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E 000 Initial Comments E 000

 On 3/21 to 3/24/22, a survey for compliance with 
Appendix Z, Emergency Preparedness 
Requirements, §483.73(b)(6) was conducted 
during a standard recertification survey. The 
facility was IN compliance.

The facility 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 3/21/22 to 3/24/22, a standard recertification 
survey was conducted at your facility. A complaint 
investigation was also conducted. Your facility 
was found to be NOT in compliance with the 
requirements of 42 CFR 483, Subpart B, 
Requirements for Long Term Care Facilities. 

The following complaint was found to be 
SUBSTANTIATED:  H5546120C (MN79058) with 
deficiencies cited at F657 and H5546120C 
(MN79058) was substantiated with a deficieincy 
issed at F657.    

AND

The following complaint was found to be 
UNSUBSTANTIATED:  H5546100C (MN61898)

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 

 

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

04/13/2022Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 000 Continued From page 1 F 000
be used as verification of compliance.

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

F 582 Medicaid/Medicare Coverage/Liability Notice
CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must-- 
(i) Inform each Medicaid-eligible resident, in 
writing, at the time of admission to the nursing 
facility and when the resident becomes eligible for 
Medicaid of- 
(A) The items and services that are included in 
nursing facility services under the State plan and 
for which the resident may not be charged; 
(B) Those other items and services that the 
facility offers and for which the resident may be 
charged, and the amount of charges for those 
services; and 
(ii) Inform each Medicaid-eligible resident when 
changes are made to the items and services 
specified in §483.10(g)(17)(i)(A) and (B) of this 
section.

§483.10(g)(18) The facility must inform each 
resident before, or at the time of admission, and 
periodically during the resident's stay, of services 
available in the facility and of charges for those 
services, including any charges for services not 
covered under Medicare/ Medicaid or by the 
facility's per diem rate. 
(i) Where changes in coverage are made to items 
and services covered by Medicare and/or by the 
Medicaid State plan, the facility must provide 
notice to residents of the change as soon as is 
reasonably possible. 

F 582 4/13/22
SS=D
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F 582 Continued From page 2 F 582
(ii) Where changes are made to charges for other 
items and services that the facility offers, the 
facility must inform the resident in writing at least 
60 days prior to implementation of the change. 
(iii) If a resident dies or is hospitalized or is 
transferred and does not return to the facility, the 
facility must refund to the resident, resident 
representative, or estate, as applicable, any 
deposit or charges already paid, less the facility's 
per diem rate, for the days the resident actually 
resided or reserved or retained a bed in the 
facility, regardless of any minimum stay or 
discharge notice requirements. 
(iv) The facility must refund to the resident or 
resident representative any and all refunds due 
the resident within 30 days from the resident's 
date of discharge from the facility. 
(v) The terms of an admission contract by or on 
behalf of an individual seeking admission to the 
facility must not conflict with the requirements of 
these regulations.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to issue a Skilled Nursing Facility 
Advanced Beneficiary Notice (SNFABN) to 2 of 3 
residents (R48 and R49) when their Part A 
Medicare services were ending, and they 
remained in the facility. This failure left the 
residents or their responsible parties without 
information related to continuing to receive Part A 
Medicare services, the cost, and their appeal 
rights.

Findings include:

R48's undated Face Sheet located in the 
resident's electronic medical record (EMR) under 
the "Face Sheet" tab revealed admission 2/22/22 

 F582 Medicaid/ Medicare 
Coverage/Liability Notice 
R49 status was that the EMR reflected 
planned discharge however, unable to 
locate the NOMNC form in the MDS 
nurses file system.  
All residents with an end-of-skilled 
coverage are issued a NOMNC Form 
informing them of the last covered day for 
therapy or skilled nursing services. 
Presently the triple check system (see 
attached) is in place between the 
Business Office, MDS/DON, and Director 
of Therapy Services to be completed 
weekly at Medicare meeting. 
Audits will be conducted on all residents 
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F 582 Continued From page 3 F 582
for skilled therapy after a hospital stay.  

R48's Notice of Medicare Non-Coverage 
(NOMNC] revealed last covered day (LCD) was 
03/26/22 and signed by R48 on 03/24/22 
acknowledging information was provided. 
However, R48's record lacked evidence a 
SNFABN explaining Medicare A rights related to 
remaining in the facility and continuing to receive 
the same services and bill Medicare A, continue 
to receive the services and not bill Medicare A, or 
not to receive the services. 

R49's undated Face Sheet located in the 
resident's EMR under the "Face Sheet" tab 
revealed admission 10/22/21 for skilled therapy 
after a hospital stay. 

Review of R49's NOMNC revealed LCD was 
02/08/22 and signed on 02/04/22. However, R49 
record lacked evidence an SNFABN was issued. 

During an interview on 3/24/22, at 4:00 p.m. the 
Director of Nursing (DON)  stated she was not 
aware of a facility policy related to completing 
NOMNCs and SNFABNs. The DON confirmed 
the facility failed to issue the residents' required 
SNFABN.

ending services to ensure 
completion/administration of the NOMNC 
form. These audits will be completed 
monthly x 3 until 100% compliance is 
observed.  Findings will be reported to 
quarterly QAPI team.
Responsible person(s): DON/designee
Date of compliance/correction:  4/13/2022

F 657 Care Plan Timing and Revision
CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must 
be-
(i) Developed within 7 days after completion of 
the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--

F 657 4/19/22
SS=D

FORM CMS-2567(02-99) Previous Versions Obsolete S7J411Event ID: Facility ID: 00235 If continuation sheet Page  4 of 11



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/11/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245546 03/24/2022
C

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

3401 EAST MEDICINE LAKE BOULEVARD
MISSION NURSING HOME

PLYMOUTH, MN  55441

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 657 Continued From page 4 F 657
(A) The attending physician.
(B) A registered nurse with responsibility for the 
resident.
(C) A nurse aide with responsibility for the 
resident.
(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included in a resident's 
medical record if the participation of the resident 
and their resident representative is determined 
not practicable for the development of the 
resident's care plan.
(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 
or as requested by the resident.
(iii)Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to revise and implement careplan 
interventions for 2 of 5 residents (R26 & R53) 
reviewed for abuse. 

Findings Include:

R26's face sheet, printed 3/24/22, indicated R26 
was admitted to facility on 04/02/19, with 
diagnoses including dementia, major depressive 
disorder, post-traumatic stress disorder (PTSD), 
personal history of self-harm, and suicidal 
ideation.

Review of R26's quarterly minimum data set 
(MDS), dated 01/11/22, indicated R26's indicated 
R26's cognition is was moderately impaired.

 Resident re-assessment for R26 and R53 
were reviewed and corrected.
The facility social workers expectations in 
regards to immediate care plan revisions 
and updates following any behavioral 
altercations, has been reviewed. Any new 
behaviors, changes, or updates with 
behaviors will be reviewed daily at the IDT 
meetings. 
Each resident’s behavioral concern on the 
care plans will be reviewed and updated 
as needed. Completion date: 4/20/2022
Audits will be conducted for completion. 
These audits will be completed daily for 1 
week, then weekly x 4, then monthly x 3 
until 100% compliance is observed.  
Findings will be reported to QAPI team.
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F 657 Continued From page 5 F 657

Review R26's "Care Plan" dated 06/14/19, 
indicated "problem" was cognitive loss/dementia: 
alteration in cognition: carries a diagnosis of MS 
[multiple sclerosis], suicidal ideations, major 
depressive disorder, and anxiety. R26 was 
oriented to person and surroundings but 
intermittently oriented to the day, date, and time. 
He had episodes of impaired judgement and 
short-term memory deficits. Approach dated 
06/14/19: one-to-one visits to remind resident of 
the rules, etc. There were no other interventions 
included on the care plan addressing dementia 
care.

R26's "Care Plan" located in R26's EMR under 
the "Care Plan" tab indicated there was no 
documentation of R26's "inappropriate sexual 
behaviors."

During an interview conducted on 03/23/22 at 
9:33 a.m. with Trained Medication Aide (TMA)-A, 
TMA-A stated R26 required two people due to 
making accusations and sexually inappropriate 
comments. Further, TMA-A stated administration 
was aware.

During an interview on 03/24/22, at 9:51 a.m. 
Registered Nurse (RN)-A, stated R26 would 
comment on how pretty you look today, had tried 
to grab staff members, and has mentioned "come 
lay down with me". RN-A stated R26 was 
redirected, reminded of inappropriate behavior 
and incident was reported to psych.

During an interview on 03/24/22 at 11:26 a.m. 
Social Worker (SW) stated "I wasn't able to 
locate if the care plan had been updated to 
include sexually inappropriate comments to staff 

Responsible person(s): NHA/designee
Date of compliance/correction:  4/19/2022
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F 657 Continued From page 6 F 657
and visitors." Further, SW stated it should have 
been on the care plan.

During an interview on 03/24/22, at 12:47 p.m. 
the director of nursing (DON) stated she was not 
aware of R26's inappropriate comments made 
towards the staff. Further, she indicated this 
should be on the care plan.

R53's undated "Face Sheet" located in R53's 
EMR, under the "Face Sheet" tab, indicated R53 
was initially admitted to the facility on 04/23/18 
and readmitted on 06/28/18 with diagnoses 
including dementia with behavioral disturbance, 
psychosis, major depressive disorder, 
restlessness, and agitation.

Review of R53's quarterly "MDS," located in 
R53's with an ARD of 12/19/21, indicated no 
BIMS score or staff assessments were 
conducted. R53 was assessed to have exhibited 
physical behavioral symptoms directed toward 
others such as hitting, kicking, pushing, 
scratching, grabbing, abusing others sexually 
during one to three days of the assessment. 
Other behavioral symptoms not directed toward 
others such as hitting or scratching self, pacing, 
rummaging, public sexual acts, disrobing in 
public, throwing, or smearing food or bodily 
wastes, or verbal/vocal symptoms like screaming, 
disruptive sounds.

Review of R53's current, undated "Care Plan" 
located in R53's EMR under the "Care Plan" tab, 
revealed R53's care plan problem for behavioral 
symptoms had not been updated since the 
incident on 06/13/21. 

During an interview conducted on 03/24/22 at 
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F 657 Continued From page 7 F 657
1:47 p.m. DON confirmed the care plans should 
have been reviewed and revised for R26, and 
R53. After each altercation, each resident's care 
plan should have included what action was put 
into place.

Review of the facilities policy titled, 
"Comprehensive Care Plans" dated 01/01/18, 
indicated " [facility] develops and implements 
comprehensive, person-centered care plans that 
include measurable objectives and timetables to 
meet each resident's physical, psychosocial, and 
functional needs ...the interdisciplinary team must 
review and update the care plan: when there has 
been a significant change in the resident's 
condition, when the desired outcome has not met 
..."

F 880 Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

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

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

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other individuals 

F 880 4/13/22
SS=E
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F 880 Continued From page 8 F 880
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  

FORM CMS-2567(02-99) Previous Versions Obsolete S7J411Event ID: Facility ID: 00235 If continuation sheet Page  9 of 11
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F 880 Continued From page 9 F 880
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observations, interviews, and record 
review, the facility failed to ensure staff sanitized 
hands during meal service in 1 of 2 dining rooms 
(DR2) observed during mealtimes. This failure 
had the potential to affect 24 residents served in 
DR2. 

Findings include:

During observation of DR2 on 03/21/22, at 5:39 
PM, Nurse Assistant Registered (NAR)-B moved 
between 2 residents that required assistance with 
eating/plate service, however, NAR-B did not 
sanitize hands.

During observation of DR2 on 03/24/22, at 11:52 
AM, NAR-A assisted two residents with eating 
and plate service, and then proceeded to a 
second table, however NAR-A did not sanitize 
hands.

During interview on 03/24/22, at 12:27 p.m. 
NAR-A stated " I should have sanitized my 
hands."

During interview on 03/24/22, at 12:28 p.m. 
dietary director (DD) stated she expected staff to 
sanitize their hands between assisting residents 
with their meals.

 Infection control policies were reviewed 
and found to be consistent with current 
guidelines. Covid 19 policy reviewed and 
remains unchanged. Residents will be 
monitored according to COVID 19 policies 
and infection control policies.  A root 
cause analysis has been completed.  
The clinical staff will be re-educated at 
change of shift daily x 7 days. Department 
heads will re-educate their staff on 
infection control with daily reminders of 
the principles of PPE, monitoring of VS: P, 
RR, 02 sats (surveillance screening), and 
more specifically, hand hygiene. 
The known employee noted in the SOD 
has been re-trained.  This one individual 
immediately knew he had made an error 
when he moved onto the next table to 
feed without washing his hands, and he 
corrected himself. He noted he was 
nervous with this particular surveyor.  The 
second employee is unknown and the 
surveyor did not mention two occurrences 
took place with respect to handwashing at 
the exit summary meeting. Therefore, we 
have audited all employees house wide 
on the practice of handwashing, and 
educated on when to perform and 
complete hand washing.  
Handwashing audits will occur daily in 

FORM CMS-2567(02-99) Previous Versions Obsolete S7J411Event ID: Facility ID: 00235 If continuation sheet Page  10 of 11



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/11/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245546 03/24/2022
C

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

3401 EAST MEDICINE LAKE BOULEVARD
MISSION NURSING HOME

PLYMOUTH, MN  55441

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 10 F 880
During interview on 03/24/22, at 1:03 p.m. the 
director of nursing (DON) stated, "both those staff 
members know better. I expect them to sanitize 
their hands between residents."

Review of the facility's policy titled 
"Handwashing/Hand Hygiene" dated 08/21, 
indicated "the facility considers hand hygiene the 
primary means to prevent the spread of infections 
...Use an alcohol-based hand rub containing at 
least 62% alcohol; or alternatively, soap 
(antimicrobial or non-antimicrobial) and water for 
the following situations ...before and after 
assisting a resident with meals ..."

both dining rooms x 5 days, then weekly x 
4 weeks in both dining rooms, monthly x 3 
months, and quarterly x 1 year.  Results 
and findings to be reported at the QAPI 
meeting for performance improvement 
and any additional actions needed based 
on findings of audits.
Responsible person(s):  DON/designee
Date of compliance/correction:  4/13/2022
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