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F 000 INITIAL COMMENTS F 000

 On 4/12/22-4/13/22, a standard abbreviated 
survey was completed at your facility by the 
Minnesota Department of Health to determine if 
your facility was in compliance with requirements 
of 42 CFR Part 483, Subpart B, and 
Requirements for Long Term Care Facilities.  
Your facility was NOT in compliance. 

The following complaint was SUBSTANTIATED at 
F684 for PAST NON-COMPLIANCE.  

H5271286C/MN00082269
 
The survey resulted in an Immediate Jeopardy 
(IJ) at F684 when the facility failed to assess R1 
for hypoxia (low oxygen saturations) after R1 
required further monitoring after a change in 
condition was recognized on 3/29/22.  However, 
the facility had implemented corrective action to 
prevent recurrence on 3/31/22. The IJ began on 
3/30/22, and the immediacy was removed on 
3/31/22.

Although the provider had implemented corrective 
action prior to survey, harm or immediate 
jeopardy was sustained prior to the correction. No 
plan of correction is required for a finding of past 
non-compliance; however, the facility must 
acknowledge receipt of the electronic documents.

 

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 

F 684
SS=J

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

04/28/2022Electronically 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 
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program participation.
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F 684 Continued From page 1 F 684
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview on document review, the 
facility failed to accurately assess and review 
interventions placed for 1 of 3 residents (R1) 
reviewed for change in condition.  This resulted in 
a delay of providing oxygen services and 
emergent care for R1.  The deficiency was 
identified as past non-compliance and issued at 
Immediate Jeopardy (IJ). 
 
The IJ began on 3/30/22, when the facility failed 
to assess R1 for hypoxia (low oxygen saturations) 
after R1 required continued monitoring after a 
change in condition was recognized and R1 was 
hospitalized.  The administrator was notified of 
the IJ on 4/13/22 at 2:00 p.m. The facility had 
implemented immediate corrective action on 
3/31/22 to prevent recurrence, so the IJ was 
issued at past none compliance.    

Findings include:

R1's admission Minimum Data Set (MDS) dated 
3/23/22, indicated R1 had diagnoses of hip 
dysplasia, chronic pan, high blood pressure and a 
history of falls. 

A review of R1's vital signs on 3/29/22, showed: 
-at 1:02 p.m. blood pressure (BP) 110/70, 
temperature 97.8, pulse 68, respiratory rate 18. 
-at approximately 8:00 p.m. BP 139/65, pulse 
110, oxygen saturation 78% on room air (Normal 
oxygen saturation was 90% or greater), recheck 
with 2 liters (L) nasal cannula (NC) and was 92%.   

 Past noncompliance:  no plan of 
correction required.
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F 684 Continued From page 2 F 684
-at 10:00 p.m. oxygen saturations were 92% on 
2L NC. 

A review of R1's vital signs on 3/30/22, showed: 
-at 12:00 a.m. oxygen saturation was 95% on 2L 
NC
-at 2:00 a.m. oxygen saturation was "N/A"
-at 4:00 a.m. oxygen saturation was "N/A" 
-at 6:00 a.m. oxygen saturation was 78% on 2L 
NC.
-at 7:00 a.m. oxygen saturation was 77% on 2L 
NC and blood pressure was 82/40.  

R1's provider order dated 3/17/22, indicated 
nursing home standing orders in place.   

R1's provider order dated 3/29/22, instructed staff 
to initiate oxygen 2L/minute via nasal cannula to 
keep oxygen saturations above 90% and 
continued monitoring for hypoxia and sedation 
every 2 hours for one day.  Update primary 
provider in the morning.  

R1's progress note dated 3/29/22, at 8:23 p.m. 
indicated R1 had confusion and writer had 
obtained vital signs that showed BP 139/65, pulse 
110, oxygen saturation 78% on room air.  
Furthermore, the progress note indicated the 
on-call provider was notified and orders for 
oxygen and continued monitoring obtained.  

R1's progress note dated 3/30/22, at 6:13 a.m. 
indicated three pulse oximeters had inconclusive 
readings of R1's oxygen levels.  R1's fingers were 
cold with gray/bluish colors.  Oxygen rate was 
increased to 3L NC.  Orders in place for oxygen 
saturations to be monitored every 2 hours in 
coming nurse to update.   
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F 684 Continued From page 3 F 684
R1's progress note dated 3/30/22, at 1:06 p.m. 
indicated R1's condition continued to deteriorate.  
Vitals obtained this morning included oxygen 
saturation was 77% on 2L NC and blood pressure 
was 82/40.  Furthermore, the progress note 
indicated R1 was confused and was sent to 
hospital at 7:30 a.m. for a medical evaluation.  

R1's hospital discharge summary dated 4/3/22, 
indicated R1 was admitted for acute 
encephalopathy (confusion), acute kidney injury, 
and acute respiratory failure.  R1 had returned to 
baseline for cognition and kidney injury and 
respiratory failure had resolved. 

During an interview on, 4/12/22, at 1:33 p.m.  
registered nurse (RN-B) stated he was notified of 
R1's change in condition in report at the start of 
his shift and was aware of orders to monitor R1 
for hypoxia and sedation every two hours.  RN-B 
further stated when attempting to obtain R1's 
oxygen saturations at 2:00 a.m. the pulse 
oximeter would not read.  RN-B stated another 
oximeter was tried and R1's oxygen saturation 
still had not registered.  RN-B stated the pulse 
oximeter was attempted on his own finger and 
oxygen saturations had registered but had not on 
R1's finger.  Furthermore, RN-B stated R1 was 
sleeping and had no signs of distress.  RN-B 
stated sometimes oxygen saturations may not 
read when residents are sleeping.  At 4:00 a.m. 
RN-B stated R1 was awake and sitting up in bed.  
Again, RN-B attempted to obtain R1's oxygen 
saturations but a number wasn't registering on 
the oximeter.  Again, RN-B checked their own 
finger, and it registered an oxygen saturation.  R1 
had cold fingers that were a bluish gray color.  R1 
was cold, so I helped put a sweater on thinking 
R1 would warm up.  About 6:00 a.m. RN-B 
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F 684 Continued From page 4 F 684
attempted again to obtain R1's oxygen 
saturations and could not obtain a reading with 
two different oximeters.  RN-B then obtained a 
third oximeter and R1's oxygen saturation read 
76% on 2L NC.  RN-B stated R1was alert, and 
the order stated to monitor the hypoxia and 
update the next day and felt he was following the 
order.  RN-B had not felt R1's assessments 
warranted sending her to the hospital or updating 
the provider, even though R1's oxygen saturation 
was below normal.   

During an interview on 4/12/22, at 1:44 p.m. 
medical director (MD) stated their expectation of 
staff would be to notify the provider if a resident's 
oxygen saturations were not registering, 
abnormal and had blue/gray fingers, even with an 
order to monitor in place.  MD further stated he 
expected nurses to know the assessments and 
signs of hypoxia.   

During an interview on 4/13/22, at 9:06 a.m. 
RN-C indicated RN-B had not followed policies 
and procedures for notification of change.  RN-C 
had expected RN-B to initiate standing orders to 
increase oxygen and to notify the provider of the 
change.  RN-C further stated staff are expected 
to reach out to leadership, including the overnight 
supervisor when unable to obtain oxygen 
saturations or similar situations happen.  RN-C 
felt RN-B had poor nursing judgement in this 
situation. 

During an interview on 4/13/22, at 10:31 a.m. the 
director of nursing (DON) stated RN-B had not 
followed professional nursing standards of 
practice and verified RN-B had been reported to 
the nursing board.  DON further stated R1 had 
fallen outside of the parameters of oxygen 
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F 684 Continued From page 5 F 684
saturations being below 90% and the expectation 
would be for staff to notify the provider and look 
to the standing orders for direction.  RN-B had 
identified changes in R1 but had not provided any 
interventions.  

A facility policy Change in Condition revised 
12/219, directed an assessment for change in 
condition was to be completed for any resident 
who had a decline in their status that would not 
resolve by itself or without clinical interventions 
and impacts one or more of the residents 
physical, functional, emotional, or cognitive 
status. 

DON stated on 4/13/22 in the afternoon that 
RN-B was suspended on 3/30/22, pending facility 
investigation. Furthermore, RN-B had resigned 
his position on 4/1/22, while on suspension and 
the facility filed a report to the Minnesota Board of 
Nursing. On 4/13/22, a facility document titled 
Mitigation Plan dated 3/30/22, was reviewed and 
DON verified the corrective actions taken by the 
facility to prevent further noncompliance.  The 
corrective actions on 3/30/22, included evaluation 
of all facility pulse oximeters and determined all 
were in working order. The 24-hour report (a 
facility report document showing any resident 
changes from shift to shift) was reviewed and 
found to have documentation of R1's change in 
condition on 3/29/22 through R1's transport to 
hospital on 3/30/22.  Also, on 3/30/22, R1's 
medical record was reviewed and was 
determined standing orders (instructed steps to 
follow when a resident had a change in condition) 
were in place and reviewed medical records of all 
residents residing in the facility to ensure standing 
orders were in place.  On 3/31/22, DON reviewed 
24-hour sheets facility wide for any resident 
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F 684 Continued From page 6 F 684
change in condition.  Any resident identified was 
reviewed to ensure facility procedures were 
followed.  DON further stated a daily review of the 
24 hours sheets continued with the 
interdisciplinary team (IDT). During staff 
interviews on 4/12/22, between 10:00 a.m. -1:30 
p.m. and on 4/13/22, between 8: 00a.m and 9:00 
a.m. licensed practical nurse (LPN)-A, LPN-B, 
LPN-C, RN-A, RN-D, RN-Eand RN-F, stated 
signs and symptoms of hypoxia, that included 
blue or grey fingers or lips.  Furthermore, the staff 
verified facility education and the process 
followed when residents had a change in 
condition, including implementing standing 
orders.
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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 4/12/22-4/13/22, a complaint survey was 
conducted at your facility by surveyors from the 
Minnesota Department of Health (MDH). Your 
facility was found IN compliance with the MN 
State Licensure.  

The following complaint was found to be 
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 2 000Continued From page 1 2 000

SUBSTANTIATED: H5271286 (MN00082269), 
however NO licensing orders were issued. 

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
Federal software. 

The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of state form. Although no plan of correction 
is required, it is required that the facility 
acknowledge receipt of the electronic documents.

Minnesota Department of Health
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