m y DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
May 20, 2025

Administrator

Lifecare Roseau Manor
/15 Delmore Drive
Roseau, MN 567/51

RE: CCN: 245470
Cycle Start Date: April 9, 2025

Dear Administrator:

On May 5, 2025, the Minnesota Departments of Health and Public Safety, completed a revisit to verity
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.

Sincerely,

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112

An equal opportunity employer.
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Electronically delivered
May 20, 2025

Administrator

Lifecare Roseau Manor
/15 Delmore Drive
Roseau, MN 567/51

Re: Reinspection Results
Event ID: SUJ612

Dear Administrator:

On May 5, 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 April 9, 2025. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

Kamala Fiske-Downing
Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us

Office: 651-201-4112

An equal opportunity employer.
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April 14, 2025

Administrator

Lifecare Roseau Manor
/15 Delmore Drive
Roseau, MN 56751

RE: CCN: 245470
Cycle Start Date: April 9, 2025

Dear Administrator:

On April 9, 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
programes.

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

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

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

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

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

practice will not recur.

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

e The date that each deficiency will be corrected.

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

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

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

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

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

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

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

Jen Bahr, RN, Unit Supervisor

Bemidji District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

705 5th Street NW, Suite A

Bemidji, MN 56601-2933

Email: Jennifer.bahr@state.mn.us

Office: (218) 308-2104 Mobile: (218) 368-3683

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 LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by July 9, 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 October 9, 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
qguestion cited deficiencies through an informal dispute resolution process. You are required to send
yvour written request, along with the specific deficiencies being disputed, and an explanation of why
yvou are disputing those deficiencies, to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

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

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04 8.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 submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

Joanne Simon, Compliance Analyst
Minnesota Department of Health
Health Regulation Division

Telephone: 651-201-4161
Email: joanne.simon@state.mn.us

cc: File
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On 4/7/25 to 4/9/25/25, a standard recertification
survey was completed at your facility by the
Minnesota Department of Health to determine if
your facility was in compliance with requirements
of 42 CFR Part 483, Subpart B, Requirements for
Long Term Care Facilities. Your facility was not in
compliance.

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
onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulations has been attained.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 4/30/25
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who Is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition Is or becomes such that continence Is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
Incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(1) A resident who enters the facility without an
Indwelling catheter is not catheterized unless the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/24/2025

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:SUJ611 Facility ID: 00579 If continuation sheet Page 1 of 16
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resident's clinical condition demonstrates that
catheterization was necessary;

(1) A resident who enters the facility with an
Indwelling catheter or subsequently receives one
Is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(1) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
Incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who Is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to ensure urinary
catheter care was provided in a manner to
prevent contamination and potential urinary tract
Infection (UTI) for 1 of 1 residents (R30) reviewed
for catheter cares.

Findings include:

R30's quarterly Minimum Data Set (MDS) dated
12/26/24, identified R30 had severe cognitive
Impairment and required an indwelling urinary
catheter. Diaghoses included an enlarged
prostate and obstructive uropathy (a condition
where a blockage hinders the flow of urine).

R30's care plan dated 3/28/24, identified R30 had

F 690

1. NA-C was provided education on
performing hand hygiene, catheter cares,
and using double gloves.

Staff education on catheter cares and
hand hygiene

2. Staff education on catheter cares and
hand hygiene with post-test
competencies.

3. Reviewed catheter care policy and
hand hygiene policy with all staff.

4. Five hand hygiene audits will be
completed per DON or designee per
observation weekly X12 weeks. Audit

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SUJ611

Facility ID: 00579 If continuation sheet Page 2 of 16
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Indwelling urinary catheter related to obstructive
uropathy and an enlarged prostate. The following
Interventions were implemented:

- Position catheter bag and tubing below the level
of the bladder and away from entrance room
door.

- Monitor and document intake and output as per
facility policy.

- Monitor/document for pain/discomfort due to
catheter. CNA

- Monitor/record/report to MD for signs and
symptoms of UTI: pain, burning, blood-tinged
urine, cloudiness, no output, deepening of urine
color, increased pulse, increased temp, urinary
frequency, foul smelling urine, fever, chills,
altered mental status, change in behavior,
change in eating patterns.

The care plan also identified R30 was on
Enhanced Barrier Precautions related to
Indwelling foley catheter use. Staff were to wear
personnel protective equipment (PPE) as
iIdentified in EBP policy (gloves and gown, face
protection If performing activity with high risk of
splash), during high-contact resident care
activities: Transferring, Providing Hygiene,
Changing briefs or assisting with toileting and
Device care or use.

R30's Urinary Incontinence and Indwelling
Catheter Care Area Assessment (CAA) dated
4/3/24, identified the goal for R30 was to continue
to transfer and ambulate safely independently
and avoid complications. Staff were to assist with
activities of dally living (ADLs) as needed and
observe for increased dependence with ADLs and
notify R30's physician (MF) of decline, encourage
to participate in functional maintenance program
to maintain abilities, encourage to attend group
exercise, observe condition of skin daily with

F 690

results will be reviewed quarterly with
QAPI committee.

9. Date that each deficiency will be
corrected: 4/30/25

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SUJ611
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cares and weekly on bath day and notify MD of
areas of concern, observe for symptoms of pain
and offer prn pain medication and
nonpharmacological interventions for pain and
observe for effectiveness and notify MD if
Ineffective, assist with urinary catheter
management and observe for complications and
notify MD of concerns, observe for new or
worsening symptoms of depression and side
effects of Zoloft and notify MD of concerns,
observe for social isolation, invite and encourage
to attend meals and activities in the dining room,
allow to vent frustrations, offer one to one visits.
R30 was at risk for increased ADL dependence,
falls with injury, skin breakdown, infections,
worsening symptoms of depression, adverse
behaviors, social isolation, frustration, anxiety,
unmanaged pain, and unmet needs.

During an observation on 4/8/25 at 3:353 nursing
assistant (NA)-C assisted R30 back to his room
from a group activity. NA-C offered toileting to
R30, but R30 declined, and NA-C stated he would
assist R30 to lie down in bed.

- At 3:55 p.m., NA-C began to position R30's
wheelchair next to R30's bed, but then stated
NA-C needed to check R30's catheter leg to bag.
NA-C put on gloves and raised R30's left pants
leg to expose R30's catheter leg bag. The bag
was approximately half full of amber colored
urine. NA-C stated "wait right here. I'll gown up.”
NA-C exited the room and put on a disposable
gown, put on a pair of gloves then applied
another pair of gloves on top. No hand sanitizer
was used.

- At 4:02 p.m., NA-C obtained R30's plastic
graduate from R30's bathroom and placed it
directly on the floor in front of R30. NA-C open
R30's catheter leg bag port, drained the urine,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SUJ611 Facility ID: 00579 If continuation sheet Page 4 of 16
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then cleaned the port with an alcohol wipe. NA-C
poured the urine in the toilet and rinsed the
graduate. NA-C then removed the top layer of
gloves but did not perform handwashing or used
hand sanitizer.

- At 4:04 p.m., NA-C placed a gait belt around
R30 and assisted R30 into bed.

-At 4:07 p.m., NA-C removed the gown and
gloves and used hand sanitizer. NA-C stated he
did not need to wash his hands or used hand
sanitizer when he removed the top layer of gloves
because he was wearing double gloves. "| always
do that." NA-C stated he had done the "double
glove thing" a long time and had just "seen it
around”. NA-C stated the double gloving probably
shouldn't be done and only one pair of gloves
should be worn at a time with hand sanitizer
between. Additionally, NA-C stated he normally
placed a disposable washcloth under the
graduate when draining urine but did not do that.
NA-C stated staff were instructed to do both to
help prevent the spread of infection.

During an interview on 4/9/25 at 10:02 a.m.,
registered nurse (RN)-B stated she was the
facility infection prevention nurse. Staff were
expected to use hand sanitizer or wash their
hands every time they removed their gloves.
Additionally, staff should put a barrier between
the floor and the graduate every time they drain a
catheter bag to prevent splashing on the floor.

During an interview on 4/9/25 at 10:18 a.m.,
licensed practical nurse (LPN)-A stated staff were
expected to wash their hands every time they
took off their gloves and to put a barrier between
the graduate and the floor, like a paper towel, in
case of splashing.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SUJ611 Facility ID: 00579 If continuation sheet Page 5 of 16
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During an interview on 4/9/25 at 10:23 a.m.,
LPN-B stated staff were expected to wash their
hands after taking off their gloves and to put
something underneath the graduate. The facility
had disposable underpads to lay down on the
floor then put the graduate on top of that.

During an interview on 4/9/25 at 10:24 a.m.,
RN-C stated staff were expected to either use
hand sanitizer or wash their hand when they
removed their gloves. When doing catheter care
staff should lay down something like a disposable
underpad, something that will soak up urine and
not allow the urine to soil the floor.

During an interview on 4/9/25 at 1:02 p.m., the
director of nursing (DON) stated staff should put
down a disposable underpad as a barrier on the
floor when emptying a catheter. Staff were also
expected to follow enhanced barrier precautions.
Double gloving was unacceptable. Staff were
expected to put on a single pair of gloves, wash
their hands or use hand sanitizer after removing
and then put on a new pair of gloves to prevent
potential infection.

During an interview on 4/9/25 at 1:09 p.m., the
assistant administrator stated staff were expected
to follow policy and procedure to ensure the
safety of the residents and staff.

The facility policy Hand Hygiene/Handwashing
undated, identified all staff should practice proper
hand hygiene to prevent the spread of infection.
Staff were directed to perform hand hygiene Iin
the following situations:

- Before direct resident contact.

- After contact with residents’ intact skin.

- After contact with body fluids or excretions,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SUJ611 Facility ID: 00579 If continuation sheet Page 6 of 16
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mucous membranes or non-intact skin, and
wound dressings If hands were not visibly solled.
- After removing gloves.

The facility policy Indwelling Urinary Catheter:
Use, Insertion Care and Maintenance dated
3/20/24, identified staff were directed to use
Enhanced Barrier Precautions (EBP)-don gloves
and gown, during any manipulation of the
catheter or drainage system.

The facility policy Enhanced Barrier Precautions -
EBP undated, identified Enhanced Barrier
Precautions are an infection control intervention
designed to reduce transmission of
multidrug-resistant organisms (MDROs) In
nursing homes. Enhanced Barrier Precautions
expand the use of PPE and refer to the use of
gown and gloves during high-contact resident
care activities that provide opportunities for
transfer of MDROs to staff hands and clothing.
MDROs may be indirectly transferred from
resident-to-resident during these high-contact
care activities. Examples of high-contact resident
care activities requiring gown and glove use for
Enhanced Barrier Precautions include:

- Dressing

- Bathing/showering

- Transferring

- Providing hygiene

- Changing linens

- Changing briefs or assisting with toileting

- Device care or use: central line, urinary
catheter, feeding tube, tracheostomy/ventilator

- Wound care: any skin opening requiring a
dressing

F 880 | Infection Prevention & Control F 8380 4/30/25
SS=D | CFR(s): 483.80(a)(1)(2)(4)(e)()
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§483.80 Infection Control

The facility must establish and maintain an
Infection prevention and control program
designhed 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
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 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:

(1) A system of surveillance designed to identify
possible communicable diseases or

Infections before they can spread to other
persons in the facility;

(1) When and to whom possible incidents of
communicable disease or infections should be
reported;

(1) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(v)When and how isolation should be used for a
resident; including but not limited to:
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(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
iIdentified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

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 observation, interview, and document 1. All staff education on Enhanced
review, the facility failed to ensure enhanced Barrier Precautions.

barrier precautions (EBP) were consistently 2. Staff education on Enhanced Barrier
Implemented in accordance with Centers for Precautions with post test education.
Disease Control (CDC) recommendations to

reduce the risk of infection for 1 of 4 residents Specific staff was educated on using
(R31); and failed to ensure appropriate hand enhanced barrier precautions when
hygiene was completed during provision of assisting with toileting for that particular
personal care for 1 of 4 residents (R8) whose resident due to diagnosis of MDRO.
cares were observed. Reviewed policy with staff.
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Findings include: Also did EHBP case studies with all staff.
R31's quarterly Minimum Data Set (MDS) dated 3. Reviewed enhanced barrier
2/6/25, identified R31 was cognitively intact and precautions policy with all staff.
required assistance with activities of daily living. 4. Five Enhanced Barrier Precautions
audits will be completed by DON or
R31's care plan, printed 4/9/25, identified all designhee per observation weekly X12
R31's actual or potential problems along with weeks. Audit results will be reviewed
Interventions to help R31 meet established goals quarterly with QAP| committee.
of care. The care plan outlined R31 was on 5. Date that each deficiency will be
enhanced barrier precautions (EBP) due to corrected: 4/30/25

positive for vancomycin-resistant enterococci
(VRE) infection in urine. Staff were directed to
wear PPE of gloves, gown and face protection if
performing activity with a high risk of splash and
during high contact resident care activities such
as dressing, bathing, transferring, providing
hygiene, changing linens, changing briefs or
assisting with toileting, device care or use and
wound care.

On 4//7/25, at 4:00 p.m. R31's room was observed
from the hallway which had an orange colored
sigh posted on the middle of the door which read
"[STOP SIGN] Enhanced Barrier Precautions
[STOP SIGN] ... Providers and Staff Must Also:
Wear gloves and a gown for the following
ligh-Contact Resident Care Activities ...
Dressing, Bathing/Showering, Transferring,
Changing Linens, Providing Hygiene, Changing
briefs or assistance with toileting ..." Across the
hall was a hard plastic cart with gowns and other
PPE supplies inside.

On 4//7/25, at 5:08 p.m. R31 was observed in a
half way seated position on the edge of her bed.
The room call light was on and R31 stated she
wanted assistance to get into her wheelchair.
Registered nurse (RN)-A and nursing assistant
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(NA)-A entered the room and approached the bed
to assist R31 into her wheelchair. Neither of the
staff had a gown on as directed by the signhage.
RN-A positioned a gait belt around R31's waist
and both staff assisted R31 to a semi stand
position and slowly seated her in her wheelchair.
R31 then requested assistance to use the tollet.
Another nursing assistant (NA)-B entered R31's
room to assist with R31's care and RN-A
removed her gloves, applied alcohol-based hand
rub (ABHR) to her hands and exited the room.
NA-B was not wearing a gown as directed by the
sighage on R31's door. NA-B stated R31 was
care planned to have two staff present with care
at all times. NA-A wheeled R31 into her bathroom
and assisted her onto the toilet after lowering
R31's pants and brief. When R31 was finished,
NA-A donned gloves and assisted R31 back into
her wheelchair. NA-A's uniform was observed
brushing against R31 body several times as she
was assisting her with toileting and transfer. NA-B
stated she was not sure why R31 was on EBP
and would have to check with the nurse.

During interview on 4/7/25, at 5:15 p.m. NA-A
stated staff were notified which residents required
EBP during shift report, however, she had not
attended the full shift report because she had to
assist floor staff with a resident's care. NA-A
stated she had forgotten to put on PPE when she
had assisted R31 with transfer and toileting.

When interviewed on 4/7/25, at 5:15 p.m. RN-A
stated R31 had bacterial colonization in her urine
and they all should have been wearing PPE
gowns when they had helped R31 to transfer and
toilet.

During interview on 4/8/25, at 3:46 p.m. RN-B
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verified she was also the facility's infection control
preventionist and stated any residents with a
draining wound, invasive device like a foley
catheter or a history of MDRO would be placed
on EBP. Staff knew which residents required EBP
because of the sighage on the resident's door.
R31 had been on EBP since her admission. Staff
should have stopped when R31 requested
assistance with toileting and donned gown and
gloves prior to assisting her, even with the initial
transfer from her bed to her wheelchair.

When Interviewed on 4/9/25, at 9:40 a.m. the
director of nursing (DON) stated staff should wear
PPE of gown and gloves when assisting R31 to
transfer or with cares such as toileting. R31 had
resistive bacteria in her urine and the PPE was
required with any transfers or assistance with
cares to reduce the risk of spread of infection. It
was required for staff to don a gown for transfers
and personal cares, including toileting and staff

had been educated on the facility's policy for
EBP.

The facility's undated policy Enhanced Barrier
Precautions-EBP identified EBP was an infection
control intervention designed to reduce
transmission of multidrug-resistant (MDROs) in
nursing homes. Nursing home residents with
wounds that required a dressing, an indwelling
medical device, and/or residents with MDRO
Infection or colonization would require EBP.
Gown and gloves were required during high
contact resident care activities. Examples of high
contact resident care activities which required
gown and glove use of EBP included dressing,
bathing, transferring, providing hygiene, changing
linens, changing briefs or assisting with toileting,
device or wound care.
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A CDC Implementation of Personal Protective
Equipment (PPE) Use in Nursing Homes to
Prevent Spread of Multidrug-resistant Organisms
(MDROs) manual, dated 7/2022, identified MDRO
transmission within a nursing home was common
and contributed to substantial resident morbidity
and mortality. The feature outlined EBP were
defined as, " ... expand the use of PPE and refer
to the use of gown and gloves during high-contact
resident care activities that provide opportunities
for transfer of MDROs to staff hands and clothing
... MDROs may be indirectly transferred from
resident-to-resident during these high-contact
care activities ... residents with wounds and
Indwelling medical devices are at especially high
risk of both acquisition of and colonization with
MDROs." The feature identified several examples
of high-contact resident care activities including
dressing, bathing, providing hygiene, transferring,
changing linens or briefs, and wound care.

R8's quarterly MDS dated 2/27/235, identified a
severe cognitive impairment and diagnoses that
Included dementia, muscle weakness, and type 2
diabetes. R8 was non-ambulatory and was
dependent on staff for all care areas.

R8's care plan dated 3/28/20, identified R8 had
an ADL self-care performance deficit related to
Impaired balance, unsteady gait, limited range of
motion, musculoskeletal impairment, right lower
leg/foot fracture and non-weight bearing status.
Staff were directed to provide: BED MOBILITY:
R8 used (1/2 rails on bed) to maximize

Independence with turning and repositioning In
bed; DRESSING: R8 required (extensive
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assistance) by (1) staff to dress to pull on/off
socks, lace up right foot brace and pants;
PERSONAL HYGIENE: R8 required (extensive
assistance) by (1) staff with personal hygiene and
oral care to clean full upper denture and comb
back of hair; TOILET USE: Transfer on/off toilet
or commode with total body mechanical lift with 2
staff. Due to inability to consistently bear weight
for transfers; and TRANSFER: Total body
mechanical lift with 2 staff for all transfers. Needs
to wear shoes during transfers.

During an observation on 4/9/25 at 7:24 a.m.,
nursing assistant (NA)-D entered R8's room to
provide morning cares.

- At 7:29 a.m., NA-D put on gloves and explained
to R8 she needed to check R8's incontinence
brief. NA-D checked R8's brief and stated a new
would need to be put on because the brief was
solled with urine. NA-D did remove her gloves
and washed R8's face with a disposable
washcloth. NA-D removed R8's incontinence brief
and used a disposable washcloth to clean urine
and feces from R8's skin.

- At 7:34 a.m., NA-E entered the room and
obtained a clean brief for NA-D. NA-D removed
her gloves but did not wash her hands or use
hand sanitizer before putting on new gloves.
NA-D assisted R8 to put on the clean brief.

- At 7:39 a.m., NA-D and NA-E assisted R8 to
wash her upper body, put on deodorant and
dress. R8 was then assisted into her wheelchair
with a full body mechanical lift.

- At 7:56 a.m., NA-D removed her soiled gloves
and assisted R8 to breakfast. NA-D did not wash
her hands or use hand sanitizer.

During an interview on 4/9/25 at 7:58 a.m., NA-D
stated you should use hand sanitizer whenever
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removing gloves, especially after cleaning feces.
"It's feces and you don't want to spread that
anywhere else.”

During an interview on 4/9/25 at 10:02 a.m.,
registered nurse (RN)-B stated she was the
facility infection prevention nurse. Staff were
expected to use hand sanitizer or wash their
hands every time they removed their gloves.

During an interview on 4/9/25 at 10:18 a.m.,
licensed practical nurse (LPN)-A stated staff were
expected to wash their hands every time they
took off their gloves.

During an interview on 4/9/25 at 10:23 a.m.,
LPN-B stated staff were expected to wash their
hands after taking off their gloves.

During an interview on 4/9/25 at 10:24 a.m.,
RN-C stated staff were expected to either use
hand sanitizer or wash their hand when they
removed their gloves.

During an interview on 4/9/25 at 1:02 p.m., DON
stated staff were expected to put on a single pair
of gloves, wash their hands or use hand sanitizer
after removing and then put on a new pair of
gloves to prevent potential infection.

During an interview on 4/9/25 at 1:09 p.m., the
assistant administrator stated staff were expected
to follow policy and procedure to ensure the
safety of the residents and staff.

The faclility policy Hand Hygiene/Handwashing
undated, identified all staff should practice proper
hand hygiene to prevent the spread of infection.
Staff were directed to perform hand hygiene in
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the following situations:

- Before direct resident contact.

- After contact with residents’ intact skin.

- After contact with body fluids or excretions,
mucous membranes or non-intact skin, and
wound dressings If hands were not visibly solled.
- After removing gloves.
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 14, 2025

Administrator

Lifecare Roseau Manor
/15 Delmore Drive
Roseau, MN 56751

Re: State Nursing Home Licensing Orders
Event ID: SUJ611

Dear Administrator:

The above facility was surveyed on April 7, 2025 through April 9, 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.



Lifecare Roseau Manor
April 14, 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:

Jen Bahr, RN, Unit Supervisor

Bemidji District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

705 5th Street NW, Suite A

Bemidji, MN 56601-2933

Email: Jennifer.bahr@state.mn.us

Office: (218) 308-2104 Mobile: (218) 368-3683

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.

Sincerely,

Joanne Simon, Compliance Analyst
Minnesota Department of Health
Health Regulation Division

Telephone: 651-201-4161
Email: joanne.simon@state.mn.us

cc: File



