observation on 1/28/25 at 2:35 p.m., R21's
door was open, and R21 was lying in bed,
scratching left side of his hip. R21's pants were
pushed to end of bed and the blanket was
pushed aside. Health Unit Coordinator (HUC)-A
came out of the office directly across from R21's
room, looked into R21's room and introduced self
to state surveyors then went back in the office.
There were two staff and two visitors walking
down the hall.

During observation on 1/28/25 at 2:42 p.m., NA-C
walked down the hallway and shut R21's door. At
2:45 p.m., NA-C returned to R21's room, went
Inside and closed the door behind her. NA-C
opened the door and as she was leaving R21 was
making inappropriate sexual comments and
reached out asking for a rub down. R21 was
covered with a blanket and NA-C closed the door.
NA-C walked over to the nursing station and
discussed the inappropriate comments and
gestures to other NA's and began discussing
dinner plans. At 2:59 p.m., R21 was moaning and
could be heard from the hallway.

During an interview on 1/29/25 8:42 a.m., the
DON, verified R21's door should be open due to

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 6 of 33
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being at risk for falls. Further R21's door could
be partially shut to provide as much privacy as
possible, but safety was first.

Sanford Policy Resident Dignity-Rehab/Skilled,
dated 12/11/24 and Sanford Policy Falls
Resource Packet-Rehab/Skilled 5/7/24.

F 677 ADL Care Provided for Dependent Residents FGr77 37125
SS=D | CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and

personal and oral hygiene;
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document 1. A CNA assisted R25 with shaving chin
review the facility failed to ensure 1 of 1 resident hair on 1/29/2025. The CNAs were

(R25) received assistance with shaving and nail educated on offering assistance to R25
care reviewed for activities of daily living (ADL). with shaving daily and weekly nail care.

Findings include:
2. All residents residing in the facility have

R25's quarterly Minimum Data Set (MDS) dated the potential to be affected by the deficient
12/23/24, indicated moderately impaired cognition practice. A review of all residents with
and a diagnosis of blindness. It further indicated facial hair and care plan updated with

R25 required supervision with personal hygiene. facial hair preferences on 2/22/2025.
R25's physician's orders dated 1/24/25, indicated 3. To ensure systemic changes are
weekly skin assessment, please check skin and sustained, all nursing staff will be
document findings In the skin observation V-3, educated on the facility policy Activities of
chart vital signs, trim nails and obtain weight, Daily Living by the DON or designee by
offer to shave resident if he wishes, every day March 7, 2025.

shift on Friday.
4. Audits will be completed by the QAPI

R25's weekly skin observation dated 1/24/25, coordinator or designee on R25 and 2
lacked documentation R25's nails were trimmed, other random residents with facial hair to
he had been shaved, or that staff offered or he ensure that staff are following personal
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had refused. hygiene preferences weekly x 8, and then
twice monthly. Results will be brought to
R25's care plan indicated R25 had an ADL self QAP for further recommendations.
care performance deficit related to a history of
cerebral vascular accident (CVA), blindness 9. Date completed March 7. 2025

evidenced by a shuffling, slow gait, and required
more help with ADLs. It further indicated an
Intervention for staff to provide assistance with
bed mobility, transfers, eating, dressing, toilet use
and personal hygiene.

During observation and interview on 1/27/25 at
1:31 p.m., R25 was sitting in his recliner in his
room. The fingernails on both hands were
approximately a 1/2 an inch long and he had a
few weeks worth of facial hair. R25 stated he
wanted his fingernails to be trimmed and to be
clean shaven. He wanted to keep his moustache.

During observation and interview on 1/28/25 at

2:00 p.m., R25 was sitting in his recliner and his
fingernails on both hands were approximately a
1/2 iInch long and he stated he would like them
cut. He also stated he wasn't clean shaven and
would like to be.

During interview on 1/29/25 at 6:40 a.m., nursing
assistant (NA)-A stated NA's were responsible for
trimming residents nails (who are not diabetic)
and shaving resident's once a week on their bath
day. There was no place to document it
specifically, its just part of what they were
supposed to do. If the resident refused, they
should re-approach and let the nurse know.

During interview on 1/29/25 at 6:46 a.m. NA-B
stated NA's were responsible for shaving and
trimming (hon-diabetic) residents nails and
shaving them once a week on bath day. There
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was no specific place to document and if the
resident refused they should re-approach 3 times
then let the nurse know.

During interview on 1/29/25 at 9:05 a.m.,
licensensed practical nurse (LPN)-A verified
R25's nails and facial hair were long (more 1-2
weeks growth). LPN-A also stated nursing
assistants were responsible for trimming
residents nails (non-diabetic) and shaving
residents once a week on bath day. The nurses
were responsible for documenting it had been
completed and the NA's should let nurses know If
a resident refuses.

During interview on 1/30/25 2:35 p.m., the
director of nursing (DON) stated NA's were
responsible for trimming resident's nails and
shaving them once a week on bath day. They
should also be documenting if the task was
completed and if the resident refused, they
should also re-approach, let the nurse know, and
document the refusal.

A facility policy on ADL's dated 11/29/22, indicated
the purpose of the policy was to provide residents
with appropriate treatment and services to
maintain or improve abilities in ADL for the well
being of mind, body and soul

F 684 | Quality of Care F 684 3/7/25
SS=D | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care Is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
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accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review the facility failed to ensure bruising was
monitored for 1 of 1 residents (R14) reviewed for
bruises. The facility further failed to ensure
Interventions for edema care were implemented
for 1 of 1 residents (R17) reviewed for edema.

Findings Include:

R14's quarterly Minimum Data Set (MDS) dated
12/10/24, indicated R14 had moderate cognitive
Impairment and diagnoses of dementia and heart
disease. Furthermore, R14 received an
anticoagulation (AC, medication to thin the blood)
daily.

R14's provider order summary indicated R14
required the following:

- on10/4/23, Eliquis (AC medication) 5 milligrams
(mg) daily to prevent blood clots.

- on 5/28/24, weekly skin assessment every
evening shift on Sundays.

-on 5/21/24, required monitoring due to AC use.
Instructed staff to report to the provider blood in
the urine or stools, severe headache, unusual
bruising.

R14's care plan revised 5/21/24, indicated R14
was on AC therapy and directed staff to monitor
resident based on clinical standards related to AC
use and easily bruising.

R14's weekly skin assessment dated 1/26/25,

Indicated R14 was assessed for skin alterations

1. A skin assessment for R14 was
completed on 2/18/2025. CNAOSs
educated to notify nurse of any skin
concerns. Nurses should be educated to
complete skin assessment to include
newly identified skin concerns including
bruising. R17 Care plan updated with
Interventions for edema care to include
Tubi-grip bilateral leg wraps 2/18/2025.

2.All residents residing in the facility have
the potential to be affected by the deficient
practice. Areview of all residents will have
a weekly skin assessment completed by
2/22/2025 and care plan updated with skin
concerns on 2/22/2025. A review of all
residents with edema will be reviewed and
care plan updated with current
Interventions for edema on 2/22/2025.

3.To ensure systemic changes are
sustained, all nursing staff will be
re-educated on the facility policy Skin
assessment pressure ulcer prevention
and documentation by the DON or
designhee by March 7, 2025.

4 .Audits will be completed by the QAPI
coordinator or desighee on R14 and (2)
other random residents that weekly skin
assessment documentation is completed
and includes bruising, contusion, or skin
tear for monitoring if applicable and R17
for edema interventions and (2) other

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 684 Continued From page 9 F 684

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:NB5211

Facility ID: 00903

If continuation sheet Page 10 of 33




PRINTED: 02/25/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245207 B. WING 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1119 OWENS STREET NORTH

GOOD SAMARITAN SOCIETY - STILLWATER STILLWATER, MN 55082

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 684  Continued From page 10 F 684
Including bruising, however lacked indication random residents weekly for edema
bruising was identified. Interventions weekly x 8, and twice
monthly. Results will be brought to QAPI
R14's weekly skin assessment dated 1/21/295, for further recommendations.
Indicated R14 was assessed for skin alterations
Including bruising, however lacked indication 9.Date of completion March 7. 2025

bruising was identified.

R14's weekly skin assessment dated 1/17/25,
Indicated R14's skin alterations had resolved.

R14's medical record lacked indication of when
R14's bruising was identified and/or monitored.

An observation on 1/27/25 at 2:38 p.m., R14 was
sitting in their wheelchair. R14's left forearm had
a purple quarter sized bruise. Below was a
second purple bruise with yellowing in the middle.
R14's right hand around the second knuckle had
a dime size dark purple bruise.

When interviewed on 1/28/25 at 1:10 p.m.,
nursing assistant (NA)-A verified R14's bruises
and stated R14 had them for a while. R14 was
on blood thinners and always had bruises on their
hands and arms. NA-A wasn't sure how she
always gets the bumps and bruises, but believed
they were from hanging on to the grab bars tightly
and bumping her arms with repositioning.

When interviewed on 1/29/25 at 12:09 p.m.,
licensed practical nurse (LPN)-A stated if bruising
was noticed on a resident, staff attempted to
determine when it happened and how it
happened. LPN-A stated monitoring if the
bruising was significant or suspicious, more
Investigation and monitoring would occur. LPN-A
further stated it was common for residents on
blood thinners to have bruising on their hands
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F 684  Continued From page 11

and arms so there may not be any specific
monitoring orders in place however the bruising
would be documented on the weekly skin
assessments. LPN-A verified R14 had bruising
and stated it was not unusual for R14 to have
multiple bruises from bumping their hands or
arms during repositioning and transfers. LPN-A
verified there was no specific monitoring, just the
weekly observations and stated one bruise goes
away and another one comes.

When interviewed on 1/29/25 at 12:37 p.m.,
registered nurse (RN)- A stated all residents who
are on AC medication have monitoring in place
for bruising. RN-A further stated any bruising
would also be noted on the weekly skin
assessments. If bruising was noted during cares
or in between the weekly assessments, a
separate skin assessment would be completed.
If the bruising was suspicious or very large the
provider would be notified, and additional
monitoring orders would be placed. RN-A stated
R14 was prone to bruising on the hands or
forearms as she was on an AC medication and
often bumped the grab bars or the bedside table.
RN-A wasn't aware if R14 had any bruising
currently as the bruising "comes and goes".
RN-A further stated if they were not listed on the
weekly skin assessment, R14 may have just
gotten them and would expect an assessment
done to document when they were identified.

When interviewed on 1/30/25 at 1:51 p.m., the
Director of Nursing (DON) expected staff to
iIdentify any bruising on the weekly skin
assessments for routine monitoring. If the bruise
was large or abnormal, additional investigation or
monitoring would also be In place.

F 684
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A facility policy titled Skin Assessment Pressure
Ulcer Prevention and Documentation revised
4/26/24, directed staff to monitor bruising weekly
and any changes and or progress toward healing
should be documented on the skin observation
assessment.

R17's significant change Minimum Data Set
(MDS) dated 11/15/24, indicated R17's cognition
was unable to be assessed and diaghoses of
congestive heart failure (CHF) and localized
edema. It further indicated R17 required
supervision with dressing.

R1/7's physician's orders dated 3/23/23, indicated
Tubi-grips (compression bandages) to bilateral
lower legs, on in the morning, off at hour of sleep
(HS), every day shift for edema.

R17's care plan dated 11/9/22, lacked any
Indication of R17 wearing Tubi grips on bilateral

lower extremities, potential for excess fluid, or
edema related to CHF.

R1/7's medication administration and treatment
administration records (MAR/TAR) for the month
of January 2025 lacked documentation R235's
Tubi grips were being applied in the morning or
removed in the evening.

During observation on 1/27/25 at 6:02 p.m., R17
was sitting in the dining room waiting for dinner.
He was wearing slippers and the legs of his
sweat pants were bunched up approximately 2-3
Inches In which his bare ankles/lower legs were
visible and he was not wearing Tubl grips.

During observation on 1/29/25 at 6:30 a.m., R17
was asleep in his recliner in his room. His legs
were elevated on the foot rest and he was
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wearing bilateral Tubi grips.

During observation and interview on 1/29/25 at
6:46 a.m. NA-B verified R17's Tubl grips were on
and stated they should have been removed last
night before he went to bed. NA- further stated
NA's were responsible for applying R1/7's Tubi
grips each morning and removing them in the
evening.

During interview on 1/29/25 at 9:05 a.m., licensed
practical nurse (LPN)-A stated NA's were
responsible for applying R17's Tubi grips in the
morning and removing them at night when he
goes to bed. They should also re-approach, let
the nurse know, and document any refusals.

During interview on 1/30/25 2:35 p.m., the
director of nursing (DON) stated nursing staff
were responsible for ensuring R17's Tubi grips
were applied during the day and removed at night
and to document the task was completed. They
were also expected to document refusals and let
the nurse know.

A facility policy regarding monitoring for edema
was received but didn't address the use of
assistive devices such as compression socks,
Tubl grips, eftc.

F 689 | Free of Accident Hazards/Supervision/Devices F 689 37125
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate
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supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to fully assess and
Implement fall prevention interventions for 2 of 2
residents (R21, R187) reviewed for falls.

Findings include:

R21:

R21's Optional State Assessment (OSA) dated
1/5/25, indicated moderate cognitive impairment,
did not have delusions or hallucinations, did not
reject care, had other behavioral symptoms not
directed toward others 1 to 3 days, required
extensive assist with bed mobility, eating, and
tolleting and was dependent on staff for transfers.

R21's Admission Minimum Data Set (MDS) dated
1/5/25, Indicated R21 was frequently incontinent
of urine and always incontinent of bowels, had
fallen in the month prior to admission, had fallen
once since admission with no injuries.

R21's Medical Diagnosis form undated, indicated
the following diagnoses: acute on chronic systolic
heart failure, muscle weakness, unspecified
dementia, and Parkinson's disease.

R21's care area assessment (CAA) dated 1/5/25,
Indicated R21 had an actual falls risk and would
be addressed on the care plan. The assessment
further indicated falls put R21 at risk for injuries
like fractures or head injuries that could result in
rehospitalization, further functional and cognitive
decline, disablility and even death and a referral to

other disciplines was warranted including the

1.R21 and R187 were identified to not
have grabber/reacher available and was
corrected on 1/28/25 and 1/30/25 and
placed on overbed tables. Staff were
educated on current fall interventions In
place for each resident. R187 no longer
resides at the facility.

2. All residents residing in the facility have
the potential to be affected by the deficient
practice. Areview of all resident care
plans for fall interventions completed on
2/22/25 for effective interventions in place.

3. To ensure systemic changes are
sustained, all nursing staff will be
re-educated on the facility policy Fall
prevention and management and

accuracy of assessments by the DON or
desighee by March 7, 2025.

4. Audits will be completed by the QAPI
coordinator or designhee on R21 and (3)
other random residents who have had a
fall that assessments are accurate and
Interventions are Iin place weekly x 8, and
twice monthly. Results will be brought to
QAP for further recommendations.

5. Date completion March 7, 2025
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provider, therapy, and nursing to help design and
Implement patient specific interventions and
strategies like improving balance and strength to
reduce the risk of falls.

R21's care plan dated 12/31/24, indicated R21
had an actual fall on 12/31/24, and had the
following interventions: staff to offer to help
resident lay down in bed after meals when tired
(1/25/24), educate resident and family about
safety reminders and what to do if a fall occurs,
educate resident and family and IDT as to the
causes of falls, remind resident not to bend over
to pick up dropped items, encourage use of
grabber or to ask for assistance, modify
environment to maximize safety, call light in
reach, tap call light placed for easier access for
resident due to dementia, night light used to
maximize resident safety, ensure and provide a
safe environment moved closer to the nursing
station on 12/31/24 to increase observation, leave
the door ajar to avoid isolation, 1/20/24 cues and
reminders to resident to wait for assistance and
not self-transfer. 1/21NP review of falls with labs
ordered, sighage placed on bathroom door to
remind resident to have staff assist to the
bathroom, review bowel and bladder continence
status and establish and or review toileting plan
based on resident's needs. 1/20/25 toileting,
check and change upon arising, before and after
meals, bedtime and as needed. 1/30/25
wheelchair in locked position beside bed.

R21's Kardex dated 1/28/25, indicated encourage
and monitor independent interests, assist with
resources as needed, turn on the TV, R21 liked to
watch channels 37, 47, or cop shows, and action
movies. Invite and remind resident of scheduled
activities, assisting to and from locations as

F 689
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needed, and responds well to redirection.
Attempts to self-transfer back to bed after meals,
staff to offer to help resident lay down in bed after
meals when tired 1/25/24. Provide a safe
environment, move closer to the nursing station
to Increase observation, leave the door ajar to
avoid isolation. 1/20/24 cues and reminders to
resident to walit for assistance and not
self-transfer, signage placed on bathroom door to
remind resident to have staff assist to the
bathroom. Place the call light in reach, use a
night light, remind resident not to bend over to
pick up dropped items. Encourage use of
grabber or to ask for assistance.

R21's Falls Tool form dated 12/31/24 at 8:39
a.m., Indicated R21 had one or more falls
between 3 to 12 months ago, took two risk factor
medications, had moderately impaired cognition,
and risk factors included cognitive status,
restlessness, confusion, poor memory, impulsive,
and under the heading, "Action Plan” indicated,
"Refer to therapy".

R21's Falls Tool form dated 1/20/25 at 6:26 a.m.,
Indicated R21 took two risk factor medications,
appeared severely affected psychologically, had
risk factors including, mobility and transfers
related to impaired balance, and cognitive status
problems of reduced insight. Under the heading,
"Action Plan” was undocumented.

R21's Falls Tool dated 1/21/25 at 12:32 a.m.,
Indicated R21 was at high risk for falling, had one
or more falls in the last three months, took two
risk factor medications, appeared severely
affected psychologically, had severe cognitive
Impairment, had restlessness, reduced insight,
deliritum, confusion, poor memory, was impulsive,

F 689
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withdrawn, disorientated, had difficulty following
Instructions and had sleep problems, used
equipment unsafely, forgot to use equipment, had
medical problems, and continence problems,
multiple falls during a shift and under the heading,
"Action Plan” was undocumented and under the
heading, "Multiple Falls" indicated the care plan
was updated to include the wheelchair had anti
roll-back brakes applied.

R21's Group and Self-Directed Activities 30 day
look back form from 1/29/25, indicated no data
was found for activities, community, creative,
educational/cognitive, physical, sensory
stimulation, social, and spiritual activities.

R21's one to one Activities 30 day look back form
from 1/29/25, indicated R21 had eye contact, and
a socilal activity on 12/31/24. Further, the forms
lacked documentation R21 had any spiritual,
sensory, physical, educational/cognitive, creative,
or community activities. No additional activities
were documented.

R21's Risk Management Report dated 1/20/25 at
6:17 a.m., Indicated R21 was on the floor in the
bathroom. R21 stated he was getting up and fell.
R21 was assessed for injury and moved back to
bed by Hoyer lift. He was not transferred to the
hospital. Under the heading, "Predisposing
Situation Factors” not applicable was

documented, no medications identified as factors.
IDT reviewed the incident on 1/20/25.

R21's Risk Management Report dated 1/20/25 at
11:44 p.m., iIndicated R21 fell in the bathroom and
was found between the sink and the toilet lying on
his back. His right pointer fingerhada 1 cm x 2
cm cut that was bleeding when staff found him. A
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bruise formed on the back of his head. The fall
could not be described by R21. Paramedics were
called and assessed R21 and was not transferred
to the hospital. Under the heading, "Injury Type"
no injuries observed at time of incident was
documented. Under the heading, "Predisposing
Situation Factors” other, unable to determine If
resident was using a device at time of fall, and no
medications were documented as factors to the
fall. The risk management document does not
identify resident had a fall within the past 24
hours, R21's had fallen at6:17 a.m. and IDT
reviewed the incident on 1/21/25.

R21's Risk Management Report dated 1/25/25 at
10:01 a.m., indicated R21 was found on the floor
next to his bed with his head against the
nightstand. Under the heading, "Injuries
Observed at Time of Incident” Other and back of
head were documented. The note documented
on 1/25/25 stated R21 was trying to self-transfer
to bed from wheelchair. IDT reviewed the
Incident on 1/28/25.

R21's progress notes dated 12/31/24 at 11:15
a.m., indicated R21 arrived back to the facility
from the emergency room.

R21's progress notes dated 12/31/24 at 11:34
a.m., indicated the after-visit summary was due to
a fall and the CT and x-rays showed no broken
bones. Progress notes from 12/31/24, lacked
Information regarding R21's fall.

R21's progress notes dated 1/3/25 at 2:56 p.m.,
Indicated an MDS review and was at high risk for
falling with one fall with no injury since admission,
poor safety awareness, impulsive, attempts to
self-transfer out of bed and was moved closer to
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the nursing station and a night light was placed in
R21's room.

R21's progress notes dated 1/20/25 at 6:24 a.m.,
Indicated staff saw R21 on the floor and had
apparently tried to get up by himself and fell.

R21's progress notes dated 1/20/25 at 8:45 p.m.,
Indicated R21 was found on the floor in the
bathroom between the sink and toilet and 911
was called.

R21's progress notes dated 1/21/25 at 4:16 p.m.,
Indicated the nurse practitioner was updated
earlier regarding R21's two falls. There was no
other documentation on 1/21/25, regarding the
falls in the progress notes.

R21's progress notes dated 1/25/25 at 9:59 a.m.,
Indicated R21 was found sitting on the floor next
to the bed with the head against the nightstand
and was attempting to get back to bed from the
wheelchair when R21 fell.

R21's progress notes dated 1/25/25 at 10:01
a.m., indicated the care plan was updated with
new falls intervention to offer to help to lie down
after meals when tired.

During interview on 1/27/25 at 3:25 p.m., family
member (FM)-A stated R21 had three falls and
went to the hospital for one of the falls.

During observation on 1/27/25 at 6:33 p.m., care
plan indicated to assist to bed after meals and
R21 was up in the chair.

During observation on 1/28/25 at 8:48 a.m., R21
was up in his wheelchair and appeared to be
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asleep at the nursing station.

During interview and observation on 1/28/25 at
1:29 p.m., nursing assistant (NA)- C stated they
looked to the Kardex on the computer to know
what cares a resident required. She added R21
fell all the time and now they locked the
wheelchair next to the bed and lower the bed, tied
the call light to the bed and stated sometimes
closed the door to resident's room., She stated,
R21 was at risk for falling and they were trying to
find a low bed because R21's bed did not go all
the way to the floor. NA-C verified R21 did not
have a grabber and stated she thought the facility
took it away because R21 was falling. NA-C
verified no Kardex was hanging in the room.

During observation on 1/28/25 at 1:51 p.m.,
trained medication aid (TMA)-A shut R21's door
and did not go inside the room. At 1:56 p.m.,
R21's door remained closed.

During interview and observation on 1/28/25 at
1:56 p.m., TMA-A stated they checked the care
plan and residents at risk for falling had an arm
band, needed the call light close and the bed
needed to be down. TMA-A confirmed the door
was closed and that she walked by and closed
the door.

During observation on 1/28/25 at 2:12 p.m., staff
set a new grabber on R21's bed side table.

During observation on 1/29/25 at 7:15 a.m., R21's
call light was on the night table across but out of
reach no grabber.

During interview on 1/29/25 at 8:42 a.m., director
of nursing stated nursing assistants and nurses
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are expected to use the Kardex and for residents
at risk for falls the Kardex should be posted in the
resident's room. R21's door should be opened,
the call light within reach, checked, and changed
every couple hour, wheelchair locked and near
bed. She confirmed that NA-C was told on
1/28/2025 to place a new grabber in R21's room
and does not believe the grabbers work as this Is
an intervention implemented by therapy, not
nursing. She is looking into a low bed for R21
and identified interventions that could be
Implemented in the care plan like increased time
at activities, and stated R21 iIs just bored and
restless.

R187:

R18/7's admission MDS iIn progress dated
1/26/25, indicated moderate cognitive
Impairment.

R187's Medical Diagnosis form indicated the
following diaghoses: traumatic ischemia of

muscle, cystitis, and chronic kidney disease stage
3.

R187's Nursing Admit Data Collection form, dated
1/22/2025 at 3:15 p.m., indicated the resident
was admitted from the hospital for fall, traumatic,
rhabdomyolysis. Physical and occupational
therapy is recommended.

R18/7's Orders form indicated the following
orders:

Y 1/22/25, trazodone (an antidepressant) 50
mg tablet, give 0.5 tablet by mouth at bedtime for
trouble sleeping.

" 1/22/25, buspirone (an anxiolytic) 10 mg
tablet, give 1 tablet by mouth two times a day for
major depressive disorder.
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1/22/25, mirtazapine (an antidepressant) 30
mg tablet give 1 tablet by mouth at bedtime for
major depressive disorder.

b 1/22/25, tramadol (an opioid) 25 mg tablet,
give 0.5 tablet by mouth every 4 hours as needed
for pain. Pain: 4-6. Must chart effectiveness and
give 1 tablet by mouth every 4 hours as needed
for pain. Pain: 7-10. Must chart effectiveness.

" 1/23/295, escitalopram oxalate (an
antidepressant) oral tablet 5 mg give 1 tablet by
mouth one time a day for major depressive
disorder.

o 1/22/25, diphenhydramine hel (an
antihistamine) 50 mg capsule, give 1 capsule by
mouth as needed for skin reaction if consuming
shrimp. D/C Date 1/24/25

R18/7's Pharmacy New Admit Review was
electronically sent to the DON, physician, and
nurse practitioner on 1/23/25 at 7:08 p.m.,
Indicated recommendations to update directions
for diphenhydramine and lidocaine. The
pharmacist recommended once R18/7 was settled
consider decreasing the doses or discontinuing
some of the five psychoactive medications
prescribed. Noting she doesn't have any mental
diagnoses under the "tab".

R18/'s care plan dated 1/22/25, indicated R187
was on medications with an FDA black boxed
warning or warnings of adverse consequences
related to atrial fibrillation, migraine, depression,
hypertension, pain, and trouble sleeping.
Interventions included to refer to the boxed
warnings in the orders or eMAR, or medication
reference of choice for mirtazapine, escitalopram,
tramadol, and trazodone.

R18/7's care plan dated 1/23/25, indicated R187
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had an activity of dalily living (ADL) deficit due to
cystitis, fall, rhabdomyolysis and required limited
assist of one staff with a walker and gait belt for
ambulating short distances in the room. Further,
R187 required limited assist to use the toilet and
transferred with limited assist of one using a
walker and gait belt.

R18/7's care plan revised 1/28/25, indicated R187
had actual falls due to rhabdomyolysis, history of
traumatic brain injury, deconditioning, gait and
balance problems, and a history of falls and had
the following interventions: educate resident and
family about safety reminders and what to do if a
fall occurs, educate the resident, family, and IDT
of the cause of the fall, educate and instruct the
resident and family on the safe use of assistive
devices, 1/28/25 keep the walker within reach,
remind to cue resident to call for assistance,
remind resident not to bend over to pick up
dropped items, encourage use of grabber or to
ask for assistance, modify the environment to
maximize safety, call light should be In reach,
1/28/25 offer toileting assistance upon arising,
before and after meals, bedtime and as needed.

R187's Falls Tool form dated 1/22/25 at 6:238
p.m., Indicated R187 had recent falls, took two or
more risk factor meds such as sedatives,
anti-depressants, anti-Parkinson's, diuretics,
anti-hypertensives, hypnotics. Under the
heading, "Risk Factor-Psychological (Anxiety,
Depression, Decreased Cooperation, Decreased
Insight or Decreased Judgement especially
related to mobility) indicated, "Does not appear to
have any of these". Further, the risk factor check
list and intervention plan had check boxes that
were checked for mobility and transfers, changes
In mobillity related to muscle weakness or
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strength, impaired balance or coordination,
cognitive status, poor memory, medical problems
Included check boxes for changes in medication,
high risk medications, changes in condition, and
under the heading, "Action Plan" included check
boxes to refer to therapy, restorative nursing,
provider or practitioner, obtain a pharmacy
consult, refer to the registered dietician, and
update the care plan. The only box checked was
to update the care plan.

R187's Fall Scene Huddle Worksheet dated
1/28/25, at 6:45 p.m., indicated anticoagulant,
antidepressant, cardiovascular were given in the
past eight hours. R187 was found on the floor,
had attempted to ambulate and self-transferred,
used walker and lost balance. Last toileted at
9:30 p.m. and complained of back pain with
movement.

R18/7's Falls Tool form dated 1/28/25 at 8:56
p.m., and saved on 1/29/25 at 12:05 p.m.,
Indicated there were no fall risk factors indicated,
no risks factor checklists or interventions; no
action plans were identified.

R18/7's dispatch health imaging final report dated
1/30/25 at 12:39 p.m., indicated thoracic spine
two views, there are no prior examinations for
comparison. There is diffuse bony
demineralization and kyphosis. Thereis a
compression deformity of a midthoracic vertebral
body of uncertain age. This is probably T7.
There Is a diffuse degenerative disc disease
throughout the thoracic spine. Compression,
midthoracic vertebral body compression fracture
of uncertain age. Fax was received at 1/30/25 at

12:16 p.m. and certified nurse practitioner notified
1/30/25 at 12:30 p.m.
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R18/7's progress notes dated 1/22/25 at 5:38
p.m., indicated R187 had traumatic
rhabdomyolysis of the right shoulder and arm and
had not fallen prior to this one.

R18/7's progress notes dated 1/24/25 at 9:18
a.m., Indicated R187 had a recent fall at home
and

R187's PHQ-9 score was a 1 out of 27, indicating
minimal depression.

R18/7's progress notes dated 1/2/7/25 at 8:43
p.m., Indicated R187 forgot to take her
medications at times and the assisted living
facility set up R187's medications and R187/
scored low on cognitive assessments.

R187's progress notes dated 1/29/25 at 9:18
a.m., indicated R187 had a fall and would get an
X-ray. The notes lacked information when R187
fell, how R187 fell, what R187 was doing at the
time of the fall, or any type of fall assessment.

R18/7's progress notes dated 1/29/25 at 12:54
p.m., Indicated the nurse practitioner was
updated

R18/7's son requested x-rays because R187 fell
and had pain.

R18/7's progress notes dated 1/30/25 at 12:41
p.m., indicated the nurse practitioner was at the
facility and reviewed the x ray results. No other
Information was documented.

R18/7's Potential Clinically Significant Medication
Issues form dated 1/24/25 at 9:14 a.m., indicated
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a drug regimen review did not find issues of a
potentially clinically significant medication issue.
Additionally, check boxes indicating the date and
time the prescriber was contacted was
undocumented.

R187's Interim Medication Regimen Review
dated 1/28/25 and sighed by admitting physician
Indicated physician orders reviewed with high-risk
monitoring recommendations for anticoagulant
and tramadol.

R187's Risk Management Report from 1/28/25 at
9:20 p.m., stated the resident was found on the
floor after trying to open the door. Assessed by
registered nurse (RN)-A and recommended two
certified nursing assistants to use the Hoyer lift to
get R187 off the floor. Under the heading,
"Predisposing Situation Factors”, not applicable
was documented and no documentation of

psychopharmacological medications. IDT
reviewed incident on 1/29/2025.

R187's Mar/Tar indicated on 1/29/25 amlodipine
was given for hypertension, escitalopram oxalate
was given for major depressive disorder, lisinopril
for hypertension, melatonin for insomnia,
mirtazapine for major depressive disorder,
trazadone HCL for sleep, buspirone twice for
major depressive disorder, carvedilol twice for
atrial fibrillation, divalproex sodium twice for
migraine, apixaban twice for atrial fibrillation,
acetaminophen once for pain, tramadol three
times for pain.

R187's was referred to therapy due to a fall on
1/18/25 at home.

R18/7's occupational therapy (OT) report dated
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1/23/25 through 2/21/25 indicated, a baseline
assessment was completed on 1/23/25. R187
demonstrated good rehab potential as evidenced
by ability to follow one-step directions, able to
make needs known, active participation in skilled
treatment, motivated to a participate, motivated to
return to prior level of living, strong family support
and supportive caregivers/staff. R187 was
assessed for activities of daily living (ADL's) and
needed substantial to maximal assistance for
toileting hygiene, shower/bathe, putting on/taking
off footwear. Set up assistance for eating and
oral hygiene. Supervision for upper body
dressing and partial assistance for lower body
assistance. R187 transferred with supervision or
touching assistance, ambulated 10 feet with
touching assistance, toilet transferred with
supervision or touching assistance, partial
assistance with bed mobility. R187 was able to
sit up unsupported for 30 seconds with feet flat on
floor and no back support. Ability to
communicate wants and needs. Followed one
step directions. Modified decision making.
Therapy noted, patient presents with impairments
In balance, mobility, strength, follow through,
planning and problem solving resulting in
limitations and/or participations restrictions in the
areas of general tasks and demands, mobility
and selfcare which requires skilled OT services to
maximize independence with ADLs to facilitate
ability to live in environment with least amount of
supervision and assistance. Due to the
documented physical impairments and
assoclated functional deficits, without skilled
therapeutic interventions, the patient is at risk for
falls and further decline in function. R187
attended OT on 1/23/25, 1/24/25, and 1/27/25.
OT notes for 1/28/25 and 1/30/25 indicated
resident was not able to participate in therapy due
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to fall on 1/28/25.

R187's physical therapy (PT) report dated 1/23/25
through 2/21/25 indicated resident demonstrates
good rehab potential as evidenced by high prior
level of functions, motivated to participate,
motivated to return not prior level of living and
stable medical condition. R187 attended PT on
1/23/25, 1/24/25 and 1/28/25. PT notes for
1/29/25 and 1/30/25 indicated resident was not

able to participate in therapy due to fall on
1/28/25.

During observation on 1/27/25, at 2:28 p.m., no
grabber or call light in reach.

During observation on 1/27/25 at 6:10 p.m., call
light pressed for R187 to check response time.
At 6:12 p.m. staff did not respond to call light but
did deliver meal tray. At 6:14 p.m. through 6:17
p.m. the call light remained on in the resident's
room, but the marquee in the hallway closest to
the resident's room was not displaying room ten
and had a black screen. However, the marque
near the nursing station on the opposite end did
have Room ten scrolling on the marquee.

During observation on 1/28/25 at 8:26 a.m., R187
was In her recliner, had vomited and attempted to
use remote for lift chair to sit up. Call light was out
of reach, assisted R187 with call light and she
stated she was ready to go back to bed. Notified
nursing assistant (NA)-D that resident vomited.
The marquee near room ten was on.

During observation on 1/29/25 at 11:57 a.m.,
verified with nursing assistant (NA)-C there was
no grabber in R187's room.
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During an interview on 1/30/25 at 9:11 a.m., with
registered nurse, (RN)-C, stated that she was not
working at the time R187 fell, but neurological
assessments are checked for three days
following a fall.

During observation on 1/30/25 at 9:30 a.m.,
dispatch health imaging arrived for imaging. The
nurse practitioner was notified at 1/30/25 at 12:30
p.m. of the results.

During an interview on 1/30/25 at 9:32 a.m., with
registered nurse, (RN)-A, stated the floor nurse
was on break when R187 fell. | assessed R187
and she was doing fine so the aids got her up
using the lift. The fall assessment would be
completed once the floor nurse returned from
break. Verified with RN-A no progress note was
entered regarding the initial fall assessment when
R187 was on the floor. Licensed practical nurse
(LPN)-B must have called R187's son because
he Is aware of the fall and inquired if this would
change discharge planning.

During a phone interview on 1/30/25 at 11:00 a.m.
with LPN-B, stated she works for Focus One
agency and has been trained for falls at this
facility. LPN-B was on break during the fall. RN-A
assessed R187, and LPN-B contacted the family.
LPN-B completed the fall scene huddle
worksheet and falls management checklist.
LPN-B confirmed that RN-A assessed R187.

Vital sighs were entered in the medical chart at
1/29/25 at 4:15 p.m. and again 1/30/25 7:12 a.m.

During interview on 1/30/25 at 12:31 p.m.,
pharmacist stated admission medications are
reviewed within three days. If issues are
identified the review will be completed
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Immediately. The pharmacist looked for
medication duplicates, same class of medications
and any information that "doesn't look right". The
pharmacist stated, the current process is to email
the DON, nurse practitioner and physician with
recommendations. Red Is used to identify a
nursing task and black is used to identify a
physician task. The nurse practitioner looked at
medication orders and the DON looked for
accuracy in the eMAR. This system has been
used since he started reviewing at this facility.
The pharmacist did review R187/'s medications
and emailed the DON, nurse practitioner, and
physician with recommendations on 1/23/25 at
7/:08 p.m. The pharmacist stated in his email,
"'she takes 5 psychoactive meds. I'm not sure If
she was In the hospital for a fall because she has
Tria appointments. Once she Is settled, consider
decreasing the doses or discontinuing some of
them. She doesn't have any mental diagnoses
under that "tab”. The pharmacist stated that
taking all five of these psychoactive medications
could have potential incompatibilities, fall risk,
clarity issues and since she did not have a mental
diagnosis the facility should review the
medications and that was his recommendation.

During interview on 1/30/25 at 1:03 p.m., with the
minimum data set (MDS) coordinator, registered
nurse (RN)-D, stated she Is aware of the process
the pharmacist uses when reviewing new
admission medications, but could not find an
email forwarded by the DON, Nurse Practitioner,
or Physician to her regarding the
recommendations and was not on the original
email sent by the pharmacist regarding R18/'s
medication review. RN-D stated she usually

receives gradual dose reductions (GDR's) from
the pharmacist or DON. RN-A and the HUC will

F 689
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also work on transcribing orders, but confirmed
an RN would always double check the HUC's
work. RN-D verified that the MDS for R187 Is not
completed, but she did confirm she marked NO
for assessments needed for medications and
crossed off the NO during this interview. RN-D
stated, the MDS system will flag the new file if
there is a black box warning for medications or
duplicate medications but isn't aware if the
system will identify five drugs in the same class.
RN-D agreed that in this case the pharmacist
recommendations have not been completed.

During interview on 1/30/25 at 1:28 p.m., the
DON stated the nurse practitioner did not respond
back to the pharmacist email regarding the
recommendations for R187's psychoactive
medications. The expectationis thatifitis a
nursing error or fix, she will take care of it. RN-D
could also make this change. The DON
confirmed there Is no system in place for
duplicate or multi-class medications dispensed to
residents and that nursing would have to use
critical thinking skills for dispensed medications.
The DON confirmed in this situation the floor
nurses should have recognized that R187 was
receiving five psychoactive medications In
addition to identified as a fall risk. The DON
stated what should have happened was the nurse
practitioner reviews the discharge summaries
from the hospital and if R187 was on medications
prior to the hospitalization then these are
considered home meds, and the provider will not
change the order. The DON thinks R187 came to
the facility on these medications, the review was
sent to the pharmacist, and she is not sure what
happened here. When asked what did happen,
the DON said survey stress, documentation from
the nurse that day should have been better and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB5211 Facility ID: 00903 If continuation sheet Page 32 of 33



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/25/2025

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245207 B. WING 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - STILLWATER 119 OWENS STREET NORTH
) STILLWATER, MN 55082
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 689 Continued From page 32 F 689

then the completed fall tool would have been
reviewed earlier. The DON verified the nurse
practitioner did sign off on the review from the
pharmacist but did not make the recommended
changes. At the next pharmacy review meeting
the DON will suggest another layer of review to
be added to this system.

During interview on 1/30/25 at 1:36 p.m., RN-A
stated there Is no treatment needed for R187's
fall that occurred on 1/29/25. R187's injured back
will need to heal itself and to talk to the DON for
more information. At 1:38 p.m., the DON stated
R187 sustained an L4 and mid thoracic
compression fracture of uncertain aging.

Reviewed Sanford Policy Falls Resource Packet
Rehab/Skilled dated 5/7/24.
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FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
January 28, 2025 At the time of this survey,
Good Samaritan Society Stillwater, was found in
compliance with the requirements for participation
In Medicare/Medicaid at 42 CFR, Subpart
483.7/0(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, the Health Care Facilities Code.

Building Info:

Good Samaritan Society Stillwater is a 1-story
building with a partial basement. The building was
constructed at 3 different times. The original
building was constructed in 1962 and was
determined to be of Type |I(111) construction. In
1968, an addition was constructed to the South
side of the building that was determined to be of
Type 11(111) construction. In 1992, an addition
was constructed to the East side of the building
that was determined to be of Type |1(111)
construction. Because the original building and
the additions meet the construction type allowed
for existing buildings, the facility was surveyed as
one building.

The building Is protected by a full fire sprinkler
system. The facility has a fire alarm system with
full corridor smoke detection and spaces open to
the corridors that is monitored for automatic fire
department notification.

The facility has a capacity of 95 beds and had a

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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census of 85 at time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) Is
MET.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
February 10, 2025

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

Re: State Nursing Home Licensing Orders
Event ID: NB5211

Dear Administrator:

The above facility was surveyed on January 27, 2025 through January 30, 2025 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the
time of the survey, the survey team from the Minnesota Department of Health - Health Regulation
Division noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat. § 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected
shall be assessed in accordance with a schedule of fines promulgated by rule and/or statute of the
Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html. The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the

"'Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the

statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.

An equal opportunity employer.



Good Samaritan Society - Stillwater
February 10, 2025
Page 2

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text. You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health. We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

Renee McClellan, Regional Operations Supervisor
Metro A District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: renee.mcclellan@state.mn.us

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

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non-compliance.

Please feel free to call me with any questions.

Mo g

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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*****ATTENTI ON******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed In accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.

You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.

INITIAL COMMENTS:

On 1/27/25-1/30/25 , a licensing survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your
facility was not in compliance with the MN State
Licensure and the following licensing orders are
Issued at 0830, 0850, 0860, and 1805. Please
Indicate In your electronic plan of correction you

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed 02/19/25
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have reviewed these orders and identify the date
when they will be completed.

The following complaints were reviewed during
the survey:

52075961C (MNOO10/7993)

H52075963C (MNO0O108573)

152075962C (MNO0105766)

152075964C (MNO0105652)

Minnesota Department of Health is documenting
the State Licensing Correction Orders using
federal software. Tag numbers have been
assigned to Minnesota state statutes/rules for
Nursing Homes. The assigned tag number
appears in the far left column entitled " ID Prefix
Tag." The state statute/rule out of compliance is
listed in the "Summary Statement of Deficiencies”
column and replaces the "To Comply" portion of
the correction order. This column also includes
the findings which are in violation of the state
statute after the statement, "This Rule Is not met
as evidence by." Following the surveyors findings
are the Suggested Method of Correction and
Time period for Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with
the Minnesota Department of Health
Informational Bulletin
<https://www.health.state.mn.us/facilities/regulati
on/infobulletins/ib14_1.html> The State licensing
orders are delineated on the attached Minnesota
Department of Health orders being submitted to
you electronically. Although no plan of correction
IS hecessary for State Statutes/Rules, please
enter the word "corrected” in the box available for
text. You must then indicate in the electronic
State licensure process, under the heading

Minnesota Department of Health
STATE FORM 6899 NB5211 If continuation sheet 2 of 21




PRINTED: 02/25/2025
FORM APPROVED
Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

C
00903 B. WING 01/30/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1119 OWENS STREET NORTH

GOOD SAMARITAN SOCIETY - STILLWATER STILLWATER, MN 55082

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF|X (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

2 000 | Continued From page 2 2 000

completion date, the date your orders will be
corrected prior to electronically submitting to the
Minnesota Department of Health.

PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS
APPLIES TO FEDERAL DEFICIENCIES ONLY.
THIS WILL APPEAR ON EACH PAGE. THERE
IS NO REQUIREMENT TO SUBMIT A PLAN OF
CORRECTION FOR VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm. The State licensing orders are
delineated on the attached Minnesota
Department of Health orders being submitted to
you electronically. Although no plan of correction
IS necessary for State Statutes/Rules, please
enter the word "CORRECTED" in the box
available for text. You must then indicate in the
electronic State licensure process, under the
heading completion date, the date your orders will
be corrected prior to electronically submitting to
the Minnesota Department of Health. The facility
IS enrolled in ePOC and therefore a signature is
not required at the bottom of the first page of
state form.

PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS
APPLIES TO FEDERAL DEFICIENCIES ONLY.
THIS WILL APPEAR ON EACH PAGE.

2 830 MN Rule 4658.0520 Subp. 1 Adequate and 2 830 3/7125
Proper Nursing Care; General

Subpart 1. Care in general. Aresident must
receive nursing care and treatment, personal and

Minnesota Department of Health
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custodial care, and supervision based on
Individual needs and preferences as identified In
the comprehensive resident assessment and
plan of care as described in parts 4658.0400 and
4658.0405. A nursing home resident must be out
of bed as much as possible unless thereis a
written order from the attending physician that the
resident must remain in bed or the resident
prefers to remain in bed.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure personal
privacy was maintained to promote dignity for 1 of
1 resident (R21) observed with bare skin and
undergarments visible from the hallway to other
residents, visitors, and staff.

Findings Include:

R21's admission Minimum Data Set (MDS) dated
1/5/25, identified R21 had severe cognitive
Impairment, displayed disorganized thinking, had
physical behaviors directed towards others
(sexual), that interfered with care, or social
Interactions, did not reject care, and required
maximal assistance for activities of daily living
(ADLs). Further, the MDS identified R21 was
Incontinent of both bowel and bladder, had
diagnoses of dementia, Parkinson's disease,
coronary artery disease (CAD), peripheral
vascular disease (PVD), heart failure, and had a
history of falls.

R21's Care Plan dated 1/28/25, lacked
Information regarding preserving privacy and
dignity. The care plan indicated brief use for
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Incontinence, check upon rising, before and after
meals, at bedtime, on NOC rounds and as
needed. R21 was incontinent of bowel and
bladder and dependent on staff for hygiene.
Furthermore, R21's care plan identified
Inappropriate sexual advances towards residents
and staff with the intervention of providing care
with two staff members but failed to identify how
to preserve dignity while keeping R21 safe Iin
between cares.

R21's Kardex dated 1/30/25, indicated staff
ensured safety for R21 by offering to help
resident lay down in bed after meals when tired
and to provide a safe environment, R21 moved
closer to the nursing station to increase
observation on 12/31/24, and the door was to be
left ajar to avoid isolation.

During an interview on 1/27/25 at 5:25 p.m.,
family member (FM)-A, stated, the last time she
visited, R21 was lying in a wet brief in his room,
and further stated her and her family were
embarrassed seeing R21 in just a brief, and was
also embarrassed for R21 because he would be
embarrassed if he realized he was lying in a brief
with the door open.

During an observation on 1/28/25 at 1:15 p.m.,
R21 was lying in bed in his private room with the
door wide open, and fully visible to the hallway.
R21 had the overhead lights off, was wearing a
t-shirt, cream colored brief, bare legs, pants
pushed down to his socks, and a sheet and
blanket pulled to the side. R21's room had a
visible track installed on the ceiling which had
metallic hooking devices, however, the room
lacked privacy curtains.

During an observation on 1/28/25 at 1:21 p.m.,

Minnesota Department of Health
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soclal services designee (SS)-A walked past
R21's room that had the door wide open, SS-A
looked in R21's room, and kept walking.

During an observation on 1/28/25 at 1:23 p.m.,
SS-A walked back down the hall and looked In
R21's room, but did not talk to staff regarding R21
laying In the bed in a t-shirt and brief and the
blankets pushed aside.

During an observation on 1/28/25 1:29 p.m.,
nursing assistant (NA)-C walked past R21's room
and did not look in R21's room. NA-C came back
approximately 1:30 p.m., to answer R21's ringing
telephone. NA-C handed R21 the phone and
R21 answered the phone but stated no one is
there. NA-C covered R21 with a blanket and he
grabbed at her. At this time, the director of
nursing, (DON), walked past and entered
registered nurse (RN)-A's office. NA-C then
covered R21 up with a blue blanket and R21
made Inappropriate comments to NA-C and
attempted to reach out and grab her. NA-C
redirected his behavior and left the room leaving
the door open.

During an observation on 1/28/25 between 1:44
p.m. and 1:48 p.m., R21 was lying in bed and
remained covered with a blanket and the door
was open.

During an observation on 1/28/25 at 1:51 p.m.,
trained medication aide, (TMA)-A walked by
R21's room, R21 had removed his blanket and
unfastened his brief on the left side. TMA-A
closed the door without talking to resident or
going inside.

During interview on 1/28/25 at 1:56 p.m., TMA-A
stated R21 was at risk for falling, and the door

Minnesota Department of Health
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should remain open for safety. TMA-A walked
back to R21's door and confirmed with surveyor
the door had been shut and remained shut during
our interview outside R21's door. TMA-A opened
the door during our interview. The brief was
loosely on with no private areas visible for the
staff and visitors in the hallway to see. TMA-A
verified there was no curtain hanging to provide
privacy.

During observation on 1/28/25 at 2:12 p.m.,
TMA-A exited R21's room carrying a trash bag
containing a tan brief and left the door open. R21
was covered with a blue blanket.

During observation on 1/28/25 at 2:35 p.m., R21's
door was open, and R21 was lying in bed,
scratching left side of his hip. R21's pants were
pushed to end of bed and the blanket was
pushed aside. Health Unit Coordinator (HUC)-A
came out of the office directly across from R21's
room, looked Iinto R21's room and introduced self
to state surveyors then went back in the office.
There were two staff and two visitors walking
down the hall.

During observation on 1/28/25 at 2:42 p.m., NA-C
walked down the hallway and shut R21's door. At
2:45 p.m., NA-C returned to R21's room, went
Inside and closed the door behind her. NA-C
opened the door and as she was leaving R21 was
making inappropriate sexual comments and
reached out asking for a rub down. R21 was
covered with a blanket and NA-C closed the door.
NA-C walked over to the nursing station and
discussed the inappropriate comments and
gestures to other NA's and began discussing
dinner plans. At 2:59 p.m., R21 was moaning and
could be heard from the hallway.

Minnesota Department of Health
STATE FORM 6899 NB5211 If continuation sheet 7 of 21



PRINTED: 02/25/2025
FORM APPROVED

Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

C
00903 B. WING 01/30/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1119 OWENS STREET NORTH

GOOD SAMARITAN SOCIETY - STILLWATER STILLWATER, MN 55082

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF|X (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

2 830 | Continued From page 7 2 830

During an interview on 1/29/25 8:42 a.m., the
DON, verified R21's door should be open due to
being at risk for falls. Further R21's door could
be partially shut to provide as much privacy as
possible, but safety was first.

Sanford Policy Resident Dignity-Rehab/Skilled,
dated 12/11/24 and Sanford Policy Falls
Resource Packet-Rehab/Skilled 5/7/24.

SUGGESTED METHOD OF CORRECTION:

The director of nursing (DON), or designee, could
review applicable policies and procedures to
ensure accuracy, educate floor staff on
expectations in accordance with those policies for
the various care areas identified, and then audit
to ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: 21 Days

2 850] MN Rule 4658.0520 Subp. 2 D Adequate and 2 850 3/7125
Proper Nursing Care; Shaving

Subp. 2. Criteria for determining adequate and
proper care. The criteria for determining
adequate and proper care include:

D. Assistance with or supervision of shaving
of all residents as necessary to keep them clean
and well-groomed.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and document corrected
review the facility failed to ensure 1 of 1 resident
(R25) received assistance with shaving and nail
care reviewed for activities of daily living (ADL).

Findings include:

Minnesota Department of Health
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R25's quarterly Minimum Data Set (MDS) dated
12/23/24, indicated moderately impaired cognition
and a diagnosis of blindness. It further indicated
R25 required supervision with personal hygiene.

R235's physician's orders dated 1/24/25, indicated
weekly skin assessment, please check skin and
document findings In the skin observation V-3,
chart vital signs, trim nails and obtain weight,
offer to shave resident if he wishes, every day
shift on Friday.

R25's weekly skin observation dated 1/24/25,
lacked documentation R25's nails were trimmed,
he had been shaved, or that staff offered or he
had refused.

R25's care plan indicated R25 had an ADL self
care performance deficit related to a history of
cerebral vascular accident (CVA), blindness
evidenced by a shuffling, slow gait, and required
more help with ADLs. It further indicated an
Intervention for staff to provide assistance with
bed mobility, transfers, eating, dressing, toilet use
and personal hygiene.

During observation and interview on 1/27/25 at
1:31 p.m., R25 was sitting in his recliner in his
room. The fingernails on both hands were
approximately a 1/2 an inch long and he had a
few weeks worth of facial hair. R25 stated he
wanted his fingernails to be trimmed and to be
clean shaven. He wanted to keep his moustache.

During observation and interview on 1/28/25 at

2:00 p.m., R25 was sitting in his recliner and his
fingernails on both hands were approximately a
1/2 inch long and he stated he would like them

cut. He also stated he wasn't clean shaven and

Minnesota Department of Health
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would like to be.

During interview on 1/29/25 at 6:40 a.m., nursing
assistant (NA)-A stated NA's were responsible for
trimming residents nails (who are not diabetic)
and shaving resident's once a week on their bath
day. There was no place to document it
specifically, its just part of what they were
supposed to do. If the resident refused, they
should re-approach and let the nurse know.

During interview on 1/29/25 at 6:46 a.m. NA-B
stated NA's were responsible for shaving and
trimming (non-diabetic) residents nails and
shaving them once a week on bath day. There
was no specific place to document and if the
resident refused they should re-approach 3 times
then let the nurse know.

During interview on 1/29/25 at 9:05 a.m.,
licensensed practical nurse (LPN)-A verified
R25's nalls and facial hair were long (more 1-2
weeks growth). LPN-A also stated nursing
assistants were responsible for trimming
residents nails (non-diabetic) and shaving
residents once a week on bath day. The nurses
were responsible for documenting it had been
completed and the NA's should let nurses know If
a resident refuses.

During interview on 1/30/25 2:35 p.m., the
director of nursing (DON) stated NA's were
responsible for trimming resident's nails and
shaving them once a week on bath day. They
should also be documenting if the task was
completed and if the resident refused, they
should also re-approach, let the nurse know, and
document the refusal.

A facility policy on ADL's dated 11/29/22, indicated

Minnesota Department of Health
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the purpose of the policy was to provide residents
with appropriate treatment and services to
maintain or improve abilities in ADL for the well
being of mind, body and soul
SUGGESTED METHOD OF CORRECTION:
The director of nursing (DON) or designee could
In-service all staff on performing activies of daily
living (such as shaving for residents). Also the
DON or designee could monitor for compliance.
TIME PERIOD FOR CORRECTION: Twenty one
(21) days.
2 860 MN Rule 4658.0520 Subp. 2 F. Adequate and 2 860 3/7125

Proper Nursing Care; Hands-Feet

Subp. 2. Criteria for determining adequate and
proper care. The criteria for determining
adequate and proper care include:

E. per care and attention to hands and feet.
Fingernails and toenails must be kept clean and
trimmed.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record corrected
review the facility failed to ensure bruising was
monitored for 1 of 1 residents (R14) reviewed for
bruises. The facility further failed to ensure
Interventions for edema care were implemented
for 1 of 1 residents (R17) reviewed for edema.

Findings include:

R14's quarterly Minimum Data Set (MDS) dated
12/10/24, indicated R14 had moderate cognitive

Minnesota Department of Health
STATE FORM 6899 NB5211 If continuation sheet 11 of 21



PRINTED: 02/25/2025

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
C
00903 B. WING 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1119 OWENS STREET NORTH
GOOD SAMARITAN SOCIETY - STILLWATER
STILLWATER, MN 55082
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

2 860 | Continued From page 11 2 860

Impairment and diagnoses of dementia and heart
disease. Furthermore, R14 received an
anticoagulation (AC, medication to thin the blood)
dally.

R14's provider order summary indicated R14
required the following:

- on10/4/23, Eliquis (AC medication) 5 milligrams
(mg) daily to prevent blood clots.

- on 5/28/24, weekly skin assessment every
evening shift on Sundays.

-on 5/21/24, required monitoring due to AC use.
Instructed staff to report to the provider blood in
the urine or stools, severe headache, unusual
bruising.

R14's care plan revised 5/21/24, indicated R14
was on AC therapy and directed staff to monitor
resident based on clinical standards related to AC
use and easily bruising.

R14's weekly skin assessment dated 1/26/295,
Indicated R14 was assessed for skin alterations
Including bruising, however lacked indication
bruising was identified.

R14's weekly skin assessment dated 1/21/25,
Indicated R14 was assessed for skin alterations
Including bruising, however lacked indication
bruising was identified.

R14's weekly skin assessment dated 1/17/25,
Indicated R14's skin alterations had resolved.

R14's medical record lacked indication of when
R14's bruising was identified and/or monitored.

An observation on 1/27/25 at 2:38 p.m., R14 was
sitting in their wheelchair. R14's left forearm had
a purple quarter sized bruise. Below was a
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second purple bruise with yellowing in the middle.
R14's right hand around the second knuckle had
a dime size dark purple bruise.

When interviewed on 1/28/25 at 1:10 p.m.,
nursing assistant (NA)-A verified R14's bruises
and stated R14 had them for a while. R14 was
on blood thinners and always had bruises on their
hands and arms. NA-A wasn't sure how she
always gets the bumps and bruises, but believed
they were from hanging on to the grab bars tightly
and bumping her arms with repositioning.

When interviewed on 1/29/25 at 12:09 p.m.,
licensed practical nurse (LPN)-A stated if bruising
was noticed on a resident, staff attempted to
determine when it happened and how it
happened. LPN-A stated monitoring if the
bruising was significant or suspicious, more
Investigation and monitoring would occur. LPN-A
further stated it was common for residents on
blood thinners to have bruising on their hands
and arms so there may not be any specific
monitoring orders in place however the bruising
would be documented on the weekly skin
assessments. LPN-A verified R14 had bruising
and stated it was not unusual for R14 to have
multiple bruises from bumping their hands or
arms during repositioning and transfers. LPN-A
verified there was no specific monitoring, just the
weekly observations and stated one bruise goes
away and another one comes.

When interviewed on 1/29/25 at 12:37 p.m.,
registered nurse (RN)- A stated all residents who
are on AC medication have monitoring in place
for bruising. RN-A further stated any bruising
would also be noted on the weekly skin
assessments. If bruising was noted during cares
or in between the weekly assessments, a
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separate skin assessment would be completed.
If the bruising was suspicious or very large the
provider would be notified, and additional
monitoring orders would be placed. RN-A stated
R14 was prone to bruising on the hands or
forearms as she was on an AC medication and
often bumped the grab bars or the bedside table.
RN-A wasn't aware if R14 had any bruising
currently as the bruising "comes and goes".
RN-A further stated if they were not listed on the
weekly skin assessment, R14 may have just
gotten them and would expect an assessment
done to document when they were identified.

When interviewed on 1/30/25 at 1:51 p.m., the
Director of Nursing (DON) expected staff to
identify any bruising on the weekly skin
assessments for routine monitoring. If the bruise
was large or abnormal, additional investigation or
monitoring would also be in place.

A facllity policy titled Skin Assessment Pressure
Ulcer Prevention and Documentation revised
4/26/24, directed staff to monitor bruising weekly
and any changes and or progress toward healing
should be documented on the skin observation
assessment.

R17's significant change Minimum Data Set
(MDS) dated 11/15/24, indicated R17's cognition
was unable to be assessed and diaghoses of
congestive heart failure (CHF) and localized
edema. It further indicated R1/ required
supervision with dressing.

R17's physician's orders dated 3/23/23, indicated
Tubi-grips (compression bandages) to bilateral
lower legs, on in the morning, off at hour of sleep
(HS), every day shift for edema.
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R1/7's care plan dated 11/9/22, lacked any
Indication of R17 wearing Tubi grips on bilateral
lower extremities, potential for excess fluid, or

edema related to CHF.

R17's medication administration and treatment
administration records (MAR/TAR) for the month
of January 2025 lacked documentation R235's
Tubi grips were being applied in the morning or
removed in the evening.

During observation on 1/27/25 at 6:02 p.m., R17
was sitting in the dining room waiting for dinner.
He was wearing slippers and the legs of his
sweat pants were bunched up approximately 2-3
Inches In which his bare ankles/lower legs were
visible and he was not wearing Tubi grips.

During observation on 1/29/25 at 6:30 a.m., R17
was asleep in his recliner in his room. His legs
were elevated on the foot rest and he was
wearing bilateral Tubi grips.

During observation and interview on 1/29/25 at
6:46 a.m. NA-B verified R17's Tubi grips were on
and stated they should have been removed last
night before he went to bed. NA- further stated
NA's were responsible for applying R1/7's Tubi
grips each morning and removing them in the
evening.

During interview on 1/29/25 at 9:05 a.m., licensed
practical nurse (LPN)-A stated NA's were
responsible for applying R17's Tubi grips in the
morning and removing them at night when he
goes to bed. They should also re-approach, let
the nurse know, and document any refusals.

During interview on 1/30/25 2:35 p.m., the
director of nursing (DON) stated nursing staff
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were responsible for ensuring R17's Tubi grips
were applied during the day and removed at night
and to document the task was completed. They
were also expected to document refusals and let
the nurse know.

A facility policy regarding monitoring for edema
was received but didn't address the use of
assistive devices such as compression socks,
Tubl grips, eftc.

SUGGESTED METHOD OF CORRECTION:
The director of nursing (DON) or designee could
ensure that staff are re in-serviced to their
responsibility to provide dependent residents with
assistance with nail care according to facility
policy. The DON could conduct audits to ensure
the care Is being provided as indicated and take
action as needed.

TIME PERIOD FOR CORRECTION: Twenty one
(21) days.

21805 MN St. Statute 144.651 Subd. 5 Patients & 21805 3/7125
Residents of HC Fac.Bill of Rights

Subd. 5. Courteous treatment. Patients and
residents have the right to be treated with
courtesy and respect for their individuality by
employees of or persons providing service in a
health care facllity.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and document corrected
review, the facility failed to ensure personal
privacy was maintained to promote dignity for 1 of
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STATE FORM 6899 NB5211 If continuation sheet 16 of 21



PRINTED: 02/25/2025

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
C
00903 B. WING 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1119 OWENS STREET NORTH
GOOD SAMARITAN SOCIETY - STILLWATER
STILLWATER, MN 55082
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

21805 | Continued From page 16 21805

1 resident (R21) observed with bare skin and
undergarments visible from the hallway to other
residents, visitors, and staff.

Findings Include:

R21's admission Minimum Data Set (MDS) dated
1/5/25, identified R21 had severe cognitive
Impairment, displayed disorganized thinking, had
physical behaviors directed towards others
(sexual), that interfered with care, or social
Interactions, did not reject care, and required
maximal assistance for activities of daily living
(ADLs). Further, the MDS identified R21 was
Incontinent of both bowel and bladder, had
diagnoses of dementia, Parkinson's disease,
coronary artery disease (CAD), peripheral
vascular disease (PVD), heart failure, and had a
history of falls.

R21's Care Plan dated 1/28/25, lacked
Information regarding preserving privacy and
dignity. The care plan indicated brief use for
Incontinence, check upon rising, before and after
meals, at bedtime, on NOC rounds and as
needed. R21 was incontinent of bowel and
bladder and dependent on staff for hygiene.
Furthermore, R21's care plan identified
Inappropriate sexual advances towards residents
and staff with the intervention of providing care
with two staff members but failed to identify how
to preserve dignity while keeping R21 safe Iin
between cares.

R21's Kardex dated 1/30/25, indicated staff
ensured safety for R21 by offering to help
resident lay down in bed after meals when tired
and to provide a safe environment, R21 moved
closer to the nursing station to increase
observation on 12/31/24, and the door was to be
left ajar to avoid isolation.
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During an interview on 1/27/25 at 5:25 p.m.,
family member (FM)-A, stated, the last time she
visited, R21 was lying in a wet brief in his room,
and further stated her and her family were
embarrassed seeing R21 in just a brief, and was
also embarrassed for R21 because he would be
embarrassed If he realized he was lying in a brief
with the door open.

During an observation on 1/28/25 at 1:15 p.m.,
R21 was lying in bed in his private room with the
door wide open, and fully visible to the hallway.
R21 had the overhead lights off, was wearing a
t-shirt, cream colored brief, bare legs, pants
pushed down to his socks, and a sheet and
blanket pulled to the side. R21's room had a
visible track installed on the ceiling which had
metallic hooking devices, however, the room
lacked privacy curtains.

During an observation on 1/28/25 at 1:21 p.m.,
soclal services designee (SS)-A walked past

R21's room that had the door wide open, SS-A
looked in R21's room, and kept walking.

During an observation on 1/28/25 at 1:23 p.m.,
SS-A walked back down the hall and looked Iin
R21's room, but did not talk to staff regarding R21
laying In the bed in a t-shirt and brief and the
blankets pushed aside.

During an observation on 1/28/25 1:29 p.m.,
nursing assistant (NA)-C walked past R21's room
and did not look In R21's room. NA-C came back
approximately 1:30 p.m., to answer R21's ringing
telephone. NA-C handed R21 the phone and

R21 answered the phone but stated no one is
there. NA-C covered R21 with a blanket and he
grabbed at her. At this time, the director of
Minnesota Department of Health
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nursing, (DON), walked past and entered
registered nurse (RN)-A's office. NA-C then
covered R21 up with a blue blanket and R21
made Inappropriate comments to NA-C and
attempted to reach out and grab her. NA-C
redirected his behavior and left the room leaving
the door open.

During an observation on 1/28/25 between 1:44
p.m. and 1:48 p.m., R21 was lying in bed and
remained covered with a blanket and the door
was open.

During an observation on 1/28/25 at 1:51 p.m.,
trained medication aide, (TMA)-A walked by
R21's room, R21 had removed his blanket and
unfastened his brief on the left side. TMA-A
closed the door without talking to resident or
going inside.

During interview on 1/28/25 at 1:56 p.m., TMA-A
stated R21 was at risk for falling, and the door
should remain open for safety. TMA-A walked
back to R21's door and confirmed with surveyor
the door had been shut and remained shut during
our interview outside R21's door. TMA-A opened
the door during our interview. The brief was
loosely on with no private areas visible for the
staff and visitors in the hallway to see. TMA-A
verified there was no curtain hanging to provide
privacy.

During observation on 1/28/25 at 2:12 p.m.,
TMA-A exited R21's room carrying a trash bag
containing a tan brief and left the door open. R21
was covered with a blue blanket.

During observation on 1/28/25 at 2:35 p.m., R21's
door was open, and R21 was lying in bed,
scratching left side of his hip. R21's pants were
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pushed to end of bed and the blanket was
pushed aside. Health Unit Coordinator (HUC)-A
came out of the office directly across from R21's
room, looked Iinto R21's room and introduced self
to state surveyors then went back in the office.
There were two staff and two visitors walking
down the hall.

During observation on 1/28/25 at 2:42 p.m., NA-C
walked down the hallway and shut R21's door. At
2:45 p.m., NA-C returned to R21's room, went
Inside and closed the door behind her. NA-C
opened the door and as she was leaving R21 was
making inappropriate sexual comments and
reached out asking for a rub down. R21 was
covered with a blanket and NA-C closed the door.
NA-C walked over to the nursing station and
discussed the inappropriate comments and
gestures to other NA's and began discussing
dinner plans. At 2:59 p.m., R21 was moaning and
could be heard from the hallway.

During an interview on 1/29/25 8:42 a.m., the
DON, verified R21's door should be open due to
being at risk for falls. Further R21's door could
be partially shut to provide as much privacy as
possible, but safety was first.

Sanford Policy Resident Dignity-Rehab/Skilled,
dated 12/11/24 and Sanford Policy Falls
Resource Packet-Rehab/Skilled 5/7/24.

SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or desighee could
develop, review, and/or revise policies and
procedures to ensure each resident is treated
with dignity and respect. The Director of Nursing
or designee could educate all appropriate staff on
the policies and procedures. The Director of
Minnesota Department of Health
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Nursing or desighee could develop monitoring
systems to ensure ongoing compliance.

Time period for correction: Fourteen (14) days.
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