
Electronically delivered
October 3, 2019

Administrator
Augustana Hcc Of Apple Valley
14650 Garrett Avenue
Apple Valley, MN  55124

RE:   CCN: 245264
  Cycle Start Date: August 1, 2019

Dear Administrator:

On September 13, 2019, the Minnesota Department(s) of Health completed a   Post Certification Revisit
(PCR) by review of your plan of correction to verify that your facility had achieved and maintained
compliance.  Based on our review, we have determined that your facility has achieved substantial
compliance; therefore no remedies will be imposed.

    
Feel free to contact me if you have questions.

Sincerely,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

     

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



Electronically delivered

August 15, 2019

Administrator
Augustana Hcc Of Apple Valley
14650 Garrett Avenue
Apple Valley, MN  55124

RE: Project Numbers H5264089C, H5264090C, H5264091C, H5264092C, H5264093C

Dear Administrator:

On August 1, 2019, an abbreviated standard survey was completed at your facility by the Minnesota
Department of Health, 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 a pattern of deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level E), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.     

OPPORTUNITY TO CORRECT   ‐ DATE OF CORRECTION    

The date by which the deficiencies must be corrected to avoid imposition of remedies is September 10,
2019.    

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.    

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

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

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

 What measures  will  be  put  into  place,  or  systemic  changes  made,  to  ensure  that  the  deficient
practice will not recur.

     

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



 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.

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

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:

•       Discretionary denial of payment for new Medicare and Medicaid admissions (42 CFR          
             88.417 (a));

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

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

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

Eva Loch, Unit Supervisor
Metro D Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota  55164‐0900
Email: eva.loch@state.mn.us
Phone: (651) 201‐3792
Fax: (651) 215‐9697

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

Augustana Hcc Of Apple Valley
August 15, 2019
Page   2



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 THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by November 1, 2019 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b).     

In addition, if substantial compliance with the regulations is not verified by February 1, 2020 (six
months after the identification of noncompliance)   your provider agreement will be terminated.  This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / 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:

Augustana Hcc Of Apple Valley
August 15, 2019
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https://mdhprovidercontent.web.health.state.mn.us/ltc_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/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.

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.
      
Feel free to contact me if you have questions.

Sincerely,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

Augustana Hcc Of Apple Valley
August 15, 2019
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F 000 INITIAL COMMENTS F 000

 On 7/30/19, through 8/1/19, an abbreviated 
survey was completed at your facility to conduct a 
complaint investigation. Your facility was found  
not to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities.

The following complaints were investigated 
H5264089C, H5264090C, H5264091C, 
H5264092C, H5264093C. The following was 
found to be substantiated:  
H5264089C substantiated at F610.
H5264090C substantiated at F610.
H5264091C substantiated at F610.
H5264092C substantiated at F550, F690, F610.
H5264093C substantiated without an associated 
tag. 

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

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 550
SS=D

Resident Rights/Exercise of Rights
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 

F 550 9/10/19

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

08/22/2019Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 550 Continued From page 1 F 550
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 
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 ensure dignity was 

 Augustana Health Care Center of Apple 
Valley Plan of correction is a written 
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F 550 Continued From page 2 F 550
maintained following requested toileting 
assistance for 1 of 1 residents (R2) reviewed for 
activities of daily living (ADL). 

Findings include:

R2 was interviewed on 7/31/19, at 11:10 a.m. and 
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 stated she felt bad 
and was upset due to needing to use the 
bathroom and not wanting to go in her brief. R2 
indicated she waited for about 20 minutes then 
altered her call light again. R2 stated NA-B 
entered the room and told her to "get up." R2 
stated once in the bathroom the NA-B told R2 to 
"do your thing" and R2 had to tell the NA-B that 
she was unable to pull her own pants down 
without losing her balance. R2 stated NA-B did 
not respond, however pulled down R2's pants 
and brief. R2 stated she felt very bad as everyone 
seemed to be upset with her and all she wanted 
to do was go to the bathroom. 

R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. 

R2's ADL Care Area Assessment dated 5/22/19, 
identified R2 required extensive assistance due to 
weakness and primary mode of locomotion as 
wheelchair and directed staff to provide assist of 

credible assertion of substantial 
compliance with the Federal and State 
requirements of Nursing Facilities and/or 
skilled nursing facilities participating in the 
Federal Medicare or State Medical 
Assistance programs. Please note that 
nothing set forth in this document is to be 
or should be construed to be an 
admission by Augustana Health Care 
Center of Apple Valley or the validity or 
accuracy of any of the deficiencies cited 
by the Minnesota Department of Health 
relative to the survey, certification, and 
enforcement effort at issue.  Further 
please note that any and all documents 
transmitted or otherwise provided by 
Augustana Health Care Center of Apple 
Valley in relation to the Plan of Correction, 
as well as any and all other 
communications in writing or otherwise by 
or on behalf of Augustana Health Care 
Center of Apple Valley at law and/or in 
equity, all of which are not waived and all 
of which are reserved and retained by, for 
and on behalf of Augustana Health Care 
Center of Apple Valley.

F550-provide and maintain dignity
Immediate Plan of Correction: 
It is the policy of Augustana of Apple 
Valley to ensure all residents maintain 
their right to a dignified existence, 
self-determination, and communication 
with and access to persons and services 
inside and outside the facility.
Regarding resident R2, the identified 
Nursing Assistants were suspended 
immediately upon allegation and pending 
investigation on 06/15/2019.  Both 
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one with all ADLs except eating. 
R2's Toileting Care Plan dated 5/23/19, indicated 
R2 wore an incontinent product and staff were to 
provide assist of one for toileting every two hours. 
R2's Dressing Care Plan dated 5/23/19, indicated 
R2 had muscle weakness and directed staff to 
provide extensive assistance of one for dressing. 

R2 was observed on 8/1/19, at 9:18 a.m. and was 
assisted to the bathroom by NA-A. NA-A assisted 
R2 from a seated to standing position with one 
hand holding onto transfer belt and providing 
verbal cues. NA-A wheeled R2 into the bathroom, 
R2 stood at the bar near the toilet with two hands 
holding on and NA-A provided support with one 
hand on R2's transfer belt. NA-A assisted in 
removing R2's pants while R2 remained standing 
while holding the toilet bar with two hands. NA-A 
then provided assistance and R2 sat on the toilet. 

NA-A was interviewed on 8/1/19, at 9:24 a.m. and 
stated R2 required assistance of one staff for 
transfers and clothing management since she 
admitted to the facility a couple months ago. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she interviewed 
the NA-C who told R2 to go to the bathroom in 
her bed. RN-A stated the NA-C did not deny 
telling R2 to go to the bathroom in her brief. RN-A 
stated she also interviewed the NA-B who told R2 
to get up and pull down her own pants and NA-B 
did not deny the interaction with R2. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and stated it was her 
expectation for staff to take a resident to the 
bathroom upon request or find someone to assist 
them while maintaining dignity during all 

received a written warning for and 
re-education on the Company’s policies 
and procedures for Resident Dignity, 
Choices and Preferences, Nursing 
Assistant Standard Cares, Resident 
Rights, and Vulnerable Adult. They also 
received the company’s Standard of 
Conduct.  R2 was re-interviewed and re 
assessed regarding dignity issues and 
she stated that she felt safe and no further 
incidents have occurred.  LSW or 
designee will visit R2 once a week for 
follow up x 4 weeks and randomly 
thereafter.  
  
Identification of Other Residents:  
All residents have been identified as 
deserving of being treated with dignity and 
respect in a manner that promotes 
maintenance or enhancement of his or 
her quality of life.
 
Measures Put in Place:  
Re-education will be completed with all 
nursing staff regarding Resident Rights, 
Dignity, Choices and Preferences. 

Monitoring Mechanisms:
Audits will be completed of 5 residents per 
week x 2 months, then randomly 
thereafter to ensure residents are being 
provided a dignified experience during 
cares. Results of audits will be reviewed 
by the facility’s QAPI committee and 
further audits will be recommended by 
them as indicated.

Person responsible for compliance:  
Director of nursing or designee is 
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F 550 Continued From page 4 F 550
interactions. 

The facility Resident Dignity, Choice and 
Preferences Policy dated 2/5/19, indicated 
resident's choices and preferences would be 
honored.

responsible for compliance.  

Date of compliance:  September 10, 2019

F 610
SS=E

Investigate/Prevent/Correct Alleged Violation
CFR(s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(2) Have evidence that all alleged 
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse, 
neglect, exploitation, or mistreatment while the 
investigation is in progress.

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:

F 610 9/9/19

 Based on observation, interview and document 
review, the facility failed to thoroughly investigate 
allegations of employee to resident abuse and 
mistreatment for 4 of 5 resident (R2, R4, R3, R1) 
reviewed for abuse. 

Findings include:

R2 was interviewed on 7/31/19, at 11:10 a.m. and 

 F610-VA investigative process
Immediate Plan of Correction: 
F610- It is the policy of Augustana of 
Apple Valley to ensure that any 
allegations of abuse, neglect, exploitation 
or mistreatment are thoroughly 
investigated and corrective action are 
promptly implmented as a result of the 
investigation.
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F 610 Continued From page 5 F 610
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 stated she felt bad 
and was upset due to needing to use the 
bathroom and not wanting to go in her brief. R2 
indicated she waited for about 20 minutes then 
altered her call light again. R2 stated NA-B 
entered the room and told her to "get up." R2 
stated once in the bathroom the NA-B told R2 to 
"do your thing" and R2 had to tell the NA-B that 
she was unable to pull her own pants down 
without losing her balance. R2 stated NA-B did 
not respond, however pulled down R2's pants 
and brief. R2 stated she felt very bad as everyone 
seemed to be upset with her and all she wanted 
to do was go to the bathroom. 

R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. 

The facility incident tracking ID 326826 date 
submitted 6/15/19, indicated R2 reported she was 
upset with two female NAs. The report indicated 
R2 requested to use bathroom between 3:00 a.m. 
through 5:00 a.m. and was told by the NA to just 
go pee in your depends/ pad. The report indicated 
R2 reported a second NA was short with her and 
told her to get up and offered no further 
assistance. However, the facility lacked evidence 
of thorough investigation including: interviewing 
other residents, monitoring and auditing cares on 

Regarding residents R1, R2, R3, and R4, 
the company’s policy and procedure for 
Vulnerable Adult reporting was reviewed. 
The internal tool used for investigation of 
allegations of abuse/neglect/mistreatment 
was reviewed and updated to instruct to 
assess residents with cognitive 
impairment and to monitor the unit and 
cares to ensure thorough investigation of 
alleged violation and prevent further 
potential abuse/neglect/mistreatment.  
Residents, other than R1, R2, R3 ,R4, 
with cognitive impairment or unable to 
voice concerns who had been cared for by 
the alleged perpetrators during that time 
period were assessed via observation.  
R1, R2, R3, R4 will be visited by the LSW 
for follow up once a week x 4 weeks then 
randomly thereafter.  

Identification of Other Residents:  
Nursing leadership staff audited all 
residents to ensure call lights were in 
reach on 10/18/18.
Residents with cognitive impairment were 
assessed and resident and staff 
interactions and cares were observed by 
the Nurse Manager during a current 
allegation.

Measures Put in Place:  
Nursing Leadership will be re-educated on 
the process of investigating allegations of 
abuse/neglect/mistreatment regarding 
assessing those residents with cognitive 
impairment for potential abuse and 
regarding the need to monitor and audit 
cares on the unit.  
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F 610 Continued From page 6 F 610
the unit. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she did not 
interview other resident and/ or monitor the unit 
and cares. 

The director of nursing (DON) was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident interviews had not been completed, in 
addition to auditing cares and monitoring the unit. 
The DON stated the facility would interview the 
resident, family and/ or the alleged perpetrator 
and indicated once the alleged perpetrator was 
identified the facility would immediately remove 
the alleged perpetrator from the schedule. The 
DON indicated they would review cameras when 
needed and look at the resident and/ or 
employees past history to determine next steps. 

R4's closed record was reviewed.

The facility incident tracking ID 3266955 dated 
submitted 6/20/19, indicated R4 stated NA rushed 
through putting R4 to bed and scared R4. The 
investigative file lacked evidence of thorough 
investigation including: assessment of residents 
with cognitive impairment, monitoring and 
auditing cares on the unit. 

R4's admission Minimum Data Set (MDS) dated 
7/16/19, identified R4 had cognitive impairment 
and diagnosis which included Parkinson's 
disease. The MDS indicated R4 required 
extensive assistance with activities of daily living. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she did not 
assess additional residents with cognitive 

Monitoring Mechanisms:
Those designated to investigate an 
allegation of abuse/neglect/mistreatment 
will follow the internal tool for the 
investigative process and hand in the tool 
to the DON or designee once investigation 
is complete to be audited. Results of 
audits will be reviewed by the facility’s 
QAPI committee and further audits will be 
recommended by them as indicated.

Person responsible for compliance:  
Director of nursing or Designee is 
responsible for compliance. 
Date of compliance:  September 10, 2019
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F 610 Continued From page 7 F 610
impairment and/ or monitor the unit and cares. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident assessment had not been completed, in 
addition to auditing cares and monitoring the unit. 

R3
The facility incident tracking ID 326974 date 
submitted 6/20/19, indicated R3's family member 
called with concerns regarding staff "mishandling" 
during cares and "a nurse yelling at R3." In 
addition, R3's family member expressed 
concerns regarding R3 sustaining a skin tear 
after staff banged R3's arm on the soap dish per 
R3's report. The investigative file lacked evidence 
of thorough investigation including: assessment 
of cognitively impairment residents, monitoring 
and auditing cares on the unit. 

R3's annual Minimum Data Set (MDS) dated 
7/24/19, identified R3 had cognitive impairment 
and had diagnosis which included dementia. The 
MDS indicated R3 required extensive assistance 
with activities of daily living.

Registered nurse (RN)-B was interviewed on 
7/31/19, at 2:33 p.m. and stated the investigation 
submitted on 6/20/19, was inconclusive and they 
were unable to identify an alleged perpetrator. 
RN-B verified they did not assess residents with 
cognitive impairment and/ or monitor and audit 
cares on the unit. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
residents with cognitive impairment were not 
assessed, in addition to auditing cares and 
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F 610 Continued From page 8 F 610
monitoring the unit was not completed. 

R1 was interviewed on 7/31/19, at 12:32 p.m. and 
stated a little over a week ago a NA had a bad 
attitude and she hurt me. R1 indicated the NA 
had pressed on his right side of his ribs and hip to 
turn him to his side and when R1 indicated the 
NA was causing pain, NA did not stop. R1 stated 
she just kept pushing me over until she was done 
changing me. R1 stated the NA was rude and too 
rough during cares. 

R1's annual Minimum Data Set (MDS) dated 
6/25/19, identified R1 had intact cognition and 
had diagnosis which included anxiety. The MDS 
indicated R1 required extensive assistance with 
activities of daily living. 

The facility incident tracking ID date submitted 
7/20/19, indicated R1 complained of a NA turned 
him and was too rough and now he was in pain. 
The incident indicated R1 felt bad having to go to 
the bathroom as the NA complained about R1 
hurting her back when she moved R1. The 
investigative file lacked evidence of of thorough 
investigation including: assessment of cognitively 
impaired residents, monitoring and auditing cares 
on the unit. 

Registered nurse (RN)-C was interviewed on 
7/31/19, at 2:30 p.m. and stated during the 
investigation they interviewed resident's with 
intact cognition, however they did not monitor and 
audit cares with residents with cognitive 
impairment. RN-C stated the NA denied the 
allegation. RN-C stated the NA was usually not 
assigned to R1's unit and confirmed they did not 
interview additional residents who resided on 
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F 610 Continued From page 9 F 610
other units. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident interviews and assessment of cognitively 
impaired residents had not been completed, in 
addition to auditing cares and monitoring the unit. 

The facility Vulnerable Adult-MN Policy dated 
11/21/18, identified mistreatment as inappropriate 
treatment of a resident and indicated to provide 
monitoring.

F 690
SS=D

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) A resident 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 

F 690 9/9/19
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F 690 Continued From page 10 F 690
receives appropriate treatment and services to 
prevent urinary tract infections and to restore 
continence to the extent possible.

§483.25(e)(3) For a resident with fecal 
incontinence, based on the resident's 
comprehensive assessment, the facility must 
ensure that a resident who is incontinent of bowel 
receives appropriate treatment and services to 
restore as much normal bowel function as 
possible.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to provide requested 
toileting assistance for 1 of 1 residents (R2) 
reviewed for activities of daily living (ADL) who 
were unable to perform ADL's and needed staff 
assistance. 

Findings include:

R2 was interviewed on 7/31/19, at 11:10 a.m. and 
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 indicated she waited 
for about 20 minutes then altered her call light 
again. R2 stated NA-B entered the room and told 
her to "get up." R2 stated once in the bathroom 
the NA-B told R2 to "do your thing" and R2 had to 
tell the NA-B that she was unable to pull her own 
pants down without losing her balance. R2 stated 
NA-B did not respond, however pulled down R2's 
pants and brief. 

 F690-provide toileting assistance 
according to careplan 
Immediate Plan of Correction:
 It is the policy of Augustana of Apple 
Valley to ensure that a 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. 
Regarding resident R2, the identified 
Nursing Assistants were suspended 
immediately upon allegation and pending 
investigation on 06/15/2019.  Both 
received a written warning for and 
re-education on the Company’s policies 
and procedures Nursing Assistant 
Standard Cares.  They were re-educated 
on providing toileting assistance per a 
resident’s care plan. R2 was 
re-interviewed and re assessed regarding 
staff following her toileting plan and she 
stated that no further incidents have 
occurred.  LSW or designee will visit R2 
once a week for follow up x 4 weeks and 
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F 690 Continued From page 11 F 690
R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. The MDS 
indicated R2 was frequently incontinent of urine, 
however indicated R2 did not have a toileting 
program plan.

R2's ADL Care Area Assessment dated 5/22/19, 
identified R2 required extensive assistance due to 
weakness and primary mode of locomotion as 
wheelchair and directed staff to provide assist of 
one with all ADLs except eating. 

R2's Toileting Care Plan dated 5/23/19, indicated 
R2 wore an incontinent product and staff were to 
provide assist of one for toileting every two hours. 
R2's Dressing Care Plan dated 5/23/19, indicated 
R2 had muscle weakness and directed staff to 
provide extensive assistance of one for dressing. 

R2 was observed on 8/1/19, at 9:18 a.m. and was 
assisted to the bathroom by NA-A. NA-A assisted 
R2 from a seated to standing position with one 
hand holding onto transfer belt and providing 
verbal cues. NA-A wheeled R2 into the bathroom, 
R2 stood at the bar near the toilet with two hands 
holding on and NA-A provided support with one 
hand on R2's transfer belt. NA-A assisted in 
removing R2's pants while R2 remained standing 
while holding the toilet bar with two hands. NA-A 
then provided assistance and R2 sat on the toilet. 

NA-A was interviewed on 8/1/19, at 9:24 a.m. and 
stated R2 required assistance of one staff for 
transfers and clothing management since she 
admitted to the facility a couple months ago. 

randomly thereafter.  

Identification of Other Residents:  
TCU Residents identified with the need for 
assistance with toileting will be 
interviewed/observed and/or assessed, if 
the resident has cognitive impairment, to 
ensure that they are receiving assistance 
with toileting per the resident care plan. 

Measures Put in Place:  
Re-education will be completed with all 
nursing staff regarding assisting residents 
with toileting according to the resident’s 
care plan. 

Monitoring Mechanisms:
Audits will be completed of 5 residents per 
week x 2 months, then randomly 
thereafter to ensure residents are being 
assisted with toileting according to the 
resident’s care plan. Results of audits will 
be reviewed by the facility’s QAPI 
committee and further audits will be 
recommended by them as indicated.

Person responsible for compliance:  
Director of nursing or Designee is 
responsible for compliance.  
Date of compliance:  September 10, 2019
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Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she interviewed 
the NA-C who told R2 to go to the bathroom in 
her bed. RN-A stated the NA-C did not deny 
telling R2 to go to the bathroom in her brief. RN-A 
stated she also interviewed the NA-B who told R2 
to get up and pull down her own pants and NA-B 
did not deny the interaction with R2. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and stated it was her 
expectation for staff to take a resident to the 
bathroom upon request or find someone to assist 
them. 

The facility Nursing Assistant Standard Cares 
Policy dated 12/31/18, indicated staff were to 
provide assistance with ADLs per the resident's 
care plan.
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Electronically Delivered

August 15, 2019

Administrator
Augustana Hcc Of Apple Valley
14650 Garrett Avenue
Apple Valley, MN  55124

Re: State Nursing Home Licensing Orders ‐ Complaint Numbers H5264089C, H5264090C, H5264091C,
H5264092C, H5264093C

Dear Administrator:

A complaint investigation was completed on August 1, 2019.  At the time of the investigation, the
investigator assessed compliance with Minnesota Department of Health Nursing Home Rules.  The
investigator from the Minnesota Department of Health, Office of Health Facility Complaints, noted one
or more violations of these rules.  These state licensing orders are issued in accordance with Minnesota
Statute section 144.653 and/or Minnesota Statute Section 144A.10.  If, upon reinspection, it is found
that the violations cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

To assist in complying with the licensing order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited violation.    
Please remember that this provision is   only a suggestion and you are not required to follow it.  Failure
to follow the suggested method will not result in the issuance of a penalty assessment.  You are
reminded, however, that regardless of the method used, correction of the violation within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.

The State licensing orders are delineated on the Minnesota Department of Health order form.  The
Minnesota Department of Health is documenting the state licensing orders using federal software.  Tag
numbers have been assigned to Minnesota state statutes/rules for nursing homes.  The assigned tag
number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule number and the
corresponding text of the state statute/rule out of compliance is listed in the "Summary Statement of
Deficiencies" column and replaces the "To Comply" portion of the correction order.  This column also
includes the findings that are in violation of the state statute after the statement, "This Rule is not met
as evidenced by."  Following investigator's findings are the Suggested Method of Correction and the
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Time Period For Correction.

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

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.

When all licensing orders are corrected, the form should be signed and returned electronically to:

Eva Loch, Unit Supervisor
Metro D Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota  55164‐0900
Email: eva.loch@state.mn.us
Phone: (651) 201‐3792
Fax: (651) 215‐9697

You may request a hearing on any assessments that result from non‐compliance with these licensing
orders by providing a written request to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.

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,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

Augustana Hcc Of Apple Valley
August 15, 2019    
Page   2
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On 7/30/19, through 8/1/19, surveyors of this 
Department's staff visited the above provider and 
the the facility was found not in compliance.  
The following complaint investigations were 
conducted to investigate complaint H5264089C, 
H5264090C, H5264091C, H5264092C, 
H5264093C. As a result the following correction 
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 2 000Continued From page 1 2 000

orders are issued. 
You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm.

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

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

This MN Requirement  is not met as evidenced 
by:

 2 910 9/9/19

Based on observation, interview and document 
review, the facility failed to provide requested 
toileting assistance for 1 of 1 residents (R2) 
reviewed for activities of daily living (ADL) who 
were unable to perform ADL's and needed staff 
assistance. 

Findings include:

F690-provide toileting assistance 
according to careplan 
Immediate Plan of Correction:
 It is the policy of Augustana of Apple 
Valley to ensure that a resident who is 
continent of bladder and bowel on 
admission receives services and 
assistance to maintain continence unless 

Minnesota Department of Health
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 2 910Continued From page 2 2 910

R2 was interviewed on 7/31/19, at 11:10 a.m. and 
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 indicated she waited 
for about 20 minutes then altered her call light 
again. R2 stated NA-B entered the room and told 
her to "get up." R2 stated once in the bathroom 
the NA-B told R2 to "do your thing" and R2 had to 
tell the NA-B that she was unable to pull her own 
pants down without losing her balance. R2 stated 
NA-B did not respond, however pulled down R2's 
pants and brief. 

R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. The MDS 
indicated R2 was frequently incontinent of urine, 
however indicated R2 did not have a toileting 
program plan.

R2's ADL Care Area Assessment dated 5/22/19, 
identified R2 required extensive assistance due to 
weakness and primary mode of locomotion as 
wheelchair and directed staff to provide assist of 
one with all ADLs except eating. 

R2's Toileting Care Plan dated 5/23/19, indicated 
R2 wore an incontinent product and staff were to 
provide assist of one for toileting every two hours. 
R2's Dressing Care Plan dated 5/23/19, indicated 
R2 had muscle weakness and directed staff to 
provide extensive assistance of one for dressing. 

his or her clinical condition is or becomes 
such that continence is not possible to 
maintain. 
Regarding resident R2, the identified 
Nursing Assistants were suspended 
immediately upon allegation and pending 
investigation on 06/15/2019.  Both 
received a written warning for and 
re-education on the Company’s policies 
and procedures Nursing Assistant 
Standard Cares.  They were re-educated 
on providing toileting assistance per a 
resident’s care plan. R2 was 
re-interviewed and re assessed regarding 
staff following her toileting plan and she 
stated that no further incidents have 
occurred.  LSW or designee will visit R2 
once a week for follow up x 4 weeks and 
randomly thereafter.  

Identification of Other Residents:  
TCU Residents identified with the need for 
assistance with toileting will be 
interviewed/observed and/or assessed, if 
the resident has cognitive impairment, to 
ensure that they are receiving assistance 
with toileting per the resident care plan. 

Measures Put in Place:  
Re-education will be completed with all 
nursing staff regarding assisting residents 
with toileting according to the resident’s 
care plan. 

Monitoring Mechanisms:
Audits will be completed of 5 residents per 
week x 2 months, then randomly 
thereafter to ensure residents are being 
assisted with toileting according to the 

Minnesota Department of Health
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R2 was observed on 8/1/19, at 9:18 a.m. and was 
assisted to the bathroom by NA-A. NA-A assisted 
R2 from a seated to standing position with one 
hand holding onto transfer belt and providing 
verbal cues. NA-A wheeled R2 into the bathroom, 
R2 stood at the bar near the toilet with two hands 
holding on and NA-A provided support with one 
hand on R2's transfer belt. NA-A assisted in 
removing R2's pants while R2 remained standing 
while holding the toilet bar with two hands. NA-A 
then provided assistance and R2 sat on the toilet. 

NA-A was interviewed on 8/1/19, at 9:24 a.m. and 
stated R2 required assistance of one staff for 
transfers and clothing management since she 
admitted to the facility a couple months ago. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she interviewed 
the NA-C who told R2 to go to the bathroom in 
her bed. RN-A stated the NA-C did not deny 
telling R2 to go to the bathroom in her brief. RN-A 
stated she also interviewed the NA-B who told R2 
to get up and pull down her own pants and NA-B 
did not deny the interaction with R2. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and stated it was her 
expectation for staff to take a resident to the 
bathroom upon request or find someone to assist 
them. 

The facility Nursing Assistant Standard Cares 
Policy dated 12/31/18, indicated staff were to 
provide assistance with ADLs per the resident's 
care plan. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 

resident’s care plan. Results of audits will 
be reviewed by the facility’s QAPI 
committee and further audits will be 
recommended by them as indicated.

Person responsible for compliance:  
Director of nursing or Designee is 
responsible for compliance.  
Date of compliance:  September 10, 2019 

Minnesota Department of Health
If continuation sheet  4 of 146899STATE FORM WPQZ11
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 2 910Continued From page 4 2 910

review and revise policies and procedures related 
to ensuring toileting assistance is provided for 
each individual resident .  The director of nursing 
or designee could develop a system to educate 
staff and develop a monitoring system to ensure 
staff are providing care as directed by the written 
plan of care.  

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

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

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

This MN Requirement  is not met as evidenced 
by:

 21805 9/9/19

Based on observation, interview and document 
review, the facility failed to ensure dignity was 
maintained following requested toileting 
assistance for 1 of 1 residents (R2) reviewed for 
activities of daily living (ADL). 

Findings include:

R2 was interviewed on 7/31/19, at 11:10 a.m. and 
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 stated she felt bad 

Augustana Health Care Center of Apple 
Valley Plan of correction is a written 
credible assertion of substantial 
compliance with the Federal and State 
requirements of Nursing Facilities and/or 
skilled nursing facilities participating in the 
Federal Medicare or State Medical 
Assistance programs. Please note that 
nothing set forth in this document is to be 
or should be construed to be an admission 
by Augustana Health Care Center of 
Apple Valley or the validity or accuracy of 
any of the deficiencies cited by the 
Minnesota Department of Health relative 
to the survey, certification, and 
enforcement effort at issue.  Further 

Minnesota Department of Health
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and was upset due to needing to use the 
bathroom and not wanting to go in her brief. R2 
indicated she waited for about 20 minutes then 
altered her call light again. R2 stated NA-B 
entered the room and told her to "get up." R2 
stated once in the bathroom the NA-B told R2 to 
"do your thing" and R2 had to tell the NA-B that 
she was unable to pull her own pants down 
without losing her balance. R2 stated NA-B did 
not respond, however pulled down R2's pants 
and brief. R2 stated she felt very bad as everyone 
seemed to be upset with her and all she wanted 
to do was go to the bathroom. 

R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. 

R2's ADL Care Area Assessment dated 5/22/19, 
identified R2 required extensive assistance due to 
weakness and primary mode of locomotion as 
wheelchair and directed staff to provide assist of 
one with all ADLs except eating. 
R2's Toileting Care Plan dated 5/23/19, indicated 
R2 wore an incontinent product and staff were to 
provide assist of one for toileting every two hours. 
R2's Dressing Care Plan dated 5/23/19, indicated 
R2 had muscle weakness and directed staff to 
provide extensive assistance of one for dressing. 

R2 was observed on 8/1/19, at 9:18 a.m. and was 
assisted to the bathroom by NA-A. NA-A assisted 
R2 from a seated to standing position with one 
hand holding onto transfer belt and providing 
verbal cues. NA-A wheeled R2 into the bathroom, 
R2 stood at the bar near the toilet with two hands 
holding on and NA-A provided support with one 

please note that any and all documents 
transmitted or otherwise provided by 
Augustana Health Care Center of Apple 
Valley in relation to the Plan of Correction, 
as well as any and all other 
communications in writing or otherwise by 
or on behalf of Augustana Health Care 
Center of Apple Valley at law and/or in 
equity, all of which are not waived and all 
of which are reserved and retained by, for 
and on behalf of Augustana Health Care 
Center of Apple Valley.

F550-provide and maintain dignity
Immediate Plan of Correction: 
It is the policy of Augustana of Apple 
Valley to ensure all residents maintain 
their right to a dignified existence, 
self-determination, and communication 
with and access to persons and services 
inside and outside the facility.
Regarding resident R2, the identified 
Nursing Assistants were suspended 
immediately upon allegation and pending 
investigation on 06/15/2019.  Both 
received a written warning for and 
re-education on the Company’s policies 
and procedures for Resident Dignity, 
Choices and Preferences, Nursing 
Assistant Standard Cares, Resident 
Rights, and Vulnerable Adult. They also 
received the company’s Standard of 
Conduct.  R2 was re-interviewed and re 
assessed regarding dignity issues and she 
stated that she felt safe and no further 
incidents have occurred.  LSW or 
designee will visit R2 once a week for 
follow up x 4 weeks and randomly 
thereafter.  
  

Minnesota Department of Health
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hand on R2's transfer belt. NA-A assisted in 
removing R2's pants while R2 remained standing 
while holding the toilet bar with two hands. NA-A 
then provided assistance and R2 sat on the toilet. 

NA-A was interviewed on 8/1/19, at 9:24 a.m. and 
stated R2 required assistance of one staff for 
transfers and clothing management since she 
admitted to the facility a couple months ago. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she interviewed 
the NA-C who told R2 to go to the bathroom in 
her bed. RN-A stated the NA-C did not deny 
telling R2 to go to the bathroom in her brief. RN-A 
stated she also interviewed the NA-B who told R2 
to get up and pull down her own pants and NA-B 
did not deny the interaction with R2. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and stated it was her 
expectation for staff to take a resident to the 
bathroom upon request or find someone to assist 
them while maintaining dignity during all 
interactions. 

The facility Resident Dignity, Choice and 
Preferences Policy dated 2/5/19, indicated 
resident's choices and preferences would be 
honored. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) and/or designee 
could review/revise policies on dignity and 
educate all staff on those policies. DON and/or 
designee could conduct audits of resident cares 
to ensure residents are provided with a dignified 
experience.

 TIME PERIOD FOR CORRECTION: Twenty-one 

Identification of Other Residents:  
All residents have been identified as 
deserving of being treated with dignity and 
respect in a manner that promotes 
maintenance or enhancement of his or her 
quality of life.
 
Measures Put in Place:  
Re-education will be completed with all 
nursing staff regarding Resident Rights, 
Dignity, Choices and Preferences. 

Monitoring Mechanisms:
Audits will be completed of 5 residents per 
week x 2 months, then randomly 
thereafter to ensure residents are being 
provided a dignified experience during 
cares. Results of audits will be reviewed 
by the facility’s QAPI committee and 
further audits will be recommended by 
them as indicated.

Person responsible for compliance:  
Director of nursing or designee is 
responsible for compliance.  

Date of compliance:  September 10, 2019 
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(21) day.

 22000 MN St. Statute  626.557 Subd. 14 (a)-(c) 
Reporting - Maltreatment of Vulnerable Adults

Subd. 14.    Abuse prevention plans.  (a) Each 
facility, except home health agencies and 
personal care attendant services  providers, shall 
establish and enforce an ongoing written abuse 
prevention plan.  The plan shall contain an 
assessment of the physical plant, its 
environment, and its population identifying  
factors which may encourage or permit abuse, 
and a statement of specific measures to be taken 
to minimize the risk of abuse. The plan shall 
comply with any rules governing the plan 
promulgated by the licensing agency.  
    (b) Each facility, including a home health care 
agency and personal care attendant services 
providers, shall develop an individual abuse 
prevention plan for each vulnerable adult  
residing there or receiving services from them.  
The plan shall contain an individualized 
assessment of:  (1) the person's susceptibility to 
abuse by other individuals, including other  
vulnerable adults; (2) the person's risk of abusing 
other vulnerable adults; and (3) statements of the 
specific measures to be taken to minimize the 
risk of abuse to that person and  other vulnerable 
adults.  For the purposes of this paragraph, the 
term "abuse" includes self-abuse. 

    (c) If the facility, except home health agencies 
and personal care attendant services providers, 
knows that the vulnerable adult has committed a 
violent crime or an act of  physical aggression 
toward others, the individual abuse prevention 
plan must detail the measures to be taken to 
minimize the risk that the vulnerable adult might 

 22000 9/9/19
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reasonably be expected  to pose to visitors to the 
facility and persons outside the facility, if 
unsupervised.  Under this section, a facility knows 
of a vulnerable adult's history of criminal 
misconduct or  physical aggression if it receives 
such information from a law enforcement 
authority or through a medical record prepared by 
another facility, another health care provider, or 
the facility's ongoing assessments of the 
vulnerable adult.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to thoroughly investigate 
allegations of employee to resident abuse and 
mistreatment for 4 of 5 resident (R2, R4, R3, R1) 
reviewed for abuse. 

Findings include:

R2 was interviewed on 7/31/19, at 11:10 a.m. and 
stated about six weeks ago she activated her call 
light around 3:00 a.m. or 4:00 a.m. R2 stated 
when the nursing assistant (NA)-C entered R2 
requested assistance to use the bathroom. R2 
recalled the NA-C stated "just go pee in bed" and 
R2 replied "no," however NA-C left the room after 
turning off R2's call light. R2 stated she felt bad 
and was upset due to needing to use the 
bathroom and not wanting to go in her brief. R2 
indicated she waited for about 20 minutes then 
altered her call light again. R2 stated NA-B 
entered the room and told her to "get up." R2 
stated once in the bathroom the NA-B told R2 to 
"do your thing" and R2 had to tell the NA-B that 

F610-VA investigative process
Immediate Plan of Correction: 
F610- It is the policy of Augustana of 
Apple Valley to ensure that any allegations 
of abuse, neglect, exploitation or 
mistreatment are thoroughly investigated 
and corrective action are promptly 
implmented as a result of the 
investigation.
Regarding residents R1, R2, R3, and R4, 
the company’s policy and procedure for 
Vulnerable Adult reporting was reviewed. 
The internal tool used for investigation of 
allegations of abuse/neglect/mistreatment 
was reviewed and updated to instruct to 
assess residents with cognitive 
impairment and to monitor the unit and 
cares to ensure thorough investigation of 
alleged violation and prevent further 
potential abuse/neglect/mistreatment.  
Residents, other than R1, R2, R3 ,R4, with 
cognitive impairment or unable to voice 
concerns who had been cared for by the 
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she was unable to pull her own pants down 
without losing her balance. R2 stated NA-B did 
not respond, however pulled down R2's pants 
and brief. R2 stated she felt very bad as everyone 
seemed to be upset with her and all she wanted 
to do was go to the bathroom. 

R2's admission Minimum Data Set (MDS) dated 
5/22/19, identified R2 had intact cognition and 
diagnoses which included heart failure and 
diabetes. The MDS indicated R2 required 
extensive assistance with toileting, transfers, 
personal hygiene and dressing. 

The facility incident tracking ID 326826 date 
submitted 6/15/19, indicated R2 reported she was 
upset with two female NAs. The report indicated 
R2 requested to use bathroom between 3:00 a.m. 
through 5:00 a.m. and was told by the NA to just 
go pee in your depends/ pad. The report indicated 
R2 reported a second NA was short with her and 
told her to get up and offered no further 
assistance. However, the facility lacked evidence 
of thorough investigation including: interviewing 
other residents, monitoring and auditing cares on 
the unit. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she did not 
interview other resident and/ or monitor the unit 
and cares. 

The director of nursing (DON) was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident interviews had not been completed, in 
addition to auditing cares and monitoring the unit. 
The DON stated the facility would interview the 
resident, family and/ or the alleged perpetrator 
and indicated once the alleged perpetrator was 
identified the facility would immediately remove 

alleged perpetrators during that time 
period were assessed via observation.  
R1, R2, R3, R4 will be visited by the LSW 
for follow up once a week x 4 weeks then 
randomly thereafter.  

Identification of Other Residents:  
Nursing leadership staff audited all 
residents to ensure call lights were in 
reach on 10/18/18.
Residents with cognitive impairment were 
assessed and resident and staff 
interactions and cares were observed by 
the Nurse Manager during a current 
allegation.

Measures Put in Place:  
Nursing Leadership will be re-educated on 
the process of investigating allegations of 
abuse/neglect/mistreatment regarding 
assessing those residents with cognitive 
impairment for potential abuse and 
regarding the need to monitor and audit 
cares on the unit.  

Monitoring Mechanisms:
Those designated to investigate an 
allegation of abuse/neglect/mistreatment 
will follow the internal tool for the 
investigative process and hand in the tool 
to the DON or designee once investigation 
is complete to be audited. Results of 
audits will be reviewed by the facility’s 
QAPI committee and further audits will be 
recommended by them as indicated.

Person responsible for compliance:  
Director of nursing or Designee is 
responsible for compliance. 
Date of compliance:  September 10, 2019 
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the alleged perpetrator from the schedule. The 
DON indicated they would review cameras when 
needed and look at the resident and/ or 
employees past history to determine next steps. 

R4's closed record was reviewed.

The facility incident tracking ID 3266955 dated 
submitted 6/20/19, indicated R4 stated NA rushed 
through putting R4 to bed and scared R4. The 
investigative file lacked evidence of thorough 
investigation including: assessment of residents 
with cognitive impairment, monitoring and 
auditing cares on the unit. 

R4's admission Minimum Data Set (MDS) dated 
7/16/19, identified R4 had cognitive impairment 
and diagnosis which included Parkinson's 
disease. The MDS indicated R4 required 
extensive assistance with activities of daily living. 

Registered nurse (RN)-A was interviewed on 
8/1/19, at 12:52 p.m. and stated she did not 
assess additional residents with cognitive 
impairment and/ or monitor the unit and cares. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident assessment had not been completed, in 
addition to auditing cares and monitoring the unit. 

R3
The facility incident tracking ID 326974 date 
submitted 6/20/19, indicated R3's family member 
called with concerns regarding staff "mishandling" 
during cares and "a nurse yelling at R3." In 
addition, R3's family member expressed 
concerns regarding R3 sustaining a skin tear 
after staff banged R3's arm on the soap dish per 
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R3's report. The investigative file lacked evidence 
of thorough investigation including: assessment 
of cognitively impairment residents, monitoring 
and auditing cares on the unit. 

R3's annual Minimum Data Set (MDS) dated 
7/24/19, identified R3 had cognitive impairment 
and had diagnosis which included dementia. The 
MDS indicated R3 required extensive assistance 
with activities of daily living.

Registered nurse (RN)-B was interviewed on 
7/31/19, at 2:33 p.m. and stated the investigation 
submitted on 6/20/19, was inconclusive and they 
were unable to identify an alleged perpetrator. 
RN-B verified they did not assess residents with 
cognitive impairment and/ or monitor and audit 
cares on the unit. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
residents with cognitive impairment were not 
assessed, in addition to auditing cares and 
monitoring the unit was not completed. 

R1 was interviewed on 7/31/19, at 12:32 p.m. and 
stated a little over a week ago a NA had a bad 
attitude and she hurt me. R1 indicated the NA 
had pressed on his right side of his ribs and hip to 
turn him to his side and when R1 indicated the 
NA was causing pain, NA did not stop. R1 stated 
she just kept pushing me over until she was done 
changing me. R1 stated the NA was rude and too 
rough during cares. 

R1's annual Minimum Data Set (MDS) dated 
6/25/19, identified R1 had intact cognition and 
had diagnosis which included anxiety. The MDS 
indicated R1 required extensive assistance with 
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activities of daily living. 

The facility incident tracking ID date submitted 
7/20/19, indicated R1 complained of a NA turned 
him and was too rough and now he was in pain. 
The incident indicated R1 felt bad having to go to 
the bathroom as the NA complained about R1 
hurting her back when she moved R1. The 
investigative file lacked evidence of of thorough 
investigation including: assessment of cognitively 
impaired residents, monitoring and auditing cares 
on the unit. 

Registered nurse (RN)-C was interviewed on 
7/31/19, at 2:30 p.m. and stated during the 
investigation they interviewed resident's with 
intact cognition, however they did not monitor and 
audit cares with residents with cognitive 
impairment. RN-C stated the NA denied the 
allegation. RN-C stated the NA was usually not 
assigned to R1's unit and confirmed they did not 
interview additional residents who resided on 
other units. 

The director of nursing was interviewed on 
8/1/19, at 12:59 p.m. and verified additional 
resident interviews and assessment of cognitively 
impaired residents had not been completed, in 
addition to auditing cares and monitoring the unit. 

The facility Vulnerable Adult-MN Policy dated 
11/21/18, identified mistreatment as inappropriate 
treatment of a resident and indicated to provide 
monitoring.

SUGGESTED METHOD OF CORRECTION:   
The administrator could review policies and 
procedures regarding reporting and investigating 
all allegations of abuse/neglect/mistreatment. The 
administrator and or designee, could re-educate 
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all staff on the policies and procedures. The 
administrator could develop a monitoring system 
to ensure ongoing compliance.  

TIME PERIOD FOR CORRECTION:  Fourteen 
(14) days.
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