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F0000 INITIAL COMMENTS

On 3/17/26 through 3/19/26, a standard abbreviated
survey was conducted at your facility. Your facility
was NOT in compliance with the requirements of 42 CFR
483, Subpart B, Requirements for Long Term Care
Facilities.

F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

04/28/2026

The following complaints were reviewed: H50125020C
(2730512), H50128700C (2804929), H50127500C (2791665)
with citations at F690

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

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

F0690
SS = D

Bowel/Bladder Incontinence, Catheter, UTI

CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

F0690 Bowel and Bladder Incontinence Assessment has been
completed for R6.

Plan of care has been updated for R6 with preferences
for elimination; Kardex has been updated.

04/28/2026

§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) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that

Direct care staff will view the elimination preferences
for R6 on the Kardex.

A Facility wide audit will be completed to ensure a
Bowel and Bladder Incontinence assessment is completed
for all residents.

A Facility wide audit will be completed to ensure Care
Plans reflect current resident individualized
elimination needs.

The Facility Bowel and Bladder Assessment Policy has

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
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:

F0690 Continued from page 1
been reviewed and updated.

Bowel and Bladder Assessments will be completed upon
admission, readmission, quarterly and significant
change.

An individualized care plan will be completed based
upon the assessment findings.

Individualized elimination needs for residents will be
documented on the Kardex for direct care staff.

The Care Conference and MDS schedule will be utilized
to review bowel and bladder assessments and care
plan/Kardex completion.

Re-education will be completed with the nursing
department staff regarding the Bowel and Bladder
Assessment Policy, assessment completion, and
individualized elimination care plans/Kardex
documentation.

Based on observation, interview, and record review, the
facility failed to complete a comprehensive bowel and
bladder assessment and develop an individualized
incontinence care plan with goals and interventions to
maintain or improve continence status for 1 of 3 (R6)
reviewed for urinary incontinence.

Findings include:

Audits will be completed to ensure proper bowel and
bladder assessment completion and care plan
development. Facility will randomly audit 50% of
residents for completion of bowel and bladder
assessments and completion of individualized toileting
care plans weekly for four weeks and then monthly for
two months and then as determined by the QAA Committee.

R6’s diagnoses list dated 3/18/26 included surgical
aftercare for right hip fracture, type 2 diabetes,
repeated falls and dementia.

The Care Conference and MDS schedule will be utilized
for ongoing review of compliance of bowel and bladder
assessments and care plan/Kardex completion.

R6’s admission Minimum Data Set dated 3/5/26 indicated
R6 had moderate cognitive impairment. R6 was frequently
incontinent of bladder and needed maximum assistance
from staff for transfers and toileting hygiene. The
urinary incontinence care area assessment indicated
urinary incontinence would be addressed in the care
plan with the overall objectives to include improvement
and avoid complications.

Who is responsible for the corrective action and
monitoring of compliance:

Director of Nursing or designee.

The date that deficiency is corrected:

R6’s bladder and bowel incontinence assessment dated
2/28/26 identified R6 did not have an indwelling
catheter and did not have a urostomy. The following
sections were not assessed or left blank: Incontinence
symptoms, onset of incontinence, pattern of
incontinence, bowel movement pattern, relevant physical
factors, cognitive/emotional/communication status,
current medication that may affect incontinence,
overflow incontinence, physician order obtained for
post-void residual, types of incontinence and care plan

April 28, 2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F4FFC-H1 Facility ID: 00611 If continuation sheet Page 2 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/20/2026

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245012

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/19/2026

NAME OF PROVIDER OR SUPPLIER

GUARDIAN ANGELS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

400 EVANS AVENUE , ELK RIVER, Minnesota, 55330

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

F0690
SS = D

Continued from page 2
review.

R6’s care plan dated 2/27/26 identified R6 required
assistance from one staff with a manual stand aid for
transfers and toileting. The care plan did not address
urinary incontinence that identified individualized
goals and interventions that would maintain and/or
improve incontinence.

F0690

R6’s urinary continence documentation from 2/28/26
through 3/18/26 identified R6 was incontinent of
bladder fifty-one times and continent of bladder ten
times.

The nursing assistant care sheet for R6 had no
information in the bowel and bladder column.

On 3/18/2026 at 12:16 p.m., R6 was observed in his room
sitting in a wheelchair with the call light within
reach. Incontinent products were observed in the
bathroom. During an interview, R6 stated he needed
staff assistance to go to the bathroom. He wore an
incontinent product and did not like when it was wet.
R6 would use his call light to get help from staff to
go to the bathroom or to change the incontinent
product.

During an interview on 3/18/2026 at 12:32 p.m.,
licensed practical nurse (LPN)-A stated assessments
that need to be completed by the floor nurse would pop
up on the treatment administration record (TAR). The
floor nurse would complete and sign the assessment.
Information would be gathered from the resident, report
from the hospital nurse, and family members, if needed.
LPN-A did not know who looked at the assessments after
they were completed or who entered the information into
the care plan. LPN-A stated toileting and incontinence
information would be found on the resident’s Kardex.
LPN-A reviewed R6’s Kardex and stated it did not
indicate whether R6 was continent or incontinent of
bladder and did not include a urinary toileting plan.

During an interview on 3/18/2026 at 2:36 p.m., nursing
assistant (NA)-A stated a resident’s toileting
information would be found on the Kardex or NA care
sheet. Every resident was either checked for
incontinence or offered to be taken to the toilet every
two to three hours or as indicated on the Kardex.

During an interview on 3/19/2026 at 2:08 p.m., NA-B
stated R6’s Kardex did not include a specific toileting
plan. NA-B received information in report that R6 liked
to sit on the toilet, but he was always incontinent of
urine. R6 did not use his call light to request

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F4FFC-H1 Facility ID: 00611 If continuation sheet Page 3 of 4
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Continued from page 3
toileting so he was offered the opportunity to use the
bathroom every 2-3 hours.

During an interview on 3/19/2026 at 2:18 p.m., NA-C
stated all residents are offered to go to the bathroom
or checked for incontinence every two-three hours, as
requested, and/or as indicated on the resident’s
Kardex.

During an interview on 3/19/2026 at 4:34 p.m., the
director of nursing (DON) stated a comprehensive
bladder assessment was completed on admission to the
facility, and a care plan focus would trigger if a
resident was incontinent and individualized
interventions would be added. DON further stated R6’s
comprehensive bladder assessment did not have all
portions completed and the care plan did not address
urinary incontinence nor was there a urinary toileting
plan. The goal for an individualized toileting plan was
for a resident to return to or maintain the continence
level they were at prior to being at the hospital.

The Bowel and Bladder Assessment policy dated April
2025 indicated all residents will receive a
comprehensive bowel and bladder assessment upon
admission, with ongoing reassessment and individualized
interventions. Findings from the assessment must be
used to develop an individualized bowel and bladder
program and update the resident’s comprehensive care
plan. Care plans must include toileting schedules
(prompted, timed, or scheduled voiding), bowel program
(routine, medications, diet) and incontinence products
and skin care, hydration and nutrition interventions,
mobility and transfer assistance and monitoring
parameters.

F0690
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20000 Initial Comments

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

20000

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 3/17/26 through 3/19/26, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
NOT in compliance with MN State Licensure, and the
following licensing orders were issued. Please indicate
in your electronic plan of correction you have reviewed
these orders and identify the date when they will be
completed.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

04/15/2026

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

STATE FORM Event ID: 1F4FFC-H1 Facility ID: 00611
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20000 Continued from page 1 20000

The following complaints were reviewed:H50125020C
(2730512), H50128700C (2804929), H50127500C (2791665)
with licensing orders issued at 0910.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

Minnesota Department of Health is documenting the State
Licensing Correction Orders using Federal software. Tag
numbers have been assigned to Minnesota state
statutes/rules for Nursing Homes. The assigned tag
number appears in the far-left column entitled "ID
Prefix Tag." The state statute/rule out of compliance
is listed in the "Summary Statement of Deficiencies"
column and replaces the "To Comply" portion of the
correction order. This column also includes the
findings which are in violation of the state statute
after the statement, "This Rule is not met as evidence
by." Following the surveyor’s findings are the
Suggested Method of Correction and Time Period for
Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin
14-01, available at
https://www.health.state.mn.us/facilities/regulation/in
fobulletins/ib14_1.html. The State licensing orders are
delineated on the attached Minnesota Department of
Health orders being submitted to you electronically.
Although no plan of correction is necessary for State
Statutes/Rules, please enter the word "CORRECTED" in
the box available for text. You must then indicate in
the electronic State licensure process, under the
heading completion date, the date your orders will be
corrected prior to electronically submitting to the
Minnesota Department of Health. The facility is
enrolled in ePOC and therefore a signature is not
required at the bottom of the first page of state form.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF CORRECTION." THIS APPLIES
TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH
PAGE.

20910 Rehab - Incontinence

CFR(s): MN Rule 4658.0525 Subp. 5 A.B

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

20910 Bowel and Bladder Incontinence Assessment has been
completed for R6.

Plan of care has been updated for R6 with preferences
for elimination; Kardex has been updated.

Direct care staff will view the elimination preferences
for R6 on the Kardex.

04/28/2026
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20910 Continued from page 2
assessment, a nursing home must ensure that:

20910 Continued from page 2

A. a resident who enters a nursing home without an
indwelling catheter is not catheterized unless the
resident's clinical condition indicates that
catheterization was necessary; and

B. a resident who is incontinent of bladder receives
appropriate treatment and services to prevent urinary
tract infections and to restore as much normal bladder
function as possible.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

A Facility wide audit will be completed to ensure a
Bowel and Bladder Incontinence assessment is completed
for all residents.

A Facility wide audit will be completed to ensure Care
Plans reflect current resident individualized
elimination needs.

The Facility Bowel and Bladder Assessment Policy has
been reviewed and updated.

Based on observation, interview, and record review, the
facility failed to complete a comprehensive bowel and
bladder assessment and develop an individualized
incontinence care plan with goals and interventions to
maintain or improve continence status for 1 of 3 (R6)
reviewed for urinary incontinence.

Bowel and Bladder Assessments will be completed upon
admission, readmission, quarterly and significant
change.

An individualized care plan will be completed based
upon the assessment findings.

Findings include:

R6’s diagnoses list dated 3/18/26 included surgical
aftercare for right hip fracture, type 2 diabetes,
repeated falls and dementia.

Individualized elimination needs for residents will be
documented on the Kardex for direct care staff.

The Care Conference and MDS schedule will be utilized
to review bowel and bladder assessments and care
plan/Kardex completion.

R6’s admission Minimum Data Set dated 3/5/26 indicated
R6 had moderate cognitive impairment. R6 was frequently
incontinent of bladder and needed maximum assistance
from staff for transfers and toileting hygiene. The
urinary incontinence care area assessment indicated
urinary incontinence would be addressed in the care
plan with the overall objectives to include improvement
and avoid complications.

R6’s bladder and bowel incontinence assessment dated
2/28/26 identified R6 did not have an indwelling
catheter and did not have a urostomy. The following
sections were not assessed or left blank: Incontinence
symptoms, onset of incontinence, pattern of
incontinence, bowel movement pattern, relevant physical
factors, cognitive/emotional/communication status,
current medication that may affect incontinence,
overflow incontinence, physician order obtained for
post-void residual, types of incontinence and care plan
review.

Re-education will be completed with the nursing
department staff regarding the Bowel and Bladder
Assessment Policy, assessment completion, and
individualized elimination care plans/Kardex
documentation.

Audits will be completed to ensure proper bowel and
bladder assessment completion and care plan
development. Facility will randomly audit 50% of
residents for completion of bowel and bladder
assessments and completion of individualized toileting
care plans weekly for four weeks and then monthly for
two months and then as determined by the QAA Committee.

The Care Conference and MDS schedule will be utilized
for ongoing review of compliance of bowel and bladder
assessments and care plan/Kardex completion.

Who is responsible for the corrective action and
monitoring of compliance:

R6’s care plan dated 2/27/26 identified R6 required
assistance from one staff with a manual stand aid for
transfers and toileting. The care plan did not address

Director of Nursing or designee.
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R6’s urinary continence documentation from 2/28/26
through 3/18/26 identified R6 was incontinent of
bladder fifty-one times and continent of bladder ten
times.

The nursing assistant care sheet for R6 had no
information in the bowel and bladder column.

On 3/18/2026 at 12:16 p.m., R6 was observed in his room
sitting in a wheelchair with the call light within
reach. Incontinent products were observed in the
bathroom. During an interview, R6 stated he needed
staff assistance to go to the bathroom. He wore an
incontinent product and did not like when it was wet.
R6 would use his call light to get help from staff to
go to the bathroom or to change the incontinent
product.

During an interview on 3/18/2026 at 12:32 p.m.,
licensed practical nurse (LPN)-A stated assessments
that need to be completed by the floor nurse would pop
up on the treatment administration record (TAR). The
floor nurse would complete and sign the assessment.
Information would be gathered from the resident, report
from the hospital nurse, and family members, if needed.
LPN-A did not know who looked at the assessments after
they were completed or who entered the information into
the care plan. LPN-A stated toileting and incontinence
information would be found on the resident’s Kardex.
LPN-A reviewed R6’s Kardex and stated it did not
indicate whether R6 was continent or incontinent of
bladder and did not include a urinary toileting plan.

During an interview on 3/18/2026 at 2:36 p.m., nursing
assistant (NA)-A stated a resident’s toileting
information would be found on the Kardex or NA care
sheet. Every resident was either checked for
incontinence or offered to be taken to the toilet every
two to three hours or as indicated on the Kardex.

During an interview on 3/19/2026 at 2:08 p.m., NA-B
stated R6’s Kardex did not include a specific toileting
plan. NA-B received information in report that R6 liked
to sit on the toilet, but he was always incontinent of
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urine. R6 did not use his call light to request
toileting so he was offered the opportunity to use the
bathroom every 2-3 hours.
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During an interview on 3/19/2026 at 2:18 p.m., NA-C
stated all residents are offered to go to the bathroom
or checked for incontinence every two-three hours, as
requested, and/or as indicated on the resident’s
Kardex.

During an interview on 3/19/2026 at 4:34 p.m., the
director of nursing (DON) stated a comprehensive
bladder assessment was completed on admission to the
facility, and a care plan focus would trigger if a
resident was incontinent and individualized
interventions would be added. DON further stated R6’s
comprehensive bladder assessment did not have all
portions completed and the care plan did not address
urinary incontinence nor was there a urinary toileting
plan. The goal for an individualized toileting plan was
for a resident to return to or maintain the continence
level they were at prior to being at the hospital.

The Bowel and Bladder Assessment policy dated April
2025 indicated all residents will receive a
comprehensive bowel and bladder assessment upon
admission, with ongoing reassessment and individualized
interventions. Findings from the assessment must be
used to develop an individualized bowel and bladder
program and update the resident’s comprehensive care
plan. Care plans must include toileting schedules
(prompted, timed, or scheduled voiding), bowel program
(routine, medications, diet) and incontinence products
and skin care, hydration and nutrition interventions,
mobility and transfer assistance and monitoring
parameters.

SUGGESTED METHOD OF CORRECTION: The director of nursing
(DON) or designee, should review all residents urinary
toileting needs and personalized urinary toileting
interventions. The DON or designee should conduct
routine audits to ensure appropriate care and services
were implemented. The results of those audits should be
taken to the QAPI committee for a determined amount of
time to ensure compliance or the need for further
monitoring.

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