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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00629

ID:   SSSP

FOLEY, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

781843200

7

09/30

09/06/2016

FOLEY NURSING CENTER245325

02

253 PINE STREET

56329

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  89 (L18)

13.Total Certified Beds  89 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 89

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

07/01/1986

00

03001

08/30/2016

09/06/2016 10/20/2016

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245325

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

FOLEY NURSING CENTER 253 PINE STREET

FOLEY, MN 56329

9/6/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0282 Correction

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

Completed 

LSC 08/19/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 08/19/2016

ID Prefix  F0322 Correction

Reg. #
483.25(g)(2)

Completed 

LSC 08/19/2016

ID Prefix  F0329 Correction

Reg. #
483.25(l)

Completed 

LSC 08/19/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO7/14/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 SSSP12EVENT ID:

PK/KJ 10/20/2016 10562 09/06/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00629

ID:   SSSP

FOLEY, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

781843200

2

09/30

07/14/2016

FOLEY NURSING CENTER245325

02

253 PINE STREET

56329

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  89 (L18)

13.Total Certified Beds  89 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 89

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

00-Active

07/01/1986

00

03001

08/26/2016 08/29/2016

21.

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

Michelle Koch, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's 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 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 282

SS=D

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

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

This REQUIREMENT  is not met as evidenced 
by:

F 282 8/19/16

 Based on observation, interview and document 
review, the facility failed to follow the plan of care  
for 2 of 3 residents (R9, R63) who were 
dependant on staff for shaving.

Findings include:

R9's care plan dated 12/3/14, indicated R9 
required extensive assistance with personal 
hygiene.

R9's quarterly Minimum Data Set (MDS) dated 
5/19/16, indicated R9 had moderate cognitive 

 Tag 0282 - 483.20(k)(3)(ii) SERVICES BY 
QUALIFIED PERSONS/PER CARE PLAN 
(LONG TERM CARE FACILITIES)

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

The Foley Nursing Center reviewed care 
plan and group sheets pertaining to 
residents involved and added additional 
direction for facial shaving.

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

08/03/2016Electronically 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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impairment and required extensive assistance 
with personal hygiene. 

R9 was observed on 7/11/16, at 1:43 p.m. to have 
numerous long facial hairs on her chin. R9 stated 
that staff were supposed to assist her with 
shaving her chin and wanted the hairs to be 
shaved. 

During observation of morning cares on 7/13/16, 
at 7:15 a.m., two days later, R9 continued to have 
numerous long chin hairs. Nursing assistant 
(NA)-A stated to R9 that she would go get the 
razor and shave her chin if she liked. R9 replied 
that would be good. NA-A did not obtain a razor 
and shave R9 during morning cares.

R9 was observed again on 7/13/16, at 11:34 a.m. 
and at 1:26 p.m. and R9 still had not been shaved 
and still had numerous long hairs on her chin. R9 
stated that she hoped she would come back and 
shave her.

When interviewed on 7/13/16, at 1:27 p.m. NA-A 
stated that she had not shaved R9 yet today and 
that she should have been shaved on her bath 
day, which was last evening. NA-A further stated 
that R9's shaving could not have been completed 
with her bath, as the hairs on her chin were too 
long. 

R9's was scheduled to be bathed on Tuesday 
evenings. R9 had received her bath on 7/12/16 in 
the evening.

When interviewed on 7/13/16, at 1:30 p.m. 
registered nurse (RN)-A stated that if facial hair is 
visible staff should offer to shave it for the 
resident and then shave them per their request. 

CNA staff will be re-educated on policy 
and procedure related to plan of care and 
shaving policy and procedure at an all 
staff meeting on Tuesday August8th.

Random weekly audits will be conducted 
by the care manager or designee to spot 
check residents on facial shaving as well 
as knowledge or resident care needs x 4 
weeks with any inaccurate information to 
include on the spot re-education.   Any 
noted patterns or trends will be reported to 
the quality assurance committee for 
further recommendations.
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RN-A further stated that residents should not 
have to ask to be shaved.
R63's care plan, revised 2/10/16, identified her as 
needing assistance with personal hygiene

R63's significant change MDS dated 3/30/16, 
indicated R63 had moderate cognitive 
impairment, required extensive assistance with 
personal hygiene, and received hospice services. 

R63 was observed on 7/12/16, at 8:18 a.m. to 
have numerous long facial hairs on her chin. R63 
was unable to state whether or not she wanted 
the hairs to be shaved. 

During observation 7/13/16, at 6:53 a.m. R63's 
morning cares were previously completed. She 
continued to have numerous long chin hairs. 

During interview that same day, at 12:52 p.m. 
NA-C acknowledged R63 had long chin hairs and 
needed to be shaved more often. NA-C further 
stated R63 never rejected cares and was shaved 
"once in a while."

Later that same day, at 1:49 p.m. RN-C stated 
her expectation was for the residents to be 
shaved with morning cares and for the nursing 
assistants to be monitoring residents' 
appearances for being disheveled or unkept. 
After the interview, R63 continued to have long 
chin hairs and had not been shaved.

During observations on 7/14/16, at 9:18 a.m. R63 
was observed to be clean shaven. NA-D had 
assisted R63 with morning cares. NA-D stated he 
had assisted R63 with shaving that morning. He 
further stated the razor was kept in the tub room 
because residents were shaved on their bath 
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days. NA-D went on to state residents would be 
shaved in between bath days if hairs are noticed 
and hospice also shaved R63.

Later that morning, at 9:50 a.m. hospice nurse 
(HN)-A stated hospice shaved R63 once a week 
on Tuesdays with her bath. The HN-A further 
stated R63 had not been shaved that week by 
hospice and would not have informed the facility 
staff about the lack of shaving since it was the 
responsibility of the facility to shave the residents, 
not hospice. 

Hospice Visit Note Reports and Residential 
Communication Notes, dated 7/11/16, indicated 
hospice had provided a social visit to R63 and 
had not shaved her. Further notes indicated 
7/7/16, was the last time R63 had been shaved 
by hospice.

Review of the current bath schedule, dated 
5/6/16, indicated R63 received baths on 7/9/12 
and 7/12/16, however, there was no indication 
R63 had been shaved on either of these days.

A facility policy entitled: Shaving the Resident, last 
reviewed 3/14, directed staff to document 
resident shaving in the resident's medical record 
along with reporting the procedure to the charge 
nurse with any concerns.

F 312

SS=D

483.25(a)(3) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

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.

F 312 8/19/16
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This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to provide assistance 
with shaving for 2 of 3 residents (R9, R63) 
reviewed for activities of daily living and who were 
dependent on staff for care.  

Findings include:

R9's quarterly Minimum Data Set (MDS) dated 
5/19/16, indicated R9 had moderate cognitive 
impairment and required extensive assistance 
with personal hygiene. 

R9's care plan dated 12/3/14, indicated R9 
required extensive assistance with personal 
hygiene.

R9 was observed on 7/11/16, at 1:43 p.m. to have 
numerous long facial hairs on her chin. R9 stated 
that staff were supposed to assist her with 
shaving her chin and wanted the hairs to be 
shaved. 

During observation of morning cares on 7/13/16, 
at 7:15 a.m., two days later, R9 continued to have 
numerous long chin hairs. Nursing assistant 
(NA)-A stated to R9 that she would go get the 
razor and shave her chin if she liked. R9 replied 
that would be good. NA-A did not obtain a razor 
and shave R9 during morning cares.

R9 was observed again on 7/13/16, at 11:34 a.m. 
and at 1:26 p.m. and R9 still had not been shaved 
and still had numerous long hairs on her chin. R9 
stated that she hoped she would come back and 

 Tag 0312 - 483.25(a)(3) ADL CARE 
PROVIDED FOR DEPENDENT 
RESIDENTS (LONG TERM CARE 
FACILITIES)

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.

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

The Foley Nursing Center reviewed care 
plan and group sheets pertaining to 
residents involved and added additional 
direction for facial shaving.

CNA staff will be re-educated on policy 
and procedure related to plan of care and 
shaving policy and procedure at an all 
staff meeting on Tuesday August8th.

Random weekly audits will be conducted 
by the care manager or designee to spot 
check residents on facial shaving as well 
as knowledge or resident care needs x 4 
weeks with any inaccurate information to 
include on the spot re-education.   Any 
noted patterns or trends will be reported to 
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shave her.

When interviewed on 7/13/16, at 1:27 p.m. NA-A 
stated that she had not shaved R9 yet today and 
that she should have been shaved on her bath 
day, which was last evening. NA-A further stated 
that R9's shaving could not have been completed 
with her bath, as the hairs on her chin were too 
long. 

R9's was scheduled to be bathed on Tuesday 
evenings. R9 had received her bath on 7/12/16 in 
the evening.

When interviewed on 7/13/16, at 1:30 p.m. 
registered nurse (RN)-A stated that if facial hair is 
visible staff should offer to shave it for the 
resident and then shave them per their request. 
RN-A further stated that residents should not 
have to ask to be shaved. 

R63's significant change MDS dated 3/30/16, 
indicated R63 had moderate cognitive 
impairment, required extensive assistance with 
personal hygiene, and received hospice services. 

R63's care plan, revised 2/10/16, identified her as 
needing assistance with personal hygiene. 

R63 was observed on 7/12/16, at 8:18 a.m. to 
have numerous long facial hairs on her chin. R63 
was unable to state whether or not she wanted 
the hairs to be shaved. 

During observation 7/13/16, at 6:53 a.m. R63's 
morning cares were previously completed. She 
continued to have numerous long chin hairs. 

the quality assurance committee for 
further recommendations.
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During interview that same day, at 12:52 p.m. 
NA-C acknowledged R63 had long chin hairs and 
needed to be shaved more often. NA-C further 
stated R63 never rejected cares and was shaved 
"once in a while."

Later that same day, at 1:49 p.m. RN-C stated 
her expectation was for the residents to be 
shaved with morning cares and for the nursing 
assistants to be monitoring residents' 
appearances for being disheveled or unkept. 
After the interview, R63 continued to have long 
chin hairs and had not been shaved.

During observations on 7/14/16, at 9:18 a.m. R63 
was observed to be clean shaven. NA-D had 
assisted R63 with morning cares. NA-D stated he 
had assisted R63 with shaving that morning. He 
further stated the razor was kept in the tub room 
because residents were shaved on their bath 
days. NA-D went on to state residents would be 
shaved in between bath days if hairs are noticed 
and hospice also shaved R63.

Later that morning, at 9:50 a.m. hospice nurse 
(HN)-A stated hospice shaved R63 once a week 
on Tuesdays with her bath. The HN-A further 
stated R63 had not been shaved that week by 
hospice and would not have informed the facility 
staff about the lack of shaving since it was the 
responsibility of the facility to shave the residents, 
not hospice. 

Hospice Visit Note Reports and Residential 
Communication Notes, dated 7/11/16, indicated 
hospice had provided a social visit to R63 and 
had not shaved her. Further notes indicated 
7/7/16, was the last time R63 had been shaved 
by hospice.
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Review of the current bath schedule, dated 
5/6/16, indicated R63 received baths on 7/9/12 
and 7/12/16, however, there was no indication 
R63 had been shaved on either of these days.

A facility policy entitled: Shaving the Resident, last 
reviewed 3/14, directed staff to document 
resident shaving in the resident's medical record 
along with reporting the procedure to the charge 
nurse with any concerns.

F 322

SS=D

483.25(g)(2) NG TREATMENT/SERVICES - 
RESTORE EATING SKILLS

Based on the comprehensive assessment of a 
resident, the facility must ensure that --

(1) A resident who has been able to eat enough 
alone or with assistance is not fed by naso gastric 
tube unless the resident ' s clinical condition 
demonstrates that use of a naso gastric tube was 
unavoidable��and

(2) A resident who is fed by a naso-gastric or 
gastrostomy tube receives the appropriate 
treatment and services to prevent aspiration 
pneumonia, diarrhea, vomiting, dehydration, 
metabolic abnormalities, and nasal-pharyngeal 
ulcers and to restore, if possible, normal eating 
skills.

This REQUIREMENT  is not met as evidenced 
by:

F 322 8/19/16
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 Based on observation, interview, and document 
review, the facility failed to ensure nursing staff 
checked placement of a gastrostomy tube 
(G-tube) prior to infusing medication for 1 of 2 
residents (R59).

Findings include: 

R59's annual Minimum Data Set (MDS) dated 
2/4/16, identified R59 received medications 
through his G-tube and consumed foods/fluids by 
mouth.

During observation of medication administration 
on 7/13/16, at 7:22 a.m. licensed practical nurse 
(LPN)-A  set up R59's medications and brought a 
cup of crushed oral medications into his room.  
LPN-A removed R59's G-tube from under his 
t-shirt and connected an extender to his G-tube 
and poured 150 cc (cubic centimeters) of water 
into R59's G-tube. LPN-A proceeded to 
administer R59's medications and again flushed 
with 150 cc of water. LPN-A  did not check the 
placement of R59's gastrostomy tube with a 
stethoscope before infusing his medications. 

When interviewed on 7/13/16, at 8:12 a.m. 
regarding the feeding tube,  LPN-A stated she 
was "nervous" and had forgotten to check for 
proper placement of the G-tube prior to 
administration of R59's medication.  LPN-A stated 
it was the facility's policy to check placement prior 
to administration of medications into the G-tube 
and she had forgotten to do so. Further, LPN-A 
stated she should have checked the placement of 
R59's feeding tube prior to infusing medication to 
verify correct placement.

During interview on 7/13/16, at 7:42 a.m. 

 Tag 0322 - 483.25(g)(2) NG 
TREATMENT/SERVICES - RESTORE 
EATING SKILLS (LONG TERM CARE 
FACILITIES)

Based on the comprehensive assessment 
of a resident, the facility must ensure that 
-- 

(1) A resident who has been able to eat 
enough alone or with assistance is not fed 
by naso gastric tube unless the resident ' 
s clinical condition demonstrates that use 
of a naso gastric tube was unavoidable��
and 

(2) A resident who is fed by a naso-gastric 
or gastrostomy tube receives the 
appropriate treatment and services to 
prevent aspiration pneumonia, diarrhea, 
vomiting, dehydration, metabolic 
abnormalities, and nasal-pharyngeal 
ulcers and to restore, if possible, normal 
eating skills.

R59 mic-key button was placed by Centra 
Care GI and they were contacted 
regarding checking placement, fax 
received on 7/18/2016 stating" do not 
need to check placement with air prior to 
use."

Review with nurses during all staff 
meeting on 7/18/2016 and re-educated 
staff on policy and procedure related to 
tube feedings.

Care Manager or designee will perform a 
random audit on 2 residents per week x 4 
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regarding R59 's feeding tube, registered nurse 
(RN)-A stated all licensed facility staff had 
received formal education on checking placement 
of G-tubes prior to instilling enteral nutrition or 
medications. RN-A further indicated it was 
important to check placement of R59's G-tube 
prior to instillation of medications to verify correct 
tube placement.

A facility Enteral Nutritional Feeding policy, dated 
4/24/15, identified a procedure which included, 
"Verify tube placement by forcefully injecting air 
into the tube while listening to the abdomen with 
stethoscope for a bubbling sound."

weeks to ensure proper process and 
procedure are used. Any noted patterns or 
trends will be reported to the quality 
assurance committee for further 
recommendations.

F 329

SS=D

483.25(l) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS

Each resident's drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy)��or for excessive duration��or 
without adequate monitoring��or without adequate 
indications for its use��or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued��or any 
combinations of the reasons above.

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record��and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs.

F 329 8/19/16
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This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure justification for 
the use of Seroquel (antipsychotic medication) for 
1 of 5 residents (R28) reviewed for unnecessary 
medications.

Findings include:

R28's quarterly Minimum Data Set (MDS) dated 
4/12/16, indicated R28 had severe cognitive 
impairment with a diagnosis of dementia without 
behavioral disturbances and major depressive 
disorder. R28's Psychotropic Drug Care Area 
Assessment (CAA) dated 1/14/16, specified R28 
did not have a history of hallucinations or 
psychosis and Seroquel was used for 
management of behaviors related to her 
diagnosis of dementia.

R28's care plan dated 7/12/16, identified R28 
took an antidepressant medication Seroquel and 
Cymbalta related to depression. R28's care plan 
also indicated R28 had verbal and physical 
behavioral symptoms and was resistive towards 
personal cares. The care plan indicated the goal 
for R28 was to have fewer episodes of behavior 
review period. R28's behavioral charting from 
March through May 2016, indicated R28 had no 
change in behaviors and was often 
resistive/irritable towards staff during personal 
cares.

 Tag 0329 - 483.25(l) DRUG REGIMEN IS 
FREE FROM UNNECESSARY DRUGS 
(LONG TERM CARE FACILITIES)

Each resident's drug regimen must be 
free from unnecessary drugs. An 
unnecessary drug is any drug when used 
in excessive dose (including duplicate 
therapy)��or for excessive duration��or 
without adequate monitoring��or without 
adequate indications for its use��or in the 
presence of adverse consequences which 
indicate the dose should be reduced or 
discontinued��or any combinations of the 
reasons above. 

Based on a comprehensive assessment 
of a resident, the facility must ensure that 
residents who have not used antipsychotic 
drugs are not given these drugs unless 
antipsychotic drug therapy is necessary to 
treat a specific condition as diagnosed 
and documented in the clinical record��
and residents who use antipsychotic 
drugs receive gradual dose reductions, 
and behavioral interventions, unless 
clinically contraindicated, in an effort to 
discontinue these drugs.

R28 reviewed with Care Manager and 
Pharmacy Consultant and specific request 
was made to Mark Ziebarth, CNP, 
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R28's signed physician order sheet, dated 6/3/16, 
identified R28 began taking Seroquel 75 mg 
(milligrams) by mouth daily for severe major 
depression with psychotic behavior and Cymbalta 
60 mg (an antidepressant medication) by mouth 
daily for depression on 1/1/2015. In October 
2015, R28's scheduled Ativan (an antianxiety 
medication) was discontinued per family request 
and her Cymbalta was increased from 60 to 90 
mg daily.  In January 2016, R28 was started on a 
trial dose of Xanax (an antianxiety medication) 
and in March, 2016 R28 was ordered Xanax 0.25 
mg by mouth every six hours as needed for 
anxiety. 

Review of physician progress notes from 8/24/15 
through 4/8/16, did not identify the justification for 
the continued used of Seroquel nor was there any 
documentation mentioning gradual dose 
reductions (GDR) for R28's Seroquel.

During interview on 7/13/16, at 1:05 p.m. 
registered nurse (RN)-A stated R28 had been on 
Seroquel over the last fifteen months and she 
was not aware of any GDR trials for this particular 
medication. RN-A further indicated the 
physician/psychologist progress notes did not 
justify the continued use of Seroquel and R28's 
behaviors had remained unchanged over the last 
several months.

After interview with RN-A on 7/13/16, further 
documentation was provided from R28's 
advanced practice nurse (APRN) dated 7/14/16, 
explaining R28 was on Seroquel for short lived 
outbursts which were not continuous and were 
redirectable by staff. 

The facility policy titled, Psychotropic Medication 

regarding needed dose reduction or 
documentation supporting reasons not to 
be reduced.

Review policy and procedure with Care 
Managers for all units on 8/3/2016 
regarding policy and procedure for 
medication reduction trials and guidance 
and education on this process.  Form 
developed to streamline process by 
mailing out additional info statement to 
provider for approval on dose reduction or 
declination based on certain criteria.

DON or designee to do random audits of 
one resident per month on psychotropic 
medication for appropriate documentation 
from both nursing staff and physician x 3 
months.  Then findings to be reviewed 
with Quality Assurance Committee for 
further recommendations.
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Policy and Procedure dated 10/24/12,  identified 
GDR's for psychotropic medications must be 
attempted in two separate quarters within the first 
year. After the first year, GDR's must be 
attempted annually thereafter. Documentation 
must be present from the prescriber explaining 
why a reduction or medication discontinuation is 
clinically contraindicated.
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 2 000 Initial Comments

         *****ATTENTION******

    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:

 2 000

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 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 

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 

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

08/03/16Electronically Signed
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 2 000Continued From page 1 2 000

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. 

On July 11-14, 2016 surveyors of this 
Department's staff, visited the above provider and 
the following correction orders are issued.  
Please indicate in your electronic plan of 
correction that you have reviewed these orders, 
and identify the date when they will be completed.

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.
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 

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care��General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
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  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

 2 830 8/15/16

Minnesota Department of Health
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 2 830Continued From page 2 2 830

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to provide assistance 
with shaving for 2 of 3 residents (R9, R63) 
reviewed for activities of daily living and who were 
dependent on staff for care.  

Findings include:

R9's quarterly Minimum Data Set (MDS) dated 
5/19/16, indicated R9 had moderate cognitive 
impairment and required extensive assistance 
with personal hygiene. 

R9's care plan dated 12/3/14, indicated R9 
required extensive assistance with personal 
hygiene.

R9 was observed on 7/11/16, at 1:43 p.m. to have 
numerous long facial hairs on her chin. R9 stated 
that staff were supposed to assist her with 
shaving her chin and wanted the hairs to be 
shaved. 

During observation of morning cares on 7/13/16, 
at 7:15 a.m., two days later, R9 continued to have 
numerous long chin hairs. Nursing assistant 
(NA)-A stated to R9 that she would go get the 
razor and shave her chin if she liked. R9 replied 
that would be good. NA-A did not obtain a razor 
and shave R9 during morning cares.

R9 was observed again on 7/13/16, at 11:34 a.m. 
and at 1:26 p.m. and R9 still had not been shaved 
and still had numerous long hairs on her chin. R9 
stated that she hoped she would come back and 
shave her.

corrected 

Minnesota Department of Health
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When interviewed on 7/13/16, at 1:27 p.m. NA-A 
stated that she had not shaved R9 yet today and 
that she should have been shaved on her bath 
day, which was last evening. NA-A further stated 
that R9's shaving could not have been completed 
with her bath, as the hairs on her chin were too 
long. 

R9's was scheduled to be bathed on Tuesday 
evenings. R9 had received her bath on 7/12/16 in 
the evening.

When interviewed on 7/13/16, at 1:30 p.m. 
registered nurse (RN)-A stated that if facial hair is 
visible staff should offer to shave it for the 
resident and then shave them per their request. 
RN-A further stated that residents should not 
have to ask to be shaved. 

R63's significant change MDS dated 3/30/16, 
indicated R63 had moderate cognitive 
impairment, required extensive assistance with 
personal hygiene, and received hospice services. 

R63's care plan, revised 2/10/16, identified her as 
needing assistance with personal hygiene. 

R63 was observed on 7/12/16, at 8:18 a.m. to 
have numerous long facial hairs on her chin. R63 
was unable to state whether or not she wanted 
the hairs to be shaved. 

During observation 7/13/16, at 6:53 a.m. R63's 
morning cares were previously completed. She 
continued to have numerous long chin hairs. 

During interview that same day, at 12:52 p.m. 
NA-C acknowledged R63 had long chin hairs and 
needed to be shaved more often. NA-C further 
stated R63 never rejected cares and was shaved 

Minnesota Department of Health
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"once in a while."

Later that same day, at 1:49 p.m. RN-C stated 
her expectation was for the residents to be 
shaved with morning cares and for the nursing 
assistants to be monitoring residents' 
appearances for being disheveled or unkept. 
After the interview, R63 continued to have long 
chin hairs and had not been shaved.

During observations on 7/14/16, at 9:18 a.m. R63 
was observed to be clean shaven. NA-D had 
assisted R63 with morning cares. NA-D stated he 
had assisted R63 with shaving that morning. He 
further stated the razor was kept in the tub room 
because residents were shaved on their bath 
days. NA-D went on to state residents would be 
shaved in between bath days if hairs are noticed 
and hospice also shaved R63.

Later that morning, at 9:50 a.m. hospice nurse 
(HN)-A stated hospice shaved R63 once a week 
on Tuesdays with her bath. The HN-A further 
stated R63 had not been shaved that week by 
hospice and would not have informed the facility 
staff about the lack of shaving since it was the 
responsibility of the facility to shave the residents, 
not hospice. 

Hospice Visit Note Reports and Residential 
Communication Notes, dated 7/11/16, indicated 
hospice had provided a social visit to R63 and 
had not shaved her. Further notes indicated 
7/7/16, was the last time R63 had been shaved 
by hospice.

Review of the current bath schedule, dated 
5/6/16, indicated R63 received baths on 7/9/12 
and 7/12/16, however, there was no indication 
R63 had been shaved on either of these days.

Minnesota Department of Health
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A facility policy entitled: Shaving the Resident, last 
reviewed 3/14, directed staff to document 
resident shaving in the resident's medical record 
along with reporting the procedure to the charge 
nurse with any concerns. 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing or her designee could review 
and reeducate all staff on the policies and 
procedures to ensure that all residents are  
groomed to assure comfort and maintain 
personal appearance and hygiene. The director 
of nursing or her designee could develop 
monitoring systems to ensure ongoing 
compliance. 

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

 2 930 MN Rule 4658.0525 Subp. 7 B. Rehab - 
Nasogastric, Gastrostomy tubes

Subp. 7.  Nasogastric tubes, gastrostomy tubes, 
and feeding 
 syringes.  Based on the comprehensive resident 
assessment, a nursing home must ensure that:  

       B.  a resident who is fed by a nasogastric or 
gastrostomy tube or feeding syringe receives the 
appropriate treatment and services to prevent 
aspiration pneumonia, diarrhea, vomiting, 
dehydration, metabolic abnormalities, and 
nasal-pharyngeal ulcers and to restore, if 
possible, normal feeding function.

 2 930 8/15/16

Minnesota Department of Health
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This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and document 
review, the facility failed to ensure nursing staff 
checked placement of a gastrostomy tube 
(G-tube) prior to infusing medication for 1 of 2 
residents (R59).

Findings include: 

R59's annual Minimum Data Set (MDS) dated 
2/4/16, identified R59 received medications 
through his G-tube and consumed foods/fluids by 
mouth.

During observation of medication administration 
on 7/13/16, at 7:22 a.m. licensed practical nurse 
(LPN)-A  set up R59's medications and brought a 
cup of crushed oral medications into his room.  
LPN-A removed R59's G-tube from under his 
t-shirt and connected an extender to his G-tube 
and poured 150 cc (cubic centimeters) of water 
into R59's G-tube. LPN-A proceeded to 
administer R59's medications and again flushed 
with 150 cc of water. LPN-A  did not check the 
placement of R59's gastrostomy tube with a 
stethoscope before infusing his medications. 

When interviewed on 7/13/16, at 8:12 a.m. 
regarding the feeding tube,  LPN-A stated she 
was "nervous" and had forgotten to check for 
proper placement of the G-tube prior to 
administration of R59's medication.  LPN-A stated 
it was the facility's policy to check placement prior 
to administration of medications into the G-tube 
and she had forgotten to do so. Further, LPN-A 
stated she should have checked the placement of 
R59's feeding tube prior to infusing medication to 
verify correct placement.

corrected 
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During interview on 7/13/16, at 7:42 a.m. 
regarding R59 's feeding tube, registered nurse 
(RN)-A stated all licensed facility staff had 
received formal education on checking placement 
of G-tubes prior to instilling enteral nutrition or 
medications. RN-A further indicated it was 
important to check placement of R59's G-tube 
prior to instillation of medications to verify correct 
tube placement.

A facility Enteral Nutritional Feeding policy, dated 
4/24/15, identified a procedure which included, 
"Verify tube placement by forcefully injecting air 
into the tube while listening to the abdomen with 
stethoscope for a bubbling sound."

SUGGESTED METHOD OF CORRECTION:
The DON or designee could develop, review, 
and/or revise policies and procedures to ensure 
residents with tube feedings have the placement 
of the tube feeding properly checked and 
medications are administered separately. The 
DON or designee could educate all appropriate 
staff on the policies and procedures. The DON or 
designee could develop monitoring systems to 
ensure ongoing compliance. 

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

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 
Prevention And Control

(a) A nursing home provider must establish and 
maintain a comprehensive tuberculosis
infection control program according to the most 
current tuberculosis infection control guidelines 
issued by the United States Centers for Disease 

 21426 8/15/16

Minnesota Department of Health
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Control and Prevention (CDC), Division of 
Tuberculosis Elimination, as published in CDC's 
Morbidity and Mortality Weekly Report (MMWR). 
This program must include a tuberculosis 
infection control plan that covers all paid and 
unpaid employees, contractors, students, 
residents, and volunteers. The Department of 
Health shall provide technical assistance 
regarding implementation of the guidelines.

(b) Written compliance with this subdivision must 
be maintained by the nursing home.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure a step 1 tuberculin skin 
test (TST) was completed within three months of 
hire or at the time of hire for 2 of 5 employees 
(NA-B, RN-B) reviewed for TB screening.

Findings include:

Nursing assistant (NA)-B was hired on 6/7/16. 
NA-B had a TB screening completed at the time 
of hire by the facility on 6/7/16, however a step 1 
TST was not done. The facility accepted an 
outside step 1 TST completed on 12/7/15 and a 
step 2 TST completed on 12/29/15.

Registered nurse (RN)-B was hired on 6/13/16. 
RN-B had a TB screening completed at the time 
of hire by the facility on 6/13/16, however, a step 
1 TST was not done. The facility had accepted an 
outside step 1 TST completed on 12/16/15 and a 

corrected 

Minnesota Department of Health

If continuation sheet  9 of 136899STATE FORM SSSP11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/26/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00629 07/14/2016

NAME OF PROVIDER OR SUPPLIER

FOLEY NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

253 PINE STREET

FOLEY, MN  56329

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21426Continued From page 9 21426

step 2 TST completed on 12/28/15. 

When interviewed on 7/14/16, at 10:25 a.m. the 
director of nursing (DON) verified the forms 
received at the time of hire were more than three 
months old. The DON further stated that the 
facility practice was to accept TB screenings and 
TST results that were completed within the last 
year of being hired. 

The facility policy Tuberculosis Screening and 
Program for Residents and Employee's dated 
5/16, indicated that a screening for tuberculosis 
and first step of a two-step Mantoux would be 
completed upon hire. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or designee could 
inservice staff regarding current tuberculosis 
regulations for health care facilities and audit to 
ensure compliance.   

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

 21540 MN Rule 4658.1315 Subp. 2 Unnecessary Drug 
Usage��Monitoring

Subp. 2.  Monitoring.  A nursing home must 
monitor each resident's drug regimen for 
unnecessary drug usage, based on the nursing 
home's policies and procedures, and the 
pharmacist must report any irregularity to the 
resident's attending physician. If the attending 
physician does not concur with the nursing  
home's recommendation, or does not provide 
adequate justification, and the pharmacist 
believes the resident's quality of life is being 
adversely affected, the pharmacist must refer the 

 21540 8/15/16

Minnesota Department of Health

If continuation sheet  10 of 136899STATE FORM SSSP11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/26/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00629 07/14/2016

NAME OF PROVIDER OR SUPPLIER

FOLEY NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

253 PINE STREET

FOLEY, MN  56329

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21540Continued From page 10 21540

matter to the medical director for review if the 
medical director is not the attending physician.  If 
the medical director determines that the attending 
physician does not have adequate justification for 
the order and if the attending  physician does not 
change the order, the matter must be referred for 
review to the Quality Assurance and Assessment 
(QAA) committee required by part 4658.0070.  If 
the attending  physician is the medical director, 
the consulting pharmacist shall refer the matter 
directly to the QAA.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure justification for 
the use of Seroquel (antipsychotic medication) for 
1 of 5 residents (R28) reviewed for unnecessary 
medications.

Findings include:

R28's quarterly Minimum Data Set (MDS) dated 
4/12/16, indicated R28 had severe cognitive 
impairment with a diagnosis of dementia without 
behavioral disturbances and major depressive 
disorder. R28's Psychotropic Drug Care Area 
Assessment (CAA) dated 1/14/16, specified R28 
did not have a history of hallucinations or 
psychosis and Seroquel was used for 
management of behaviors related to her 
diagnosis of dementia.

R28's care plan dated 7/12/16, identified R28 
took an antidepressant medication Seroquel and 
Cymbalta related to depression. R28's care plan 
also indicated R28 had verbal and physical 
behavioral symptoms and was resistive towards 
personal cares. The care plan indicated the goal 
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for R28 was to have fewer episodes of behavior 
review period. R28's behavioral charting from 
March through May 2016, indicated R28 had no 
change in behaviors and was often 
resistive/irritable towards staff during personal 
cares.

R28's signed physician order sheet, dated 6/3/16, 
identified R28 began taking Seroquel 75 mg 
(milligrams) by mouth daily for severe major 
depression with psychotic behavior and Cymbalta 
60 mg (an antidepressant medication) by mouth 
daily for depression on 1/1/2015. In October 
2015, R28's scheduled Ativan (an antianxiety 
medication) was discontinued per family request 
and her Cymbalta was increased from 60 to 90 
mg daily.  In January 2016, R28 was started on a 
trial dose of Xanax (an antianxiety medication) 
and in March, 2016 R28 was ordered Xanax 0.25 
mg by mouth every six hours as needed for 
anxiety. 

Review of physician progress notes from 8/24/15 
through 4/8/16, did not identify the justification for 
the continued used of Seroquel nor was there any 
documentation mentioning gradual dose 
reductions (GDR) for R28's Seroquel.

During interview on 7/13/16, at 1:05 p.m. 
registered nurse (RN)-A stated R28 had been on 
Seroquel over the last fifteen months and she 
was not aware of any GDR trials for this particular 
medication. RN-A further indicated the 
physician/psychologist progress notes did not 
justify the continued use of Seroquel and R28's 
behaviors had remained unchanged over the last 
several months.

After interview with RN-A on 7/13/16, further 
documentation was provided from R28's 
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advanced practice nurse (APRN) dated 7/14/16, 
explaining R28 was on Seroquel for short lived 
outbursts which were not continuous and were 
redirectable by staff. 

The facility policy titled, Psychotropic Medication 
Policy and Procedure dated 10/24/12,  identified 
GDR's for psychotropic medications must be 
attempted in two separate quarters within the first 
year. After the first year, GDR's must be 
attempted annually thereafter. Documentation 
must be present from the prescriber explaining 
why a reduction or medication discontinuation is 
clinically contraindicated.

A SUGGESTED METHOD FOR CORRECTION:  
The director of nursing (DON) or designee  could 
develop and implement policies and procedures 
to ensure that residents do not receive 
unnecessary medications, ensure all medications 
include parameters, and educate all relevant 
staff. The DON or designee can develop 
monitoring systems to ensure ongoing 
compliance and report the findings to the Quality 
Assurance Committee.

TIME PERIOD FOR CORRECTION: Fourteen 
(14) days.
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