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m"‘ DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

Electronically delivered CMS Certification Number (CCN): 245184
January 11, 2022

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for
participation. To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the
Medicaid program, a provider must be in substantial compliance with each of the requirements established by
the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective December 16, 2021 the above facility is certified for:
111 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 111 skilled nursing facility beds.
You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status. If, at the time of your next survey, we find your facility to not be in substantial compliance
your Medicare and/or Medicaid provider agreement may be subject to non-renewal or termination.
Please contact me if you have any questions.
Sincerely,
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health
P.O. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

Email: melissa.poepping@state.mn.us

An equal opportunity employer.



m"‘ DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe HealthofAll Minnesotans

Electronically delivered
January 11, 2022

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

RE: CCN: 245184
Cycle Start Date: October 21, 2021

Dear Administrator:

On December 13, 2021, we notified you a remedy was imposed. On December 17, 2021 the Minnesota
Department of Health and Public Safety completed a revisit to verify that your facility had achieved and
maintained compliance. We have determined that your facility has achieved substantial compliance as of
December 16, 2021.

As authorized by CMS the remedy of:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective December 1,
2021 be discontinued as of December 16, 2021. (42 CFR 488.417 (b))

However, as we notified you in our letter of November 16, 2021, in accordance with Federal law, as specified in
the Act at § 1819(f)(2)(B)(iii)(1)(b) and § 1919(f)(2)(B)(iii)(I)(b), we notified you that your facility is prohibited
from conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years from
December 1, 2021. This does not apply to or affect any previously imposed NATCEP loss.

The CMS Region V Office may notify you of their determination regarding any imposed remedies.
Feel free to contact me if you have questions.

Sincerely,

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health

P.0O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: melissa.poepping@state.mn.us

An equal opportunity employer.



m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improvingthe HealthofAll Minnesotans

Electronically Delivered

NOTICE OF TOTAL AMOUNT OF ASSESSMENT
FOR NURSING HOMES

January 11, 2022

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

RE: Project Number
Dear Administrator:

On December 13, 2021, a Notice of Assessment for Noncompliance with Correction Orders with an
imposed a daily fine in the amount of $700.00 was electronically issued to the above facility. An
acknowledgement was electronically received by the Department stating that the violation(s) had been
corrected. A reinspection was held on December 17, 2021 and it was determined that compliance with
the licensing rules was attained.

Therefore, the total amount of the assessment is $700.00. In accordance with Minnesota Statutes, §
144A.10, subdivision 7, the costs of the reinspection, totaling $174.00, are to be added to the total
amount of the assessment. You are required to submit a check, made payable to the Commissioner of
Finance, Treasury Division, in the amount of $874.00 within 15 days of the receipt of this notice. That
check should be forwarded to:

Department of Health

Health Regulation Division,

85 East Seventh Place, Suite 220
P.O. Box 64900

St. Paul, Minnesota 55164-0900

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.

Sincerely,

An equal opportunity employer.



Rochester East Health Services
January 11, 2022
Page 2

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us

cc:  Shellae Dietrich, Program Assurance Superviosr
Kami Fiske-Downing, Licensing and Certification Program
Penalty Assessment Deposit Staff
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m1 DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
December 13, 2021

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

RE: CCN: 245184
Cycle Start Date: October 20, 2021

Dear Administrator:
On November 16, 2021, we informed you of imposed enforcement remedies.

On December 9, 2021, the Minnesota Department of Health completed a revisit and it has been
determined that your facility continues to not to be in substantial compliance. The most serious
deficiencies in your facility were found to be isolated deficiencies that constitute no actual harm with
potential for more than minimal harm that is not immediate jeopardy (Level D), as evidenced by the
electronically attached CMS-2567, whereby corrections are required.

The deficiency(ies) not corrected is/are as follows:

FO677 --S/S: D -- 483.24(a)(2) -- Adl Care Provided For Dependent Residents
FO690 -- S/S: D -- 483.25(e)(1)-(3) -- Bowel/bladder Incontinence, Catheter, Uti

As a result of the revisit findings:

* Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective December 1, 2021, will remain in effect.

This Department continues to recommend that CMS impose a civil money penalty. (42 CFR 488.430
through 488.444). You will receive a formal notice from the CMS RO only if CMS agrees with our
recommendation.

The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective December 1, 2021. They will also notify the State Medicaid
Agency that they must also deny payment for new Medicaid admissions effective December 1, 2021.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction.
The remedy must remain in effect until your facility has been determined to be in substantial
compliance or your provider agreement is terminated. Please note that the denial of payment for new
admissions includes Medicare/Medicaid beneficiaries enrolled in managed care plans. It is your

An equal opportunity employer.



Rochester East Health Services
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obligation to inform managed care plans contracting with your facility of this denial of payment for
new admissions.

As we notified you in our letter of November 16, 2021, in accordance with Federal law, as specified in
the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(1)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from December 1, 2021.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (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. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).

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.

If 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:

e Optional denial of payment for new Medicare and Medicaid admissions
(42 CFR 488.417 (a));

e Per day civil money penalty (42 CFR 488.430 through 488.444).
DEPARTMENT CONTACT

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

Elizabeth Silkey, Unit Supervisor
Mankato District Office
Licensing and Certification Program
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Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

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 - Health Regulation Division staff and/or the Department of Public Safety, State Fire Marshal
Division staff, if your ePoC for their 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
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 SIXTH MONTH AFTER THE LAST DAY OF THE
SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by April 21, 2022 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. 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.

APPEAL RIGHTS

If you disagree with this action imposed on your facility, you or your legal representative may request a
hearing before an administrative law judge of the Department of Health and Human Services,
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Departmental Appeals Board (DAB). Procedures governing this process are set out in 42 C.F.R. 498.40,
et seq. You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E-File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service. In those
circumstances you may call the Civil Remedies Division to request a waiver from e-filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing. A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree. It should also specify the basis for contending that the findings and conclusions
are incorrect. At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Tamika Brown, Principal Program
Representative by phone at (312) 353-1502 or by e-mail at Tamika.Brown@cms.hhs.gov.

INFORMAL DISPUTE RESOLUTION/ INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/Itc idr.cfm
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You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

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.

Feel free to contact me if you have questions.

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us
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{F 000} INITIAL COMMENTS {F 000}

On 12/9/21, an onsite revisit was conducted to
follow up on deficiencies related to a standard
abbreviated survey exited 10/21/21. The facility
was found to be NOT in compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.

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.

Upon receipt of an acceptable electronic POC, an

onsite revisit of your facility may be conducted to

validate that substantial compliance with the

regulations has been attained.

{F 677} ADL Care Provided for Dependent Residents {F 677} 12/16/21
SS=D CFR(s): 483.24(a)(2)

§483.24(a)(2) Aresident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview and document 677
review, the facility failed to provide ADL (activities
of daily living) care to 1 of 1 resident (R4) It is the policy of the facility to provide ADL
reviewed for ADLs and who was dependent upon (Activities of Daily Living) care to those
staff for grooming assistance. who are dependent on staff for grooming
needs.
Findings include:
R4's facesheet printed 12/9/21, included
diagnoses of morbid obesity, diabetes, paranoid
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/15/2021

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

R4's quarterly Minimum Data Set (MDS)
assessment dated 10/8/21, indicated R4 had
refused to completed the brief interview for
mental status, had adequate hearing and vision,
clear speech, was able to make self understood
and could understand others. R4 required
extensive assistance of one staff for personal
hygiene.

R4's Order Summary Report indicated R4 was to
have a weekly bath on Monday evenings. If R4
refused, she was to be re-approached three
times. Staff were to document all refusals and
methods of re-approaches in PCC (Point Click
Care - the electronic medical record) progress
notes.

R4's plan of care dated 1/21/20, indicated
hygiene was important to R4 and the goal was to
maintain hygiene and health. In addition, the care
plan indicated R4 had an ADL self -care deficit
related to impaired cognition and mobility, and
would have facial hair trimmed as needed with
the assist of one staff. On 11/26/21, the care plan
was updated to include: R4 often refused
assistance but also did not attempt to complete
on her own; had an electric razor in her room.

During an interview on 12/9/21, at 8:52 a.m., the
administrator described a program that had been
implemented called Guardian Angel rounds,
where leadership staff did audits of residents five
days a week for 31 various criteria, such as: call
light within reach, floor clean, resident shaved,
resident nails clean and trimmed. The
administrator provided a completed Guardian

Resident(s) involved: R4 had facial hair
removal done with assistance from
Executive Director and going forward with
the Executive Director or nursing staff or
other staff daily as needed. R4’s guardian
was contacted and R4 was provided with
an electric razor and provided to her to be
kept in her room which was used.
Education was provided to resident on
how to use the electric razor, a return
demonstration was observed, and no
concerns were noted by the Executive
Director. R4s care plan was reviewed and
updated. Resident’s task in POC (Point of
Care) were updated to include removing
facial hair, this will cue staff to assist with
the task or document a refusal. All
assigned team members responsible for
completing guardian angel rounds were
reeducated on what to do if item is found
to be not completed or in place. Bath
sheets were updated to include the task of
shaving needs and includes an area to
document refusals.

Residents with Potential to be affected: All
residents have the potential to be
affected. Special focus on residents used
during the “Guardian Angel” rounds or
manager on duty rounds daily this system
change will ensure problems do not
reoccur. Needs for facial hair grooming
are addressed with nursing staff and
assistance with nail care and facial hair
grooming tasks are provided as needed.
All residents are observed for ADL needs

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 677} Continued From page 1 {F 677}

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

Event ID:Z36P12

Facility ID: 00953

If continuation sheet Page 2 of 11




PRINTED: 12/16/2021
FORM APPROVED
OMB NO. 0938-0391

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

Angel checklist from 12/8/21, completed by social
services (SS)-A. R4 was listed on the checklist.
For the question "is the resident shaved (no chin
hair on ladies)," the response was written as "n"
for "no," indicating R4 was not shaven. However,
there were no comments written in the comment
section to indicate follow up action was taken.
There was a handwritten comment about R4
which indicated "R4 will not allow to straighten
room or throw out empty bottles," but nothing
about chin hairs. The plan of correction indicated
the Guardian Angel rounds checklist would be the
facility audit.

During an interview and observation on 12/9/21,
at 9:11 a.m., in R4's room, R4 was sitting on the
side of her bed. R4 had long white hairs on her
chin and neck of varying lengths of approximately
1/4 inch to 2 inches. Some hairs were curled. A
pink and white electric razor was observed on
R4's overbed table next to her bed. When asked
if she used the razor, R4 stated she did not know
how to use it as it didn't come with instructions,
and it didn't have a blade. R4 stated she would
like to use it; that she would like to have her chin
hairs trimmed, adding "why do you think | have a
razor? Yes, | want them shaved, but no one helps
me." When asked if she declined assistance from
staff when they offered, R4 replied, "Why would |
do that, they don't offer."

During an interview on 12/9/21, at 9:20 a.m.,
nursing assistant (NA)-A stated she was aware of
R4's chin hair and that R4 was capable of using
her razor; they reminded her, but she didn't use it.
When asked if R4 knew how to use the electric
razor, NA-A stated she thought so, but did not
know if R4 was shown how to use it.
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during guardian angel rounds results
reported to appropriate staff and in the
morning meeting for follow up. Angel
rounds are completed at least 4-5 days a
week to ensure compliance manager on
duty rounds are completed on the
weekend. Activity department continues to
offer nail care weekly. Nursing staff will
document refusals on bath sheet. Facility
Administrator assisted resident R4 with
trimming chin hairs on 12/14/2021.
Resident tasks in POC (Point of Care)
were updated to include shaving needs.

Education: All guardian angel staff were
provided reeducation by the executive
director on steps to take if an audit item is
not completed. Guardian angel round staff
to continue to note all items on the
guardian angel audit form including
shaving/facial hair. All nursing staff were
reeducated on 12/16/2021 or before their
next shift on what to do if a resident
refuses assistance with ADLs (Activities of
Daily Living), updated bath sheet, and
completing tasks in POC (Point of Care).

Monitoring: To ensure ongoing
compliance the executive director to
complete audits 2xs time weekly
beginning the week of 12-13- 2021 on
resident R4 and ongoing for at least three
months. All residents will be reviewed for
facial hair beginning 12-16-21 and
trimmed or documented refusal of refusal.
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During an interview on 12/9/21, at 9:40 a.m.,
licensed practical nurse (LPN)-A was not aware
of R4's chin hairs, "l didn't notice," adding no one
had informed her either. LPN-A stated R4
probably refused to have her chin hairs trimmed,
but LPN-A had not documented a refusal
because she had not been aware of it.

During an interview on 12/9/21, at 11:25 a.m.,
trained medication aide (TMA)-A stated she was
not aware of of R4's chin and neck hair, adding
R4 often refused cares. TMA-A did not recall if
she had informed a nurse of refusals pertaining to
R4's chin hairs.

During an interview on 12/9/21, at 11:46 a.m., the
director of nursing (DON) was not aware of R4's
long chin and neck hairs, but stated R4 refused to
be shaved. When informed there was no
documentation of refusals noted in R4's record,
the DON stated notes about R4's chin hair might
be on her paper bath sheets and would look. The
DON confirmed that if a female resident wanted
her chin hairs trimmed, staff should assist the
resident, and if the resident refused, it should be
documented.

On 12/9/21, at 2:05 p.m., the DON stated there
were no bath sheets for R4 since 12/1/21, and
admitted there was no mention in R4's record of
facial hair or refusal to have facial hair trimmed.

Re-education provided to nursing staff following
the re-certification survey from October 2021,
was reviewed. Nursing staff received a paper
learning packet which included a policy titled
Shaving the Resident, dated June 2017, and an
associated quiz. The policy indicated the
equipment to use when shaving a resident, and
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Guardian angel rounds will be completed
4-5 times a week for three months that
began on 12-1-2021. The guardian angel
round audits will be reviewed by the
executive director or designee during
morning meetings. The results of the
audits will be reviewed by the QAPI
(Quality Assurance and Performance
Improvement) committee monthly for
trends and any needs for adjustment of
audit schedules or content, as well as any
further educational need and the guardian
angel rounds checklist will be our audits.
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documentation guidelines which may include
date, time, condition of residents skin, and how
resident tolerated the procedure. The associated
quiz included questions: 1) Ensuring a residents
facial hair is groomed according to how they feel
comfortable will improve the residents morale and
promote dignity: True or False. 2) Assisting
residents with ADL's that they are unable to
completed on their own is an expectation of the
care we provide at our center: True or False. 2)
What should the CNA do if the resident refuses
assistance with completing an ADL? (Answer:
inform the nurse).

Bowel/Bladder Incontinence, Catheter, UTI
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-

(i) Aresident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) 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

{F 677}

{F 690} 12/16/21
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(iii) 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 F-690¢,(D),
review the facility failed to monitor, implement
interventions and provide risk versus benefits for It is the policy of the facilitys to
1 of 1 resident (R5) who was independendently ensure¢ education, assessments and
performing self urinary catheter cares. monitoring for catheter care for residents
who independently perform self-urinary
Findings include: catheter cares.;,
R5 was admitted to the facility on 7/20. Diagnosis é
listed on the diagnosis sheet in the medical
record included: muscle weakness, right artificial ¢
shoulder joint, paraplegia (damage to the spinal
cord causing paralysis of all or part of the trunk, ¢
legs or pelvic organs), neuromuscular
dysfunction of the bladder (lacks bladder control), Resident(s) involved:¢ R5 Resident was
injury of the spinal cord, osteoarthritis (wearing provided reeducation on her
down of the protective tissue at the end of the ostomy/catheter drainage care by DON
bones), diabetes mellitus (too much sugar in the and designee present. Education was
blood), chronic kidney disease (loss of kidney provided on procedure, infection control
function to eliminate waste from the body) and practices, and encouraged allowing
placement of a urostomy (an opening in the assistance to manage urostomy.
abdomen that re-directs urine away from the Adequate ostomy/catheter supplies were
bladder that's diseased or injured). provided and will be monitored by nursing
staff for supply availability weekly.
Observation on 12/9/21, at 11:00 a.m. R5 was in Resident #5 will be observed and
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her room watching TV. There was a very strong monitored for proper technique and
odor of urine throughout the room (the odor could infection control practices and if unable to
be smelled in the hallway prior to enetering the self-administer staff will offer to assist with
room). There was a leg drainage bag hooked to ostomy/catheter care. Orders were
the side of the bed, containing urine. The end of updated in PCC (Point Click Care) to
the tubing was not covered and resting on the include offering assistance to resident
side of the bed. There were no alcohol swabs or with urostomy care, monitoring availability
catheter covers noted in the residents room. R5 of supplies, charting refusals of
stated she had completed her ostomy/catheter assistance with ADLs, monitoring for a
care that morning. R5 indicated she had been urinary drainage bag cover and catheter
doing her own ostomy/catheter care for 30 years. cap is in place and encouraging infection
When questioning R5 about the use of alcohol control practices. An additional odor
swabs and rinsing the catheter drainage bags, managing device has been placed in the
she indicated she thought she used alcohol room and room continues to be on the
swabs to clean the end of the tube, but confirmed odor control special focus list for the
she did not empty or rinse the drainage bags. R5 housekeeping department. Resident’s
also indicated she did not have any connector care plan has been reviewed and revised.

caps to cover the end of the drainage bag tubing.
R5 could not recall facility staff teaching her
ostomy/catheter care, but indicated she did not

need any teaching because she could do it é
herself. R5 also could not recall facility staff
reviewing the risk of not implementing proper Residents with Potential to be
infection control (IC) practices, when providing affected:¢ All center residents, that
own ostomy/catheter care. have; their own ostomy catheters

and; desire to perform self-urinary
Review of the quarterly minimum data set (MDS) catheter caresg are at risk to be
dated 4/23/21 identified R5 as having a brief affected. s Adequate ostomy/catheter
interview status (BIMS) of "15" (no impairment in supplies will be provided by facility.
cognition). R5 required extensive assistance with Currently, there are no other residents
activities of daily living (ADL's) including toileting that perform their own self-urinary
and personal cares. The MDS indicated the staff catheter cares.
did all the effort and R5 does none to complete
the activity. R5 was able to eat independently. é
The MDS identified R5 to have a ostomy. R5
exhibited only 1 behavior that included verbal Education:¢ Nursing staff educated by the
aggression towards others. No behaviors of being DON/Designee by 12/1/2021; or before
resistive or refusing cares identified on MDS. The their next shift begins. Current nursing
MDS identified R5 to have impairment of upper and agency staff will be educated by the
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and lower extremeties

Review of the annual MDS dated 7/16/21,
identified the resident as having a BIMS of "14"
(meaning minimal impairment in cognition). R5
required extensive assistance with ADL's,
including toileting and personal care. R5 was able
to independely feed herself. The MDS identified
R5 to have a ostomy. The MDS identified RS as
having mild depressive symptoms but did not
exhibit any behaviors. The MDS identified R5 to
have impairment of upper and lower extremeties.

Review of a progress note dated 11/30/21,
indicated facility staff observed R5 change her
catheter bag and had not utilized gloves. The
progress note indicated R5 stated she was
immune to her own germs and gloves were too
bulky to wear. The progress note also indicated
R5 did not utilize alcohol swabs to cleanse the
end of the catheter tubing before connecting the
tubes. R5 stated she had been doing her own
cares for 37 years, and when staff completes her
cares the ostomy leaks. The progress note
indicated facility staff educated R5 to utilize
gloves when providing self ostomy/catheter cares
and to use alcohol swabs to cleanse the tubing
connector. A note was sent to the provider for
review of the demonstrated technique by R5.

Review of a communication note to the provider
dated 11/30/21, included the results of R5's
ostomy/catheter return demonstration technique.
The note requested an order for R5 to continue to
provide self ostomy/catheter care, even though
R5 was unable to appropriately do independently.

R5's current plan of care revised on 11/30/21,
identified R5 as having a urinary ostomy related
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Director of Nursing on ostomy/catheter
care including tubing securement, prior to
continuing work and proper supplies.
Agency staff and new hires will be trained
on catheter care during orientation by the
Director of Nursing or Designee.
Reeducation will be provided to nurses on
12/16/2021 or prior to their next shift on
ostomy/catheter care, offering assistance
for residents that manage their own
urostomy, maintaining adequate
ostomy/catheter supplies, and providing
education as needed to resident.

¢

Monitoring:¢, To ensure ongoing
compliance the Director of
Nursing/Designee to complete audits
weekly on verifying that catheter cap and
dignity bag is placed on catheter bags,
proper supplies present, and odor
management ongoing for at least three
months. The results of the audits will be
reviewed by the QAPI committee for
trendsg,and;,any needs for adjustment of
audit schedules or content, as well as any
further educational needs.;,

F-690 (D) Itis the policy of the facility to
ensure education, assessments and
monitoring for catheter care for residents
who independently perform self-urinary
catheter cares.

Resident(s) involved: R5 Resident was
provided reeducation on her
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to impaired mobility, physical limitations, infection,
neuromuscular dysfunction of the bladder related
to paraplegia at age 19 and pyelonephritis.
Interventions included: ok for the resident to apply
urostomy appliance and empty and change
drainage bags, report changes in amount,
frequency and color and odor of urine and report
signs and symptoms of a urinary tract infection
(UTI). The care plan identified RS with a self care
deficit related to being paraplegic and physical
limitations. Interventions included: assist with
daily hygiene, grooming, dressing and oral cares
and mechanical lift for transfers. The care plan
did not include a review with R5 of the risks
associated with providing self ostomy/catheter
care.

Review R5's progress notes from 10/21/21 to
12/9/21, did not include any refusals of
ostomy/catheter cares, nor a risk versus benefits
after identifying R5 was unable to appropriately
provide self ostomy/catheter care.

Although R5 was educated on the proper
technique of ostomy/catheter care to prevent
infections, R5 had not been observed or
monitored after that time for proper technique nor
was there a plan in place to offer assitance,
monitor or supply the resident with catheter care
supplies. R5 also was not informed of the risks
associated with providing selfcare of her
ostomy/catheter when she was identified not to
utilize proper IC technique with ostomy/catheter
cares.

Interview on 12/9/21, at 11:00 a.m. nursing
assistant (NA)-M indicated R5 provides her own
ostomy/catheter cares in the morning and at

night. NA-M indicated she did not think R5 was
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ostomy/catheter drainage care by DON
and designee present. Education was
provided on procedure, infection control
practices, and encouraged allowing
assistance to manage urostomy.
Adequate ostomy/catheter supplies were
provided and will be monitored by nursing
staff for supply availability weekly.
Resident #5 will be observed and
monitored for proper technique and
infection control practices and if unable to
self-administer staff will offer to assist with
ostomy/catheter care. Orders were
updated in PCC (Point Click Care) to
include offering assistance to resident
with urostomy care, monitoring availability
of supplies, charting refusals of
assistance with ADLs, monitoring for a
urinary drainage bag cover and catheter
cap is in place and encouraging infection
control practices. An additional odor
managing device has been placed in the
room and room continues to be on the
odor control special focus list for the
housekeeping department. Resident(Is
care plan has been reviewed and revised.

Residents with Potential to be affected: All
center residents that have their own
ostomy catheters and desire to perform
self-urinary catheter cares are at risk to be
affected. Adequate ostomy/catheter
supplies will be provided by facility.
Currently, there are no other residents
that perform their own self-urinary
catheter cares.

Education: Nursing staff educated by the
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implementing appropriate IC practices because of
the strong urine smell in her room. NA-M further
indicated R5 did not cover the end of the catheter
tubing. NA-M indicated she did not offer
assistance, because R5 has refused assistance
in the past.

Interview on 12/9/21, at 11:15 a.m. licensed
practical nurse (LPN)-A indicated R5 had been
providing self ostomy/catheter care, because she
had refused assistance in the past. LPN-A
indicated did not think R5 followed proper IC
techniques, when providing self cares. LPN-A
further indicated she was unsure of who was
responsible for stocking R5's ostomy/catheter
supplies. LPN-A was unaware R5 did not have
alcohol swabs or drainage bag covers in her
room.

Interview on 12/9/21, at 11:55 a.m. director of
nursing (DON) stated R5 did not follow proper IC
procedures when conducting a return
demonstration, with the resident on 11/30/21. The
DON stated R5 did not wear gloves, use alcohol
or rinse the drainage bag when providing self
ostomy/catheter care. The DON stated she
provided R5 education, but was unsure if R5 was
following proper IC practices. The DON indicated
she was unsure because she had not monitored
or followed up with R5, after she had been
educated. The DON stated that even though the
resident was assessed and deemed inappropriate
for care of the ostomy, a risk versus benefits had
not been done.

Interview on 12/9/21, at 12:00 p.m. the facility
nurse consultant (NC) confirmed when R5 was
identified not utilizing proper IC techniques for
self ostomy/catheter care, a risk versus benefits
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DON/Designee by 12/1/2021 or before
their next shift begins. Current nursing
and agency staff will be educated by the
Director of Nursing on ostomy/catheter
care including tubing securement, prior to
continuing work and proper supplies.
Agency staff and new hires will be trained
on catheter care during orientation by the
Director of Nursing or Designee.
Reeducation will be provided to nurses on
12/15/2021 or prior to their next shift on
ostomy/catheter care, offering assistance
for residents that manage their own
urostomy, maintaining adequate
ostomy/catheter supplies, and providing
education as needed to resident.

Monitoring: To ensure ongoing
compliance the Director of
Nursing/Designee to complete audits
weekly on verifying that catheter cap and
dignity bag is placed on catheter bags,
proper supplies present, and odor
management ongoing for at least three
months. The results of the audits will be
reviewed by the QAPI committee for
trends and any needs for adjustment of
audit schedules or content, as well as any
further educational needs.
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should have been reviewed with the resident. The
NC also indicated R5 should have continued to
be monitored, offered assistance and provided
supplies when providing self cares. NC- further
indicated facility staff should be offering assist
daily and documenting when the resident refuses.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

NOTICE OF ASSESSMENT FOR NONCOMPLIANCE WITH CORRECTION ORDERS
FOR NURSING HOMES

Electronically delivered
December 13, 2021

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

Re: CCN: 245184
Cycle Start Date: December 13, 2021

Dear Administrator:

On December 9, 2021, survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
survey completed on October 21, 2021 with orders received by you electronically on November 16,
2021.

State licensing orders issued pursuant to the last survey completed on October 21, 2021, found not
corrected at the time of this December 9, 2021 revisit and subject to penalty assessment are as
follows:

0910 -- MN Rule 4658.0525 Subp. 5 A.B -- Rehab - Incontinence $350.00
0920 -- MN Rule 4658.0525 Subp. 6 B -- Rehab - ADLs $350.00

The details of the violations noted at the time of this revisit completed on December 9, 2021 (listed
above) are on the attached Minnesota Department of Health Statement of Deficiencies-Licensing
Orders Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----} will identify the
uncorrected tags. Itis not necessary to develop a plan of correction, electronically acknowledge and
date this form and submit to the Minnesota Department of Health if there are no new orders issued.

Therefore, in accordance with Minnesota Statutes, § 144A.10, you will be assessed an amount of
$700.00 per day beginning on the day you receive this notice.

The fines shall accumulate daily until notification from the nursing home is received by the

Department stating that the orders have been corrected. This written notification shall be mailed or
delivered:

An equal opportunity employer



Rochester East Health Services
December 13, 2021
Page 2

Elizabeth Silkey, Unit Supervisor

Mankato District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

When the Department receives notification that the orders are corrected, a reinspection will be
conducted to verify that acceptable corrections have been made. If it is determined that acceptable
corrections have not been made, the daily accumulation of the fines shall resume and the amount of
the fines which otherwise would have accrued during the period prior to resumption shall be added
to the total assessment. The resumption of the fine can be challenged by requesting a hearing within
15 days of the receipt of the notice of the resumption of the fine.

If the accumulation of the fine is resumed, the fines will continue to accrue in the manner described
above until a written notification stating that the orders have been corrected is verified by the
Department.

The costs of all reinspections required to verify whether acceptable corrections have been made will be
added to the total amount of the assessment.

You may request a hearing of any of the above noted penalty assessments provided that a written
request is made within 15 days of the receipt of this Notice. Any request for a hearing shall be sent to:

Shellae Dietrich, Program Assurance Supervisor
Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Once the penalty assessments have been verified as corrected the facility will receive a notice of the
total amount of the penalty assessment including the costs of any reinspections.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.

Sincerely,



Rochester East Health Services
December 13, 2021
Page 3

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us

Enclosure
cc: Licensing and Certification File

Kami Fiske-Downing, Licensing and Certification Program
Penalty Assessment Deposit Staff
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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:

On 12/9/21 an onsite revisit was completed to
follow up on licensing orders issued from the
survey exited 10/21/21. The correction order(s)
issued at (State tag 0910 and State Tag 0920)
were NOT corrected. The uncorrected order(s)
will remain in effect and will be reviewed at the
next onsite visit. The order(s) will be reviewed for

{2 000}

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed

TITLE (X6) DATE

12/15/21
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possible penalty assessment.
{2910} MN Rule 4658.0525 Subp. 5 A.B Rehab - {2 910} 12/16/21

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. aresident 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. aresident 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:

Uncorrected based on the following findings. The
original licensing order issued on 10/21/21 will
remain in effect. Penalty assessment issued.

Based on observation, interview and document
review the facility failed to monitor, implement
interventions and provide risk versus benefits for
1 of 1 resident (R5) who was independendently
performing self urinary catheter cares.

Findings include:

R5 was admitted to the facility on 7/20. Diagnosis
listed on the diagnosis sheet in the medical

F-690 (D) Itis the policy of the facility to
ensure education, assessments and
monitoring for catheter care for residents
who independently perform self-urinary
catheter cares.

Resident(s) involved: R5 Resident was
provided reeducation on her
ostomy/catheter drainage care by DON
and designee present. Education was
provided on procedure, infection control
practices, and encouraged allowing

Minnesota Department of Health
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record included: muscle weakness, right artificial
shoulder joint, paraplegia (damage to the spinal
cord causing paralysis of all or part of the trunk,
legs or pelvic organs), neuromuscular
dysfunction of the bladder (lacks bladder control),
injury of the spinal cord, osteoarthritis (wearing
down of the protective tissue at the end of the
bones), diabetes mellitus (too much sugar in the
blood), chronic kidney disease (loss of kidney
function to eliminate waste from the body) and
placement of a urostomy (an opening in the
abdomen that re-directs urine away from the
bladder that's diseased or injured).

Observation on 12/9/21, at 11:00 a.m. R5 was in
her room watching TV. There was a very strong
odor of urine throughout the room (the odor could
be smelled in the hallway prior to enetering the
room). There was a leg drainage bag hooked to
the side of the bed, containing urine. The end of
the tubing was not covered and resting on the
side of the bed. There were no alcohol swabs or
catheter covers noted in the residents room. R5
stated she had completed her ostomy/catheter
care that morning. R5 indicated she had been
doing her own ostomy/catheter care for 30 years.
When questioning R5 about the use of alcohol
swabs and rinsing the catheter drainage bags,
she indicated she thought she used alcohol
swabs to clean the end of the tube, but confirmed
she did not empty or rinse the drainage bags. R5
also indicated she did not have any connector
caps to cover the end of the drainage bag tubing.
R5 could not recall facility staff teaching her
ostomy/catheter care, but indicated she did not
need any teaching because she could do it
herself. R5 also could not recall facility staff
reviewing the risk of not implementing proper
infection control (IC) practices, when providing
own ostomy/catheter care.

assistance to manage urostomy.
Adequate ostomy/catheter supplies were
provided and will be monitored by nursing
staff for supply availability weekly.
Resident #5 will be observed and
monitored for proper technique and
infection control practices and if unable to
self-administer staff will offer to assist with
ostomy/catheter care. Orders were
updated in PCC (Point Click Care) to
include offering assistance to resident with
urostomy care, monitoring availability of
supplies, charting refusals of assistance
with ADLs, monitoring for a urinary
drainage bag cover and catheter cap is in
place and encouraging infection control
practices. An additional odor managing
device has been placed in the room and
room continues to be on the odor control
special focus list for the housekeeping
department. Resident’s care plan has
been reviewed and revised.

Residents with Potential to be affected: All
center residents that have their own
ostomy catheters and desire to perform
self-urinary catheter cares are at risk to be
affected. Adequate ostomy/catheter
supplies will be provided by facility.
Currently, there are no other residents that
perform their own self-urinary catheter
cares.

Education: Nursing staff educated by the
DON/Designee by 12/1/2021 or before
their next shift begins. Current nursing and
agency staff will be educated by the
Director of Nursing on ostomy/catheter
care including tubing securement, prior to
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Review of the quarterly minimum data set (MDS)
dated 4/23/21 identified R5 as having a brief
interview status (BIMS) of "15" (no impairment in
cognition). R5 required extensive assistance with
activities of daily living (ADL's) including toileting
and personal cares. The MDS indicated the staff
did all the effort and R5 does none to complete
the activity. R5 was able to eat independently.
The MDS identified R5 to have a ostomy. R5
exhibited only 1 behavior that included verbal
aggression towards others. No behaviors of being
resistive or refusing cares identified on MDS. The
MDS identified R5 to have impairment of upper
and lower extremeties

Review of the annual MDS dated 7/16/21,
identified the resident as having a BIMS of "14"
(meaning minimal impairment in cognition). R5
required extensive assistance with ADL's,
including toileting and personal care. R5 was able
to independely feed herself. The MDS identified
R5 to have a ostomy. The MDS identified RS as
having mild depressive symptoms but did not
exhibit any behaviors. The MDS identified R5 to
have impairment of upper and lower extremeties.

Review of a progress note dated 11/30/21,
indicated facility staff observed R5 change her
catheter bag and had not utilized gloves. The
progress note indicated R5 stated she was
immune to her own germs and gloves were too
bulky to wear. The progress note also indicated
R5 did not utilize alcohol swabs to cleanse the
end of the catheter tubing before connecting the
tubes. R5 stated she had been doing her own
cares for 37 years, and when staff completes her
cares the ostomy leaks. The progress note
indicated facility staff educated R5 to utilize
gloves when providing self ostomy/catheter cares

continuing work and proper supplies.
Agency staff and new hires will be trained
on catheter care during orientation by the
Director of Nursing or Designee.
Reeducation will be provided to nurses on
12/15/2021 or prior to their next shift on
ostomy/catheter care, offering assistance
for residents that manage their own
urostomy, maintaining adequate
ostomy/catheter supplies, and providing
education as needed to resident.

Monitoring: To ensure ongoing compliance
the Director of Nursing/Designee to
complete audits weekly on verifying that
catheter cap and dignity bag is placed on
catheter bags, proper supplies present,
and odor management ongoing for at least
three months. The results of the audits will
be reviewed by the QAPI committee for
trends and any needs for adjustment of
audit schedules or content, as well as any
further educational needs.
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and to use alcohol swabs to cleanse the tubing
connector. A note was sent to the provider for
review of the demonstrated technique by R5.

Review of a communication note to the provider
dated 11/30/21, included the results of R5's
ostomy/catheter return demonstration technique.
The note requested an order for R5 to continue to
provide self ostomy/catheter care, even though
R5 was unable to appropriately do independently.

R5's current plan of care revised on 11/30/21,
identified R5 as having a urinary ostomy related
to impaired mobility, physical limitations, infection,
neuromuscular dysfunction of the bladder related
to paraplegia at age 19 and pyelonephritis.
Interventions included: ok for the resident to apply
urostomy appliance and empty and change
drainage bags, report changes in amount,
frequency and color and odor of urine and report
signs and symptoms of a urinary tract infection
(UTI). The care plan identified R5 with a self care
deficit related to being paraplegic and physical
limitations. Interventions included: assist with
daily hygiene, grooming, dressing and oral cares
and mechanical lift for transfers. The care plan
did not include a review with R5 of the risks
associated with providing self ostomy/catheter
care.

Review R&'s progress notes from 10/21/21 to
12/9/21, did not include any refusals of
ostomy/catheter cares, nor a risk versus benefits
after identifying R5 was unable to appropriately
provide self ostomy/catheter care.

Although R5 was educated on the proper
technique of ostomy/catheter care to prevent
infections, R5 had not been observed or
monitored after that time for proper technique nor

Minnesota Department of Health
STATE FORM 6899 Z36P12 If continuation sheet 5 of 11



PRINTED: 12/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R-C
00953 B. WING 12/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
501 EIGHTH AVENUE SOUTHEAST
ROCHESTER EAST HEALTH SERVICES
ROCHESTER, MN 55904
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{2910} Continued From page 5 {2 910}

was there a plan in place to offer assitance,
monitor or supply the resident with catheter care
supplies. R5 also was not informed of the risks
associated with providing selfcare of her
ostomy/catheter when she was identified not to
utilize proper IC technique with ostomy/catheter
cares.

Interview on 12/9/21, at 11:00 a.m. nursing
assistant (NA)-M indicated R5 provides her own
ostomy/catheter cares in the morning and at
night. NA-M indicated she did not think R5 was
implementing appropriate IC practices because of
the strong urine smell in her room. NA-M further
indicated R5 did not cover the end of the catheter
tubing. NA-M indicated she did not offer
assistance, because R5 has refused assistance
in the past.

Interview on 12/9/21, at 11:15 a.m. licensed
practical nurse (LPN)-A indicated R5 had been
providing self ostomy/catheter care, because she
had refused assistance in the past. LPN-A
indicated did not think R5 followed proper IC
techniques, when providing self cares. LPN-A
further indicated she was unsure of who was
responsible for stocking R5's ostomy/catheter
supplies. LPN-A was unaware R5 did not have
alcohol swabs or drainage bag covers in her
room.

Interview on 12/9/21, at 11:55 a.m. director of
nursing (DON) stated R5 did not follow proper IC
procedures when conducting a return
demonstration, with the resident on 11/30/21. The
DON stated R5 did not wear gloves, use alcohol
or rinse the drainage bag when providing self
ostomy/catheter care. The DON stated she
provided R5 education, but was unsure if R5 was
following proper IC practices. The DON indicated

Minnesota Department of Health
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she was unsure because she had not monitored
or followed up with R5, after she had been
educated. The DON stated that even though the
resident was assessed and deemed inappropriate
for care of the ostomy, a risk versus benefits had
not been done.

Interview on 12/9/21, at 12:00 p.m. the facility
nurse consultant (NC) confirmed when R5 was
identified not utilizing proper IC techniques for
self ostomy/catheter care, a risk versus benefits
should have been reviewed with the resident. The
NC also indicated R5 should have continued to
be monitored, offered assistance and provided
supplies when providing self cares. NC- further
indicated facility staff should be offering assist
daily and documenting when the resident refuses.

{2920} MN Rule 4658.0525 Subp. 6 B Rehab - ADLs {2 920} 12/16/21

Subp. 6. Activities of daily living. Based on the
comprehensive resident assessment, a nursing
home must ensure that:

B. aresident who is unable to carry out
activities of daily living receives the necessary
services to maintain good nutrition, grooming,
and personal and oral hygiene.

This MN Requirement is not met as evidenced
by:

Uncorrected based on the following findings. The 677

original licensing order issued on 10/21/21 will It is the policy of the facility to provide ADL
remain in effect. Penalty assessment issued. (Activities of Daily Living) care to those
who are dependent on staff for grooming
Based on observation, interview and document needs.

review, the facility failed to provide ADL (activities
of daily living) care to 1 of 1 resident (R4)
reviewed for ADLs and who was dependent upon Resident(s) involved: R4 had facial hair

Minnesota Department of Health
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staff for grooming assistance.
Findings include:

R4's facesheet printed 12/9/21, included
diagnoses of morbid obesity, diabetes, paranoid
personality disorder and mild cognitive
impairment.

R4's quarterly Minimum Data Set (MDS)
assessment dated 10/8/21, indicated R4 had
refused to completed the brief interview for
mental status, had adequate hearing and vision,
clear speech, was able to make self understood
and could understand others. R4 required
extensive assistance of one staff for personal
hygiene.

R4's Order Summary Report indicated R4 was to
have a weekly bath on Monday evenings. If R4
refused, she was to be re-approached three
times. Staff were to document all refusals and
methods of re-approaches in PCC (Point Click
Care - the electronic medical record) progress
notes.

R4's plan of care dated 1/21/20, indicated
hygiene was important to R4 and the goal was to
maintain hygiene and health. In addition, the care
plan indicated R4 had an ADL self -care deficit
related to impaired cognition and mobility, and
would have facial hair trimmed as needed with
the assist of one staff. On 11/26/21, the care plan
was updated to include: R4 often refused
assistance but also did not attempt to complete
on her own; had an electric razor in her room.

During an interview on 12/9/21, at 8:52 a.m., the
administrator described a program that had been
implemented called Guardian Angel rounds,

removal done with assistance from
Executive Director and going forward with
the Executive Director or nursing staff or
other staff daily as needed. R4’s guardian
was contacted and R4 was provided with
an electric razor and provided to her to be
kept in her room which was used.
Education was provided to resident on
how to use the electric razor, a return
demonstration was observed, and no
concerns were noted by the Executive
Director. R4s care plan was reviewed and
updated. Resident’s task in POC (Point of
Care) were updated to include removing
facial hair, this will cue staff to assist with
the task or document a refusal. All
assigned team members responsible for
completing guardian angel rounds were
reeducated on what to do if item is found
to be not completed or in place. Bath
sheets were updated to include the task of
shaving needs and includes an area to
document refusals.

Residents with Potential to be affected: All
residents have the potential to be affected.
Special focus on residents used during the
“Guardian Angel” rounds or manager on
duty rounds daily this system change will
ensure problems do not reoccur. Needs
for facial hair grooming are addressed
with nursing staff and assistance with nail
care and facial hair grooming tasks are
provided as needed. All residents are
observed for ADL needs during guardian
angel rounds results reported to
appropriate staff and in the morning
meeting for follow up. Angel rounds are
completed at least 4-5 days a week to
ensure compliance manager on duty
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where leadership staff did audits of residents five
days a week for 31 various criteria, such as: call
light within reach, floor clean, resident shaved,
resident nails clean and trimmed. The
administrator provided a completed Guardian
Angel checklist from 12/8/21, completed by social
services (SS)-A. R4 was listed on the checkilist.
For the question "is the resident shaved (no chin
hair on ladies)," the response was written as "n"
for "no," indicating R4 was not shaven. However,
there were no comments written in the comment
section to indicate follow up action was taken.
There was a handwritten comment about R4
which indicated "R4 will not allow to straighten
room or throw out empty bottles," but nothing
about chin hairs. The plan of correction indicated
the Guardian Angel rounds checklist would be the
facility audit.

During an interview and observation on 12/9/21,
at 9:11 a.m., in R4's room, R4 was sitting on the
side of her bed. R4 had long white hairs on her
chin and neck of varying lengths of approximately
1/4 inch to 2 inches. Some hairs were curled. A
pink and white electric razor was observed on
R4's overbed table next to her bed. When asked
if she used the razor, R4 stated she did not know
how to use it as it didn't come with instructions,
and it didn't have a blade. R4 stated she would
like to use it; that she would like to have her chin
hairs trimmed, adding "why do you think | have a
razor? Yes, | want them shaved, but no one helps
me." When asked if she declined assistance from
staff when they offered, R4 replied, "Why would |
do that, they don't offer."

During an interview on 12/9/21, at 9:20 a.m.,
nursing assistant (NA)-A stated she was aware of
R4's chin hair and that R4 was capable of using
her razor; they reminded her, but she didn't use it.

rounds are completed on the weekend.
Activity department continues to offer nail
care weekly. Nursing staff will document
refusals on bath sheet. Facility
Administrator assisted resident R4 with
trimming chin hairs on 12/14/2021.
Resident tasks in POC (Point of Care)
were updated to include shaving needs.

Education: All guardian angel staff were
provided reeducation by the executive
director on steps to take if an audit item is
not completed. Guardian angel round staff
to continue to note all items on the
guardian angel audit form including
shaving/whiskers. All nursing staff were
reeducated on 12/16/2021 or before their
next shift on what to do if a resident
refuses assistance with ADLs (Activities of
Daily Living), updated bath sheet, and
completing tasks in POC (Point of Care).

Monitoring: To ensure ongoing compliance
the executive director to complete audits
2xs time weekly beginning the week of
12-13- 2021 on resident R4 and ongoing
for at least three months. Guardian angel
rounds will be completed 4-5 times a week
for three months that began on 12-1-2021.
The guardian angel round audits will be
reviewed by the executive director or
designee during morning meetings. The
results of the audits will be reviewed by
the QAPI (Quality Assurance and
Performance Improvement) committee
monthly for trends and any needs for
adjustment of audit schedules or content,
as well as any further educational need
and the guardian angel rounds checklist
will be our audits.
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When asked if R4 knew how to use the electric
razor, NA-A stated she thought so, but did not
know if R4 was shown how to use it.

During an interview on 12/9/21, at 9:40 a.m.,
licensed practical nurse (LPN)-A was not aware
of R4's chin hairs, "l didn't notice," adding no one
had informed her either. LPN-A stated R4
probably refused to have her chin hairs trimmed,
but LPN-A had not documented a refusal
because she had not been aware of it.

During an interview on 12/9/21, at 11:25 a.m.,
trained medication aide (TMA)-A stated she was
not aware of of R4's chin and neck hair, adding
R4 often refused cares. TMA-A did not recall if
she had informed a nurse of refusals pertaining to
R4's chin hairs.

During an interview on 12/9/21, at 11:46 a.m., the
director of nursing (DON) was not aware of R4's
long chin and neck hairs, but stated R4 refused to
be shaved. When informed there was no
documentation of refusals noted in R4's record,
the DON stated notes about R4's chin hair might
be on her paper bath sheets and would look. The
DON confirmed that if a female resident wanted
her chin hairs trimmed, staff should assist the
resident, and if the resident refused, it should be
documented.

On 12/9/21, at 2:05 p.m., the DON stated there
were no bath sheets for R4 since 12/1/21, and
admitted there was no mention in R4's record of
facial hair or refusal to have facial hair trimmed.

Re-education provided to nursing staff following
the re-certification survey from October 2021,
was reviewed. Nursing staff received a paper
learning packet which included a policy titled

Minnesota Department of Health
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Shaving the Resident, dated June 2017, and an
associated quiz. The policy indicated the
equipment to use when shaving a resident, and
documentation guidelines which may include
date, time, condition of residents skin, and how
resident tolerated the procedure. The associated
quiz included questions: 1) Ensuring a residents
facial hair is groomed according to how they feel
comfortable will improve the residents morale and
promote dignity: True or False. 2) Assisting
residents with ADL's that they are unable to
completed on their own is an expectation of the
care we provide at our center: True or False. 2)
What should the CNA do if the resident refuses
assistance with completing an ADL? (Answer:
inform the nurse).
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

Electronically delivered
November 16, 2021

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

RE: CCN: 245184
Cycle Start Date: October 21, 2021

Dear Administrator:

On October 21, 2021, a survey was completed at your facility by the Minnesota Department(s) of Health and
Public Safety to determine if your facility was in compliance with Federal participation requirements for skilled
nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that constituted actual
harm that was not immediate jeopardy (Level G), as evidenced by the electronically delivered CMS-2567,
whereby significant corrections are required.

REMEDIES

As a result of the survey findings and in accordance with survey and certification memo 16-31-NH, this
Department recommended the enforcement remedy(ies) listed below to the CMS Region V Office for
imposition. The CMS Region V Office concurs and is imposing the following remedy and has authorized this
Department to notify you of the imposition:

e Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal regulations at 42
CFR § 488.417(a), effective December 1, 2021.

¢ Directed plan of correction (DPOC), Federal regulations at 42 CFR § 488.424. Please see electronically
attached documents for the DPOC.

The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of payment
for new admissions is effective December 1, 2021. They will also notify the State Medicaid Agency that they
must also deny payment for new Medicaid admissions effective December 1, 2021.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction. The
remedy must remain in effect until your facility has been determined to be in substantial compliance or your
provider agreement is terminated. Please note that the denial of payment for new admissions includes
Medicare/Medicaid beneficiaries enrolled in managed care plans. Itis your obligation to inform managed
care plans contracting with your facility of this denial of payment for new admissions.

This Department is also recommending that CMS impose:

e Civil money penalty (42 CFR 488.430 through 488.444). You will receive a formal notice from the CMS RO

An equal opportunity employer.
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only if CMS agrees with our recommendation.
NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of
nurse aide training and competency evaluation programs and nurse aide competency evaluation programs
offered by, or in, a facility which, within the previous two years, has operated under a § 1819(b)(4)(C)(ii)(ll) or §
1919(b)(4)(C)(ii) waiver (i.e., waiver of full-time registered professional nurse); has been subject to an extended
or partial extended survey as a result of a finding of substandard quality of care; has been assessed a total civil
money penalty of not less than $11,160; has been subject to a denial of payment, the appointment of a
temporary manager or termination; or, in the case of an emergency, has been closed and/or had its residents
transferred to other facilities.

If you have not achieved substantial compliance by December 1, 2021 the remedy of denial of payment for new
admissions will go into effect and this provision will apply to your facility. Therefore, Rochester East Health
Services will be prohibited from offering or conducting a Nurse Aide Training and/or Competency Evaluation
Program (NATCEP) for two years from December 1, 2021. You will receive further information regarding this
from the State agency. This prohibition is not subject to appeal. Further, this prohibition may be rescinded at a
later date if your facility achieves substantial compliance prior to the effective date of denial of payment for new
admissions.

However, under Public Law 105-15, you may contact the State agency and request a waiver of this prohibition if
certain criteria are met.

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. The failure to submit an acceptable ePOC can lead to termination of your Medicare and Medicaid
participation (42 CFR 488.456(b)).

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.
The date that each deficiency will be corrected.
An electronic acknowledgement signature and date by an official facility representative.

DEPARTMENT CONTACT

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

Elizabeth Silkey, Unit Supervisor

Mankato District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

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 - Health
Regulation Division staff and/or the Department of Public Safety, State Fire Marshal Division staff, if your ePoC
for their 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 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 SIXTH MONTH AFTER THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human Services that
your provider agreement be terminated by April 21, 2022 if your facility does not achieve substantial
compliance. This action is mandated by the Social Security Act at § 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR § 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.

APPEAL RIGHTS
If you disagree with this action imposed on your facility, you or your legal representative may request a hearing

before an administrative law judge of the Department of Health and Human Services, Departmental Appeals
Board (DAB). Procedures governing this process are set out in 42 C.F.R. 498.40, et seq. You must file your
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hearing request electronically by using the Departmental Appeals Board’s Electronic Filing System (DAB E-File) at
https://dab.efile.hhs.gov no later than sixty (60) days after receiving this letter. Specific instructions on how to
file electronically are attached to this notice. A copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of October 1,
2014, unless you do not have access to a computer or internet service. In those circumstances you may call the
Civil Remedies Division to request a waiver from e-filing and provide an explanation as to why you cannot file
electronically or you may mail a written request for a waiver along with your written request for a hearing. A
written request for a hearing must be filed no later than sixty (60) days after receiving this letter, by mailing to
the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with which you
disagree. It should also specify the basis for contending that the findings and conclusions are incorrect. At an
appeal hearing, you may be represented by counsel at your own expense. If you have any questions regarding
this matter, please contact Tamika Brown, Principal Program Representative by phone at (312) 353-1502 or by
e-mail at Tamika.Brown@cms.hhs.gov.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.0. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited deficiencies.
All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/Itc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day period
allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s informal dispute
resolution policies are posted on the MDH Information Bulletin website at:

https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04 8.html
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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.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded
by a "K" tag) i.e., the plan of correction, request for waivers, should be directed to:

William Abderhalden, Fire Safety Supervisor
Deputy State Fire Marshal

Health Care/Corrections Supervisor — Interim
Minnesota Department of Public Safety

445 Minnesota Street, Suite 145

St. Paul, MN 55101-5145

Cell: (507) 361-6204

Email: william.abderhalden@state.mn.us
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: melissa.poepping@state.mn.us
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E 000 Initial Comments E 000

On 10/18/21 - 10/21/21, a survey for compliance
with Appendix Z, Emergency Preparedness
Requirements, §483.73(b)(6) was conducted
during a standard recertification survey. The
facility was IN compliance.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction is required, it is required that the facility
acknowledge receipt of the electronic documents.
F 000 | INITIAL COMMENTS F 000

On 10/18/21 - 10/21/21, a standard recertification
survey was conducted at your facility. A complaint
investigation was also conducted. Your facility
was found to be NOT in compliance with the
requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were found to be
SUBSTANTIATED: H5184117C (MN53165),
however NO deficiencies were cited due to
actions implemented by the facility prior to survey:

The following complaints were found to be
SUBSTANTIATED: H5184145C (MN76193), with
a deficiency cited at F725.

The following complaints were found to be
UNSUBSTANTIATED: H5184116C (MN58136),
H5184144C (MN77085), H5184146C (MN74058),
H5184147C (MN68345), H5184148C (MN71891),
and H5184149C (MN63111) .

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/26/2021

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:Z36P11 Facility ID: 00953 If continuation sheet Page 1 of 96
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Departments acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC wiill
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 550 Resident Rights/Exercise of Rights F 550 12/1/21
SS=E CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

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

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

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

§483.10(b) Exercise of Rights.
The resident has the right to exercise his or her
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rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to provide a dignified
dining experience for 6 of 6 residents (R215, R30,
R44, R45, R60, R52) who required assistance
with dining.

F-550 (D) It is the policy of the facility to
ensure that residents are provided a
dignified dining experience who require
assistance with dining.

Actions Taken: R44, R45, R60 and R52’s
plan of care for dining and nutrition were
reviewed and revised to include
individualized interventions. R215 and
R30 were discharged. Dining Room
monitoring has been initiated.

Findings Include:

During an observation on 10/19/21 during
breakfast on the 3rd floor dining room:

8:18 a.m., R45 was served breakfast meal and
was sitting at table with R44 who was being
assisted to eat her breakfast.

8:38 a.m., R45 remains sitting at table with
breakfast in front of her. R45 had pushed her

Resident(s) involved: R215, R30, R44,
R45, R60, and R52 Staff assisting with

wheelchair away from the table.

8:56 a.m., nursing assistant (NA)-D sat down at
table next to R45, scooted her up to the table,
heated R45's breakfast tray in the microwave and
assisted R45 to eat.

9:22 a.m., R45 finished her breakfast and
remained sitting at the table.

feeding assistance educated on dignified
dining experience annual survey process
Management team and weekend manger
to offer additional assistance to dining
experience.

Residents with Potential to be affected: All
center residents that require assistance
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During an observation on 10/20/21, during the
breakfast meal on the 3rd floor dining room:

7:30 a.m., R45 was seated at a table in the dining
room with wheelchair back reclined to a 60
degree angle. R45 was periodically sitting herself
straight up in the chair, then laying back down.
7:47 a.m., R45 remains reclined in wheelchair
and has attempted to sit up straight 3 times but
was unable to hold her position sitting straight.
7:58 a.m., R45 sat up straight than reclined back
down.

8:03 a.m., R45 sat up and layed back down three
times and began grabbing towards the table and
yelling out.

8:04 a.m., NA-E indicated they lay R45 back
because otherwise she scoots forward and has
fallen out of her wheelchair. NA-E stated R45 will
usually relax and fall asleep with the back
reclined. NA-D then moved the back of the
wheelchair to a partially reclined position, at a 30
degree angle.

8:03 a.m., breakfast trays were delivered to floor
3 dining room.

8:09 a.m., breakfast was set in front of R45.

8:10 a.m., breakfast was served to R215 and R44
who were seated at the same table; breakfast
was also served to R52 and R60 who were
seated at the same table.

8:19 a.m., R215, R44, R52, and R60 remain
seated with breakfast in front of them waiting for
assistance.

8:30 a.m., transportation assistant (TA) sat down
and assisted R215 with eating. Did not heat her
french toast or bacon.

8:31 a.m., trained medication assistant (TMA)-B
returned to R45's table and removed lid from
meal and started to assist R45. Did not heat
meal.

8:32 a.m., R44, R52, and R60 remained seated in
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with eating have potential to be affected.

Education: All staff educated for dignified
and prompt feeding assistance by the
DON/Designee by 12/1/2021 or before
their next shift begins.

Monitoring: To ensure ongoing
compliance the DON/Designee/Facility
Staff to complete feeding assistance
audits starting weekly 12-1-2021 Audit all
3 meals weekly, monitor for prompt
feeding assistance and that food is
reheated as needed for meals at least 1
meal daily x 8 weeks. The results of the
audits will be reviewed by the QAPI
committee for trends and any needs for
adjustment of audit schedules or content,
as well as any further educational needs.
12/1/2021
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wheelchair at table with breakfast in front of them.
8:36 a.m., NA-E sat at table with R60 and started
to assist with feeding; NE-E did not reheat R60's
meal. R52 remained seated at the same table
with her meal in front of her

8:51 a.m., R44 remains sitting at table with
breakfast in front of her.

8:55 a.m., NA-E completed assisting R60, took
residents tray to the cart, washed her hands, then
went to assist R52 with her meal.

9:04 a.m., TA sat next to R44, 55 minutes after
being served her tray and began assisting R44
with her meal. R44's pureed french toast and
bacon was not reheated prior to assisting R44.
9:05 a.m., NA-E indicated they had a call in today
and are short people to assist residents with
eating. NA-E indicated they usually have 2 NA's,
the nurse or TMA and one other staff member to
assist with feeding residents so running very late
today with only one TMA, 1 NA and one other
staff member assisting. NA-E further stated that
over the weekend R30 began requiring feeding
assist and had a new admission 4 days ago
requiring assistance with meals also.

9:22 a.m., TMA-B indicated they were short of
help today and had a call in. When questioned if
someone else could come assist, she indicated
they were busy as other floors were short of help
also.

During observation on 10/20/21 on 3rd floor
during lunch: 12 residents were present.

12:24 p.m., R45 is in dining room, sitting at table
with wheelchair reclined 30 degrees yelling out.
TMA-B assisted R45 by leaning her back to a 60
degree angle. R45 continued to yell out.

12:32 p.m., R45 continues to yell out, NA-B set
her up straight. R45 continued to yell out and
was mumbling. Lunch trays were delivered to
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the floor.

12:35 p.m., R45 continues to yell out and was laid
back in her chair. R45 continued to yell out 4
more time prior to being assisted with meal

12:36 p.m., Tray delivery began to residents in
dining room.

12:38 p.m., R45 was served her tray.

12:44 p.m., NA-E continues to deliver trays to
residents in the dining room. R215 sitting at table
was served her lunch.

12:45 p.m., R30 and R52 were seated in the
dining room and received their meal.

12:50 p.m., TMA-B began to assist R45 to eat.
12:52 p.m., R44 was served her lunch.

12:56 p.m., R44 and R215 remain with food in
front of them at the table waiting for assistance to
eat.

1:16 p.m., NA-E sat down next to R215 and
began assisting her with her lunch. Tray was not
reheated and included soft shell tacos with meat,
cheese, lettuce and tomatoes. R44 continues
seated at table with R215 waiting for assistance.
R30 and R52 also continue to sit at table in dining
room waiting for assistance.

1:18 p.m., the director of nursing arrived on the
floor and stated she would see if someone from
another floor could come assist residents still
waiting for assistance.

1:26 p.m., R44 remains sitting at table with her
meal in front of her awaiting assistance.

1:28 p.m., RN-D entered the 3rd floor dining room
and sat with R30 to assist with lunch. RN-D did
not warm up the meal. R30 did not immediately
accept the food; RN-D put the cover back on the
meal and told resident she would let her "rest a
little bit" then would come back to check on her.
RN-D left the table, washed her hands, then
returned to assist R30. .

1:31 p.m., NA-E sat next to R44 and began
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assisting her to eat with a fork. R44 was served
pureed taco meat, lettuce and tomatoes. Food
was not reheated.

1:33 p.m., RN-D left R30's table, and went to
R60's table and proceeding to assist R60 with
eating her meal. R30 had only eaten
approximately 0-25% of her meal and did not
attempt to feed herself after RN-D exited to assist
another resident

1:44 p.m., NA-E sat down with R30 and offered
assistance and encouragement to eat. R30
accepted the assistance.

R45

R45's Admission record, printed 10/20/21,
identified a diagnoses of Alzheimer's disease,
chronic pain syndrome, and low back pain.

R45's quarterly, Minimum Data Set (MDS)
assessment, dated 9/6/21, identified severe
cognitive impairment, and required extensive
assist of 1 person with eating.

R45's care plan dated 6/28/21, identified a
problem with physical functioning related to
mobility and self care impairment. Interventions
included assist of 1 with oral care, bed mobility,
dressing, locomotion and personal hygiene. The
care plan did not include assistance with eating.

R215

R215's admission record printed 10/21/21,
indicated an admission date of 10/15/21, and
identified a diagnoses of dementia with Lewy
Bodies (abnormal deposits of a protein which
leads to problems with thinking, movement,
behavior, and mood), displaced fracture of
humerus (upper) left arm, displaced fracture of
left clavicle, and fracture of one rib.
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R215's admission MDS assessment was not
completed.

R215's baseline care plan dated 10/15/21,
identified R215 has diagnosis of dementia
resulting in cognitive loss, diminished decision
making capabilities and safety and security
issues and was placed in the secure Alzheimer's
care unit. Interventions included to establish
predictable care routines as much as possible to
decrease confusion. The care plan did not
address assistance with eating.

R44

R44's admission record, identified a diagnoses of
Alzheimer's disease, and dementia with
behavioral disturbance.

R44's annual, MDS assessment, dated 9/4/21,
identified severe cognitive impairment, and
required 1 person extensive assist with eating.

R44's care plan dated was requested but none
received.

R30

R30's Admission Record, printed 10/21/21,
indicated diagnoses including vascular dementia
with behavioral disturbance and delusional
disorder.

R30's Minimum Date Set (MDS) assessment
dated 8/21/21, indicated the resident had severe
cognitive impairment and required supervision
with eating.

R30's care plan indicated an ADL (activities of
daily living) self care deficit as evidenced by need
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for verbal cues, set-up and reminders to complete
ADL cares related to diagnosis of dementia.
Interventions included to assist with daily hygiene,
grooming, dressing, oral care, and eating as
needed.

R52

R52's Admission record, printed 10/21/21,
indicated diagnoses including Alzheimer's
disease and dementia without behavioral

disturbance.

R52's quarterly MDS dated 9/16/21, indicated the
resident had severe cognitive impairment and
required extensive assistance with eating.

R52 care plan printed 10/21/21, directed staff to
assist resident with dining when needed.

R60

R60's Admission Record, printed 10/21/21,
indicated diagnoses including dementia without
behavioral disturbance and Parkinson's disease.

R60's quarterly MDS dated 9/28/21, indicated the
resident had severe cognitive impairment and
required extensive assistance with eating.

R60's care plan printed 10/21/21, indicated the
resident will have ADL (activities of daily living)
needs met with staff assistance.

During interview on 10/20/21, at 11:15 a.m. the
director of nursing (DON) indicated a call in
occurred for 3rd floor that morning so staffing was
an issue. The DON confirmed her expectation is
when the tray is served, residents should be
assisted to eat with minimal waiting time.
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A policy on dignified dining was requested and
none received.

F 554 Resident Self-Admin Meds-Clinically Approp F 554 12/1/21
SS=D CFR(s): 483.10(c)(7)

§483.10(c)(7) The right to self-administer
medications if the interdisciplinary team, as
defined by §483.21(b)(2)(ii), has determined that
this practice is clinically appropriate.

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, and document F-554 (D) ltis the policy of the facility to
review, the facility failed to determine if the ensure that self-administration of
practice of self-administration of medications medication (SAM) is deemed safe for
(SAM) was safe for 1 of 1 resident (R42) residents who desires such need.
observed to self-administer eye drops. Immediate action: After assessment R42
had a Self-Administration of Medication
Findings include: Assessment completed and is not a
candidate for self-administration and care
R42's admission form printed 10/21/21, included plan and mar have been indicated to this.
a diagnosis of paranoid schizophrenia, altered This residents will not be allowed to
mental status, anxiety disorder, cataract and self-administer medication. Care plan
glaucoma. was updated to reflect change
R42's admission Minimum Data Set (MDS) Resident(s) involved: R42
assessment dated 9/7/21, included severe
cognitive impairment requiring extensive Residents with Potential to be affected: All
assistance with activities for daily living and center residents that desire to
supervision of one person for eating. self-administer medications, specifically
eye drops, are at risk to be affected and
Provider orders dated 10/14/21, included Cosopt all residents indicating their desire to
Solution 22.3-6.8 mg/ml to instill one drop in both self-administer medications and other
eyes two times a day for glaucoma and natural residents revived self-administration will
balance tears solution 0.1-0.3% to instill 1 drop in be reviewed quarterly and with significant
both eyes three times a day for dry eyes. changes on and all residents and have the
Physician orders did not identify an order for self potential to be affected. Facility audit
administration. completed on all self-administration

orders to ensure assessment and MD
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R42's plan of care dated 9/10/21, included R42
had an alteration in visual acuity related to
glaucoma, but interventions did not include
self-administration of eye drops.

During interview and observation on 10/20/21, at
7:41 a.m., trained medication assistant (TMA)-A
was observed during medication administration
for R42. While preparing medications, TMA-A
stated R42 was given Cosopt eye drops in both
eyes an hour earlier and liked to administer them
herself. TMA-A brought natural balance tears
solution 0.1-0.3% to R42's bedside and handed
her the bottle. R42 then took the bottle and put
one drop in both eyes and handed the eye drops
back to TMA-A. TMA-A returned the eye drop
bottle to the cart and indicated she wasn't sure if
a self medication assessment was completed and
did not believe she had seen an order for R42 to
self administer eye drops.

During interview on 10/21/21, at 9:45 a.m.,
TMA-A confirmed no order for self administration
of eye drops was found and added that R42
refuses to let staff administer them to her. TMA-A
indicated she monitored R42 during the self
administration of eye drops and had notified a
nurse prior that R42 was requesting to self
administer but was unable to indicate whom or
when she notified the nurse.

During interview on 10/20/21, at 10:00 a.m., the
director of nursing (DON) confirmed residents
should not self administer eye drops without a
physician order and prior to an assessment
completed by a registered nurse. The DON
confirmed neither were completed.

Policy review titled "Medication Self
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orders are in place. All residents that want
to self-administer will be reviewed to have
a Self-Administration of Medication
Assessment completed. Care plans will
be reviewed and updated as needed to
reflect any change. Self-Administration of
Medication Assessments will be
completed on admission if resident
desires self-administration and reviewed
quarterly and with significant changes. All
Nursing staff will receive re-education
regarding policy, and documentation for
completion of the Self Administration of
Medication by the DON or designee.

Education: Nursing staff educated by the
DON/Designee by 12/1/2021 or before
their next shift begins on safe
self-administration of medication for
residents and ongoing monitoring of those
residents’ for safety nursing
recommendations for or against
self-administration will be given to Don for
final approval.

Monitoring: To ensure ongoing
compliance the DON/Designee/Facility
Staff to complete audit 3 residents who
self-administer (focus on eye drops)
medications for Self-Med UDA, Care Plan
and MD orders, weekly x 8 weekly. The
results of the audits will be reviewed by
the QAPI committee for trends and any
needs for adjustment of audit schedules
or content, as well as any further
educational needs to make sure solutions
are sustained. 12/1/2021
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Administration" dated 6/1/17 included:

- Residents are not permitted to administer or
retain any medication in his or her room unless
their attending physician writes an order for
self-administration of the medication and the
resident is assessed.

F 677 ADL Care Provided for Dependent Residents F 677 12/1/21
SS=D | CFR(s): 483.24(a)(2)

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

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview and document 677
review, the facility failed to provide ADL (activities It is the policy of the facility to¢ provide
of daily living) care to 2 of 2 resident (R4 and ADL (activities of daily living) care¢ to
R11) reviewed for ADLs and who were dependent those who are dependent on staff for
upon staff for grooming. grooming needs.;,
é
Findings include:
12
R4's facesheet printed 10/21/21, included Resident(s) involved:¢ R4 had facial hair
diagnoses of morbid obesity, diabetes, paranoid removal done with assistance from
personality disorder and mild cognitive nursing staff. R4’s guardian was
impairment. contacted and R4 was provided with an
electric razor and provided to her to be
R4's quarterly Minimum Data Set (MDS) kept in her room. R4s care plan was
assessment dated 10/8/21, indicated R4 had reviewed and updated. R11 had nail care
refused to completed the brief interview for completed by nursing staff. R11’s care
mental status, had adequate hearing and vision, plan was reviewed and updated.
clear speech, was able to make self understood é
and could understand others. R4 required Residents with Potential to be
extensive assistance of one staff for personal affected:; All residents’ appearance of
hygiene. nails and facial hair was observed by staff
members. Special focus on residents
R4's plan of care dated 1/21/20, indicated used during the “Guardian Angel” rounds
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hygiene was important to R4 and the goal was to
maintain hygiene and health. In addition, the care
plan indicated R4 had an ADL self -care deficit
related to impaired cognition and mobility, and
would have facial hair timmed as needed with
the assist of staff.

During an interview and observation on 10/18/21,
at 3:22 p.m., many white whiskers of varying
lengths were observed on and under R4's chin,
along with multiple long (approximately 1-2 inch)
white hairs on her neck. When asked if she was
aware of the hair, R4 stated she was not happy
about it, but she didn't have a razor. R4 stated the
facility didn't supply razors; she had asked
several times.

During an interview on 10/21/21, at 10:08 p.m.,
when asked how nursing assistants (NA's)
managed chin hair on female residents, trained
medication aide (TMA)-A stated NA's shaved the
hair on bath day with disposable razors. Shaving
cream and an ample supply of disposable blue
razors where observed in the supply closet.
When asked specifically about R4, TMA-A
acknowledged R4 had chin hair, adding if a
resident was diabetic and did not have their own
razor, she did not shave them due to the risk of
nicking the face, and instead informed the nurse.
TMA-A did not recall telling a nurse that R4's chin
needed to be shaved.

During an interview on 10/21/21, at 10:17 a.m.,
licensed practical nurse (LPN)-A stated diabetic
residents needed to have their own electric razor
in order to shave chin hair, and family or guardian
would need to supply it. LPN-A was aware of R4's
whiskers and neck hair, but acknowledged she
had never asked the social worker to contact R4's
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or manager on duty rounds daily this
system change will ensure problems do
not reoccur. Needs for nail care or facial
hair grooming were addressed
immediately with nursing staff and
assistance with nail care and facial hair
grooming tasks were provided. All center
residents thats are dependent on staff for
grooming needsg are at risk of being
affected. ¢ All residents are observed for
ADL needs during guardian angel rounds
results reported to appropriate staff and in
morning meeting for follow up. Angel
rounds are completed at least 5 days a
week to ensure compliance manager on
duty rounds are completed on the
weekend. Activity department continues to
offer nail care weekly and facility staff will
document refusal.

¢

Education:¢ Nursing staff and all guardian
angel staff educated by the
DON/Designee/ facility staff by

12/1/2021 ¢ 0r before their next shift
begins.; Education included providing nail
care and shaving/grooming to a resident.

é

Monitoring:¢, To ensure ongoing
compliance the DON/Designee/Facility
Staff to complete audits¢,on 5 residents
weekly beginning the week of 12-1 2021
and ongoing for at least three months.
The results of the audits will be reviewed
by the QAPI committee monthly for
trends¢ and; any needs for adjustment of
audit schedules or content, as well as any
further educational need and the guardian
angel rounds checklist will be our audits.
The audit will be focusing on verifying that
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guardian to purchase an electric razor. general grooming needs have been met
and also an opportunity for residents to
During an interview on 10/21/21, at 10:40 a.m., provide feedback of care received.

the social worker (SW)-A stated she could
facilitate getting electric razors for residents,
adding nursing staff just needed to tell her.
Informed R4 had chin hair and according to the
nursing staff, would need an electric razor to
remove the hair since she was diabetic. SW-A
stated "we just had R4's care conference
yesterday, | could have asked the guardian. The
guardian would say yes, she has the money for
that." SW-A stated she would email the guardian
right away and ask.

During an interview on 10/21/21, at 1:57 p.m., the
director of nursing (DON) stated she would
expect staff to address female residents with chin
hair. When the DON was informed that nursing
staff stated they could not use a disposable razor
to cut facial hair if the resident was diabetic, the
DON stated nurses were allowed to shave a
diabetic resident who had chin hair using a
disposable razor, or they could request the family
or guardian provide an electric razor. The DON
stated this resident sometimes refused care and
that may be why she had whiskers, but admitted
refusal for shaving chin hair had not been
documented by staff.

R11
R11's facesheet printed 10/2/21, included
diagnoses stroke and dementia.

R11's quarterly Minimum Data Set (MDS)
assessment date 7/24/21, indicated R11 was not
able to complete the brief interview for mental
status, had minimal difficulty hearing, impaired
vision, clear speech, was usually understood and
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could usually understand. R4 required extensive
assistance of one staff for personal hygiene.

R11's plan of care dated 1/15/20, indicated
hygiene was important to R11 and the goal was to
maintain hygiene and health. In addition, the care
plan dated 1/14/21, indicated R11 had an ADL
self-care deficit related to dementia, physical and
visual impairment, and R11 would have
assistance with daily hygiene and grooming.

During an interview and observation on 10/20/21,
08:25 a.m., R11 stated his fingernails were rough
as he rubbed a finger across the nail of this left
thumb. Fingernails noted to be long and jagged,
especially his left thumbnail, thick and pale yellow
in color. R11 stated he would like his nails
trimmed.

During an interview on 10/20/21, at 12:29 a.m.,
(NA)-C stated NA's cleaned and trimmed resident
fingernails on bath day. NA did not recall giving
R11 a bath on 10/6/21. NA-C was given the "NAR
bath day worksheet" she filled out that day which
had no markings for "Nail care: fingers." NA-C
was asked what it meant when there was no
marking, and stated that meant the nurse needed
to look at the residents fingernails when they
looked at the residents skin. Together observed
R11's nails. NA-C picked up R11's hands and
looked at his nails and said, they should be
trimmed and admitted they were long and that the
left thumbnail was jagged.

During an interview on 10/20/21, at 1:45 p.m.,
together with the DON, observed R11's nails. The
DON admitted they were jagged and "a little
long." The DON stated she expected them to be
trimmed, and R11 "needed a good filing at least."
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Informed the DON that R11's bath sheet for
10/6/21, was blank for nail care. The DON stated
no checkmark for fingernails did not mean they
weren't looked at....it meant the resident did not
need nail care.

During an interview on 10/21/21, at 4:45 p.m.,
due to conflicting explanation of what a
checkmark or no checkmark meant for nail care
on the bath day worksheet, the DON was asked
to clarity. The DON stated if nail care was
checked off, it meant the NA cleaned, trimmed
and filed the nails. If there was no checkmark,
that indicated the resident was on coumadin or
was diabetic and the nurse would need to look at
the nails. R11 was neither diabetic or on a blood
thinning medication.

Bath day worksheets for R11 indicated:

9/13/21: nail care for fingers: "ok"

9/20/21: nail care for fingers was not checked,
which according to the DON meant nails were to
be addressed by the nurse.

10/6/21: nail care for fingers was not checked,
which according to the DON meant nails were to
be addressed by the nurse.

10/13/21: nail care for fingers was checked,
which according to the DON meant R11's nails
were cleaned, trimmed and filed. The observation
of R11's fingernails a week later on 10/20/21,
showed them to be long and left thumbnail
jagged.

During an observation on 10/21/21, at 12:30 p.m.,
observed R11's nails to still be long, but left
thumbnail was no longer jagged.

Facility policy titled Personal Needs, with revised
date of October 2016, indicated the facility strived
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to promote a healthy environment by meeting the
personal needs of the residents. Personal care
and ADL support would be provided according to
the residents care plan. Compliance with care
delivery needs and interventions would be
determined by observation of care delivery.
Personal care and support included grooming,
nail care and shaving.
F 684 Quality of Care F 684 12/1/21
SS=G | CFR(s): 483.25

§ 483.25 Quality of care

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to comprehensively
assess, monitor and implement interventions
including completion of dressing changes and
administer ordered antibiotic treatment for 1 of 3
residents (R43) with non-pressure related
wounds. In addition, the facility failed to ensure
elevation of swollen legs and utilization of
compression wraps. This deficient practice
resulted in actual harm for R43, who acquired an
additional wound on the left lower leg and the
medial and lateral wounds increased by 3-4
centimeters each in size.

In addition, the facility failed to ensure treatment
orders were provided as ordered for 1 of 3
resident (R4) reviewed for wound care who was

It is the policy of the facility to access,
monitor and implement interventions
including completion of dressing changes,
elevation of legs, utilization of
compression wraps and administration of
ordered antibiotic treatment for
non-pressure related wounds.

Immediate Action: R43- Wounds were
assessed and measured. Weekly non
pressure wound tracker initiated and
wounds are measured every 7 days.
Physician orders and care plan were
reviewed and revised.

R4- Wounds were assessed and
measured. Weekly non pressure wound
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at risk for non-pressure related wounds,
Findings include:

R43 was admitted to the facility on 5/27/21.
Diagnosis listed on the diagnosis sheet in the
medical record included: cellulitis (inflammation of
the subcutaneous connective tissue) of the left
lower leg, non-pressure chronic ulcer (a break in
the skin or mucous membrane) of the lower left
leg, type 2 diabetes mellitus, venous insufficiency
(veins unable to adequately circulate the blood),
lymphedema (lymphatic system blockage causing
swelling in the arms or legs), peripheral vascular
disease (circulation condition that narrows blood
vessels causing reduced blood flow to the limbs)
and arteriosclerotic heart disease (ASHD) (a build
up of cholesterol plaques in the walls of the
arteries, causing obstruction of blood flow).

R43's quarterly Minimum Data Set (MDS)
assessment dated 9/3/21, identified R43 as
having a brief interview for mental status (BIMS)
score of "12" indicating the resident had minor
impairment in cognition. The MDS indicated R43
required extensive assistance with activities of
daily living (ADL's). The MDS indicated R43 had 2
non-pressure related ulcers. The MDS identified
interventions including non-surgical dressing to
feet as well as ointments.

R43's discharge MDS assessment dated 9/21/21,
identified R43 as having a BIMS score of "12"
indicating the resident had only minor impairment
in cognition. The MDS indicated R43 required
extensive assistance with ADL's.

The MDS indicated R43 had a non-pressure
related ulcer on the lower left leg.
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tracker initiated and wounds are
measured every 7 days. Physician orders
and care plan were reviewed and revised.
All nurses educated on skin care or prior
to wound care on their next scheduled
shift If any abnormalities are observed
during skin assessments, they are to be
reported immediately to the, and the
Director of Nursing and the physician or
medical director when appropriate

Resident(s) involved: R4, R43

Residents with Potential to be affected:
Center residents have non-pressure
related wounds or risk for such wounds
are at risk to be affected. A skin sweep
was completed on all residents. Wounds
were assessed, measured, and a weekly
wound tracker was initiated. Care plans
were reviewed and revised.

Education: Nursing staff educated by the
DON/Designee by 12/1/2021 or before
their next shift begins. Policy and
procedures have been updated for
Charting and documentation, Pressure
and non-pressure wounds and Dressing
change. All nurses demonstrated
competency of performing a wound
dressing change by 12/1/2021 or prior to
wound care on their next scheduled shift.
Reviewing the physician order and
demonstrating proper wound care orders
that match the physician order is included
in the dressing change competency.
Monitoring: To ensure ongoing
compliance the DON/Designee to
complete audits 2 residents, who have
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R43's current care plan dated 6/9/21 identified
R43 as having impairment in skin integrity related
to a venous ulcer (see wound assessment) .
Interventions listed: provide treatment as ordered,
monitor for redness, warmth, swelling and
drainage, report progress or decline to provider
and assess and measure all skin integrity areas
per policy. The care plan identified R43 as having
impairment ADL's due to a self-care deficit that
included respiratory failure, congestive heart
failure (CHF) (when the heart does not pump
blood like it should) and chronic obstructive
pulmonary disease (COPD) (inflammation in the
lungs that causes obstruction of airflow). Although
the care plan directed to see the wound
assessment for R43's lower leg ulcer, there was
no wound assessment in the medical record. In
addition, it was noted in R43's history to have
swollen legs as well as orders for compression
wraps, this was not included in the plan of care
nor were interventions.

Review of a discharge hospital progress note
dated 9/21/21, indicated R43 was hospitalized
from 9/12//21 to 9/21/21, with a diagnosis of
cellulitis in the legs, gastrointestinal bleed, acute
kidney disease (when kidneys fail to filter body
waste from the blood) and a low hemoglobin
(HGB). (protein in the blood that carries oxygen to
the body). The note dictated by medical doctor
(MD)-A indicated R43 had chronic venous status
ulcers to the lower left leg (medial and lateral).
Wound care treatments were recommended for a
few days to stabilize her healing prior to
discharge. Physical therapy with advanced wound
therapy was recommended on an out patient
basis after discharge. The discharge notes did
not include R43's wound progress or
measurements while in the hospital.

active wounds, for completion of dressing
change, already completed dressing
validation, elevation of legs, use of
compression wraps and completion of MD
orders, weekly skin checks, weekly wound
measurements, 3x weekly x 8 weeks,
then weekly x 4 week The results of the
audits will be reviewed by the QAPI
committee for trends and any needs for
adjustment of audit schedules or content,
as well as any further educational needs.
Admission/Readmission checklist updated
to include verifying that medications are
available for residents and all discharge
orders or progress notes are reviewed for
follow up appointments. Morning meeting
form updated to include reviewing for
follow up appointments. Director of
Nursing to review new/revised orders and
mediation and treatment administration
records for completion of task.
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Recommendations included follow up with
outpatient wound care for R43.

Review of a facility re-admission skin assessment
dated 9/21/21, identified R43 as having a
vascular skin concern on the front lower left leg.
The assessment did not include a description of
the skin concern.

There were no other skin assessments
completed since the re-admission assessment on
9/21/21, of which only indicated R43 had a
vascular skin concern. There was no
documentation describing the condition of the
wound.

On 10/18/21, at 2:40 p.m. R43 was observed to
have several fluid filled blisters on her left lower
leg. R43's left lower leg was shiny, swollen and
pinkish in color. There was a Kerlix wrap on the
left lower leg, but the dressing was partially off
exposing the blisters. R43 was sitting in her
wheelchair with her legs down. R43 indicated she
was unsure if the wounds were worsening or
getting better, but that they were still painful. R43
indicated that her wound dressings often would
fall down her leg, exposing the wounds. R43
further indicated that staff do not always replace
the dressing when this happens.

On 10/20/21, at 12:30 p.m.. R43 was observed
sitting in a wheelchair with her legs down. R43's
left leg remained pinkish, swollen and shiny.
There was a dressing on the leg that was coming
off, exposing several fluid filled blisters. R43
stated she had cellulitis in her legs. R43 indicated
she had blisters that would come and go, but was
unsure if she had any other open areas. Ace
wraps were on the lower leg, but were falling
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down as well.

On 10/21/21, at 12:30 p.m. registered nurse
(RN)-A was observed to change R43's lower left
leg dressing. R43 had a 9.0 cm by 8.0 cm open
area on the lower front part of the left leg. A 7.0
cm by 6.0 cm open area on the outer part of the
lower left leg and a 6.0 cm by 6.0 cm open area
on the outer back of the left leg. The dressings
were noted to have yellowish colored drainage
on the gauze when removed. The center of the
wounds were pinkish in color with maceration
(skin broken down by moisture) on the edges of
each ulcer. There were several fluid filled blisters
surrounding the ulcers. Interview with RN-A
indicated she did not routinely measure or
document the description of R43's lower leg
wounds, because she thought that was only done
with PU's. RN-A stated the lateral wound on the
lower left leg was new and did not have when the
resident returned from the hospital. RN-A
indicated she observed R43's wound daily and
had last observed on 10/20/21. RN-A stated R43
continues to get fluid filled blisters that form and
then heal, as well as swelling in the legs RN-A
also confirmed there were no discharge notes
from the hospital stay, that included
measurements or the description of the lower left
leg wounds. RN-A also confirmed there were no
measurements or description of the wound after
returning from the hospital, or when the new ulcer
on the lateral left leg had been identified. R43
complained of pain during the dressing change,
but had received pain medication prior.

R43's current physicians orders dated 10/1/21 to
10/31/21, included a dressing change to the lower
left extremity ulcer. The order included to cleanse
the lower left leg wound with saline and apply a
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acetic acid (antimicrobial agent to treat infections)
compress. Apply silicone barrier cream (skin
protectant) to wound perimeter and cover with a
wet aquacel Ag (antimicrobial dressing) followed
by a ABD pad (absorbent dressing). Change daily
and as needed. The orders also included to
assess the wound daily. The physicians orders
also included an order dated 10/8/21, for Cipro
500 milligrams (mg) twice daily (BID) for 10 days
and penicillin V 250 mg four times a day (QID) for
10

days.

Review of a progress note by doctor of podiatry
medicine (PDM)-A dated 9/30/21, indicated R43
was seen to re-evaluate the lower left leg medial
and lateral ulcerations. R43 was also seen for
debridement of the lower left leg ulcers. The
progress note identified the medial and lateral
ulcers of the lower left leg to have slough tissue in
the wound bed. Wound measurements were
done before debridement and after debridement
and listed below:

Medial ulcer of the left lower leg
Pre-debridement- 3.8 cm length by 3.9 cm width
and 0.4 cm depth

Post-debridement- 3.8 cm length by 3.9 cm width
and 0.4 cm depth

Lateral ulcer of the left lower leg
Pre-debridement- 7.7 cm length by 4.0 cm width
and 0.3 cm depth

Post-debridement- 7.7 cm length by 4.0 cm width
and 0.3 cm depth

Review of a progress note by PDM-A dated
10/7/21, identified R43 as having ulcerations of
the medial and lateral aspects of the lower left
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extremity. The progress note indicated there was
increased redness of R43's left lower extremity
and worsening of the skin of the periwound. A
culture was completed which was positive for
pseudomonas and enterococcus (bacteria). The
progress note also indicated R43 was to have
compressive wraps on, but did not during the
appointment. The progress note identified the
medial ulceration on the lower left leg having no
slough tissue present and no new epithelial tissue
present. The ulceration on the lateral aspect of
the lower left leg identified the ulcer to have no
slough tissue or epithelial tissue in the wound.
The note indicated there was increased erythema
and skin breakdown of the periwound which
appears to be drainage from the wound bed.
Erythema present of the left lower extremity. The
note further indicated R43 had been seen
previously at the advanced would healing clinic
(AWHC) on 9/30/21, and had increased redness
of her left lower extremity and worsening skin of
the periwound. The ulcerations of the lower left
extremity are unchanged since last visit, although
measurement were not included with this visit.
R43 has numerous comorbidities which are
making it difficult for the ulcerations to heal. In
addition to the progress note, there was a
notation included under "special considerations"
indicating a volunteer at the facility relates R43
had not been receiving as much help with
dressing changes. The volunteer added this was
due to lack of staff available.

R43's medication administration record (MAR)
dated 10/1/21-10/31/21, included a order for
Cipro and penicillin V. Both antibiotics were
ordered by the provider on 10/8/21, in the
afternoon. The MAR showed both medications
were not given until 10/13/21, 6 days after the
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medication had been ordered. R43 had missed 9
doses of Cipro and 18 doses of Penicillin V.

R43's treatment administration record (TAR)
dated 10/1/21-10/31/21, showed no
documentation on 10/4 or 10/21, that the
treatment to R43's wounds had been done.

Although R43 had an outpatient visit from the
PDM on 10/7/21, to evaluate R32's lower left leg
ulcers there were no measurements completed to
monitor healing. The only measurements that had
been completed since the residents hospital stay
on 9/21/21 were on 10/21/21, when the surveyor
requested RN-A to measure and assess the
resident's wounds.

A voice message was left for PDM-A on 10/21/21,
at 1:30 p.m. to inquire on R43's lower leg
wounds, with no response. A phone conversation
with PDM-A's clinic nurse on 11/9/21, at 3:00 p.m.
to have provider return a call when available.
There was no response.

Interview with RN-A on 10/21/21, at 12:30 p.m.
verified R43's left leg ulcers had not been
assessed to appropriately monitor the healing of
the wounds. RN-A also confirmed there had been
no documentation by the facility related to the
description of the wounds when returning from
the hospital on 9/21/21. RN-A further stated there
were times that she was responsible for over 40
residents and and did not always get to R43's
dressing changes, but confirmed she had signed
them off on the treatment administrative record
(TAR), due to the current staffing shortage (1
licensed nurse for 43 residents).

Interview on 10/21/21, at 1:00 p.m. the director of
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nursing (DON) indicated it was not required for
the staff to measure/document on non-pressure
related wounds. The DON indicated only PU were
measured , described and documented. RN-A
further stated staff were to monitor healing with
observations, when changing the dressing. RN-A
indicated she was not aware that the dressing
were not always getting done. DON stated that
the staff are not required to measure skin wounds
unless it is caused by a pressure ulcer and that
they just monitor by observations. The DON
confirmed she was unable to find any weekly skin
documentation for R43 in the past couple of
months.

Interview on 11/5/21, at 2:00 p.m. the DON
confirmed the ordered Cipro and Penicillin V had
not been started until 10/13/21, missing several
doses of both medications. The DON stated the
medications were missed from 10/8 -10/12,
because the order did not get transcribed to the
MAR, so the nursing staff didn't see the order.

Although the facility was aware of R43's lower left
leg wounds, skin breakdown risk and edema, the
staff did not comprehensively assess, monitor or
implement all interventions to prevent further skin
breakdown, to determine if wounds were
improving or needing further interventions to
promote healing. Interventions that had not been
implemented included: administering antibiotics
per order (causing a delay in treatment), elevating
edematous legs, applying compression wraps
and changing dressings to the lower left leg
wounds, as ordered. This failure occurred from
9/21/21 to 10/20/21, (after return from hospital)
and resulted in a new skin breakdown on the
back of the left lower leg, and worsening of the
wounds on the medial and lateral left leg. The
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medial wound increased by 5.2 cm in length and
4.1 cm in width. The lateral wound increased by
2.0 cm in width. The new breakdown on the back
of the leg measured 6.0 cm in length by 6.0 cm
in width.

Review of the facility policy Pressure and
Non-Pressure Injuries dated 8/2/21, indicated
upon admission/re-admission a head to toe
evaluation will be completed on every resident
and will be documented on the evaluation form. If
skin is compromised initiate a injury tracker form
(1 per wound) and assess weekly. Initiate a
comprehensive skin integrity care plan based on
the residents history, risk factors and current skin
assessment conditions. Report any changes to
the physician.

R4

R4's facesheet printed 10/21/21, included
diagnoses of cellulitis of leg (skin infection),
lymphedema (swelling of leg due to build-up of
lymph fluid), venous insufficiency (failure of veins
to adequately circulate blood), morbid obesity,
diabetes, paranoid personality disorder and mild
cognitive impairment.

R4's quarterly Minimum Data Set (MDS)
assessment dated 10/8/21, indicated R4 declined
to complete a brief interview for mental status, did
not exhibit any behaviors - including rejection of
care, had adequate hearing and vision, clear
speech, was able to make self understood and
could understand others. R4 did not walk and
required extensive assistance of two staff for bed
mobility, transfers and toileting. R4 was frequently
incontinent of urine and always incontinent of
stool. R4 had an infection of her foot requiring a
dressing.
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Physician orders included:

3/23/21: Wash feet with soap and water every
evening.

10/8/21: Use skin marker, mark area of redness
and notify provider if worsening. Assess every
shift.

10/15/21: Right lower extremity and right dorsum
(top) foot and right lower abdominal panniculus (a
sheet of fat tissue in the lower abdominal area):
acetic acid soaks two times a day for 7 days.

R4's plan of care dated 1/21/20, indicated R4 had
actual skin integrity break related to mobility and
incontinence at that time, and a goal indicated
skin would show signs of progressive healing
without signs of infection. The care plan did not
identify current skin infection and treatments
ordered to enhance healing and reduce infection.
In addition, the care plan indicated R4 displayed
signs of mood and behavior possibly related to
paranoid personality disorder and a goal indicated
R4 would not refuse cares important to her
health. Interventions included education on the
importance of receiving cares and R4's refusals
would be monitored.

Record review indicated R4 was seen by a
physician or nurse practitioner on 9/29, 10/4,
10/8, 10/11, and 10/14. The 9/29, note reiterated
importance of R4 wrapping her legs due to
lymphedema; but there were ongoing refusals by
R4 to wrap them. The 10/4, note indicated R4
was being seen following communication from
nursing that when R4's shoes were removed at
bedtime, maggots were noted crawling out of her
right shoe and in between her toes. R4 had open
areas to the right foot: one at the dorsum and the
other at the lower part of the shin, both laterally.
The 10/8, note indicated R4 was being seen
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regarding worsening pain, redness, and warmth
of lower right extremity, and worsening edema.
An antibiotic was started. The 10/11, note
indicated follow-up of right lower extremity
cellulitis, with the redness subsiding. The 10/14,
note indicated R4 had no resolution of right lower
leg cellulitis and another antibiotic was started.

During an interview and observation on 10/18/21,
at 3:51 p.m., R4 was in a hospital gown, and was
sitting on the side of her bed, facing the door with
her legs over the side of the bed. R4's bare feet
rested directly on the tile floor. Significant edema
was noted to both lower legs and feet. The right
lower leg and foot were reddened, and areas of
skin on dorsum of the right foot were peeling. R4
had a panniculus which hung over the outer
aspect of her right thigh and over the side of the
bed. The right side of the panniculus was slightly
reddened as compared to the left side. No
obvious open areas during a quick observation
when R4 lifted her gown to show her panniculus.

During an interview on 10/19/21, at 2:56 p.m.,
when asked if staff had recently been soaking her
right foot and panniculus with a special solution,
R4 stated her foot had been soaked maybe twice
since arriving to the facility a year and a half ago.
No soaking supplies observed in room except for
a white plastic basin, upside down on the floor
between her bed and wall, toward the top of the
bed. R4 stated no one had been washing her feet
either. No signs of black marker markings on
reddened area of skin on right leg or right foot, as
ordered, to indicate improved or worsening
redness.

During an interview on 10/20/21, at 8:17 a.m.,
when asked what kinds of skin treatments R4
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had, licensed practical nurse (LPN)-A stated, "If
she would let me do anything with her wounds --
she refuses." LPN-A opened the TAR (treatment
administration record), and stated, "See the 2's?
Those are refusals." When asked about soaks for
foot and panniculus with acetic acid, LPN-A
stated, "I don't know anything about that." LPN-A
was asked to look at the order, but could not find
it until it was pointed out, then she read it. LPN-A
confirmed the order was added on 10/15/21, and
admitted she was unaware this order existed and
therefore had not performed the treatment. When
pointed out that R4 had multiple wound care
orders, LPN-A was asked how many wounds R4
had and she stated she didn't know. LPN-A was
unaware of the physician order dated 10/8, to
mark R4's areas of redness with a skin marker
either, stating she never saw that order, and
shrugged her shoulders when asked how she
knew if the wound was worsening or improving. It
was noted on the MAR (medication administration
record) that LPN-A had signed off marking the
areas of redness on 10/11, 10/13, 10/14, 10/17,
and 10/20.

During an interview on 10/20/21, at 11:44 a.m.,
when asked if R4 had foot and panniculus soaks,
the director of nursing (DON) looked at the
physician orders in the electronic medical record
(EMR) and stated "not at this time," adding that
R4 was very non-compliant and that the provider
was aware of her non-compliance. The order for
the acetic acid soak dated 10/15/21, was pointed
out and the DON stated "Oh, that started on the
15th." When asked if it were being done, the
DON looked at the TAR and stated the evening
shift had been doing it consistently and identified
the two nurses who had documented performing
the treatment. The DON also stated that LPN-A
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had signed off that she performed it on 10/17.
The DON was informed that when the acetic acid
soaks were pointed out to LPN-A, she did not
know anything about it. When asked if it were
possible LPN-A signed off as performing the
treatment when she had not, the DON stated, "I
can't say." Requested to look at R4's skin with the
both the DON and LPN-A.

During an observation and interview on 10/20/21,
at 1:59 p.m. in R4's room with LPN-A and DON,
R4's skin and acetic acid soak treatment were
observed. R4's panniculus had generalized, slight
redness; skin was smooth and intact except for
one dime size scab noted. The center of R4's
abdomen had a healed vertical scar with a small
scab at the proximal end. Right lower leg, middle
section had closed, blistered skin. Dorsum of
right foot had peeling skin. No open wounds
noted. LPN-A was asked how the cellulitis of R4's
right lower leg and foot looked to her and she
stated "slightly better." LPN-A stated to the DON,
"l didn't know about this [order for acetic acid
soaks] till she [surveyor] asked me about it this
morning." After the treatment was over, again
asked LPN-A and DON if LPN-A had been doing
this treatment prior to today and LPN-A stated
she would have to go back and look at the R4's
record.

During a telephone interview on 10/21/21, at 9:02
a.m., registered nurse (RN)-A was asked if she
was aware of a new treatment for R4's skin using
an acetic acid soak. RN-A stated she was not
aware. When brought to her attention that she
initialed performing the treatment twice on 10/18,
RN-A stated, "I might have signed off on it at the
end of the shift and not done it." RN-A further
stated, "l didn't know about this order and we are
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constantly rushed; we can't do everything.
Everyone is frustrated; | get done what | can.”
When asked if she washed R4's feet with soap
and water, RN-A replied no. When informed she
initialed that she did soak R4's feet several times
this month, RN-A replied, "Okay." RN-A had not
told the DON or administrator how she felt about
her workload.

During a telephone interview on 10/21/21, at 9:06
a.m., (RN)-C was asked if she was aware of a
new treatment for R4's skin using an acetic acid
soak, RN-C stated, "l offered the treatment to R4,
but she refused to let me clean her abdomen and
feet." Asked again if she was aware of a new
order for acetic acid soak, RN-C stated, no, she
had not seen the order, then stated she offered
the acetic acid soak to R4 and R4 refused. RN-C
stated she had filled out an SBAR (situation,
background, assessment, recommendation)
documentation to the physician about the refusal
and that it should be in R4's record. RN-C stated
she also sent a copy of the SBAR to the DON.
According to an interview with the DON on 10/21,
at 1:57 p.m., there was no SBAR documented
about this in R4's EMR, nor did she receive a
copy of an SBAR.

During an interview on 10/21/21, at 10:21 a.m.,
when informed staff say she refused care a lot of
the time, R4 stated "how can | refuse if they don't
asked me!" Stated they aren't asking her things
that she is allegedly refusing.

During an interview on 10/21/21, at 1:57 p.m. with
the DON and the corporate director of clinical
services (DCS)-C, both confirmed it was the
expectation that nurses carry out physician orders
unless a resident refused. The DON stated R4

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:Z36P11 Facility ID: 00953 If continuation sheet Page 31 of 96



PRINTED: 12/08/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
245184 B. WING 10/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 EIGHTH AVENUE SOUTHEAST

ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 684 Continued From page 31 F 684

often refused care and treatment. The DON
stated the physician had been been informed of
R4's refusals and that multiple SBAR's regarding
refusals has been sent to the physician. This
documentation was requested. The DON
admitted there was no SBAR in R4's record from
10/20, nor did she receive communication from
an RN about a refusal. The DON and DCS-C
were informed three nurses were unaware of the
10/15, order for acetic acid soaks yet they
documented they performed the treatment. In
addition, the nurses admitted they were not
washing R4's feet, nor were they marking the
area of redness on her skin, yet documenting
these treatments had been performed. The
DCS-C stated the process for nurses being
aware of new physician orders needed to be
improved, that she expected nurses to complete
orders as directed, and expected nurses to be
truthful in their documentation.

During an interview on 10/21/21, at 3:48 p.m.,
based upon the request for SBAR documentation
to physicians pertaining to R4's refusals of care,
the DCS-C provided three pieces of
documentation: 1) SBAR dated 10/2/21, for
change of condition, 2) Nursing home orders
dated 10/4/21, and 3) History and physical note
dated 9/29/21. None were SBAR's indicating
refusal of care. Only the history and physical note
dated 9/29/21, read: "R4's plan of care calls for
daily application of Solaris Velcro ready wraps to
control lower extremity lymphedema, but not
currently being used due to non-compliance." The
DCS-C admitted these documents did not
address the refusals that the staff and the DON
had been reporting to the surveyor, and added
"we need to fix that."
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A facility policy for carrying out physician orders
was requested, and a policy titled "Medication
Orders" was received which did not address
carrying out physician orders.

F 685  Treatment/Devices to Maintain Hearing/Vision F 685 12/1/21
SS=D | CFR(s): 483.25(a)(1)(2)

§483.25(a) Vision and hearing

To ensure that residents receive proper treatment
and assistive devices to maintain vision and
hearing abilities, the facility must, if necessary,
assist the resident-

§483.25(a)(1) In making appointments, and

§483.25(a)(2) By arranging for transportation to
and from the office of a practitioner specializing in
the treatment of vision or hearing impairment or
the office of a professional specializing in the
provision of vision or hearing assistive devices.
This REQUIREMENT is not met as evidenced

by:

Based on observation, interview and document F-685 (D)

review, the facility failed to ensure 1 of 1 resident It is the policy of the facility to ensure
(R42) received proper assistive device of a residents receive proper assistive
hearing amplifier to maintain hearing abilities. devices, such as a hearing amplifier, to

maintain hearing abilities.
Finding include:
Resident(s) involved: R42 Resident #42s

R42's admission Minimum Data Set (MDS) was provided two hearing amplifiers by
assessment dated 9/7/21, identified R42 had the nursing home and was still in the
severe cognitive impairment, moderate difficulty resident’s purse during the survey and
with hearing, used a hearing aid or other hearing after the survey. The executive director
appliance, required extensive assistance with will monitor the availability of resident 42's
transfers, bed mobility, toileting, dressing, and hearing amplifier weekly or as needed.

personal hygiene. The MDS identified R42 had
medical diagnoses of weakness, anemia, end
stage renal disease (kidney disease), vision Residents with Potential to be affected: All
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impairment, and received dialysis treatment

R42's care plan printed 10/19/21, indicated R42
had a hearing impairment as evidenced by
hearing loss and used amplifier; interventions
included attempt to minimize excess noise and
communication device of amplifier, maintain, and
use amplifier.

Nurse progress note dated 8/31/21, at 2:40 p.m.
indicated R42 was alert and oriented, very hard of
hearing, needed hearing aids but used an
amplifier, does not have one [amplifier] with her,
and R42 was given one of the facilities amplifiers
to use.

On 10/19/21, at 9:11 a.m. R42 was observed and
interviewed in her room, R42 stated she was
extremely hard of hearing, when asked if she
wore hearing aides or had a device to assist with
hearing the resident stated she did not. During
the interview with R42, a loud voice and repetition
in questions was required.

On 10/19/21, at 1:55 p.m. nursing assistant
(NA)-Aindicated R42 was hard of hearing and
confirmed R42 used an amplifier when she first
arrived at the facility, however NA-A stated R42's
amplifier was not able to be located currently.
NA-A was observed in R42's room and attempted
to locate the amplifier and was unsuccessful.

On 10/20/21, at 7:56 a.m. NA-C stated R42 was
hard of hearing and had no hearing aids or
hearing amplifier and NA-C stated, but she [R42]
should.

On 10/20/21, at 12:16 p.m. R42 and family
member (FM)-A were observed in R42's room.
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center residents have hearing
impairments and with hearing, devices are
at risk to be affected. No other residents
were identified as having the need for
hearing devices that have not already
been identified. The Facility guardian
angel rounds will observe all residents
who need hearing amplification to ensure
that a hearing amplifier is available if
needed. The Social Worker will, in
conjunction with the resident and/or
responsible party, take the necessary
actions to provide a hearing amplifier.
Guardian Angel rounds are completed
daily on all residents

Education: Staff educated on proper
devices to aide in hearing by the
DON/Designee/Facility Staff by 12/1/2021
or before their next shift to ensure proper
devices to aide in hearing.

Monitoring: To ensure ongoing
compliance the DON/Designee/Facility
Staff weekly beginning the week of
12-1-2021 an Audit 2 residents, who
utilize assistive devices for hearing, to
ensure devices are properly placed
weekly x 8 weeks and ongoing for at least
three months. The results of the audits will
be reviewed by the QAPI committee for
trends and any needs for adjustment of
audit schedules or content, as well as any
further educational needs.
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FM-A stated R42 was provided a hearing
amplifier from the social worker (SW) when she
was admitted, however he had not observed R42
use the device and was not able to find the
amplifier in R42's room or know the location of
the amplifier. During the interview with R42, a
loud voice and repetition was required, R42
stated she had not used the amplifier and
confirmed she was very hard of hearing.

On 10/21/21, at 9:36 a.m. interview with social
worker (SW) stated R42 admission assessment
verified R42 was hard of hearing and was
provided a hearing amplifier at admission. SW
stated R42 was admitted to a room on first floor,
and had transferred to second floor room. The
SW indicated staff were expected to move the
amplifier to R42's transferred room. The SW
indicated she would provide R42 with a
replacement hearing amplifier.

Policy titled care of the hearing impaired resident
dated 12/16 indicated:

- Arrange for consultation with an otologist if
needed

- Provide pencil and paper or magic slate to
communicate in writing or an erasable board, if
the resident is able.

F 690 Bowel/Bladder Incontinence, Catheter, UTI F 690 12/1/21
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.
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§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) Aresident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(ii) 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

(iii) 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 F690 POC Correction

review the facility failed to educate, assess and

monitor catheter care for 1 of 1 resident (R5) It is the policy of the facility to ensure

who was independendently performing self education, assessments, and monitoring

urinary catheter cares. for catheter care for residents who
independently perform self-urinary

Findings include: catheter cares

R5 was admitted to the facility on 7/8/20. Resident(s) involved: R5

Diagnosis listed on the diagnosis sheet in the
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medical record included: muscle weakness, right
artificial shoulder joint, paraplegia (damage to the
spinal cord causing paralysis of all or part of the
trunk, legs or pelvic organs), neuromuscular
dysfunction of the bladder (lacks bladder control),
injury of the spinal cord, osteoarthritis (wearing
down of the protective tissue at the end of the
bones), diabetes mellitus (too much sugar in the
blood), chronic kidney disease (loss of kidney
function to eliminate waste from the body) and
placement of a urostomy (an opening in the
abdomen that re-directs urine away from the
bladder that's diseased or injured.

Observation on 10/18/21, at 3:43 p.m. R5 was in
her room watching TV. There was a strong odor
of urine throughout the room. There was a urinal
hanging ona commode in the room, that had
urine in it. R5 stated she has a urostomy that she
manages herself.

Observation and interview on 10/20/21, at 8:30
a.m. R5 was in her room rummaging through
papers on her table. There was a strong odor of
urine throughout the room. There was a catheter
bag hanging on the night stand. Half of the bag
was filled with urine. There was no cap on the
end of the tubing (connector) and hanging down
on the floor. R5 stated she takes care of her
urostomy herself and that she also switches her
drainage bag and leg bag in the morning and at
night. R5 indicated she did not always clean the
ends of the tubing (connector) when switching her
bags. R5 further indicated she did not rinse her
bags either. R5 stated she empties the urine into
the urinal and places it on the commode and the
staff will empty the urinal. R5 stated she also
washes around her stoma every day. R5
indicated she has had a urostomy most of her life
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Immediate Action: R5 was observed
demonstrating catheter care by Director of
Nursing. Education was provided to
resident including infection control
practices and proper technique of task by
Director of Nursing . Observation of
demonstration technique was reviewed
with the resident’s primary physician and
orders new were obtained. Care Plan was
updated. on a quarterly basis and as
needed on proper technique and infection
control practices while provided
self-catheter care.

Residents with potential to be affected: All
residents with catheters were reviewed.
No other residents were identified as
independently performing self urinary
catheter cares.

Education: Nursing staff were educated by
the Director of Nursing/Designee by
12/1/2021 or before their next shift begins.

Monitoring: To ensure ongoing
compliance the Director of
Nursing/designee to complete audits
weekly beginning 12/1/21 and ongoing for
at least three months. The results of the
audits will be reviewed by QAPI
committee for trends and any needs for
adjustment of audit scheduled or content,
as well as any further educational needs.
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and she was capable of taking care of it.

Review of the quarterly minimum data set (MDS)
assessment dated 4/23/21 identified R5 as
having a brief interview status (BIMS) of "15" (no
impairment in cognition). R5 required extensive
assistance with activities of daily living (ADL's)
including toileting and personal cares. The MDS
indicated the staff did all the effort and R5 does
none to complete the activity. R5 was able to eat
independently. The MDS identified RS to have a
ostomy. R5 exhibited only 1 behavior that
included verbal aggression towards others. No
behaviors of being resistive or refusing cares
identified on MDS. The MDS identified R5 to have
impairment of upper and lower extremeties

Review of the annual MDS assessment dated
7/16/21, identified the resident as having a BIMS
of "14" (meaning minimal impairment in
cognition). R5 required extensive assistance with
ADL's, including toileting and personal care. R5
was able to independely feed herself. The MDS
identified R5 to have a ostomy. The MDS
identified R5 as having mild depressive
symptoms but did not exhibit any behaviors. The
MDS identified R5 to have impairment of upper
and lower extremeties.

Review of the current bowel and bladder
evaluation dated 4/16/21, indicated R5 was
continent of bladder. There was no
documentation related to RS having an ostomy.

R5's current plan of care dated 4/16/21, identified
R5 as having a urinary ostomy related to impaired
mobility, physical limitations, infection,
neuromuscular dysfunction of the bladder related
to paraplegia at age 19 and pyelonephritis.
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Interventions included: provide ostomy care as
needed, report changes in amount, frequency
and color and odor of urine and report signs and
symptoms of a urinary tract infection (UTI). The
care plan identified R5 with a self care deficit
related to being paraplegic and physical
limitations. Interventions included: assist with
daily hygiene, grooming, dressing and oral cares
and mechanical lift for transfers. The care plan
did not include R5 independently performing her
own ostomy/catheter care nor did it include target
behaviors that included R5 had been refusing
catheter/ostomy care.

R5's progress notes for the past year, did not
include an assessment/training or any
documentation pertaining to self ostomy/catheter
cares.

During the survey, the surveyor attempted to
observe R5 performing self ostomy/catheter care
during the survey, but the resident refused.

Review of R5's urinalysis (UA's) results in the
past year, showed R5 has not had a urine tract
infection since 8/2/20.

Interview on 10/20/21, at 9:00 a.m. registered
nurse (RN)-A indicated R5 has been taking care
of her ostomy since admission. RN-A indicated
she was unsure if R5 had been assessed or
trained to provide self ostomy care. RN-A stated
she did not think that R5 was fully capable of
providing self ostomy/catheter care. RN-A verified
R5's room often spells of strong urine. RN-A
confirmed she had not re-assessed R5's
capabilities of providing her own ostomy care.

Interview on 10/20/21, at 9:15 a.m. nursing
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assistant (NA)-A indicated R5 had been taking
care of her own ostomy/catheter care. NA-A
indicated the staff will empty the urinal when full
and measure the output, but that was all that they
did. NA-A was aware of the strong urine smell but
thought it was because sometimes the urinal sits
for a while before staff gets to it. NA-A also stated
she had not attempted to provide ostomy care,
because she had been told by other NA staff that
R5 would refuse.

Interview on 10/20/21, at 9:30 a.m. nursing
assistant NA-B indicated R5 had been taking care
of her own ostomy/catheter care for as long as
she can remember. NA-A indicated the staff will
empty the urinal when full and measure the
output, but that was all that they did. NA-B felt R5
could use assistance with her cares, but that she
was told the resident would refuse. NA-B
indicated she had taken care of R5 for over a
year.

Interview on 10/21/21, at 1:45 p.m. NA-C stated
R5 takes care of her ostomy care and will empty
the leg bag and catheter bag in a urinal. NA-C
stated then the staff will empty. NA-C indicated
staff did not assist R5 with any of her
ostomy/catheter care and was unsure if R5 was
taking care of her catheter bags properly.

A policy was requested related to assessment

and self care of ostomy's/catheter drainage bags.
F 698 | Dialysis F 698 12/1/21
SS=D | CFR(s): 483.25(1)

§483.25(1) Dialysis.
The facility must ensure that residents who
require dialysis receive such services, consistent
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with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to monitor dialysis
treatment, utilize communication form with
dialysis, provide a comprehensive dialysis care
plan to reflect emergency care, and monitor fluid
restriction for 1 of 1 residents (R42) receiving
hemodialysis.

Findings include:

R42's admission Minimum Data Set (MDS)
assessment dated 9/7/21, identified R42 had
severe cognitive impairment, required extensive
assistance with transfers, bed mobility, toileting,
dressing, and personal hygiene. The MDS
identified R42 had medical diagnoses of
weakness, anemia, end stage renal disease
(kidney disease), vision impairment, and received
dialysis treatment.

R42's care plan printed 10/19/21, indicated R42
was at risk for nutritional status change related to
increased nutrient needs and interventions
included: renal diet with regular textures and
regular consistency,1.5 L [liter] fluid restriction,
alternation in kidney function due to end stage
renal (kidney) disease, evidenced by
hemodialysis and interventions included:
assessment of skin condition weekly by licensed
nurse, check access site daily
fistula/graft/catheter-signs of infection (redness,
harness, swelling, pain, drainage elevated
temperature, body chills), observe for post
dialysis hangover - vital signs, mental status,
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It is the policy of the facilitys,to monitor
dialysis treatment, utilize communication
form with dialysis, provide a
comprehensive dialysis¢ care plan to
reflect emergency care and monitor fluid
restriction for those receiving
hemodialysis.¢,
¢
Immediate action: All water mugs were
removed from the resident’s room.
Resident’s husband was educated on the
risks of not following the ordered fluid
restriction and he was asked to no longer
bring in drinks for residents unless
reviewed with staff to allow for substitution
of what is provided to her. Fluid restriction
was reviewed in the care plan and the
physician orders. All resident orders were
reviewed to verify that the treatment
administration record includes required
daily assessments. Resident’s profile was
updated with dialysis center name and
phone number. Communication forms are
available to staff at nurse's stations.
Interdisciplinary team to verify daily in
morning meeting that communication
form had been sent with resident to
dialysis center. Resident’s care plan was
reviewed and revised.

Resident(s) involved:;R42

¢
Residents with Potential to be
affected: ¢ Center residents¢ who receive
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excessive weight gain between treatments, hemodialysis¢ are at risk to be

nausea, vomiting, weakness, headache, severe affected.; Currently no other residents

leg cramps , observe for signs and symptoms of receive hemodialysis.

bleeding, hematuria bleeding gums, tarry stool, é

increased bruising. Education:¢ Nursing staff educated on
hemodialysis including recommended

R42's treatment administration record (TAR) and fluid consumption the restriction on fluids

the order summary report printed 10/19/21, by the Director of Nursing/Designee by

indicated AV [Arteriovenous], fistula thrill and bruit 12/1/2021 ¢ or before their next shift

checked daily, check dialysis catheter dressing begins. ¢, Staff will ensure communication

daily for redness, drainage, or warmth -Notify NP form sent with hemodialysis.

[nurse practitioner] if any of these symptoms é

present every evening shift, and 1.5 L [liter] fluid Monitoring:¢, To ensure ongoing

restrictions, no water mug and dialysis Tuesday, compliance the Director of

Thursday, and Saturday at 11:00 am. Nursing/Designee to begin weekly
beginning the week off 12-1 2021 and

Nutrition assessment dated 9/8/21, indicated ongoing for at least three months. The

renal diet and fluid restriction of 1.5 L fluid results of the audits will be reviewed by

restriction. the QAPI committee for trends¢ and¢ any
needs for adjustment of audit schedules

On 10/19/21, at 9:24 a.m. R42 was observed in or content, as well as any further

her room and seated on her bed. A covered blue educational needs.; The morning meeting

handled insulated mug, one opened six ounce with the interdisciplinary team was

diet ginger ale can, one unopened six ounce can updated to include daily review of

of diet ginger ale, coffee in a brown handled mug, residents with dialysis. Director of Nursing

and an approximate 4-ounce clear plastic glass will review daily charting to verify

half filled with water was on R42's bedside table. completion of the treatment administration

R42 indicated the staff provided her too much to record and assessments.

drink and she indicated she wasn't supposed to

drink the amount the staff bring her, and further

indicated she saved the drinks for later. R42

stated she had a dialysis catheter on her upper

right chest area, and R42 pulled down her top

and revealed a right tunneled catheter placed

near the right subclavian (upper neck area)

covered with a transparent dressing. R42

indicated the dialysis clinic monitored her dialysis

site and she further indicated the facility staff had

not monitored the dialysis access site.
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On 10/19/21, at 1:55 p.m. an interview with
nursing assistant (NA)-A stated R42 was not on a
special diet or fluid restriction and indicated R42
drank coffee, diet ginger ale, and received a
water pitcher.

On 10/19/21, at 2:25 p.m. registered nurse
(RN)-A stated she has worked at the facility for
nine weeks and was an agency nurse. RN-A
stated hand off shift report was not received on
R42 today and she was the nurse responsible for
R42 today. RN-A stated yesterday and today
[10/18/21 and 10/19/21] R42's dialysis site was
not assessed and further indicated she was not
aware R42's current dialysis site location. RN-A
stated R42 had no dressings or skin treatments
ordered. RN-A confirmed she was expected to
assess R42 yesterday and did not have time.
RN-A stated if R42 was on a fluid restriction
and/or renal diet that was the responsibility of
dietary staff.

On 10/20/21, at 7:37 a.m. licensed practical nurse
(LPN)-A stated she was not aware of any
dressing or skin treatments ordered to monitor or
assess for R42. LPN-A stated R42 was not on a
special diet and further stated "just" an allergy to
wheat flour and chocolate.

On 10/20/21, at 7:56 a.m. an interview with NA-C
stated staff were to limit the amount of fluids R42
drank and confirmed R42 should not have a mug
of water on her bedside table.

On 10/20/21, at 8:10 a.m. the second floor
nursing station desk was observed with an
envelope with R42's name and included the
dialysis communication form from 10/19/21 and
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was blank and not filled out by the facility.

On 10/20/21, at 10:30 a.m. during a phone
interview with registered nurse (RN)-B stated she
was an RN at the dialysis facility R42 received
dialysis at on Tuesdays, Thursday, and Saturday .
RN-B indicated R42's dialysis access site was a
right tunneled subclavian catheter placed and
indicated the dialysis nursing staff change R42's
dressing. RN-B further indicated the facility staff
were expected to assess the dialysis site daily for
signs and symptoms of infection and ensure the
dressing was intact and notify dialysis of
concerns.

On 10/20/21, at 11:03 a.m. an interview with the
director of nursing ( DON) indicated R42's care
plan or medical record were expected to identify
R42's dialysis facility, who to call for dialysis
emergency, and expected staff send the facility's
communication form filled out with the resident to
dialysis. DON stated she was unaware of R42's
care plan specific to dialysis.

On 10/20/21, at 11:59 a.m. an interview with
LPN-A stated she was not aware if R42 had a
dressing or dialysis catheter site and confirmed
as the nurse she was expected to monitor and
assess dialysis access sites and confirmed she
was expected to be aware of R42's dialysis
catheter site and location. LPN-A confirmed she
was not aware of a dressing on the subclavian
tunneled dialysis site for R42.

On 10/21/21, at 12:45 p.m. during an interview
NA-B and TMA-B, NA-B indicated the facility's
communication form that was sent with resident's
to provider appointments was not expected to go
with R42 from the facility to the dialysis center.
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However, TMA-B indicated the facility was
expected to send R42 with a communication form
to dialysis. NA-B stated she was not aware the
communication form was expected to be sent to
dialysis, but indicated the nurse or the NA would
be responsible to send the form to dialysis with
R42. NA-B confirmed with the health unit
coordinator (HUC) and verified R42 had a
communication form the HUC provided, and
nursing or NAs were expected to fill out the form
with information and sent with R42 to dialysis.
NA-B confirmed the facility failed to send a
communication form with the resident to dialysis.

On 10/21/21, at 11:47 a.m. the DON stated she
was responsible for R42's care plan and stated
she had not time to look at care plan to see if
catheter care was on the care plan or included in
the medical record. The DON stated she
expected nursing staff to be aware of R42's
dialysis access site location and monitor the site
for signs and symptoms of infection, and
expected the dialysis communication form filled
out by staff and sent with R42 to dialysis

Policy titled Hemodialysis dated 4/13/21,
indicated:

-Determine where the dialysis procedure will take
place

-Obtain a clear understanding of roles and
responsibilities between the facility and the
dialysis center and define in writing this will
include but not limited to the following:

- Responsibility of monitoring lab values

- How physicians orders will be validated

- How provider orders will be communicated
during the nursing staff

-Assure daily assessment documentation of
fistula or graft site
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The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(ii) Other nursing personnel, including but not
limited to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse on each tour of duty.

This REQUIREMENT is not met as evidenced

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245184 B. WING 10/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
501 EIGHTH AVENUE SOUTHEAST
ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 698 | Continued From page 45 F 698
-Monitor fluid status of residents and maintain
fluid restrictions as ordered by the provider or
dialysis center
-Manage special dietary regime and dietary
restrictions as ordered
-Utilize dialysis center communication for
continuity of care between the facility and dialysis
F 725 | Sufficient Nursing Staff F 725 12/1/21
SS=F | CFR(s): 483.35(a)(1)(2)
§483.35(a) Sufficient Staff.
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by:

Based on observation, interview and document
review, the facility failed to ensure sufficient
staffing to provide routine assistance with
activities of daily living (ADL's) of grooming,
personal hygiene and for 2 of 2 residents (R4 and
R11) who required assistance and were
dependent on staff for ADL's, provide dignified
dining experience for 6 of 6 residents (R215, R2,
R44, R45, R60, R30) who required assistance
with dining, provide treatment and services for
non-pressure related skin concerns for 2 of 3
residents (R43, R4) who required assistance,
monitor dialysis treatment, and fluid restrictions
for 1 of 1 residents (R42) receiving hemodialysis.
This deficient practice had the potential to affect
all 64 residents who resided in the facility.

Findings include:

Interview on 10/18/21, at 3:25 p.m. R53
expressed concerns of short staffing. R53 stated
her call light does not get answered timely when
she needs assistance. R53 indicated it takes up
to 45 minutes at times for the staff to come and
assist her. R53 indicated it seemed worse on the
weekends.

Interview on 10/18/21, at 3:37 p.m. R4 expressed
concerns of a facility staffing shortage. R4
indicated she has to wait for lengthily periods of
time to get assistance after she puts her call light
on. R4 stated the staff were always in a rush to
take care of her because they had so many other
residents to attend to.

Interview on 10/18/21, at 5:33 p.m. R39
expressed concerns of short staffing. R39 stated
the past 2 nights she had her call light on to
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Immediate action: The Guardian Angel
and weekend manager programs on duty
were implemented by 12-1-2021 the
program updated and improved which is
our specific point of contact for every
resident on a daily basis when available.
These programs proactively solicit
feedback from all residents and checks
patient / resident room for housekeeping,
infection control, safety etc. the programs
observe and follow up on issues with
approximately 50 items related to ADL’s
and c cognitively impaired resident be
included to ensure care needs are met
are housekeeping etc., cognitively
impaired residents are included to and
staff will observe and be proactive and
anticipate residents needs and ensure
care needs are met
Also, action has been taken to help to
enhance staffing and to ensure the
deficient practice does not recur as of the
survey as the center has obtained (hired)
4 to 5 Nurses and 4 to 5 certified nursing
assistants from a combination of our staff
and agency facility has completed their
interview, orientation, and staff are in
training process.

Resident(s) involved: R4, R11, R215, R2,
R44, R45, R60, R3, R43 and R42 all
residents met with and reviewed by the
DON or Executive Director or the
guardian angel management team for
adl’s needs as soon as possible and
before 12-1-2021. Dialysis’s residents
reviewed by DON, currently facility doesn’t
have any dialysis residents.
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assist her with toileting. R39 indicated she was
incontinent from head to toe. R39 indicated she
yelled out loudly until the next door neighbor
came and went to get help at the sedk but there
was no one there or in the hall. R39 was unsure
how long she had to wait, but it was at least 45
minutes

During a resident council group interview on
10/20/21, at 10:00 a.m. R10, R11, R18, R21,
R23, R24, R26, R34, R35, R42, R48, and R54
were in attendance. These residents expressed
concerns related to staffing. The residents stated
staff worked short a lot of the time. The residents
indicated it took up to an hour for their call lights
to be answered and assisted with their activities
of daily living (ADL's) The residents indicated this
occurred at various times of the day and
happened at least daily. The residents further
indicated staff were always in a hurry when
assisting them, because they did not have the
time to get everything done if they did not. The
residents stated these concerns were brought
forward to management months ago, but felt
staffing had not improved.

See the below deficiencies that were issued that
included short staffing

Refer to F550: The facility failed to provide a
dignified dining experience for 6 of 6 residents
(R215, R2, R44, R45, R60, R30) who required
assistance with dining.

Refer to F677: The facility failed to provide ADL
(activities of daily living) care to 2 of 2 resident
(R4 and R11) reviewed for ADLs and who were
dependent upon staff for grooming.
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Residents with Potential to be affected: All
center residents who need routine
assistance with activities of daily living
(ADL’s) of grooming, personal hygiene,
dignified dining experience, treatment and
services for non-pressure related skin
concerns and monitoring dialysis
treatment and fluids restrictions for those
receiving hemodialysis are at risk to be
affected. All residents will be part of the
guardian angle program so the problem
doesn’t reoccur. The system change is
The Guardian Angel program which
accomplishes several objectives: Provide
an additional “friend” or contact for the
patient Get to know the patients better
Proactively solicit feedback daily from all
patients Communicate with patients’
family regularly Act as a communication
bridge for patients with other departments
Check patient / resident room for
housekeeping, infection control, safety
issues.

Education: Staff educated by the
DON/Designee/Facility Staff by 12/1/2021
or before their next shift begins managers
educated on the guardian angel program
and all staff educated on sufficient staffing
and what it means to be aware of and
meet all the residents needs including but
limited to person centered care Adl’s,
nail/shaving care infection=n control
safety.

Monitoring: To ensure ongoing
compliance Audits, using Guardian Angel
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Refer to F684. The facility failed to monitor,
assess and provide treatment for non-pressure
related skin concerns for 1 of 3 residents (R43)
who had a skin wound, and failed to ensure
activities of daily living (ADLs) were provided,
including nail care, for 1 of 4 residents (R25)
reviewed who were dependant on staff for
activities of daily living.

Refer to F684: The facility failed to
comprehensively assess, monitor and implement
interventions including completion of dressing
changes and administer ordered antibiotic
treatment for 1 of 3 residents (R43) with
non-pressure related wounds. In addition, the
facility failed to ensure elevation of swollen legs
and utilization of compression wraps. In addition,
the facility failed to ensure treatment orders were
provided as ordered for 1 of 3 resident (R4)
reviewed for wound care who was at risk for
non-pressure related wounds,

Refer to F698. The facility failed to monitor
dialysis treatment, utilize communication form
with dialysis, provide a comprehensive dialysis
care plan to reflect emergency care, and monitor
fluid restriction for 1 of 1 residents (R42)
receiving hemodialysis.

Interview on 10/19/21, at 2:25 p.m. registered
nurse (RN)-A indicated she has worked at the
facility for nine weeks and was an agency nurse.
RN-A indicated hand off shift report was not
received on residents on the second floor (east
wing) at times. RN-A stated she was expected to
assess R42's change in condition on 10/18/21,
and did not have time due to the shortage of
nurses and working short.
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Rounds, 5 residents weekly x 8 weeks.
Also results from the guardian angel
rounds will be reviewed daily in the
morning meeting also the DON/Designee
review Guardian Angel audits weekly
beginning the of 12-1-2021 and ongoing
for at least three months. The results of
the audits will be reviewed by the QAPI
committee for trends and any needs for
adjustment of audit schedules or content,
as well as any further educational needs
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Interview on 10/20/21, at 7:37 a.m. licensed
practical nurse (LPN)-A indicated because of
working short, she was not able to complete all
resident treatments during her shift. LPN-A
indicated she was the only nurse for the east and
west wing on second floor and staffing should
include a nurse for both wings. LPN-A indicated
treatments included dressing changes. LPN-A
further indicated nursing staff were expected to
assess the electronic medical record (EMR)
dashboard daily for resident alerts. LPN-A
indicated the EMR residents alerts included
when a resident had not had a bowel movement
for 72 hours. LPN-A stated she was expected to
monitor the dashboard daily. However LPN-A
indicted she had not looked at the dashboard on
a regular basis.

Observation and interview on 10/20/21, at 9:05
a.m. observed that not all residents that needed
assist with eating were getting assisted with their
meal. There were 2 staff assisting the residents.
NA-E indicated the staff were short today
because a NA had called in sick. NA-E indicated
that was why there was not enough staff to assist
the residents who needed help with eating
breakfast. NA-E indicated on a regular day there
are 2 NA's, a licensed nurse or a TMA on the 3rd
floor and usually another staff person who is
trained to assist with feeding. NA-E stated there
was only 1 TMA and 1 NA working.

When interviewed on 10/20/21, at 9:22 a.m.
trained medication aid (TMA)-B confirmed being
short one nursing assistant (NA) on the third floor
memory care unit that day. When asked if the
facility ever floated staff from other floors to help
TMA-B confirmed sometimes that happened.
TMA-A further stated that probably wouldn't
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happen that day as the second floor was also
"swamped" and only had three NA's working the
floor when there should be four. Upon
subsequent interview at 11:51 a.m., TMA-B
confirmed neither she nor NA-E (the only other
staff working on the third floor) had received a
break that day. TMA-A further confirmed they
had started their shift at 6:00 a.m. NA-E was also
interviewed at that time as had just gotten off the
phone attempting to call supervisory staff to
request assistance with resident care. NA-E
confirmed she was the only NA working on the
third floor that shift and further confirmed
residents weren't getting turned and toileted every
two hours per their plan of care. NA-E further
stated feeling like she wasn't doing her job and
also was afraid for a resident who was impulsive
with transfers and without another set of eyes
feared he would fall. NA-E confirmed she had
called called several different staff requesting
assistance who either had not answered the call
or had not gotten back to her.

During interview on 10/20/21, at 11:15 a.m., the
director of nursing (DON) confirmed a NA had
called in ill today, and was scheduled on the 3rd
floor. The DON verified there were not enough
staff to assist all residents that needed help with
eating their breakfast, in a timely manner.

During a telephone interview on 10/21/21, at 9:02
a.m., RN-A was asked if she was aware of a new
treatment for R4's skin using an acetic acid soak.
RN-A stated she was not aware of this. Acetic
acid soaks to R4's right lower extremity, right
dorsum (top) foot, and right lower abdominal
panniculus (a sheet of fat tissue in the lower
abdominal area), twice a day for seven days had
been ordered on 10/15/21. When brought to her
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attention that she initialed performing the
treatment twice on 10/18, RN-A stated, "I might
have signed off on it at the end of the shift and
not done it." RN-A further stated, "I didn't know
about this order and we are constantly rushed; we
can't do everything. Everyone is frustrated; | get
done what | can." When asked if she washed
R4's feet with soap and water, RN-A replied no.
When informed she initialed that she did soak
R4's feet several times this month, RN-A replied,
"Okay." RN-A had not told the DON or
administrator how she felt about her workload.

Interview on 10/21/21, at 10:00 a.m. RN-A
indicated she was currently the only full time
licensed floor nurse. RN-A indicated she often
will work a double shift due to call ins or short
staff.. RN-A stated last month the licensed nurse
that was working on the 2nd floor resigned, and
was replaced with a TMA. RN-A indicated there
are 43 residents on the 2nd floor, and many of
them have treatments that include dressing
changes to wounds and pressure ulcers (PU),
gastric tube feedings and include tracheostomies
RN-A stated that not all treatments get done at
times. RN-A further indicated that often there are
only 3 NA's on the 2nd floor when there usual is 4
NA's, to take care of 43 residents.

Interview on 10/21/21, at 10:30 a.m., NA-B
indicated she works the 2nd floor and is
responsible for an average of 13-15 residents at
a time. NA-B indicated she felt most resident
cares were provided, but not always timely. NA-B
stated when this happens the residents become
anxious and upset. NA-A confirmed there is often
3 NA's to 43 residents on a daily basis.

Interview on 10/21/21, at 10:15 a.m. the facility
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human resource director (HRD) staff. confirmed
there was a facility staffing shortage. The facility
HRD s indicated they try and fill the shifts with
on-call staff, contracted staff as well as double
shifts. The facility HRD indicated the facility did
not have a mandated requirement for staff to stay
and cover the open shift if they were unable to
replace the open shift, and then they staff work
short. The facility HRD further indicated the
facility offers incentives to fill in an open shift, to
try and get it covered. The facility HRD indicated
staffing is determined by acuity levels and
census. The facility HRD indicated the facility has
had a loss of staff to going back to school or
resign in the past month. A total of 3 full time
licensed staff and 3 full time NA's, who had not
been replaced as of yet. The facility HRD stated
they have reached out to contracted agencies,
but found that they were short as well. The facility
HRD further stated the have been recruiting in
various ways but currently do not have any
applicants.

The current staffing schedules per acuity and
census includes:

Day shift- 2nd floor (2 licensed nurses and 4
NA's) Due to shortage 1 nurse has been replaced
with a TMA

Evening shift-2nd floor (2 licensed nurses and 4
NA's) Due to shortage 1 nurse has been
replaced with a TMA

Night shift- 2nd floor (1 licensed nurse and 2
NA's)

There are 43 residents on the 2nd floor
Day shift-3rd floor ( 1 licensed nurse and 2 NA's)

Due to shortage 1 nurse has been replaced with
aTMA
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Evening shift-3rd floor (1 licensed nurse and 2
NA's) Due to shortage 1 nurse has been replaced
with a TMA

Night shift-3rd floor (1 licensed nurse and 1 NA)

There are 21 residents on the 3rd floor

Review of the schedule for the past 3 months

(from 8/1/21 to 10/18/21), noted there were 32
open shifts that had not been replaced and 20
shifts for staff call ins.

Staff overtime hours:
8/21- 193.59

9/21- 149.59
10/21-10/20/21- 58.08

Current opening for NA's:
Day shift- 3 full time NA's
Evening shift- 3 full time NA's
Nights- 1 full time NA

Current opening for licensed staff:
Day shift- 4 full time nurses
Evening shift- 4 full time nurses
Night shift- 2 full staff nurses

Nurse managers:
2 full time nurses

Interview on 10/21/21, at 11:30 a.m. the DON
confirmed the above interview with the facility
HRD. The DON indicated in the past month they
have had several staff resign or go back to
school that had been seasonal. The DON
indicated contracted staff are utilized but there
are very few because they are short staffed as
well. The DON confirmed the staffing schedule
for each floor that was identified above, and that
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not always are they fully scheduled due to call ins
or open shifts that that could not be replaced. The
DON indicated they try to replace these open
shifts with contracted staff, on-call staff and
part-time staff before they ask the full time staff.
The DON indicated they offer all staff incentives
for picking up additional hours as well. The DON
indicated she had not been aware of staff not
completing their work or not providing cares
because of being short. The DON indicated she
was aware that during shortage times, residents
were not always assisted with meals timely. The
DON indicated they try and do the best that they
can to replace staff. The DON indicated all 3 of
the nurse managers had resigned, otherwise they
would assist with meals when short. The DON
indicated she was unsure of what more they
could do, because they had already closed the
1st floor short term care unit.

Review of the Facility Assessment Tool updated
on 10/18/21, included the following:

73 residents requiring assistance with dressing,
51 with bathing, 55 with transfers, 40 with eating,
74 with toileting and 25 with mobility needs. The
staffing plan indicated a 1:22 ratio of licensed
staff for day shift and evening shift and 1:40 on
the night shift. For direct care staff (NA's) 1:10 on
2nd floor day and evening shift and 1:8 on the 3rd
floor. The ratio on the night shift is 1:14. The
assessment indicated staff assignments are kept
as consistent as possible working within individual
staff members scheduled hours and maintaining
appropriate trained staff in each area

Policy titled Nurse Staffing dated October 2017,
indicated

-Our facility provides sufficient numbers of staff
with the skills and competency necessary to
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provide care and services for all residents in
accordance with resident care plans and facility
assessment.

Staffing requirements :a nursing home must have
on duty at all times of sufficient number of
qualified nursing personnel including registered
nurses, licensed practical nurses, and nursing
assistants to meet the needs of all the residents
at the nurses station .

Review of a facility policy Nursing Staffing
Sufficiency dated 6/1/17, indicated nursing staff is
efficient for each unit if:

-if there is adequate staff to meet direct care
needs, assessments and supervision

-the workloads for direct care staff are reasonable
-residents and family do not report insufficient
staff meeting needs of the residents

-staff are responsive to resident needs with call
lights being answered promptly

-the facility ensures each resident receives
nursing care in accordance with his/her plan of
care

-sufficient nursing staff contribute to identified
quality of care and life.

Pharmacy Srvcs/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(g). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide

F 725

F 755

12/1/21
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pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to implement a system to ensure
controlled medications were accurately reconciled
prior to destruction to prevent potential loss or
diversion. This practice had the potential to affect
the 6 residents identified for destruction of
medications.

Findings include:

During observation and interview on 10/21/21, at
10:12 a.m., during tour of second floor medication
room, trained medication assistant (TMA)-B
indicated narcotics are destroyed at the time they
are removed from the cart and is documented on
the "Resident Controlled Substance Record" on

F-755 (D) ltis the policy of the facility to
ensure controlled medications are
accurately reconciled prior to destruction
to prevent potential loss or diversion.

Action Taken: Re-education was provided
to all nurses on the medication destruction
policy and procedure including proper
procedure for documenting medication
destruction. Post test was also completed
to demonstrate competency from nursing
staff.

Resident(s) involved: (none listed on
SOD)
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the bottom portion, in a separate box titled
"Medication Disposition Record" (MDR). Once
the book is full, it is turned into the director of
nursing (DON) who maintains the records. Upon
review of the narcotic destruction book, multiple
entries were noted to not be completed in the
MDR section of the form. TMA-B confirmed they
were incomplete and indicated she was told to fill
out the bottom portion which included date,
quantity destroyed, quantity sent with resident, 2
nursing signatures and comment section.

Review of Resident Controlled Substance Record
MDR section revealed:

-Oxycodone 5 mg, 18 received. No
administrations were listed. Discontinued date of
5/28/21 with 2 staff signatures. No date of
destruction, quantity destroyed or reconciliation of
amount remaining was completed.

-Hydromorphone 1 mg half tab, with amount
received 26 1/2 tablets. Ten entries were present
with last listed as 5/16/21 at 10:24 p.m. with 17
remaining tablets which was crossed out.
Previous entry was 5/16/21 at 12:20 a.m., with 18
tablets remaining. Medication discontinue date
was not included. Destroyed date was 5/17/21
with 2 unreadable signatures present. No
quantity destroyed or reconciliation of amount
remaining was completed.

-Hydromorphone 1 mg/ml (liquid) with 60 ml's
received. Thirty administrations occurred with
amount remaining documented as 30 ml's. A
date of 5/17/21 was present and destroyed
written with 2 unreadable signatures present. No
quantity destroyed or reconciliation of amount
remaining was completed.
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Residents with Potential to be affected: All
center residents who have orders for
controlled substances are at risk to be
affected.

Education: Nursing staff educated by the
DON/Designee by 12/1/2021 or before
their next shift begins on the proper
system for medication destruction policy
and procedure including proper procedure
for documenting medication destruction to
ensure doesn'’t reoccur.

Monitoring: To ensure ongoing
compliance the DON/Designee/Facility
Staff to complete audits weekly beginning
the week of 12-1-2021 and ongoing
weekly for 8 weeks. Destruction of
controlled medication record will be
audited to verify completion and accuracy
of task and documentation, including
presence of two nurses .The audits will be
on destruction of controlled medication
record. The results of the audits will be
reviewed by the QAPI committee for
trends and any needs for adjustment of
audit schedules or content, as well as any
further educational needs. 12/1/2021
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-Hydromorphone 1 mg (1/2 tab) with amount
received documented as 30. Zero entries to
administration was present. Medication
discontinued and destroyed with date of 5/17/21
and two unreadable signatures present. No
quantity destroyed or reconciliation of amount
remaining was completed.

-Lorazepam 2mg/1 ml (liquid) with 30 ml's
received and 2 entries for administration present.
Destroyed 5/17/21 present with 2 unreadable
signatures. No quantity destroyed or
reconciliation of amount remaining was
completed.

-Oxycodone 5 mg with 10 received. No entries
present for administration. Discontinued 5/25/21
present with unreadable signatures. No date
quantity destroyed or reconciliation of amount
remaining was completed.

During interview on 10/21/21 at 11:15 a.m., the
director of nursing confirmed staff are required to
have 2 nursing staff count and reconcile
medication amount remaining by counting and
comparing with quantity to be destroyed prior to
destruction of narcotic medications. The DON
further confirmed their process included
completing the bottom portion of the Resident
Controlled Substance Record, which she
confirmed on the above entries was not
completed.

A policy on destruction of narcotic medications
was requested and not received.

F 757  Drug Regimen is Free from Unnecessary Drugs F 757 12/1/21
SS=D CFR(s): 483.45(d)(1)-(6)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:Z36P11 Facility ID: 00953 If continuation sheet Page 59 of 96



PRINTED: 12/08/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
245184 B. WING 10/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 EIGHTH AVENUE SOUTHEAST

ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 757 | Continued From page 59 F 757

§483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or
§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its
use; or

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this

section.
This REQUIREMENT is not met as evidenced

by:

Based on interview and document review the F-757 (D) ltis the policy of the facility to
facility failed to provide rationale related provide rationale related pharmacist
pharmacist recommendation for a gradual dose recommendations for gradual dose
reduction (GDR) of omeprazole (a proton pump reduction (GDR) of omeprazole and
inhibitor that decreases the amount of acid Tessalon Perles, potential unnecessary
produced in the stomach), and Tessalon Perles (a medications.

medication used to suppress coughs) for 2 of 5
residents (R23, R30) reviewed for unnecessary

medications.
Action Taken: R23 and R30 pharmacist
Findings include: consultant recommendations were
reviewed with their primary physician.
R23's Admission Record (face sheet) printed Recommendations were addressed and
10/21/21, indicated an admission date of 11/3/20, orders received.

and diagnoses including dementia with Lewy
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bodies and interstitial pulmonary disease (a Resident(s) involved: R23 and R30
disease causing scarring of the lungs).
Residents with Potential to be affected: All
R23's Order Summary Report printed 10/21/21, center residents who have orders for
indicated an order for Tessalon Perles capsule, potentially unnecessary medications are
give 100 mg (milligrams) by mouth two times a at risk to be affected. Director nursing
day for cough. reviewed all unaddressed pharmacist
recommendations with the pharmacist. All
R23's Note to Attending Physician/Prescriber, of these recommendations presented to
dated 8/19/21, indicated a recommendation by the physicians and addressed.
the consulting pharmacist to decrease Tessalon
Perles to 100 mg by mouth daily. R23's medical Education: Director of Clinical Services
record did not include evidence the physician had provided education to the Director of
responded to the recommendation or provided Nursing on procedures for the pharmacist
rationale for continued use. consultant recommendations. Including
amount of time physician must review and
R30's Admission Record printed 10/21/21, respond to the recommendations and
indicated an admission date of 4/3/19, and what to do if the center is having difficulty
diagnoses including gastro-esophageal reflux getting physician to review and respond to
disease (GERD-occurs when the lower recommendations.
esophageal sphincter (LES) does not close
properly, so stomach contents leak back, or Monitoring: To ensure ongoing
reflux, into the esophagus), and other specified compliance the DON/Designee t