
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: 00352

ID:   TN48

WINSTED, 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)

787477100

7

02/01/2011

12/31

05/10/2016

BENEDICTINE LIVING COMMUNITY WINSTED245459

02

551 FOURTH STREET NORTH

55395

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  65 (L18)

13.Total Certified Beds  65 (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)

 65

(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

04/01/1987

00

00320

04/26/2016

05/10/2016 05/20/2016

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

245459

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

BENEDICTINE LIVING COMMUNITY WINSTED 551 FOURTH STREET NORTH

WINSTED, MN 55395

5/10/2016
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  F0241 Correction

Reg. #
483.15(a)

Completed 

LSC 04/21/2016

ID Prefix  F0282 Correction

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

Completed 

LSC 04/17/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 04/21/2016

ID Prefix  F0315 Correction

Reg. #
483.25(d)

Completed 

LSC 04/17/2016

ID Prefix  F0369 Correction

Reg. #
483.35(g)

Completed 

LSC 04/17/2016

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

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 NO3/24/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 TN4812EVENT ID:

BF/KJ 05/20/2016 10562 05/10/2016



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

245459

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

BENEDICTINE LIVING COMMUNITY WINSTED 551 FOURTH STREET NORTH

WINSTED, MN 55395

5/2/2016
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 Correction

Reg. #
NFPA 101

Completed 

LSC 04/17/2016K0027

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/17/2016K0062

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

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 NO3/23/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 TN4822EVENT ID:

TL/KJ 05/20/2016 34764 05/02/2016



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

245459

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 02 - NEW MAIN ENTRANCE

BENEDICTINE LIVING COMMUNITY WINSTED 551 FOURTH STREET NORTH

WINSTED, MN 55395

5/2/2016
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 Correction

Reg. #
NFPA 101

Completed 

LSC 04/13/2016K0062

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

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 NO3/23/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 TN4822EVENT ID:



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: 00352

ID:   TN48

WINSTED, 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)

787477100

2

02/01/2011

12/31

03/24/2016

BENEDICTINE LIVING COMMUNITY WINSTED245459

02

551 FOURTH STREET NORTH

55395

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:

X 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  65 (L18)

13.Total Certified Beds  65 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A1* (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)

 65

(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

04/01/1987

00

00320

04/18/2016 04/20/2016

21.
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F 000 INITIAL COMMENTS F 000

 A recertification survey was conducted from 
3/22/16 to 3/24/2016, with surveyors from the 
Minnesota Department of Health.
 
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 241

SS=D

483.15(a) DIGNITY AND RESPECT OF 
INDIVIDUALITY

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 
by:

F 241 4/21/16

 Based on observation, interview, and document 
review, the facility failed to provide a dignified 
rising and morning routine for 1 of  4 residents 
(R28) observed for activities of daily living.  

Findings include:

R28's quarterly Minimum Data Set (MDS) dated 
1/7/16, identified R28 had severe cognitive 

 R28 is provided with dignity at all rising 
routines.
All residents have the potential to be 
affected by the same deficient practice. To 
ensure full understanding of St. Mary's 
dignity policy a mandatory in service will 
be conducted
for all impacted personnel regarding 
dignity, respect and individuality for all of 
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impairment, and required total dependence on 
staff for bed mobility, transferring, dressing, and 
personal hygiene.

R28's plan of care dated 1/11/16, identified staff 
are to provide total assist with dressing and 
grooming.  

During observation on 3/24/16 at 6:59 a.m., 
nursing assistant (NA)-C and NA-D entered R28's 
room to provide personal cares. After completing 
personal cares, they placed an incontinent brief 
on R28, and put her pants on while in bed. They 
pulled her pants up so they were just above her 
the knees, but below the incontinent brief. They 
placed the bedding covers over R28, and left the 
room.  

When interviewed on 3/24/16, at 7:08 a.m. upon 
exiting R28's room, NA-C stated R28 will remain 
in bed at this time, and staff will assist in getting 
her into her wheelchair around 8:00 a.m. for 
breakfast.  

Registered nurse (RN)-E and surveyor observed 
R28 in bed on 3/24/16, at 8:32 a.m., covered with 
sheets and bed spread. RN-E removed R28's 
bedding, and saw R28's with her  pants on, pulled 
up between her knees and incontinent pad, 
making it difficult for R28 to move in bed. RN-E 
stated, this should not happen, because this 
would be "undignified" for the resident.  
When interviewed on 3/24/16, at 12:33 p.m. 
NA-C stated staff typically leave R28's pants 
down below her incontinent pad, because they 
will check if R28 has been incontinent prior to 
getting her up in the chair for breakfast.  Further, 
NA-C stated this would be done the same for any 
resident who was up in their wheelchair for meals 

our residents on 4/21/16.  This education 
will be covered annually and upon 
orientation as well to ensure on-going 
compliance.  Education will be conducted 
by social service designee or designee.
Clinical Manager, DON, and Administrator 
will conduct weekly audits for one month 
and monthly x 3 months to ensure dignity 
is provided.
The Quality Council team will analyze data 
obtained during auditing process and 
determine need of on-going monitoring 
and/or protocol enhancements.
Administrator/DON will ensure compliance 
of POC.
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only. 

When interviewed on 3/24/16, at 2:54 p.m. 
director of nursing (DON) stated she would 
expect that resident either have their pants pulled 
all the way up around the waist or removed 
completely when in bed.  It was not acceptable for 
residents to have their pants down below the 
incontinent pad and above the knees when in 
bed. 

A facility policy regarding resident dignity was 
requested, but none provided.

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 4/17/16

 Based on observation, interview and document 
review, the facility failed to ensure nutritional  care 
plan interventions were followed for 1 of 1 
residents (R13) reviewed for nutrition.

Findings include:  

R13's annual Minimum Data Set (MDS) dated 
1/9/16, indicated R13 had severe cognitive 
impairment and required supervision for eating.   

R13's care plan dated 1/27/16, identified R13 
had, "Nutrition concerns ... Dementia and 
difficulty feeding self m/b [manifested by] need for 

 The care plan for R13 is currently being 
followed to ensure that a plate guard and 
non-skid mat is being provided at 
mealtimes.
All residents have the potential to be 
affected by same deficient practice.
Culinary and nursing staff will be educated 
regarding use of adaptive equipment, 
communication of use and accountability 
for following resident specific care plan 
approaches.
Specialized care planned nutrition 
interventions will be evaluated for all 
residents and implemented as indicated. 
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adaptive equipment and a therapeutic diet..."  The 
care plan directed staff to, "Provide plate guard 
with non-skid mat, with plate- guard arch facing 
her.  Tray set up at all meals."

On 3/23/16, at 5:24 p.m. R13 was provided 
supper which consisted of a salami sandwich, 
baked beans, and cut up watermelon.  R13's 
meal was served on a regular plate and placed 
on a green paper placemat in front of her.  There 
was no plate guard or non-skid mat provided to 
R13 as directed by the care plan.   R13 held the 
fork in her left hand and attempted to eat the 
baked beans and cut up watermelon��however, 
R13 spilled  food off the edge of the plate as she 
attempted to eat.  When R13 finished her meal, 
she had several pieces of cut up watermelon and 
several baked beans on the table.    

During interview on 3/24/16, at 12:19 p.m. 
culinary service director (CSD) stated R13's plate 
guard should be at the bottom of her plate, and a 
non-skid mat under R13's plate. This was an 
error, and the care plan was not followed.   

When interviewed on 3/24/16, at 3:09 p.m. 
occupational therapist (OT)-A stated R13 should 
have been provided a plate guard and a non-skid 
mat under her plate because R13 needed 
assistance with her meals mostly due to her, 
"Cognition and vision problems."  

A policy regarding resident care plans was 
requested, but not provided.

Audits will be conducted weekly for one 
month, and then monthly for three months 
to ensure careplanned nutrition 
interventions are being met.
DON and/or Culinary Director or 
designees will conduct audits.
The Quality council committee will analyze 
data obtained during auditing process and 
determine need of on-going monitoring 
and /or protocol enhancements.
Administrator will ensure compliance of 
POC

F 309

SS=D

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 

F 309 4/21/16
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provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to provide specific 
guidelines for staff to effectively provide fluid 
restrictions for 1 of 1 residents (R21) reviewed for 
dialysis. 

Findings include:

R21's annual Minimum Data Set (MDS) dated 
11/9/15, indicated R21 was cognitively intact, did 
not not reject any care and needed supervision 
while eating. The MDS identified a diagnosis of 
renal failure and was receiving dialysis 
treatments. 

R21's nutritional Care Area Assessment (CAA) 
dated 11/9/15, identified R21 was at nutritional 
risk due to an order for 1500 cubic centimeters 
(cc) of fluid per day and R21 was observed to 
have dry lips and mouth, related to fluid 
restrictions and being a hemodialysis patient. The 
CAA further identified that the resident may 
experience thirst and may be at risk for going 
over fluid requirements. However, the CAA did 
not address a plan for R21's fluid restrictions.

R21's Physician Order Report signed 12/8/15, 
ordered 1500 cc of fluid per day with a start date 
of 11/17/14. 

 Fluid restrictions are being monitored for 
R74.
All residents on fluid restrictions are at risk 
for same deficient practice
The IDT has adjusted facility protocol for 
fluid restriction communication and 
documentation. The protocol is 
comprehensive and ensures staff 
compliance.
Mandatory education will be conducted by 
culinary director and/or DON or designees 
on 4/21/16.  Education will include 
protocol changes and highlight 
importance of compliance and reporting 
guidelines. When a resident receives 
order for fluid restriction: culinary, nursing, 
RD, and resident will collaborate to 
determine amount of fluids that can be 
consumed at each meal and each shift 
and care plan restriction totals. These 
totals will be communicated to all staff via 
the tray card system, assignments sheets 
and E-MAR. Culinary will note fluid 
restriction on diet tray card system and 
nursing will note fluid restriction on 
assignment sheets and E-MAR. Fluid 
intakes will be recorded daily at each meal 
and upon consumption of fluids 
throughout the day. Nursing will record all 
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R21's nutrition care plan dated 12/12/14, 
identified dietary was to provide R21 with a 1500 
cc fluid restriction at meals and to record fluid 
intakes daily to assure appropriate amounts of 
fluid. The care plan did not identify how much 
fluid to provide at each meal for R21.

R21's hemodialysis care plan dated 11/30/15, 
identified R21 went to the dialysis clinic Monday, 
Wednesday and Fridays. The care plan included 
a fluid restriction of 1500 cc/24 hours and 
directed the staff to remind and encourage R21 to 
follow restrictions as R21 is often non- compliant. 
In addition the care plan further directed staff to 
monitor and record fluid intake every shift and for 
the night shift to record fluid intake in the 
electronic medical record. The care plan did not 
identify how much fluid nursing should provide for 
each shift. 

During observation on 3/23/16, at 5:11 p.m. R21 
was served 240 cc's of ice water, 240 cc's of juice 
and 240 cc's of coffee at her table setting for at 
total of 720 cc served to her by the dietary staff 
for the dinner meal. The dietary tray card on the 
table identified a 1500 cc fluid restriction but did 
not provide instruction for how much fluid should 
be served with each meal.

On 3/24/16, at 7:03 a.m. a clear water glass with 
a lid and straw with approximately 360 cc's of 
water in it was on R21's bedside table. The cup 
could hold 480 cc's. Written on the lid of the glass 
was "max 6 cups per day." This was in addition to 
the 1500 cc dietary was providing for R21.  

On 3/24/16, at 7:58 a.m. R21 was served by 
dietary staff 240 cc of ice water, 240 cc of juice 

fluids administered during their shift in the 
electronic medical record including: fluids 
with meals, activities, medications and 
supplements. Upon return from dialysis 
unit nursing will review the "Dialysis 
Communication Form", and implement all 
orders indicated on form as ordered by 
MD. The facility will also request total fluid 
intake while at dialysis which is on the 
Dialysis Communication Form. Weekly 
audits will be conducted for one month 
and then monthly for three months by 
Culinary Director and/or clinical managers 
or designees ensuring fluid restrictions 
total are meeting restrictions set by 
nephrologist/dialysis unit. Upon 
identification of non-compliance facility will 
update the Dialysis unit of non-compliance 
and educate resident on 
significance.Quality Council will review 
audits monthly for completion and further 
recommendations.
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and 240 cc of coffee at her table setting for at 
total of 720 cc served to her by the dietary staff 
for the breakfast meal. 

When interviewed on 3/24/16, at 8:41 a.m. dietary 
aid (DA)-A stated she wasn't sure what R21's 
fluid restrictions were but thought they were 1200 
cc a day. DA-A wasn't sure on how much fluids 
she was to have at each meal, but thinks it is 420 
cc at each meal. She stated that R21 requests 
ice water for chewing,and if she requests more 
fluid that is provided during the meal we remind 
her of her fluid restrictions and then give her what 
she requested. 

When interviewed on 3/24/16, at 12:53 p.m. 
nursing assistant (NA)-B reported that R21 was 
kind of restricted with water in her room, but does 
not know what her restrictions were. NA-B further 
stated that the aids used to track fluid intake in 
her room, but no longer are.  

The nursing assistant care sheet identified R21 
was on fluid restrictions, but did not identify the 
the fluid restriction amount or how to track fluid 
intake. 

Review of R21's Dialysis Communications 
Record dated 12/21/15, included direction from 
the dialysis unit to facility staff : " Fluid restriction 
1500 cc/ daily. Please assist [R21] /c [with] fluid 
management. She gained 12.5 lbs. [pounds] 
since Friday."

R21's Dialysis Communications Record dated 
12/26/15, included direction from the dialysis unit 
to facility staff to: " ...during tx's, large amt 
[amount] of fluid gain over 14 lbs over holiday 
break (2 days)." 
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R21's Dialysis Communications Record dated 
2/29/16, included direction from the dialysis unit 
to  facility staff to: "Please help pt [patient] control 
fluid intake in between tx's d/t [due to] high fluid 
gains and unable to get fluid off. Pt refused extra 
tx's to help /c [with] additional fluid removal."

When interviewed on 3/24/16, at 12:55 p.m. 
RN-B stated that R21 was on 1500 cc per day 
fluid restriction and that the nurse after each shift 
is responsible for documented the total fluids R21 
consumed on the shift. RN-B observed the cup of 
water in R21's room and stated she wasn't sure 
where it came from and shouldn't have water at 
her bedside. RN-B further stated there was not 
any guidance on what dietary and nursing are to 
provide for fluids on each shift.

When interviewed on 3/24/16, at 1:07 p.m. R21 
stated she received the cup from dialysis and 
knows she is on fluid restrictions, but does not 
know what the restrictions are exactly and has 
been told she drinks too much fluids. R21 further 
stated she does not obtain drinks on her own and 
the facility manages her fluid intake. Staff ask her 
what she wants to drink and then they bring it to 
her. She does tell night staff fill her ice water for 
her and receives all the water, juice, coffee, ice 
cream and whatever she wants at activities.

When interviewed on 3/24/16, at 1:20 p.m. RN-D 
stated R21 was on a 1500 cc fluid restriction and 
has been educated on how much fluids she is 
supposed to have. Nursing is supposed to 
document the intake from meals, med passes 
and any other fluid consumed for each shift but 
isn't sure if the documentation reflects all the 
fluids she drinks or eats for each shift.
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When interviewed on 3/24/16, at  2:20 p.m. the 
director of nursing (DON) stated a visual cue of a 
water glass with a line drawn through posted 
outside the residents room lets staff know to talk 
to the nurse regarding fluid consumption. The 
DON stated that nurses are to calculate how 
much R21 drinks on their shift and that the next 
shift needs to determine how much more fluid 
she can have on their shift. The DON stated that 
the facility is watching her fluid intake and that 
she expects staff to give R21 what she wants to 
drink but provide education and reminders 
regarding her fluid restrictions.

Review of the progress notes from November 
2015 to March 2016, identified R21 had several  
occasions when she consumed over 1500 cc of 
fluid.   

R21's quarterly nutrition assessment dated 
2/10/16, indicated R21 had a 1500 cc fluid 
restriction and consumes greater than 5 cups of 
fluids per day (a cup is approximately 190 cc). 
The assessment identified fluid gains were above 
the recommended range and drinks 360 cc per 
meal. The assessment further indicated R21 was 
non-compliant with fluid restrictions and 
recommended no changes as R21 had been 
provided diet education with little success. No 
referrals were indicated. 

When interviewed via telephone on 3/24/16, at  
2:50 p.m. the facility registered dietician (RD) 
stated that R21 was 100 percent non- compliant 
with her fluid restrictions and has been battling 
fluid gains all year. The RD could not be specific 
on how R21 was non- compliant but did state that 
she drinks too many fluids at meals and eats ice 
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cream. The RD further stated that a fluid 
schedule should be available to staff with 
specifics on what R21 should receive from 
nursing and dietary each shift and that the dietary 
card should be specific regarding how much 
fluids should be served with each meal. The RD 
stated that R21 should not have fluids at bedside 
and this was difficult to track everything that R21 
consumed because of her activity attendance.

When interviewed on 3/24/16, at 3:06 p.m. the 
culinary services director (CSD) stated that there 
is nothing specific documented for fluid restriction 
breakdown between nursing and dietary. The 
CSD stated that on the dietary card it should state 
the amount of fluids to be provided at each meal 
for R21. After visualizing the dietary card the CSD 
verified that the dietary card only listed a 1500 cc 
a day fluid restriction. 

When interviewed via telephone on 3/24/16, at 
12:29 p.m. the dialysis registered nurse (RN)-A 
stated that R21 typically comes in high on fluid 
gains averages and averages 4 to 4 1/2 
kilograms  (kg) of fluid are removed on dialysis 
day. RN-A stated that R21's fluid restrictions need 
to be closely monitored and her restriction could 
not possibly be adhered to as she could not 
remember the last time R21 was at her dry 
weight. RN-A stated that dialysis has been in 
contact with the facility and has been told R21 
had been following her fluid restrictions, however 
if R21 was following her restrictions she would 
not need as much fluid removed.  

Although R21 was on a 1500 fluid restriction 
because of renal failure, the facility was not 
consistently providing and monitoring all of R21's 
fluid consumption which has caused fluid gains 
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making it difficult to have this fluid removed 
during her dialysis treatments. 

The undated facility policy Fluid Restrictions 
indicated "Nursing staff and dietary services will 
provide for restrictions of fluids upon order of 
physician." The policy further identified " Licensed 
staff along with dietary staff will determine 
amount of fluids that can be consumed at each 
meal and each shift. In addition, "dietary will note 
fluid restrictions on diet tray card system and 
nursing staff will provide additional fluid up to limit 
for each shift. Large quantities of fluids should not 
be left at the bedside."

F 315

SS=D

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

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

This REQUIREMENT  is not met as evidenced 
by:

F 315 4/17/16

 Based on observation, interview and document 
review, the facility failed to comprehensively 
assess and develop interventions to promote 
continence for 1 of 2 residents (R19) reviewed for 
urinary incontinence. 

Findings include: 

 The toileting needs of R19 have been 
assessed, resident specific interventions 
have been developed and implemented. 
All residents have the potential for same 
deficient practice. Facility will 
review/assess all incontinent residents to 
ensure appropriate Care Plan approaches 
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R19's quarterly Minimum Data Set (MDS) dated 
12/24/15, identified R19 had severe cognitive 
impairment, required extensive assistance with 
toileting, and was frequently incontinent of urine 
but had never been trialed on a toileting program 
since admitted to the facility. The 9/28/15 
quarterly MDS also identified, she was frequently 
incontinent of urine, with no trialed toileting 
program, and the 7/15/15 admission MDS 
assessment identified R19 had a urinary catheter.   

During observation on 3/22/16, at 11:55 a.m. R19 
was seated in her wheelchair in the dining room 
eating lunch, and had a strong odor of urine 
present about her.  R19 did not have any visible 
catheter drainage collection device present. 

During observation of care on 3/23/15, at 5:56 
p.m. R19 was assisted into a community 
bathroom by nursing assistant (NA)-A.  At 6:00 
p.m. the bathroom door was opened, and R19 
wheeled herself out of the bathroom.  NA-A 
followed R19 out of the bathroom carrying a clear 
plastic bag with a soiled incontinence product 
inside.

When interviewed on 3/23/16, at 6:02 p.m. NA-A 
stated R19 had been incontinent of, "A little" urine 
when assisted to the bathroom.  At times, R19 
was able to tell staff when she needed to use the 
bathroom but staff, "Have to ask her a lot."  NA-A 
stated R19 will still void after being assisted to the 
toilet, even after being incontinent, but was 
unaware if a formal toileting plan for R19 was in 
place, "We just take her every 2 hours." 

R19's Clinical Documentation assessment dated 
7/22/15, identified R19 used an indwelling 

are in place and make needed 
adjustments as indicated by 
assessments.
Bowel and bladder assessments will be 
completed for new admissions, upon 
annual review and with significant 
changes to assess the toileting needs of 
all residents. Interventions put into place 
based on assessment findings. Audits of 
3 random residents will be completed 
weekly for one month and then monthly x 
3 months and will included monitoring that 
bowel and bladder assessment was 
completed, toileting plan is in care plan 
and being implemented. Audits will be 
completed by clinical managers or 
designees. Analysis of the 
observations/audits and facilities 
compliance will be presented to our 
Quality Council and approved by the 
Administrator. The Quality Council will 
implement needed changes and 
determine the need to on-going 
monitoring/auditing after analysis.

FORM CMS-2567(02-99) Previous Versions Obsolete TN4811Event ID: Facility ID: 00352 If continuation sheet Page  12 of 16



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/19/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245459 03/24/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

551 FOURTH STREET NORTH
BENEDICTINE LIVING COMMUNITY WINSTED

WINSTED, MN  55395

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 315 Continued From page 12 F 315

catheter, and was frequently incontinent of bowel.  
The assessment contained no further information 
on R19's urinary elimination.

R19's most recent Urinary Incontinence and 
Indwelling Catheter Care Area Assessment (CAA) 
dated 7/4/15, identified R19 had an indwelling 
catheter, and had no urinary incontinence.  

R19's care plan dated 1/29/16, identified R19 
had, "Impaired elimination d/t [due to] requiring 
assistance with toileting."  R19 required a Foley 
catheter for elimination, however, "[Had] now 
been removed and voiding without concerns."  
R19 was identified as incontinent of bladder, and 
the care plan directed staff to, "Check and 
change incontinence products q [every] 2 hrs [two 
hours] and prn [as needed]."   

R19's medical record was reviewed, and no 
further comprehensive assessments of R19's 
urinary elimination were identified since 7/22/15, 
when R19 had been identified to have a catheter 
in place to manage her urinary elimination.  There 
was no indication a comprehensive assessment 
had been completed to determine type of 
incontinence, history of urinary incontinence, 
bladder infections, hydration, medications, 
behaviors, environmental factors, and was a 
voiding pattern identified for R19.      

During interview on 3/24/16, at 12:02 p.m. 
registered nurse (RN)-E reviewed R19's medical 
record and stated R19 had not been 
comprehensively assessed for urinary 
elimination, "Since last June" when she had a 
catheter in place, but R19's catheter had been 
discontinued shortly after admission nearly one 
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year prior, "[We] got rid of that in pretty short 
order."  RN-E stated a comprehensive bladder 
assessment would include review of residents' 
risks for incontinence, intake patterns, medical 
conditions and medications which may impair 
their elimination, and R19 had never been 
assessed for these things since having her 
catheter removed, "[I'm] not sure why she's fallen 
through the cracks."  RN-E stated most of R19's 
incontinence happened during the night hours, 
but if she had been comprehensively assessed 
for her urinary elimination, a plan could have 
been developed to potentially reduce her 
incontinence. 

An undated facility Bowel and Bladder 
Assessment policy identified a purpose, "To 
assess the toileting needs of all residents and 
determine appropriateness of retraining and / or 
individualized toileting schedules."  The policy 
directed staff to assess a resident upon 
admission, annual reviews or with significant 
changes using the facility assessment tool, and 
develop "An individualized care plan" with the 
collected data.

F 369

SS=D

483.35(g) ASSISTIVE DEVICES - EATING 
EQUIPMENT/UTENSILS

The facility must provide special eating equipment 
and utensils for residents who need them.

This REQUIREMENT  is not met as evidenced 
by:

F 369 4/17/16

 Based on observation, interview and document 
review, the facility failed to ensure adaptive 
equipment was provided for 1 of 1 residents 
(R13) who required adaptive equipment to 

 R13 has been given a plate guard and 
non skid place mat for all three meals as 
per care plan.
All residents have the potential to be 
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promote independence with eating.

Findings include:  

R13's annual Minimum Data Set (MDS) dated 
1/9/16, indicated R13 had severe cognitive 
impairment and required supervision for eating.
 
R13's Nutritional Care Area Assessment (CAA) 
dated 1/14/16, identified R13 was independent at 
meals after tray set up and adaptive equipment 
was provided.

R13's Physician Order Report dated 2/4/16, 
identified R13 had dementia, paraplegia 
(paralysis of the lower half of the body), 
dysphagia (difficulty swallowing), and nutritional 
deficiency.  Further, R13 had a current physician 
order for, "Plate guard with non-skid mat, Normal 
utensils, place plate at edge of table, and glasses 
directly above plate."    

R13's care plan dated 1/27/16, identified R13 
had, "Nutrition concerns ... Dementia and 
difficulty feeding self m/b [manifested by] need for 
adaptive equipment and a therapeutic diet..."  The 
care plan directed staff to, "Provide plate guard 
with non-skid mat with plate guard arch facing 
her.  Tray set up at all meals."

During observation on 3/23/16, at 5:24 p.m. R13 
was provided supper which consisted of a salami 
sandwich, baked beans, and cut up watermelon.  
R13's meal was served on a regular plate and 
placed on a green paper placemat in front of her.  
There was no plate guard or non-skid mat 
provided to R13 as directed by her physician 
orders and care plan.   R13 held the fork in her 
left hand and attempted to eat the baked beans 

affected by same deficient practice. All 
residents with adaptive equipment have 
been reviewed to ensure that they are 
receiving the equipment.
Weekly audits will be conducted for one 
month and then monthly x 3 until 
compliance is fully achieved. Results of 
audits will be reviewed at Quality Council 
for further recommendations and/or follow 
up. Culinary Director, DON, and/or 
designees to monitor.

FORM CMS-2567(02-99) Previous Versions Obsolete TN4811Event ID: Facility ID: 00352 If continuation sheet Page  15 of 16



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/19/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245459 03/24/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

551 FOURTH STREET NORTH
BENEDICTINE LIVING COMMUNITY WINSTED

WINSTED, MN  55395

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 369 Continued From page 15 F 369

and cut up watermelon, however��R13 spilled  
food off the edge of the plate as she attempted to 
eat.  When R13 finished her meal, she had 
several pieces of cut up watermelon and several 
baked beans on the table.   

During interview on 3/24/16, at 12:19 p.m. 
culinary service director (CSD) stated R13's plate 
guard should be at the bottom of her plate, and a 
non-skid mat under R13's plate. This was an 
error, and the care plan was not followed.   
When interviewed on 3/24/16, at 2:41 p.m. 
licensed practical nurse (LPN)-A stated R13 
received orders from occupational therapy (OT) 
for a plate guard and non-skid mat.   LPN-A 
stated dietary staff should be following any orders 
for adaptive equipment for R13, and all staff are 
educated on adaptive equipment for each 
resident during daily report.

During interview on 3/24/16, at 3:09 p.m. 
occupational therapist (OT)-A stated OT 
recommended R13 to use a plate guard and a 
non-skid mat under her plate because R13 
needed assistance with her meals mostly due to 
her, "Cognition and vision problems."  OT-A 
stated she expected OT recommendations to be 
followed, and R13 should have been provided a 
plate guard and non-skid mat as directed.

A facility Adaptive Feeding Equipment policy 
dated 11/2007, indicated, "Residents will be 
provided with adaptive feeding equipment upon 
assessment by the licensed nursing and 
therapies staff."  Further, the policy directed, 
"Nursing staff, together with Dietary, will see that 
the devices are available during mealtimes."
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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 
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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 3/22/2016 through 3/24/2016 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.

 2 302 MN State Statute 144.6503 Alzheimer's disease 
or related disorder train

ALZHEIMER'S DISEASE OR RELATED 
DISORDER TRAINING:
MN St. Statute 144.6503

(a) If a nursing facility serves persons with 
Alzheimer's 
disease or related disorders, whether in a 
segregated or general unit, the facility's direct 
care staff 
and their supervisors must be trained in dementia 
care.

(b) Areas of required training include:
(1) an explanation of Alzheimer's disease and 
related disorders�
(2) assistance with activities of daily living�
(3) problem solving with challenging behaviors��
and
(4) communication skills.

 2 302 3/25/16

Minnesota Department of Health
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 2 302Continued From page 2 2 302

(c) The facility shall provide to consumers in 
written or electronic form a description of the 
training program, the categories of employees 
trained, the frequency of training, and the basic 
topics covered.
(d) The facility shall document compliance with 
this section.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure residents and interested 
family were provided information regarding the 
frequency staff received Alzheimer's dementia 
training.  This had the potential to affect all 
current and future residents of the facility and 
other interested persons.

Findings include:

A review of staff training records on 3/23/2016 at 
3:50 p.m. indicated the facility utilized a series of 
computer-based courses to educate staff on 
providing care to residents with dementia. The 
course descriptions identified training objectives 
to include:  an introduction to Alzheimer's disease 
and dementia��communication��activities of daily 
living��and behaviors versus symptoms.  The 
facility provided documented evidence that all 
staff  received dementia training:  A multi-series 
training was required upon hire, and annually 
thereafter, with a "Dementia Refresher Course."  
A review of the facility's resident admission 
packet, given to residents and families, did not 
include information as to the frequency the staff 
dementia training.

In an interview on 3/24/2016 at 1:39 p.m. the 

Corrected 
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If continuation sheet  3 of 246899STATE FORM TN4811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00352 03/24/2016

NAME OF PROVIDER OR SUPPLIER

BENEDICTINE LIVING COMMUNITY WINSTED

STREET ADDRESS, CITY, STATE, ZIP CODE

551 FOURTH STREET NORTH

WINSTED, MN  55395

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)

 2 302Continued From page 3 2 302

social services designee (SS) stated the 
admission packet provided to consumers "does 
not provide" information regarding the frequency 
of dementia training provided to the staff.  The SS 
stated sheet "definitely can be tweaked" and 
adjusted to meet the requirements.

In an interview on 3/24/2016 at 3:55 p.m., the 
facility administrator stated she thought the 
admission package information "was adequate," 
but acknowledged the frequency of the staff 
training was not disclosed.

SUGGESTED METHOD OF CORRECTION:  
The administrator or designee could review its 
process to ensure:  Alzheimer's training is timely 
completed by both facility and contracted nursing 
staff���and residents and interested others are 
made aware that dementia training is provided to 
staff, who received training, the frequency of 
training, and a description of the training topics.

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

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care��Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:

 2 565 4/17/16

Based on observation, interview and document Corrected 
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review, the facility failed to ensure nutritional  care 
plan interventions were followed for 1 of 1 
residents (R13) reviewed for nutrition.

Findings include:  

R13's annual Minimum Data Set (MDS) dated 
1/9/16, indicated R13 had severe cognitive 
impairment and required supervision for eating.   

R13's care plan dated 1/27/16, identified R13 
had, "Nutrition concerns ... Dementia and 
difficulty feeding self m/b [manifested by] need for 
adaptive equipment and a therapeutic diet..."  The 
care plan directed staff to, "Provide plate guard 
with non-skid mat, with plate- guard arch facing 
her.  Tray set up at all meals."

On 3/23/16, at 5:24 p.m. R13 was provided 
supper which consisted of a salami sandwich, 
baked beans, and cut up watermelon.  R13's 
meal was served on a regular plate and placed 
on a green paper placemat in front of her.  There 
was no plate guard or non-skid mat provided to 
R13 as directed by the care plan.   R13 held the 
fork in her left hand and attempted to eat the 
baked beans and cut up watermelon��however, 
R13 spilled  food off the edge of the plate as she 
attempted to eat.  When R13 finished her meal, 
she had several pieces of cut up watermelon and 
several baked beans on the table.    

During interview on 3/24/16, at 12:19 p.m. 
culinary service director (CSD) stated R13's plate 
guard should be at the bottom of her plate, and a 
non-skid mat under R13's plate. This was an 
error, and the care plan was not followed.   

When interviewed on 3/24/16, at 3:09 p.m. 
occupational therapist (OT)-A stated R13 should 

Minnesota Department of Health
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have been provided a plate guard and a non-skid 
mat under her plate because R13 needed 
assistance with her meals mostly due to her, 
"Cognition and vision problems."  

A policy regarding resident care plans was 
requested, but not provided.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
review and revise policies and procedures related 
to ensuring the care plan for each individual 
resident is followed.  The director of nursing or 
designee could develop a system to educate staff 
and develop a monitoring system to ensure staff 
are providing care as directed by the written plan 
of care.  

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

 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 4/17/16

Minnesota Department of Health

If continuation sheet  6 of 246899STATE FORM TN4811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00352 03/24/2016

NAME OF PROVIDER OR SUPPLIER

BENEDICTINE LIVING COMMUNITY WINSTED

STREET ADDRESS, CITY, STATE, ZIP CODE

551 FOURTH STREET NORTH

WINSTED, MN  55395

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)

 2 830Continued From page 6 2 830

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review the facility failed to provide specific 
guidelines for staff to effectively provide fluid 
restrictions for 1 of 1 residents (R21) reviewed for 
dialysis. 

Findings include:

R21's annual Minimum Data Set (MDS) dated 
11/9/15, indicated R21 was cognitively intact, did 
not not reject any care and needed supervision 
while eating. The MDS identified a diagnosis of 
renal failure and was receiving dialysis 
treatments. 

R21's nutritional Care Area Assessment (CAA) 
dated 11/9/15, identified R21 was at nutritional 
risk due to an order for 1500 cubic centimeters 
(cc) of fluid per day and R21 was observed to 
have dry lips and mouth, related to fluid 
restrictions and being a hemodialysis patient. The 
CAA further identified that the resident may 
experience thirst and may be at risk for going 
over fluid requirements. However, the CAA did 
not address a plan for R21's fluid restrictions.

R21's Physician Order Report signed 12/8/15, 
ordered 1500 cc of fluid per day with a start date 
of 11/17/14. 

R21's nutrition care plan dated 12/12/14, 
identified dietary was to provide R21 with a 1500 
cc fluid restriction at meals and to record fluid 
intakes daily to assure appropriate amounts of 
fluid. The care plan did not identify how much 
fluid to provide at each meal for R21.

Corrected 

Minnesota Department of Health
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R21's hemodialysis care plan dated 11/30/15, 
identified R21 went to the dialysis clinic Monday, 
Wednesday and Fridays. The care plan included 
a fluid restriction of 1500 cc/24 hours and 
directed the staff to remind and encourage R21 to 
follow restrictions as R21 is often non- compliant. 
In addition the care plan further directed staff to 
monitor and record fluid intake every shift and for 
the night shift to record fluid intake in the 
electronic medical record. The care plan did not 
identify how much fluid nursing should provide for 
each shift. 

During observation on 3/23/16, at 5:11 p.m. R21 
was served 240 cc's of ice water, 240 cc's of juice 
and 240 cc's of coffee at her table setting for at 
total of 720 cc served to her by the dietary staff 
for the dinner meal. The dietary tray card on the 
table identified a 1500 cc fluid restriction but did 
not provide instruction for how much fluid should 
be served with each meal.

On 3/24/16, at 7:03 a.m. a clear water glass with 
a lid and straw with approximately 360 cc's of 
water in it was on R21's bedside table. The cup 
could hold 480 cc's. Written on the lid of the glass 
was "max 6 cups per day." This was in addition to 
the 1500 cc dietary was providing for R21.  

On 3/24/16, at 7:58 a.m. R21 was served by 
dietary staff 240 cc of ice water, 240 cc of juice 
and 240 cc of coffee at her table setting for at 
total of 720 cc served to her by the dietary staff 
for the breakfast meal. 

When interviewed on 3/24/16, at 8:41 a.m. dietary 
aid (DA)-A stated she wasn't sure what R21's 
fluid restrictions were but thought they were 1200 
cc a day. DA-A wasn't sure on how much fluids 
she was to have at each meal, but thinks it is 420 

Minnesota Department of Health
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cc at each meal. She stated that R21 requests 
ice water for chewing,and if she requests more 
fluid that is provided during the meal we remind 
her of her fluid restrictions and then give her what 
she requested. 

When interviewed on 3/24/16, at 12:53 p.m. 
nursing assistant (NA)-B reported that R21 was 
kind of restricted with water in her room, but does 
not know what her restrictions were. NA-B further 
stated that the aids used to track fluid intake in 
her room, but no longer are.  

The nursing assistant care sheet identified R21 
was on fluid restrictions, but did not identify the 
the fluid restriction amount or how to track fluid 
intake. 

Review of R21's Dialysis Communications 
Record dated 12/21/15, included direction from 
the dialysis unit to facility staff : " Fluid restriction 
1500 cc/ daily. Please assist [R21] /c [with] fluid 
management. She gained 12.5 lbs. [pounds] 
since Friday."

R21's Dialysis Communications Record dated 
12/26/15, included direction from the dialysis unit 
to facility staff to: " ...during tx's, large amt 
[amount] of fluid gain over 14 lbs over holiday 
break (2 days)." 

R21's Dialysis Communications Record dated 
2/29/16, included direction from the dialysis unit 
to  facility staff to: "Please help pt [patient] control 
fluid intake in between tx's d/t [due to] high fluid 
gains and unable to get fluid off. Pt refused extra 
tx's to help /c [with] additional fluid removal."

When interviewed on 3/24/16, at 12:55 p.m. 
RN-B stated that R21 was on 1500 cc per day 

Minnesota Department of Health
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fluid restriction and that the nurse after each shift 
is responsible for documented the total fluids R21 
consumed on the shift. RN-B observed the cup of 
water in R21's room and stated she wasn't sure 
where it came from and shouldn't have water at 
her bedside. RN-B further stated there was not 
any guidance on what dietary and nursing are to 
provide for fluids on each shift.

When interviewed on 3/24/16, at 1:07 p.m. R21 
stated she received the cup from dialysis and 
knows she is on fluid restrictions, but does not 
know what the restrictions are exactly and has 
been told she drinks too much fluids. R21 further 
stated she does not obtain drinks on her own and 
the facility manages her fluid intake. Staff ask her 
what she wants to drink and then they bring it to 
her. She does tell night staff fill her ice water for 
her and receives all the water, juice, coffee, ice 
cream and whatever she wants at activities.

When interviewed on 3/24/16, at 1:20 p.m. RN-D 
stated R21 was on a 1500 cc fluid restriction and 
has been educated on how much fluids she is 
supposed to have. Nursing is supposed to 
document the intake from meals, med passes 
and any other fluid consumed for each shift but 
isn't sure if the documentation reflects all the 
fluids she drinks or eats for each shift.

When interviewed on 3/24/16, at  2:20 p.m. the 
director of nursing (DON) stated a visual cue of a 
water glass with a line drawn through posted 
outside the residents room lets staff know to talk 
to the nurse regarding fluid consumption. The 
DON stated that nurses are to calculate how 
much R21 drinks on their shift and that the next 
shift needs to determine how much more fluid 
she can have on their shift. The DON stated that 
the facility is watching her fluid intake and that 
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she expects staff to give R21 what she wants to 
drink but provide education and reminders 
regarding her fluid restrictions.

Review of the progress notes from November 
2015 to March 2016, identified R21 had several  
occasions when she consumed over 1500 cc of 
fluid.   

R21's quarterly nutrition assessment dated 
2/10/16, indicated R21 had a 1500 cc fluid 
restriction and consumes greater than 5 cups of 
fluids per day (a cup is approximately 190 cc). 
The assessment identified fluid gains were above 
the recommended range and drinks 360 cc per 
meal. The assessment further indicated R21 was 
non-compliant with fluid restrictions and 
recommended no changes as R21 had been 
provided diet education with little success. No 
referrals were indicated. 

When interviewed via telephone on 3/24/16, at  
2:50 p.m. the facility registered dietician (RD) 
stated that R21 was 100 percent non- compliant 
with her fluid restrictions and has been battling 
fluid gains all year. The RD could not be specific 
on how R21 was non- compliant but did state that 
she drinks too many fluids at meals and eats ice 
cream. The RD further stated that a fluid 
schedule should be available to staff with 
specifics on what R21 should receive from 
nursing and dietary each shift and that the dietary 
card should be specific regarding how much 
fluids should be served with each meal. The RD 
stated that R21 should not have fluids at bedside 
and this was difficult to track everything that R21 
consumed because of her activity attendance.

When interviewed on 3/24/16, at 3:06 p.m. the 
culinary services director (CSD) stated that there 
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is nothing specific documented for fluid restriction 
breakdown between nursing and dietary. The 
CSD stated that on the dietary card it should state 
the amount of fluids to be provided at each meal 
for R21. After visualizing the dietary card the CSD 
verified that the dietary card only listed a 1500 cc 
a day fluid restriction. 

When interviewed via telephone on 3/24/16, at 
12:29 p.m. the dialysis registered nurse (RN)-A 
stated that R21 typically comes in high on fluid 
gains averages and averages 4 to 4 1/2 
kilograms  (kg) of fluid are removed on dialysis 
day. RN-A stated that R21's fluid restrictions need 
to be closely monitored and her restriction could 
not possibly be adhered to as she could not 
remember the last time R21 was at her dry 
weight. RN-A stated that dialysis has been in 
contact with the facility and has been told R21 
had been following her fluid restrictions, however 
if R21 was following her restrictions she would 
not need as much fluid removed.  

Although R21 was on a 1500 fluid restriction 
because of renal failure, the facility was not 
consistently providing and monitoring all of R21's 
fluid consumption which has caused fluid gains 
making it difficult to have this fluid removed 
during her dialysis treatments. 

The undated facility policy Fluid Restrictions 
indicated "Nursing staff and dietary services will 
provide for restrictions of fluids upon order of 
physician." The policy further identified " Licensed 
staff along with dietary staff will determine 
amount of fluids that can be consumed at each 
meal and each shift. In addition, "dietary will note 
fluid restrictions on diet tray card system and 
nursing staff will provide additional fluid up to limit 
for each shift. Large quantities of fluids should not 
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be left at the bedside."

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee, could review 
and revise policies and procedures related to fluid 
and intake monitoring, and provide staff 
education related to the care of residents who 
receive dialysis treatment. The director of nursing 
or designee could develop an audit tool to ensure 
appropriate, timely and comprehensive fluid 
monitoring is provided. 

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

 2 910 MN Rule 4658.0525 Subp. 5 A.B Rehab - 
Incontinence

Subp. 5.  Incontinence.  A nursing home must 
have a continuous program of bowel and bladder 
management to reduce incontinence and the 
unnecessary use of catheters.  Based on the 
comprehensive resident assessment, a nursing 
home must ensure that:  
      A.  a resident who enters a nursing home 
without an indwelling catheter is not catheterized 
unless the resident's clinical condition indicates 
that catheterization was necessary���and 
     B.  a resident who is incontinent of bladder 
receives appropriate treatment and services to 
prevent urinary tract  infections and to restore as 
much normal bladder function as  possible.

This MN Requirement  is not met as evidenced 
by:

 2 910 4/17/16

Based on observation, interview and document Corrected 
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review, the facility failed to comprehensively 
assess and develop interventions to promote 
continence for 1 of 2 residents (R19) reviewed for 
urinary incontinence. 

Findings include: 

R19's quarterly Minimum Data Set (MDS) dated 
12/24/15, identified R19 had severe cognitive 
impairment, required extensive assistance with 
toileting, and was frequently incontinent of urine 
but had never been trialed on a toileting program 
since admitted to the facility. The 9/28/15 
quarterly MDS also identified, she was frequently 
incontinent of urine, with no trialed toileting 
program, and the 7/15/15 admission MDS 
assessment identified R19 had a urinary catheter.   

During observation on 3/22/16, at 11:55 a.m. R19 
was seated in her wheelchair in the dining room 
eating lunch, and had a strong odor of urine 
present about her.  R19 did not have any visible 
catheter drainage collection device present. 

During observation of care on 3/23/15, at 5:56 
p.m. R19 was assisted into a community 
bathroom by nursing assistant (NA)-A.  At 6:00 
p.m. the bathroom door was opened, and R19 
wheeled herself out of the bathroom.  NA-A 
followed R19 out of the bathroom carrying a clear 
plastic bag with a soiled incontinence product 
inside.

When interviewed on 3/23/16, at 6:02 p.m. NA-A 
stated R19 had been incontinent of, "A little" urine 
when assisted to the bathroom.  At times, R19 
was able to tell staff when she needed to use the 
bathroom but staff, "Have to ask her a lot."  NA-A 
stated R19 will still void after being assisted to the 
toilet, even after being incontinent, but was 
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unaware if a formal toileting plan for R19 was in 
place, "We just take her every 2 hours." 

R19's Clinical Documentation assessment dated 
7/22/15, identified R19 used an indwelling 
catheter, and was frequently incontinent of bowel.  
The assessment contained no further information 
on R19's urinary elimination.

R19's most recent Urinary Incontinence and 
Indwelling Catheter Care Area Assessment (CAA) 
dated 7/4/15, identified R19 had an indwelling 
catheter, and had no urinary incontinence.  

R19's care plan dated 1/29/16, identified R19 
had, "Impaired elimination d/t [due to] requiring 
assistance with toileting."  R19 required a Foley 
catheter for elimination, however, "[Had] now 
been removed and voiding without concerns."  
R19 was identified as incontinent of bladder, and 
the care plan directed staff to, "Check and 
change incontinence products q [every] 2 hrs [two 
hours] and prn [as needed]."   

R19's medical record was reviewed, and no 
further comprehensive assessments of R19's 
urinary elimination were identified since 7/22/15, 
when R19 had been identified to have a catheter 
in place to manage her urinary elimination.  There 
was no indication a comprehensive assessment 
had been completed to determine type of 
incontinence, history of urinary incontinence, 
bladder infections, hydration, medications, 
behaviors, environmental factors, and was a 
voiding pattern identified for R19.      

During interview on 3/24/16, at 12:02 p.m. 
registered nurse (RN)-E reviewed R19's medical 
record and stated R19 had not been 
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comprehensively assessed for urinary 
elimination, "Since last June" when she had a 
catheter in place, but R19's catheter had been 
discontinued shortly after admission nearly one 
year prior, "[We] got rid of that in pretty short 
order."  RN-E stated a comprehensive bladder 
assessment would include review of residents' 
risks for incontinence, intake patterns, medical 
conditions and medications which may impair 
their elimination, and R19 had never been 
assessed for these things since having her 
catheter removed, "[I'm] not sure why she's fallen 
through the cracks."  RN-E stated most of R19's 
incontinence happened during the night hours, 
but if she had been comprehensively assessed 
for her urinary elimination, a plan could have 
been developed to potentially reduce her 
incontinence. 

An undated facility Bowel and Bladder 
Assessment policy identified a purpose, "To 
assess the toileting needs of all residents and 
determine appropriateness of retraining and / or 
individualized toileting schedules."  The policy 
directed staff to assess a resident upon 
admission, annual reviews or with significant 
changes using the facility assessment tool, and 
develop "An individualized care plan" with the 
collected data. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee, could review 
and revise policies and procedures related to 
monitoring and provision of incontinence care, 
and provide staff education related to the care of 
residents with urinary incontinence. The director 
of nursing or designee could develop an audit tool 
to ensure appropriate and timely assessment and 
incontinence care are provided. 
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 945 MN Rule 4658.0530 Subp. 1 Assistance with 
Eating - Nursing Personnel

 Subpart 1.  Nursing personnel.  Nursing 
personnel must determine that residents are 
served diets as prescribed.  Residents needing 
help in eating must be promptly assisted upon  
receipt of the meals and the assistance must be 
unhurried and in a manner that maintains or 
enhances each resident's dignity and respect.  
Adaptive self-help devices must be provided to 
contribute to the resident's independence in 
eating.  Food and fluid intake of residents must 
be observed and deviations from  normal 
reported to the nurse responsible for the 
resident's care during the work period the 
observation of a deviation was made.   Persistent 
unresolved problems must be reported to the 
attending  physician.

This MN Requirement  is not met as evidenced 
by:

 2 945 4/17/16

Based on observation, interview and document 
review, the facility failed to ensure adaptive 
equipment was provided for 1 of 1 residents 
(R13) who required adaptive equipment to 
promote independence with eating.

Findings include:  

R13's annual Minimum Data Set (MDS) dated 

Corrected 
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1/9/16, indicated R13 had severe cognitive 
impairment and required supervision for eating.
 
R13's Nutritional Care Area Assessment (CAA) 
dated 1/14/16, identified R13 was independent at 
meals after tray set up and adaptive equipment 
was provided.

R13's Physician Order Report dated 2/4/16, 
identified R13 had dementia, paraplegia 
(paralysis of the lower half of the body), 
dysphagia (difficulty swallowing), and nutritional 
deficiency.  Further, R13 had a current physician 
order for, "Plate guard with non-skid mat, Normal 
utensils, place plate at edge of table, and glasses 
directly above plate."    

R13's care plan dated 1/27/16, identified R13 
had, "Nutrition concerns ... Dementia and 
difficulty feeding self m/b [manifested by] need for 
adaptive equipment and a therapeutic diet..."  The 
care plan directed staff to, "Provide plate guard 
with non-skid mat with plate guard arch facing 
her.  Tray set up at all meals."

During observation on 3/23/16, at 5:24 p.m. R13 
was provided supper which consisted of a salami 
sandwich, baked beans, and cut up watermelon.  
R13's meal was served on a regular plate and 
placed on a green paper placemat in front of her.  
There was no plate guard or non-skid mat 
provided to R13 as directed by her physician 
orders and care plan.   R13 held the fork in her 
left hand and attempted to eat the baked beans 
and cut up watermelon, however��R13 spilled  
food off the edge of the plate as she attempted to 
eat.  When R13 finished her meal, she had 
several pieces of cut up watermelon and several 
baked beans on the table.   
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During interview on 3/24/16, at 12:19 p.m. 
culinary service director (CSD) stated R13's plate 
guard should be at the bottom of her plate, and a 
non-skid mat under R13's plate. This was an 
error, and the care plan was not followed.   
When interviewed on 3/24/16, at 2:41 p.m. 
licensed practical nurse (LPN)-A stated R13 
received orders from occupational therapy (OT) 
for a plate guard and non-skid mat.   LPN-A 
stated dietary staff should be following any orders 
for adaptive equipment for R13, and all staff are 
educated on adaptive equipment for each 
resident during daily report.

During interview on 3/24/16, at 3:09 p.m. 
occupational therapist (OT)-A stated OT 
recommended R13 to use a plate guard and a 
non-skid mat under her plate because R13 
needed assistance with her meals mostly due to 
her, "Cognition and vision problems."  OT-A 
stated she expected OT recommendations to be 
followed, and R13 should have been provided a 
plate guard and non-skid mat as directed.

A facility Adaptive Feeding Equipment policy 
dated 11/2007, indicated, "Residents will be 
provided with adaptive feeding equipment upon 
assessment by the licensed nursing and 
therapies staff."  Further, the policy directed, 
"Nursing staff, together with Dietary, will see that 
the devices are available during mealtimes."

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee, could review 
and revise policies and procedures related to 
assistance with eating and provide staff education 
related to the care of residents who use assistive 
devices to promote independence.  The director 
of nursing or designee could develop an audit tool 
to ensure appropriate appropriate assistance and 
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equipment are provided to promote resident 
independence.

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 
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:

 21426 4/17/16

Based on interview and document review, the 
facility failed to ensure a required two step 
tuberculin skin test (TST) was completed for 3 of 
5 employees (RN-F, NA-E, and NA-F), and a 
symptom screening was completed for 1 of 5 

Corrected 

Minnesota Department of Health

If continuation sheet  20 of 246899STATE FORM TN4811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00352 03/24/2016

NAME OF PROVIDER OR SUPPLIER

BENEDICTINE LIVING COMMUNITY WINSTED

STREET ADDRESS, CITY, STATE, ZIP CODE

551 FOURTH STREET NORTH

WINSTED, MN  55395

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 20 21426

employees (NA-F).  Further, the facility failed to 
have a completed Facility Tuberculosis (TB) Risk 
Assessment Worksheet for Health Care Settings 
Licensed by the Minnesota Department of Health.

Findings include:

Registered nurse (RN)-F's Mantoux 
(Tuberculosis) Test Form dated 11/2/15, and 
11/11/14/15, identified both TST tests to be 
negative.  However, the documentation did not 
identify millimeters (mm) of induration.

Nursing assistant (NA)-E's Mantoux 
(Tuberculosis) Test Form dated 1/27/16, and 
2/16/16, identified zero mm induration.  However, 
the documentation did not identify if the test was 
negative or positive.

NA-F's Mantoux (Tuberculosis) Test Form, 
undated, identified no first or second TST were 
completed, and no symptom screening was 
completed.  

When interviewed on 3/24/16, at 4:45 p.m. 
director of nursing (DON) stated a new risk 
assessment was just completed on 3/24/16, for 
the facility, as she was unable to locate a current 
assessment.  

Facility policy titled "2 step Mantoux Procedure" 
dated 12/9/11, identified the nurse will measure 
the induration and record onto the screening tool 
for health care workers in millimeters.  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or designee could review 
the facility's process to ensure TB testing for 
newly admitted residents is documented as 
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required by state rule.  They could also revise 
their policy to ensure millimeters of induration and 
the interpretations of the results are documented 
as per the recommendations of the Centers for 
Disease Control (CDC).  Nursing staff could be 
re-educated on new processes and policy 
revisions.  An auditing system could be 
developed and reviewed by the facility's quality 
assessment and assurance committee.  

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

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

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

This MN Requirement  is not met as evidenced 
by:

 21805 4/17/16

Based on observation, interview, and document 
review, the facility failed to provide a dignified 
rising and morning routine for 1 of  4 residents 
(R28) observed for activities of daily living.  

Findings include:

R28's quarterly Minimum Data Set (MDS) dated 
1/7/16, identified R28 had severe cognitive 
impairment, and required total dependence on 
staff for bed mobility, transferring, dressing, and 
personal hygiene.

R28's plan of care dated 1/11/16, identified staff 

Corrected 
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are to provide total assist with dressing and 
grooming.  

During observation on 3/24/16 at 6:59 a.m., 
nursing assistant (NA)-C and NA-D entered R28's 
room to provide personal cares. After completing 
personal cares, they placed an incontinent brief 
on R28, and put her pants on while in bed. They 
pulled her pants up so they were just above her 
the knees, but below the incontinent brief. They 
placed the bedding covers over R28, and left the 
room.  

When interviewed on 3/24/16, at 7:08 a.m. upon 
exiting R28's room, NA-C stated R28 will remain 
in bed at this time, and staff will assist in getting 
her into her wheelchair around 8:00 a.m. for 
breakfast.  

Registered nurse (RN)-E and surveyor observed 
R28 in bed on 3/24/16, at 8:32 a.m., covered with 
sheets and bed spread. RN-E removed R28's 
bedding, and saw R28's with her  pants on, pulled 
up between her knees and incontinent pad, 
making it difficult for R28 to move in bed. RN-E 
stated, this should not happen, because this 
would be "undignified" for the resident.  
When interviewed on 3/24/16, at 12:33 p.m. 
NA-C stated staff typically leave R28's pants 
down below her incontinent pad, because they 
will check if R28 has been incontinent prior to 
getting her up in the chair for breakfast.  

When interviewed on 3/24/16, at 2:54 p.m. 
director of nursing (DON) stated she would 
expect that resident either have their pants pulled 
all the way up around the waist or removed 
completely when in bed.  It was not acceptable for 
residents to have their pants down below the 
incontinent pad and above the knees when in 
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bed. 

A facility policy regarding resident dignity was 
requested, but none provided.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee, could review 
and revise policies and procedures related to 
dignity and provision of care, and provide staff 
education to reinforce the provision of dignified 
care.  The director of nursing or designee could 
develop an audit tool to ensure appropriate, 
timely and dignified resident care is provided.

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