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F0000 INITIAL COMMENTS F0000

On 6/24/26 through 6/25/26, 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.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

The following complaints were reviewed.
H53103016C(3051395) with a deficiency issued at
F646

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.

F0646
SS = D

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.

MD/ID Significant Change Notification

CFR(s): 483.20(k)(4)

§483.20(k)(4) A nursing facility must notify the state
mental health authority or state intellectual disability
authority, as applicable, promptly after a significant
change in the mental or physical condition of a
resident who has mental illness or intellectual
disability for resident review.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and documentation review the
facility failed to notify the medical provider of a
change of condition for 1 of 3 residents (R1)
reviewed when R1 reported to the nurse she was not
eating or drinking because “it hurts my intestine and
rectum,” and she had loose stools, staff notified the
provider three days later.

F0646 Preparation and/or execution of this plan does not
constitute admission or agreement by the provider
of the truths or facts alleged or conclusions set
forth in the statement of deficiencies.

The plan of correction is prepared and/or executed
in accordance with federal and state law
requirements.

R1 was immediately evaluated by the nurse
practitioner and the facility Director of Nursing on
6/25/26. R1 was transferred to the emergency room
the same day for further evaluation of rectal pain,
loose stool, and weakness. R1 was diagnosed with a
rectal wound abscess. R1 family were notified of the
change in condition per policy.

The Director of Nursing (DON) or designee will

(X5)
COMPLETION

DATE

07/25/2026

07/25/2026

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 2371AF-H1 Facility ID: 00940 If continuation sheet Page 1 of 5



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245310

NAME OF PROVIDER OR SUPPLIER

BENEDICTINE HEALTH CENTER INNSBRUCK

PRINTED: 07/23/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

06/25/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

1101 BLACK OAK DRIVE , NEW BRIGHTON, Minnesota, 55112

(X4) ID
PREFIX

TAG

F0646
SS = D

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 1

Findings include:

R1’s annual Minimum Data Sheet (MDS) dated
4/14/26, indicated she had no cognitive impairment,
behaviors, or rejection of care. She used a walker
independently and continent of bowel and urine. She
did not have a risk for skin impairment or wounds.
Her care areas triggered activities of daily living
(ADLSs), and nutrition.
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F0646 Continued from page 1
conduct a facility-wide audit of nursing progress
notes, 24-hour reports, and change-of-condition /
event logs from the past 30 days to identify any
resident who reported new or worsening symptom
that was not followed by documented assessment,
timely provider notification, and family notification as
applicable.

Residents with a change in condition were reviewed,
assessed, and addressed in accordance with the
facility’s Change in Condition Policy.

R1’s care plan dated 6/2/26, indicated she had pain
from her left knee, decreased strength, needed staff
to help with daily hygiene, and a fall risk. She was
continent of bowel and bladder.

RN-A’s nursing progress note dated 6/14/26 at
11:08 p.m., indicated R1 told her she had loose stool
since Friday (3 days earlier.) She did not tell nursing
staff prior. RN-A offered Imodium (medication to
treat loose stool), but she declined. RN-A indicated
staff would update the provider on 6/15/26, and her
vital signs were stable.

R1’s medical record indicated there were no
progress notes dated 6/15/26.

RN-D’s nursing progress note dated 6/16/26 at
11:48 a.m., indicated R1 had loose stool on the night
shift, but none at the time of her assessment. R1
stated “I don’t want to eat because it hurts my
intestine and rectum.” RN-D’s intervention indicated
staff would continue to monitor R1’s status.

RN-C’s nursing progress note dated 6/17/26 at
11:35 a.m., indicated she updated the medical
provider triage nurse about R1’s complaint of loose
stool, weakness, and rectal pain.

RN-B’s nursing progress note dated 6/17/26 at
12:28 p.m., indicated R1 complained of continuous
rectal burning and pain. The pain worsened with
activity. R1 stated her stool was black, and “very”
loose. She stopped eating food for the past few days
because when she ate anything, she would have
increased stool and worsening pain. The nurse
practitioner (NP)-A called back with an order for
Imodium.

The facility’s change in condition policy was
reviewed and remains Current. All licensed nursing
staff to completed mandatory in-service education
on the change of condition policy, proper use of
SBAR communication, and the requirement on
document and escalate resident-reported symptoms.
New hire orientation and annual competency
validation were updated to include this content going
forward.

The DON or designee will audit a sample of 10
nursing progress notes and
change-of-condition/event log entries per week for
four consecutive weeks to verify timely assessment,
provider notification, and family notification following
a resident-reported change in condition, then
conducts monthly audits for two additional months.

Audit results, including any identified concerns and
corrective actions taken, are reported to the
facility’s Quality Assurance and Performance
Improvement (QAPI) Committee.

The QAPI Committee will determine whether
continued monitoring, additional education, or
further systemic changes are warranted based on
audit findings.

The Administrator and DON are responsible for
ensuring ongoing compliance with this plan of
correction.

Completion Date:

7/25/2026
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NP-A’s encounter note dated 6/18/26, indicated R1
had buttock pain and was unable to sit up. She
found “localized buttock soft tissue inflammation
without exam” and was concerned about cellulitis.
Her plan was for staff to give Imodium as needed for
loose stool, encourage food and fluids and if her
condition did not improve staff should send her to
the emergency room for an evaluation.

F0646

RN-C’s nursing progress note dated 6/18/26 at 1:15
p.m., indicated R1 continued to have unrelieved
rectal pain, loose stool, weakness, short of breath,
and anything she ate or drank passed right through
her leading to increased pain. She was sent to the
emergency room for evaluation.

R1’s facility event document dated 6/18/26 at 2:42
p.m., indicated on 6/12/26, she developed loose
stool, rectal pain, weakness with shortness of
breath.

During an interview on 6/24/26 at 8:47 p.m., family
member (FM)-A stated R1 complained about butt
pain. She received a text message from R1 on
6/14/26 at 8:47 p.m., indicating she had been sick
since Friday and if she did not improve, she would
call 911. She was unable to eat because the food
“ran right through” her. On 6/15/26 at 1:28 p.m. R1
indicated the staff were doing nothing but offering
her Imodium but she declined because it would only
make the loose stool worse. R1 added my “rectum
was on fire” she was unable to sit on the edge of
her bed. She felt the staff were doing nothing to
help her. She tried to get ahold of someone at the
facility, but no one answered or returned her phone
call.

During an interview on 6/24/26 at 2:14 p.m., R1
stated she did not feel good over the weekend.
When the nurse came into her room, she asked her
what the facility’s “protocol” was when a resident
was unable to eat or sit up. The nurse did not listen
to her. While she took a shower, she could feel the
rectal inflammation, but the evening nurse did not
say anything. When the NP-A examined her the next
day she was told the medical doctor would see her
on Monday (four days later.) The hospital found a
rectal wound infection, and it spread to her blood.
She told the staff what was going on but all they
told her was to eat and drink fluids and take
Imodium. She said the staff did not listen to her
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concerns and felt like she was talking to the wall.
She told the nurse on 6/17/26, she felt pressure on
the inside of her rectum.

F0646

During an interview on 6/24/26 at 4:00 p.m., RN-B
stated earlier in the shift she noticed R1 was not up
walking in the hallway. She checked in on her and
found her lying in bed talking on her phone. R1 told
her she had internal rectal pain, and every time she
tried to eat food the loose stool would worsen
causing her more pain. R1 declined an examination
because the pain was internal not external. She
updated RN-C. She received an order from the NP-A
for Imodium, and she would visit R1 in the morning.

During an interview on 6/24/26 at 4:36 p.m., RN-C
stated she first learned about R1’s loose stool on
6/15/26, when she returned to work. She spoke with
R1 who told her the stool had stopped that morning.
On 6/16/26, she was notified R1 stopped eating
because it worsened her loose stool, but she did
take some yogurt. On 6/17/26, RN-B told her R1
continued to have loose stool, and internal rectal
pain. She called the provider’s triage nurse. She
added, the staff on 6/15/26, should have assessed
her status and notified the NP of their findings.

During an interview on 6/24/26 at 4:53 p.m., RN-D
stated he assessed R1 on 6/16/26, and was told the
loose stool had stopped. He checked her vital signs
and encouraged her to eat and drink fluids. He did
not update the provider because the loose stool
stopped, and her pain was related to eating. He
reported his findings to the next shift nurse.

During an interview on 6/24/26 at 5:07 p.m., the
director of nursing (DON) stated if R1 told her
daughter she was having severe pain her daughter
should have called the facility. If R1 was concerned
about her care at the facility she could have spoken
to the social worker because she made her own
decisions and had no cognitive impairment. When
NP-A examined her on 6/18/26, she left the building
without talking to the staff or writing down any
orders. When the staff reviewed her visit note later
that day, they found staff should send R1 to the
hospital if her condition worsened. He checked on
R1 in the afternoon on 6/18/26, and asked R1 what
NP-A told her. She replied she would have the
provider see her on 6/22/26. R1 agreed to go to the
hospital, and she was transferred.
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During an interview on 6/25/26 at 9:53 a.m., NP-A
stated she first learned about R1’s loose stool,
rectal pain, weakness and not eating on 6/17/26.
She sent an order for Imodium and planned to see
her in the morning. On 6/18/26, she examined R1
who told her she had loose green, greasy looking
stool, and internal rectal pain preventing her from
sitting up. She examined the outer rectal area, noted
red firmness, and thought it was irritation caused by
the frequent loose stool. She tried to talk R1 into
going to the hospital, but she declined and wanted
to wait to see if she got better. After examining R1,
she left the building without talking to staff. She
would have preferred the staff to update her 6/15/26
when R1 first reported three days of loose stool.

F0646

Interview on 6/25/26 at 10:27 a.m., facility medical
director (MD-A) stated the NP-A “ignored significant
facts”, and then later wrote her findings and
instructions on her encounter note instead of talking
to the nursing staff and writing her orders in the
medical chart for processing. He added, the facility
staff were monitoring R1 for three or four days,
called the provider who gave them a weak order.
The NP-A should have ordered blood work to look
for an infection and stayed with the resident until
she agreed to be transferred to the hospital for
further evaluation.

R1’s face sheet dated 6/25/26, indicated she had an
acute and chronic congestive heart failure, failure to
thrive, anemia, swollen legs, chronic kidney disease,
and diabetes.

The facility policy Change in Condition, Resident
Examination and Evaluation copyright date 2025,
indicated nursing staff would work within their
standard of practice to check for change in
condition via observations, physical examination,
interview, and discussion with other staff. If a
resident refused the examination, they would report
to the supervisor or DON and document findings in
the chart. Staff would update the provider regarding
the residents’ concerns and findings. In addition,
the family would be contacted, staff would document
their findings, interventions, and provider orders.
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*****ATTENTION******

NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

On 6/24/26 through 6/25/26, a complaint survey
was conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility
was IN compliance with the MN State Licensure.

The following complaints were reviewed during the
survey. H53103016C(3051395)

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

20000

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.
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