
    

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 4, 2023

Administrator
Glenoaks Senior Living Campus
100 Glen Oaks Drive
New London, MN  56273

RE:   CCN: 245360
  Cycle Start Date: January 30, 2023

Dear Administrator:

On February 14, 2023, we informed you of imposed enforcement remedies.    

On March 23, 2023, the Minnesota Department of Health  completed a survey and it has been
determined that your facility continues to not to be in substantial compliance. The most serious
deficiencies in your facility were found to be as evidenced by the electronically attached CMS‐2567,
whereby corrections are required.

As a result of the survey findings:

  •  Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal    
  regulations at 42 CFR § 488.417(a), effective March 16, 2023, will remain in effect.    

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

The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective March 16, 2023.  They will also notify the State Medicaid
Agency that they must also deny payment for new Medicaid admissions effective March 16, 2023.

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

As we notified you in our letter of February 14, 2023, in accordance with Federal law, as specified in
the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from March 16, 2023.

An equal opportunity employer.
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ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).

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

•   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.
•   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.

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:

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

  •  Per day civil money penalty (42 CFR 488.430 through 488.444).

DEPARTMENT CONTACT

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

Lisa Krebs, Rapid Response
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Rochester District Office
18 Woodlake Drive, Rochester MN, 55904
Email: Lisa.Krebs@state.mn.us
Office (507) 206‐2728
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PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

If substantial compliance has been achieved, certification of your facility in the Medicare and/or    
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THE
SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by July 30, 2023 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

APPEAL RIGHTS    

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

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

Department of Health & Human Services
Departmental Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644

Washington, D.C. 20201
(202) 565‐9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree.  It should also specify the basis for contending that the findings and conclusions
are incorrect.  At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Steven Delich, Program Representative at
(312) 886‐5216. Information may also be emailed to  Steven.Delich@cms.hhs.gov.    

INFORMAL DISPUTE RESOLUTION/ INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division
       P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

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

Feel free to contact me if you have questions.

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:  Kamala.Fiske‐Downing@state.mn.us
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F 000  INITIAL COMMENTS F 000

On  3/21/23  through  3/23/23,  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.

The  following complaint  was  reviewed.
H53609356C  (MN91858)  with no  deficiency  cited.
AND
The  following complaints  were  reviewed.
H53609395C  (MN91867,  MN91873  and
MN91868) , H53609845C  (MN89815)  and
H53606436C  (MN89011)  with a  deficiency  issued
at  (F725,  F908  and  F921) .

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

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

F 725  Sufficient  Nursing  Staff
SS= E CFR( s): 483. 35(a)(1)(2)

§483. 35(a)  Sufficient  Staff.
The  facility must  have  sufficient  nursing  staff  with
the  appropriate  competencies  and  skills sets  to
provide  nursing  and  related  services  to assure
resident  safety  and  attain  or maintain  the  highest
practicable  physical,  mental,  and  psychosocial
well-being  of each  resident,  as  determined  by

F 725 4/19/23

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

Electronically  Signed
TITLE (X6) DATE

04/13/2023
Any deficiency  statement  ending  with an  asterisk  (*) denotes  a  deficiency  which  the  institution  may  be  excused  from correcting  providing  it is determined  that
other  safeguards  provide  sufficient  protection  to the  patients.  (See  instructions. ) Except  for nursing  homes,  the  findings  stated  above  are  disclosable  90  days
following the  date  of survey  whether  or not  a  plan  of correction  is provided.  For  nursing  homes,  the  above  findings  and  plans  of correction  are  disclosable  14
days  following the  date  these  documents  are  made  available  to the  facility. If deficiencies  are  cited,  an  approved  plan  of correction  is requisite  to continued
program  participation.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:BOZQ11 Facility ID: 00314 If continuation  sheet  Page  1 of 16
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F 725  Continued  From  page  1
resident  assessments  and  individual  plans  of care
and  considering  the  number,  acuity  and
diagnoses  of the  facility's  resident  population  in
accordance  with the  facility assessment  required
at  §483. 70(e) .

§483. 35(a) (1) The  facility must  provide  services
by sufficient  numbers  of each  of the  following
types  of personnel  on  a  24-hour  basis  to provide
nursing  care  to all residents  in accordance  with
resident  care  plans:
(i) Except  when  waived  under  paragraph  (e)  of
this  section,  licensed  nurses;  and
(ii) Other  nursing  personnel,  including  but  not
limited to nurse  aides.

§483. 35(a) (2) Except  when  waived  under
paragraph  (e)  of this  section,  the  facility must
designate  a  licensed  nurse  to serve  as  a  charge
nurse  on  each  tour  of duty.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

review  the  facility failed  to provide  sufficient
staffing  to ensure  residents  received  care  and
assistance  as  needed  for 5 of 5 residents
(R1, R2, R3,  R4  and  R5) . These  deficient
practices  had  the  potential  to affect  all 42
residents  who resided  in the  facility.

Findings  include:

R1's  admission  Minimum Data  Set  (MDS) dated
2/29/23,  indicated  R1  had  cancer  was  cognitively
intact,  no  behaviors,  did not  resist  cares  and
required  extensive  assist  of two with dressing,
bathing  and  grooming.  The  MDS indicated  R1
did not  receive  bathing  during  the  entire  period,
and  was  occasionally  incontinent  of bowel  and

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:BOZQ11

F 725

Plan  and/ or execution  of this  plan  of
correction  does  not  constitute  admission
or agreement  by this  provider  of the  truth
of deficiencies.  The  plan  of correction  is
prepared  and  executed  solely  because  it
is required  in accordance  with State  and
Federal  Law.

F725  Sufficient  Nursing  staff
The  facility does  provide  sufficient  nursing
staff  with the  appropriate  competencies
and  skills sets  to provide  nursing  and
related  services  to assure  resident  safety
and  attain  or maintain  the  highest
practicable  physical,  mental,  and
psychosocial  well-being  of each  resident.
Root  Cause  Analysis:

Facility ID: 00314 If continuation  sheet  Page  2 of 16
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F 725  Continued  From  page  2
bladder.  R1' s  care  plan  was  not  completed  due
to being  new  admission  to the  facility.

During  interview  on  3/21/23,  at  8:39  a. m.  family
member  (FM)-A for R1  stated  the  facility needs
more  staff  and  there  were  times  when  [R1] put
his  call light on  and  had  to wait up  to an  hour  for
staff  to come  and  help  him.  FM-A explained  the
month  that  R1  lived in the  facility, family had  to
give  him the  one  shower  he  had  because  the
facility did not  have  enough  staff.  FM-A reported
R1's  bed  sheets  were  not  being  changed,  his
room  was  often  filthy, treatments  were  not  being
completed  to his  legs,  and  did not  seem  as
though  anything  was  done  to improve  the  staffing
at  the  facility. FM-A stated  R1  went  to the  hospital
on  3/17/23,  and  they  were  not  planning  to have
him return  because  of the  concerns.

During  interview  on  3/21/23,  at  3:30  p.m.  FM-B
stated  the  staff  at  the  facility were  good,  the
facility did not  have  enough  of them.  FM-B stated
she  had  informed  the  social  worker  (SW)  and  the
physical  therapist  (PT)  during  a  meeting  R1' s
sheets  were  not  getting  changed  and  his  legs
were  not  getting  wrapped.  Although  R1' s  legs  did
start  to get  wrapped  as  ordered,  his  sheets
continued  to not  get  changed.  Family  would
change  the  sheets  because  staff  did not  have
time.

During  interview  on  3/21/23,  at  4:01  p.m.  licensed
practical  nurse  (LPN)-A stated  there  was  not
enough  staff  in the  facility. Last  weekend  she
gave  two showers  to help  the  nursing  assistants
(NAs) on  the  floor. In addition  LPN-A stated  she
was  aware  R1's  family had  to give  him a  shower
since  there  was  not  enough  staff  and  she  was  so
embarrassed.  LPN-A reported  R1' s  legs  were  not
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Review  of facility staffing  patterns  to
include:  daily PPD  vs  budget,  discussion
with direct  care  workers,  and  a  review  of
call light response  times/ task  completion,
it was  determined  that  by numbers,
adequate  staff  was  available  to meet  the
needs  of the  residents  on  the  dates
referenced  in the  citation.  In speaking
with the  direct  care  staff  however,  there
are  times  in which  call light response
times  are  greater  and  tasks  may  not  get
completed  as  the  acuity  of the  resident s
changes  in the  moment  and  more
assistance  is needed.  Often  times  a  call
light is responded  to by the  direct  care
workers  timely and  more  assistance  is
needed  to meet  the  residents  need.  It
was  identified  that  a  better  communication
method  is needed  so  that  all members  of
the  team  can  participate  in assisting  the
direct  care  workers  in meeting  residents
needs  timely  and  efficiently. All staff  were
educated  on  the  need  for increased
rounding  of the  floor to offer support  in
meeting  the  needs  of the  residents  when
challenges  present.  Additional  walkie
talkies  have  been  ordered  so  that  the
direct  care  workers  can  actively
communicate  their  need  for greater
assistance  from the  leadership  team  and
effectively  decrease  call light response
times  and  provide  greater  support  to the
direct  care  workers  in providing  quality
care  to the  residents.

A. All residents  have  the  potential  to be
affected.
B. All staff  were  educated  on  the  need  to
respond  to call lights  timely.

Facility ID: 00314 If continuation  sheet  Page  3 of 16
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F 725  Continued  From  page  3
getting  wrapped  on  the  day  shift because  staff
could  not  get  it done.

Review  of R1's  Treatment  Record  for February
2024  included  the  following:
1.  Order  for Daily wound  care  to bilateral  lower
extremities  clean  wounds,  apply  silvadene  1%
topical  to open  areas  and  blisters,  apply  adaptic
gauze  over  open  areas  and  blisters  and  gently
secure  with gauze  wrap,  and  apply  ACE wraps
from the  base  of the  toes  to the  below  the  knee
every  day  shift (start  date  2/16/23  and  discontinue
date  2/23/23. )
In review  of R1's  Treatment  record  between
2/16/23  to 2/23/23,  it was  not  evident  R1' s  daily
would  care  was  completed  according  to physician
orders  on  five days,  dates  included:
-2/17/23
-2/18/23
-2/20/23
-2/21/23
-2/23/23

Review  of R1's  Call Light log from 2/22/23
through  3/17/23  identified  multiple  call light
response  times  greater  than  30  minutes.
-2/24/23,  response  time  was  1 hour  and  1 minute.
-2/27/23,  response  time  was  57  minutes
-2/28/23,  response  time  was  31  minutes
-3/01/23,  response  time  was  41  minutes
-3/02/23,  response  time  was  35  minutes
-3/05/23,  response  time  was  1 hour  and  7
minutes.  Also on  3/05/23  - 46  minutes
-3/06/23,  response  time  was  42  minutes
-3/09/23,  response  time  was  43  minutes
-3/10/23,  response  time  was  43  minutes
-3/15/23,  response  time  was  50  minutes
-3/16/23,  response  time  was  55  minutes

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:BOZQ11
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C. All Nurse  managers  were  educated
on  reviewing  and  rescheduling  baths  to
ensure  compliance.
D. Wound  nurse  educated  on  reviewing
treatment  records  daily to ensure
completion  of ordered  treatments.
E. All nurses  and  TMAs educated  on
completing  ordered  treatments  daily.
F.  All CNAs  educated  on  the  need  to
ensure  baths  are  completed  per  schedule
and  concerns  to be  communicated  to the
nursing  leadership  team.
G. The  DON/Designee  will audit  bathing
schedules  daily and  any  baths  not  given
will be  rescheduled  to ensure  completion
within the  week.  Audits  will be  completed
daily times  7,  weekly  times  4,  and  monthly
times  3 with results  reviewed  by the  QAA
committee.
H. The  DON/Designee  will audit  TARS
for documentation  to ensure  treatments
are  completed  daily times  7,  weekly  times
3,  Monthly times  3, and  ongoing/ PRN  with
results  forwarded  to the  QAA committee
for review.
I. The  admin/ Designee  will review  call
light reports  daily to ensure  call light
response  times  are  within reason.  Audits
will be  conducted  daily times  7,  weekly
times  4,  and  monthly  times  3 with results
reviewed  by QAA committee.
J.  Glen  Oaks  utilizes  a  PPD  system  to
determine  staffing  needs  and  does  adjust
as  acuity  changes.  We  currently  budget
direct  care  staff  at  PPD  of 3.3.
K. In the  event  that  staffing  levels  are
less  than  what  is budgeted  or acuity  levels
increase  our  management  company  has
approved  the  use  of Glen  Oaks  staff  to

Facility ID: 00314 If continuation  sheet  Page  4 of 16
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Review  of R1's  Bath  Observation' s  sheet
indicated  the  following:
-On  2/27/23  indicated  "refused" , the  reason  for
refusal  was  left blank,  and  Alternate  bath
date/ shift was  left blank.
-On  3/14/23  indicated  "PM wife will help,  refused
wants  tomorrow! ". The  reason  for refusal  was  left
blank  and  Alternate  bath  date/ shift was  left
blank.  Could  not  be  ascertained  if R1  received  a
bath.
-On  3/29/23  indicated  "refused  due  to behaviors" ,
reason  for refusal  was  left blank,  and  Alternate
bath  date/ shift was  left blank.

R2's  quarterly  MDS dated  3/03/23,  indicated  R2
had  a  cerebral  vascular  accident  (CVA), heart
failure  and  hypertension.  In addition,  the  MDS
indicated  he  was  mildly cognitive  impaired,  had
no  behaviors  and  did not  reject  care.  R2  required
extensive  assist  with dressing,  bathing,  grooming,
toileting and  was  occasionally  incontinent  of
bladder  and  always  continent  of bowel.

R2's  Care  Plan  dated  1/05/23,  indicated  he  does
resist  cares  and  had  self  care  deficit as
evidenced  by requiring  assistance  with activities
of daily living (ADL)'s  and  required  assist  of two
with toileting  and  provided  peri- care  with every
incontinent  episode  as  necessary.

During  observation  and  interview  on  3/22/23,  at
4:32  p.m.  R2  sat  in his  electric  wheelchair  in his
room.  R2  explained  he  was  frustrated  with long
call light times.  He  would  put  on  his  call light, staff
would  come  in, turn  it off, and  say  they  would
come  back.  R2  stated  he  knew  when  he  needed
to use  the  bathroom  and  has  had  multiple
incidents  where  he  wet  himself  waiting  for the
staff  to come  back.  R2  reported  this  made  him
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receive  overtime  pay  or bonuses  to cover
open  shifts  as  well as  the  use  of nursing
leadership  members  to assist  as  well.
L. Glen  Oaks  has  contracted  with
staffing  agencies  to be  utilized in the
event  that  staffing  levels  fall due  to call ins
etc.
M. Through  the  use  of our  advertising
and  recruitment  program  all open  shifts
have  been  advertised  with sign  on
bonuses  offered  to fill open  positions.
Responsible  Party:  ADM/DON/Designee
Compliance  Date:  4/19/23
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unhappy  and  upset  because  his  pants  and  his
wheelchair  cushion  would  get  wet.  R2  stated  it
seemed  like staff  were  just  ignoring  him.

During  interview  on  3/22/23,  at  4:42  p.m.  NA-A
stated  there  were  a  lot of call-ins  at  the  facility.
There  were  times  not  all the  showers  could  get
done.  NA-A indicated  R2  was  usually  continent  of
bladder,  but  if he  had  to wait too  long for help  he
would  be  incontinent.

Review  of R2's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  times  greater  than  30  minutes:
-2/28/23,  response  time  was  38  minutes
-3/01/23,  response  time  was  35  minutes
-3/03/23,  response  time  was  38  minutes
-3/06/23,  response  time  was  1 hour
-3/07/23,  response  time  was  37  minutes
-3/10/23,  response  time  was  31  minutes
-3/13/23,  response  time  was  50  minutes
-3/14/23,  response  time  was  1 hour  and  4
minutes  and  response  time  of 46  minutes
-3/17/23,  response  time  was  42  minutes
-3/18/23,  response  time  was  56  minutes
-3/19/23,  response  time  was  36  minutes
-3/20/23,  response  time  was  52  minutes,
response  time  of 34  minutes,  and  36  minutes.

R3's  quarterly  MDS dated  1/04/23,  indicated  R3
had  heart  failure  and  hypertension.  The  MDS
further  indicated  she  was  cognitively  intact,  no
behaviors  and  did not  reject  care.  R3  required
extensive  assist  of two with bed  mobility,
transfers  and  toileting and  was  occasionally
incontinent  of urine  and  continent  of bowel.

R3's  Care  Plan  dated  1/03/23,  indicated  R3  had
self  care  deficit due  to requiring  assistance  with
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ADL's  and  had  urinary  incontinence.  R3  required
two person  assist,  and  directed  staff  to provide
peri- care  with every  incontinent  episode  and  as
necessary.

During  observation  and  interview  on  3/22/23  at
4:24  p.m.  R3  was  lying in her  bed.  R3  reported
having  to wait long  periods  for her  call light to be
answered  because  the  facility is short- staffed.  R3
stated  she  used  the  bedpan  when  she  needed  to
go  to the  bathroom.  R1  could  hold  her  bladder,
but  sometimes  it took  staff  too  long,  and  it would
start  hurting  from holding  her  bladder.  The  worst
was  on  an  evening  shift when  staff  put  her  on  the
bed  pan  for a  bowel  movement  and  was  left for
over  an  hour  waiting for someone  to take  her  off.
R3  indicated  the  staff  sometimes  would  come  in,
shut  off the  call light, promise  to come  back,  but
they  never  did.

During  interview  and  observation  on  3/22/23,  at
5:20  p.m.  R3  was  eating  her  supper  meal  and
had  her  call light on.  R3  stated  she  put  her  call
light on  at  5:05  p.m.  to be  put  on  the  bed  pan,
noone  had  answered  her  call light. At 5:35,
15-minutes  after  surveyor  entered  the  room,
unidentified  staff  entered  R3's  room  and  assisted
R3 with her  toileting needs.

Review  of R3's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  time  greater  than  30  minutes:
-2/24/23,  response  time  was  1 hour  and  29
minutes
-2/28/23,  response  time  was  36  minutes
-3/01/23,  response  time  was  36  minutes
-3/02/23,  response  time  was  31  minutes
-3/04/23,  response  time  was  1 hour,  response
time  of 1 hour  and  15  minutes,  and  response  time
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of 31  minutes.
-3/06/23,  response  time  was  52  minutes
-3/10/23,  response  time  was  39  minutes
-3/12/23,  response  time  was  34  minutes,  and
response  time  of 41  minutes
-3/11/23,  response  time  was  35  minutes
-3/15/23,  response  time  was  44  minutes,
response  time  of 58  minutes,  and  response  time
of 52  minutes.
-3/16/23,  response  time  was  52  minutes

R4's  admission  MDS dated  2/21/23,  indicated  R4
had  hip fracture,  was  moderately  cognitively
impaired,  required  extensive  assist  of two with
bed  mobility, transfers,  dressing  and  toileting.  R4
was  occasionally  incontinent  of bladder  and
always  incontinent  of bowel.

R4's  Care  Plan  dated  3/07/23,  identified  R4
required  two staff  for assistance.  Further
indicated  R4  was  occasionally  incontinent  of
bladder  and  staff  were  to clean  peri- area  with
each  incontinent  episode.

During  observation  and  interview  on  3/23/23,  at
10:17  a. m.  sat  in her  wheelchair,  FM-C sat  next
to her.  FM-C stated  the  staff  were  great  at  the
facility but  they  were  short  staffed.  FM-C stated
she  visits  often  and  thought  it took  staff  too  long
to answer  the  lights.  R4  stated  she  has  wet  her
pants  waiting for staff  and  was  embarrassed
when  that  happened.

Review  of R4's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  times  greater  than  30  minutes:

-3/03/23,  response  time  was  34  minutes
-3/06/23,  response  time  was  33  minutes
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-3/08/23,  response  time  was  was  34  minutes
-3/15/23,  response  time  was  35  minutes  and
response  time  of 30  minutes.
-3/16/23,  response  time  was  34  minutes
-3/19/23,  response  time  was  31  minutes

R5's  quarterly  MDS dated  3/09/23,  indicated  R5
was  cognitively  intact,  rejects  care  1-3 times  a
week,  had  dementia  and  depression.  R5  needed
assist  with dressing,  extensive  assist  of two with
toileting,  and  total  dependence  with bathing.  R5
was  frequently  incontinent  of urine  and  always
incontinent  of bowel.

R5's  Care  Plan  dated  12/21/22,  indicated  R5  had
impaired  cognitive  function  and  impaired  thought
process  as  evidenced  by vascular  dementia.  The
care  plan  further  directed  staff  to encourage
bathing  two times  weekly,  required  assist  of two
with toileting,  had  incontinence,  and  staff  to
provide  peri-care.

During  interview  on  3/23/23,  at  8:30  a. m.  family
friend  (FF) -A stated  she  used  to be  R5' s  care
giver,  and  has  been  very  unhappy  with the  care
R5 was  receiving.  FF-A reported  call lights  were
constantly  going  off in the  building,  no  one
seemed  to answer  them.  FF-A explained  R5
would  sit in foul smelling  urine.  R5' s  recliner  had
to be  replaced  four times  because  of urine
soaking  into it. FF-A stated  R5  was  supposed  to
receive  two showers  a  week,  staff  would
document  that  she  refused.  FF-A informed  staff
to call her  when  R5  refused  so  she  could  give  R5
a  shower,  however,  staff  never  called.  FF-A
stated  when  she  visited  last  night,  R5  smelled  of
urine  so  bad  she  could  hardly  stand  it so  she  had
staff  change  her.  FF-A had  voiced  concerns  to
the  director  of nursing  (DON), however  nothing
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seemed  to get  done,  the  facility needed  more
staff.

During  observation  on  3/23/23,  at  11:00  a. m.  R5
sat  in her  recliner  with her  call light on.  No urine
odor  was  evident.

Review  of R5's  Bath  Observation' s  tracking
indicated  the  following for the  last  30  days:
-on  3/19/23,  bath  sheet  was  left blank.

During  interview  on  3/21/23,  at  7:30  p.m.  nursing
assistant  (NA)-A stated  when  the  facility used  to
have  a  bath  aide  the  showers  would  get
completed.  Now staff  on  the  floor had  to complete
them  and  they  could  not  get  them  done.

During  an  anonymous  (A)-A interview  on  3/22/23,
at  11:02  a. m.  A-A stated  the  residents  were  not
getting  there  baths  at  the  facility. Staffing  was
horrible.  The  corporate  consultant  has  told us  we
can  work with one  nursing  assistant  for 15
residents.  There  was  weekends  when  there  was
only one  nurse  and  trained  medication  assistance
(TMA) scheduled  for the  entire  building  during  the
day;  since  TMA's  could  not  do  treatments,  there
was  no  way  treatments  could  get  done  per
physician  orders.

During  interview  on  3/22/23,  at  12:02  p.m.  the
assistant  director  of nursing  (ADON)-A stated
baths  were  not  always  getting  done  but  staff  were
getting  all the  physician  ordered  treatments  done.

During  interview  on  3/22/23,  at  12:43  p.m.  LPN-B
stated  most  evenings  she  would  be  the  only
nurse  working  in the  building.  She  had  to pass
medications  for two wings.  LPN-B indicated  she
had  concerns  with staffing  and  aware  residents
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were  not  getting  bathed.  LPN-B stated  she  has
brought  her  concerns  to the  administrator,  she
felt her  concerns  were  minimized,  and  had  been
told staff  call-ins  could  not  be  controlled.  LPN-B
indicated  the  only plan  for when  there  was  call-in
was  to pass  room  trays  and  help  the  residents
with meals.  The  corporate  consultant  was  aware
of the  staffing  needs,  however,  no  plan  for
staffing  was  communicated  or offered.

During  interview  on  3/22/23,  at  1:14  p.m.  NA-B
stated  they  were  short  staffed  today.  There  was
only two NAs scheduled  an  a  rehab  aide  for 35
residents.  NA-B stated  they  did the  best  they
could  but  were  unable  to complete  the  five
scheduled  showers  for the  day.  Not all the
residents  could  be  turned  and  repositioned  as
they  should  be.  NA-B indicated  the  SW was  angry
on  2/28/23,  because  the  call light for the  resident
in room  159  was  on  for 2 hours,  it was  difficult to
see  if the  call lights  were  on  in that  area.  NA-B
explained  there  were  times  call lights  exceeded
30  minutes  "we  cant  get  to all of the  lights  when
there  is not  enough  staff. "

During  interview  on  3/22/23,  at  4:45  p.m.  social
service  designee  (SSD)  stated  an  awareness  of
the  difficulty of seeing  the  call lights  on  the  unit
where  the  150' s  rooms  were.  The  facility has
talked  about  getting  someone  to fix it so  staff
could  see  the  call lights.  The  SSD  stated  she  was
very  upset  it took  the  staff  two hours  to answer
room  159' s  call light, she  did not  recall  what  the
resident  needed  but  luckily nothing  happened.

During  interview  on  3/22/23  at  7:45  p.m.  LPN-C
stated  he  worked  in the  locked  memory  care  unit
and  many  times  he  was  the  only staff  for nine
residents.  He  was  the  only staff  working  on  the
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F 725  Continued  From  page  11
unit today  and  would  not  be  able  to get  the
scheduled  showers  completed  because  he  could
not  leave  the  residents  alone  on  the  floor. In
addition  LPN-C stated  there  was  two residents
that  required  assist  of two with transfers  using  a
mechanical  standing  lift. It would  be  impossible  to
transfer  those  two residents  because  he  was  the
only staff  on  the  unit.

During  interview  3/23/22,  at  10:30  a. m.  LPN-C
stated  he  was  alone  in the  memory  care  unit
today  from 6:00  to 8:00  a. m.  and  needed  help  to
transfer  two of the  residents.  When  he  asked  the
other  aides  for help,  they  told him "NO" they  were
short  staffed  too.  LPN-C stated  he  sent  an  email
to the  DON with the  response  she  was  not
working  today,  she  would  send  the  email  to the
administrator.  LPN-C stated  he  was  frustrated
because  noone  had  followed  up  with him.

Facility Staffing  Policy  revised  October  2017,
indicated  "Our  facility provides  sufficient  numbers
of staff  with the  skills and  competency  necessary
to provide  care  and  services  for all residents  in
accordance  with resident  care  plan. " In addition
the  policy indicated  staffing  numbers  and  skill
requirements  of direct  care  staff  are  determined
by the  needs  of the  residents  based  on  each
resident' s  plan  of care.  Inquires  or concerns
relative  to our  facility's  staffing  should  be  directed
to the  Administrator  or his/her  designee.

F 908  Essential  Equipment,  Safe  Operating  Condition
SS= E CFR( s): 483. 90(d)(2)

§483. 90(d)(2) Maintain  all mechanical,  electrical,
and  patient  care  equipment  in safe  operating
condition.
This  REQUIREMENT  is not  met  as  evidenced

F 725

F 908 4/13/23
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by:
Based  on  observation,  interview  and  document

review,  the  facility failed  to ensure  the  register
vents  were  kept  in a  safe  and  functional  manor  in
the  memory  care  unit. This  had  the  potential  to
affect  all nine  residents  who resided  in the
memory  care  unit.

Findings  include:

During  interview  on  3/22/23  at  7:45  p.m.  with
licensed  practical  nurse  ( LPN)-C stated  he
worked  in the  locked  memory  care  unit and  had
concerns  with the  vent  covers  that  were  falling off
the  heaters.  LPN-C knew  the  facility was  aware
of the  problem  but  nothing  seemed  to get  done  to
fix the  problem.

During  observation  on  3/23/23,  with licensed
practical  nurse  (LPN)-C at  10:15  a. m.  the  register
vent  in room  141- A was  falling off and  exposed
the  heater  elements  of the  heater  which  were
sharp  and  had  the  potential  to be  hot.

During  observation  3/23/22,  at  10:38  a. m.  in room
155,  approximately  two feet  of the  register  vent
cover  near  the  window had  fallen  down  which
exposed  the  heater  elements  and  sharp  edges.  In
the  hallway  entering  the  memory  care  unit and  in
the  dining  room  room  there  were  missing  vent
covers  which  exposed  heating  elements  and
sharp  edges.

During  interview  on  3/23/22,  at  12:39  p.m.  with
the  assistant  maintenance  director  (AMD) stated
he  was  aware  the  vent  covers  had  been  falling off
in the  memory  care  unit in the  hallway,  dining
room,  and  in the  resident' s  rooms.  The  AMD
further  stated  they  had  been  looking  at  different

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:BOZQ11

F 908

F 908:
The  baseboard  heat  register  covers  were
re-attached  to the  frames  to securely
cover  the  heating  elements  and  sharp  fins
inside  the  units.

To prevent  the  deficient  practice  from
recurring,  new  register  covers  were
ordered  by Maintenance  Director  on
03/23/23  and  will be  installed  to replace
the  old register  covers  when  they  arrive.
Anticipated  date  of arrival  is April 26th,
2023.

Audits  will be  completed  daily times  7,
weekly  times  3,  and  ongoing  as  needed
with results  forwarded  to the  QAA
committee  for review.

The  measures  that  the  facility will
undertake  so  the  problem  does  not  recur,
the  Maint Director  or Designee  will
conduct  daily walk-throughs  of the  facility
interior  and  exterior  areas  where  residents
have  exposure.  Daily sign  off sheets  will
be  used  to verify that  walk-through  checks
of resident  areas  are  operating  correctly
and  without  exposed  risks  to residents.

Additional  systems  include  the  daily
morning  Dept  Manager  meetings  held  on
Mondays  - Fridays  will be  used  to report
any  incidences  needing  Maintenance
attention  to fix. The  TELS  electronic
Maintenance  monitoring  system  has  been
installed  where  the  nursing  staff  can  enter
work orders  into TELS  and  when  they  are
completed,  the  Maintenance  Director
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F 908  Continued  From  page  13
vent  covers,  however,  they  needed  to be  ordered
on- line because  of the  specific  sizes.  The  AMD
stated  this  has  been  a  problem  for awhile,  if they
are  just  bumped  the  covers  fall off.

A policy was  requested  on  maintenance  of the
registers  and  was  not  provided  except  monthly
temperature  checks  which  were  kept  with in
normal  ranges  according  to manufacture.

F 921  Safe/ Functional/ Sanitary/ Comfortable  Environ
SS= D CFR( s): 483. 90( i)

§483. 90( i) Other  Environmental  Conditions
The  facility must  provide  a  safe,  functional,
sanitary,  and  comfortable  environment  for
residents,  staff  and  the  public.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  document

review,  the  facility failed  to fix damaged  tile with
sharp  edges,  shower,  tub  and  toilet that  leaked  in
the  Maple  Lane  shower  room.  This  had  the
potential  to affect  all 33  residents  who resided  in
the  unit who  potentially  would  use  the  Maple  Lane
shower  room.

Findings  include:

During  interview  3/21/23,  at  8:39  a. m.  family
member  (FM)-A stated  the  entire  time  R1 was
there  they  were  trying to get  him into the  whirlpool
bath,  we  found  out  he  facility did not  have  one
that  worked.  FM-A stated  the  staff  would  tell her
the  only whirlpool bath  they  had  was  in Maple
Lane  and  the  tub  had  leaked  for years,  they  were
only able  to give  showers.  FM-A indicated  she
was  concerned  with the  condition  of the  shower
room;  the  toilet leaked  water,  the  heat  lamp  did

F 908
marks  them  as  completed.  Equipment
maintenance  plans  will be  followed
according  to manufacturers  guidelines.

Compliance  date:  04/13/2023

F 921 4/22/23

F 921:
On  03/23/2023,  the  damaged  shower
room  tiles  and  the  areas  with missing  tiles
exposing  sharp  edges,  were  replaced  and
repaired  with new  tile and  grout  and
sealant  in the  Maple  Lane  shower  room.
The  whirlpool tub  that  had  a  slow water
leak  was  taken  out  of service  on
03/23/2023.  Additionally, licensed
contractor,  Marcus  Construction,  was
contacted  by Maintenance  Director  on
03/23/2023  to provide  estimates  on
removing  and  replacing  the  shower  tiles
and  updating  the  old plumping  fixtures
and  piping.  The  shower  fixture valve  on
the  wall will be  upgraded  with a  new
handle  when  the  fixture arrives,  which  is
expected  on  04/20/2023,  and  after  the
contractor  has  received  approval  from the
State  of Minnesota  Department  of Health
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F 921  Continued  From  page  14
not  work,  and  there  were  so  many  items  in the
room  that  it looked  like a  storage  area.  In
addition,  FM-A stated  there  were  missing  tiles
going  into the  shower  room  on  the  half wall. It
was  not  safe,  anyone  could  get  hurt  on  the  sharp
edges.  FM-A stated  she  had  informed  the
management  and  was  informed  she  could  make
a  report.  She  then  found  out  they  had  another
whirlpool tub  that  was  also  not  working.  FM-A
stated  staff  were  all aware  she  was  upset  and
knew  she  had  concerns  but  nothing  ever  got
done.

During  observation  on  3/21/23,  at  11:00  a. m.  in
the  Maple  Lane  shower  room,  with the  director  of
nursing  (DON) a  half wall had  several  missing  tile
pieces  that  exposed  rusted  metal.  The  shower
hose  was  hanging  down  and  leaking  water  onto
the  floor. When  the  shower  room  toilet was
flushed,  approximately  one  cup  of water  leaked
from the  back  of the  water  tank  onto  the  floor.
Multiple blue  tile pieces  were  missing  and  loose
under  and  around  the  tub.  Additionally, the  soap
dispensers  did not  work nor  did the  heat  lamp
above  the  shower.

During  interview  on  3/21/23,  at  11:20  a. m.  nursing
assistant  (NA)-F stated  the  tub  in Maple  Lane  had
not  worked  for years.  The  maintenance  director
would  tell staff  it worked  if the  door  to the  tub  was
shut  a  certain  way,  however,  it did not  work and  it
continued  to leak.  NA-F stated  every  day  towels
had  to be  put  down  in the  hallway  from the
shower  leaking  to prevent  residents  from falling.

During  interview  on  3/21/23,  at  1:00  p.m.  director
of maintenance  (DOM) stated  the  tub  worked  just
fine in Maple  Lane,  the  door  just  needed  to be
closed  correctly  so  it sealed.  The  other  unit

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:BOZQ11

F 921
to begin  plumbing  upgrades  on  the
project,  to also  allow for installation  of a
new  bathing  tub.

To ensure  compliance  with continuing
proper  hygiene  for the  residents,  showers
continue  to be  offered  to allow for
uninterrupted  ability to cleanse  residents,
until the  new  bathing  tub  is installed  and
operational.  A new  bathing  tub  quote  was
obtained  on  04/21/2023  by Direct  Supply
for an  Arjo brand  tub.  On  04/21/2023,  a
second  tub  vendor  confirmed  they  can
bring  a  demonstration  tub  on-site  on  or
before  April 28th,  2023,  that  has  a  higher
Bariatric  weight  capacity.

The  tub  order  will be  processed  after  the
demonstration  of the  Apollo tub  has  been
completed  with staff,  to determine  which
model  best  meets  the  needs  of our
resident  population.  The  installment  date
for the  new  replacement  tub  will be
scheduled  by Marcus  construction,  after
the  plumbing  upgrade  project  is approved
by the  State  of Minnesota  Department  of
Health.

The  shower  room  toilet that  had  a  water
leak  was  repaired  on  03/23/2023  by the
Maintenance  Director  by tightening  the
fittings where  the  clean  water  intake  valve
hose  leads  from the  wall into the  clean
toilet tank.

To ensure  continued  compliance  that  the
deficient  practice  does  not  recur,  audits
will be  completed  daily times  7,  weekly
times  3 and  then  ongoing  as  needed  with
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F 921  Continued  From  page  15
needed  a  new  lift chair  and  was  on  his  list to
purchase  and  replace.  In addition,  the  DOM
stated  as  far as  the  shower  leaking  the  staff
should  shut  it off all the  way.  The  DOM reported
an  awareness  of the  staffs  concerns  of these
issues;  staff  need  to know  how to use  the
equipment.  DOM had  offered  to show  them  how
to use  them.  The  DOM stated  he  was  not  aware
of the  toilet leaking  or the  heat  lamp  not  working;
staff  need  to fill out  a  yellow slip by his  office and
post  a  fix it slip,  then  he  would  work on  the  issue.

During  observation  and  interview  with the  DOM
on  3/21/23,  at  1:20  p.m.  it was  noted  in a  corner
of clean  utility room  (next  to the  tub/shower  room)
a  towel  stained  in a  yellow color  was  tucked  into
the  corner;  walls  appeared  to have  characteristics
consistent  with water  damage.  The  DOM stated
the  walls  were  damaged  from the  tub/shower
room  due  to water  leaking  into the  clean  utility
room.

During  interview  and  observation  on  3/23/21,  at
2:00  p.m.  the  facility administrator  stated  he  was
unaware  the  tub/shower  room  had  so  many
issues.

A policy was  requested  on  fixing items  and  was
not  provided.

F 921
results  reviewed  at  the  QAPI committee.

Residents  will continue  to be  offered
showers  to maintain  personal  hygeine.
The  heat  lamp  bulb  was  replaced.  The
unnecessary  items  were  removed  from
the  shower  room  to afford  more  personal
space  to safely  navigate  the  shower  room.

Preventative  Maintenance  rotation:
Additional  systems  include  the  daily
morning  Dept  Manager  meetings  held  on
Mondays  - Fridays  will be  used  to report
any  incidences  needing  Maintenance
attention  to fix. The  TELS  electronic
Maintenance  monitoring  system  has  been
installed  where  the  nursing  staff  can  enter
work orders  into TELS  and  when  they  are
completed,  the  Maintenance  Director
marks  them  as  completed.  Equipment
maintenance  plans  will be  followed
according  to manufacturers  guidelines.

Compliance  date:  04/21/2023
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Protecting, Maintaining and Improving the Health of All Minnesotans
   

Electronically delivered
April 4, 2023

Administrator
Glenoaks Senior Living Campus
100 Glen Oaks Drive
New London, MN  56273

Re:        State Nursing Home Licensing Orders
  Event ID: BOZQ11
    
Dear Administrator:

The above facility was surveyed on March 21, 2023 through March 23, 2023 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes.  At the
time of the survey, the survey team from the Minnesota Department of Health ‐ Health Regulation
Division noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat.    §  144.653 and/or Minn. Stat.  §  144A.10.  If, upon reinspection, it is found that the
deficiency or deficiencies 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 and/or statute of the
Minnesota Department of Health.     

To assist in complying with the correction 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
deficiency.  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 order within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.     

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14‐01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html.  The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically.  The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software.  Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.     

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule
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 or rule after the
statement, "This MN Requirement is not met as evidenced by."  Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.     

An equal opportunity employer.



Glenoaks Senior Living Campus
April 4, 2023    
Page  2

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.       

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text.  You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health.  We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

Lisa Krebs, Rapid Response
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Rochester District Office
18 Woodlake Drive, Rochester MN, 55904
Email: Lisa.Krebs@state.mn.us
Office (507) 206‐2728

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.     

Please feel free to call me with any questions.     

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:  Kamala.Fiske‐Downing@state.mn.us
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2 000  Initial Comments 2 000

*****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  3/2123  through  3/23/23,  a  complaint  survey
was  conducted  at  your  facility by surveyors  from
the  Minnesota  Department  of Health  (MDH). Your
facility was  found  NOT in compliance  with the  MN
State  Licensure.  Please  indicate  in your  electronic
plan  of correction  you have  reviewed  these  orders
and  identify the  date  when  they  will be  completed.
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The  following complaint  was  reviewed.
H53609356C  (MN91858)  with no  licensing  orders
issed.

The  following complaints  were  found  to be
SUBSTANTIATED H53609395C  (MN91867,
MN91873  and  MN91868) , H53609845C
(MN89815)  and  H53606436C  (MN89011)  with
licensing  orders  issued  at  0800,  1665  and  1685.
The  Minnesota  Department  of Health  is
documenting  the  State  Licensing  Correction
Orders  using  Federal  software.  Tag numbers
have  been  assigned  to Minnesota  state
statutes/ rules  for Nursing  Homes.  The  assigned
tag  number  appears  in the  far-left column  entitled
"ID Prefix  Tag." The  state  statute/ rule  out  of
compliance  is listed  in the  "Summary  Statement
of Deficiencies"  column  and  replaces  the  "To
Comply"  portion  of the  correction  order.  This
column  also  includes  the  findings  which  are  in
violation of the  state  statute  after  the  statement,
"This  Rule  is not  met  as  evidence  by." Following
the  surveyor  ' s  findings  are  the  Suggested
Method  of Correction  and  Time Period  for
Correction.
You have  agreed  to participate  in the  electronic
receipt  of State  licensure  orders  consistent  with
the  Minnesota  Department  of Health
Informational  Bulletin 14-01,  available  at
<https: //www.health. state. mn. us/ facilities/ regulati
on/ infobulletins/ ib14_ 1.html>  The  State  licensing
orders  are  delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted  to
you electronically.  Although  no  plan  of correction
is necessary  for State  Statutes/ Rules,  please
enter  the  word  "CORRECTED"  in the  box
available  for text.  You must  then  indicate  in the
electronic  State  licensure  process,  under  the
heading  completion  date,  the  date  your  orders  will
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be  corrected  prior to electronically  submitting  to
the  Minnesota  Department  of Health.  The  facility
is enrolled  in ePOC  and  therefore  a  signature  is
not  required  at  the  bottom  of the  first page  of
state  form.

2 000

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.

2 800  MN Rule  4658. 0510  Subp.  1 Nursing  Personnel;  2 800
Staffing  requirements

Subpart  1.  Staffing  requirements.  A nursing
home  must  have  on  duty  at  all times  a  sufficient
number  of qualified  nursing  personnel,  including
registered  nurses,  licensed  practical  nurses,  and
nursing  assistants  to meet  the  needs  of the
residents  at  all nurses'  stations,  on  all floors,  and
in all buildings  if more  than  one  building  is
involved.  This  includes  relief duty,  weekends,
and  vacation  replacements.

4/13/23

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document
review  the  facility failed  to provide  sufficient
staffing  to ensure  residents  received  care  and
assistance  as  needed  for 5 of 5 residents
(R1, R2, R3,  R4  and  R5) . These  deficient
practices  had  the  potential  to affect  all 42
residents  who resided  in the  facility.

Findings  include:

R1's  admission  Minimum Data  Set  (MDS) dated
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2/29/23,  indicated  R1  had  cancer  was  cognitively
intact,  no  behaviors,  did not  resist  cares  and
required  extensive  assist  of two with dressing,
bathing  and  grooming.  The  MDS indicated  R1
did not  receive  bathing  during  the  entire  period,
and  was  occasionally  incontinent  of bowel  and
bladder.  R1' s  care  plan  was  not  completed  due
to being  new  admission  to the  facility.

2 800

During  interview  on  3/21/23,  at  8:39  a. m.  family
member  (FM)-A for R1  stated  the  facility needs
more  staff  and  there  were  times  when  [R1] put
his  call light on  and  had  to wait up  to an  hour  for
staff  to come  and  help  him.  FM-A explained  the
month  that  R1  lived in the  facility, family had  to
give  him the  one  shower  he  had  because  the
facility did not  have  enough  staff.  FM-A reported
R1's  bed  sheets  were  not  being  changed,  his
room  was  often  filthy, treatments  were  not  being
completed  to his  legs,  and  did not  seem  as
though  anything  was  done  to improve  the  staffing
at  the  facility. FM-A stated  R1  went  to the  hospital
on  3/17/23,  and  they  were  not  planning  to have
him return  because  of the  concerns.

During  interview  on  3/21/23,  at  3:30  p.m.  FM-B
stated  the  staff  at  the  facility were  good,  the
facility did not  have  enough  of them.  FM-B stated
she  had  informed  the  social  worker  (SW)  and  the
physical  therapist  (PT)  during  a  meeting  R1' s
sheets  were  not  getting  changed  and  his  legs
were  not  getting  wrapped.  Although  R1' s  legs  did
start  to get  wrapped  as  ordered,  his  sheets
continued  to not  get  changed.  Family  would
change  the  sheets  because  staff  did not  have
time.

During  interview  on  3/21/23,  at  4:01  p.m.  licensed
practical  nurse  (LPN)-A stated  there  was  not
enough  staff  in the  facility. Last  weekend  she
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gave  two showers  to help  the  nursing  assistants
(NAs) on  the  floor. In addition  LPN-A stated  she
was  aware  R1's  family had  to give  him a  shower
since  there  was  not  enough  staff  and  she  was  so
embarrassed.  LPN-A reported  R1' s  legs  were  not
getting  wrapped  on  the  day  shift because  staff
could  not  get  it done.

2 800

Review  of R1's  Treatment  Record  for February
2024  included  the  following:
1.  Order  for Daily wound  care  to bilateral  lower
extremities  clean  wounds,  apply  silvadene  1%
topical  to open  areas  and  blisters,  apply  adaptic
gauze  over  open  areas  and  blisters  and  gently
secure  with gauze  wrap,  and  apply  ACE wraps
from the  base  of the  toes  to the  below  the  knee
every  day  shift (start  date  2/16/23  and  discontinue
date  2/23/23. )
In review  of R1's  Treatment  record  between
2/16/23  to 2/23/23,  it was  not  evident  R1' s  daily
would  care  was  completed  according  to physician
orders  on  five days,  dates  included:
-2/17/23
-2/18/23
-2/20/23
-2/21/23
-2/23/23

Review  of R1's  Call Light log from 2/22/23
through  3/17/23  identified  multiple  call light
response  times  greater  than  30  minutes.
-2/24/23,  response  time  was  1 hour  and  1 minute.
-2/27/23,  response  time  was  57  minutes
-2/28/23,  response  time  was  31  minutes
-3/01/23,  response  time  was  41  minutes
-3/02/23,  response  time  was  35  minutes
-3/05/23,  response  time  was  1 hour  and  7
minutes.  Also on  3/05/23  - 46  minutes
-3/06/23,  response  time  was  42  minutes
-3/09/23,  response  time  was  43  minutes
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-3/10/23,  response  time  was  43  minutes
-3/15/23,  response  time  was  50  minutes
-3/16/23,  response  time  was  55  minutes

2 800

Review  of R1's  Bath  Observation' s  sheet
indicated  the  following:
-On  2/27/23  indicated  "refused" , the  reason  for
refusal  was  left blank,  and  Alternate  bath
date/ shift was  left blank.
-On  3/14/23  indicated  "PM wife will help,  refused
wants  tomorrow! ". The  reason  for refusal  was  left
blank  and  Alternate  bath  date/ shift was  left
blank.  Could  not  be  ascertained  if R1  received  a
bath.
-On  3/29/23  indicated  "refused  due  to behaviors" ,
reason  for refusal  was  left blank,  and  Alternate
bath  date/ shift was  left blank.

R2's  quarterly  MDS dated  3/03/23,  indicated  R2
had  a  cerebral  vascular  accident  (CVA), heart
failure  and  hypertension.  In addition,  the  MDS
indicated  he  was  mildly cognitive  impaired,  had
no  behaviors  and  did not  reject  care.  R2  required
extensive  assist  with dressing,  bathing,  grooming,
toileting and  was  occasionally  incontinent  of
bladder  and  always  continent  of bowel.

R2's  Care  Plan  dated  1/05/23,  indicated  he  does
resist  cares  and  had  self  care  deficit as
evidenced  by requiring  assistance  with activities
of daily living (ADL)'s  and  required  assist  of two
with toileting  and  provided  peri- care  with every
incontinent  episode  as  necessary.

During  observation  and  interview  on  3/22/23,  at
4:32  p.m.  R2  sat  in his  electric  wheelchair  in his
room.  R2  explained  he  was  frustrated  with long
call light times.  He  would  put  on  his  call light, staff
would  come  in, turn  it off, and  say  they  would
come  back.  R2  stated  he  knew  when  he  needed
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to use  the  bathroom  and  has  had  multiple
incidents  where  he  wet  himself  waiting  for the
staff  to come  back.  R2  reported  this  made  him
unhappy  and  upset  because  his  pants  and  his
wheelchair  cushion  would  get  wet.  R2  stated  it
seemed  like staff  were  just  ignoring  him.

2 800

During  interview  on  3/22/23,  at  4:42  p.m.  NA-A
stated  there  were  a  lot of call-ins  at  the  facility.
There  were  times  not  all the  showers  could  get
done.  NA-A indicated  R2  was  usually  continent  of
bladder,  but  if he  had  to wait too  long for help  he
would  be  incontinent.

Review  of R2's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  times  greater  than  30  minutes:
-2/28/23,  response  time  was  38  minutes
-3/01/23,  response  time  was  35  minutes
-3/03/23,  response  time  was  38  minutes
-3/06/23,  response  time  was  1 hour
-3/07/23,  response  time  was  37  minutes
-3/10/23,  response  time  was  31  minutes
-3/13/23,  response  time  was  50  minutes
-3/14/23,  response  time  was  1 hour  and  4
minutes  and  response  time  of 46  minutes
-3/17/23,  response  time  was  42  minutes
-3/18/23,  response  time  was  56  minutes
-3/19/23,  response  time  was  36  minutes
-3/20/23,  response  time  was  52  minutes,
response  time  of 34  minutes,  and  36  minutes.

R3's  quarterly  MDS dated  1/04/23,  indicated  R3
had  heart  failure  and  hypertension.  The  MDS
further  indicated  she  was  cognitively  intact,  no
behaviors  and  did not  reject  care.  R3  required
extensive  assist  of two with bed  mobility,
transfers  and  toileting and  was  occasionally
incontinent  of urine  and  continent  of bowel.
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R3's  Care  Plan  dated  1/03/23,  indicated  R3  had
self  care  deficit due  to requiring  assistance  with
ADL's  and  had  urinary  incontinence.  R3  required
two person  assist,  and  directed  staff  to provide
peri- care  with every  incontinent  episode  and  as
necessary.

2 800

During  observation  and  interview  on  3/22/23  at
4:24  p.m.  R3  was  lying in her  bed.  R3  reported
having  to wait long  periods  for her  call light to be
answered  because  the  facility is short- staffed.  R3
stated  she  used  the  bedpan  when  she  needed  to
go  to the  bathroom.  R1  could  hold  her  bladder,
but  sometimes  it took  staff  too  long,  and  it would
start  hurting  from holding  her  bladder.  The  worst
was  on  an  evening  shift when  staff  put  her  on  the
bed  pan  for a  bowel  movement  and  was  left for
over  an  hour  waiting for someone  to take  her  off.
R3  indicated  the  staff  sometimes  would  come  in,
shut  off the  call light, promise  to come  back,  but
they  never  did.

During  interview  and  observation  on  3/22/23,  at
5:20  p.m.  R3  was  eating  her  supper  meal  and
had  her  call light on.  R3  stated  she  put  her  call
light on  at  5:05  p.m.  to be  put  on  the  bed  pan,
noone  had  answered  her  call light. At 5:35,
15-minutes  after  surveyor  entered  the  room,
unidentified  staff  entered  R3's  room  and  assisted
R3 with her  toileting needs.

Review  of R3's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  time  greater  than  30  minutes:
-2/24/23,  response  time  was  1 hour  and  29
minutes
-2/28/23,  response  time  was  36  minutes
-3/01/23,  response  time  was  36  minutes
-3/02/23,  response  time  was  31  minutes
-3/04/23,  response  time  was  1 hour,  response
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time  of 1 hour  and  15  minutes,  and  response  time
of 31  minutes.
-3/06/23,  response  time  was  52  minutes
-3/10/23,  response  time  was  39  minutes
-3/12/23,  response  time  was  34  minutes,  and
response  time  of 41  minutes
-3/11/23,  response  time  was  35  minutes
-3/15/23,  response  time  was  44  minutes,
response  time  of 58  minutes,  and  response  time
of 52  minutes.
-3/16/23,  response  time  was  52  minutes

R4's  admission  MDS dated  2/21/23,  indicated  R4
had  hip fracture,  was  moderately  cognitively
impaired,  required  extensive  assist  of two with
bed  mobility, transfers,  dressing  and  toileting.  R4
was  occasionally  incontinent  of bladder  and
always  incontinent  of bowel.

R4's  Care  Plan  dated  3/07/23,  identified  R4
required  two staff  for assistance.  Further
indicated  R4  was  occasionally  incontinent  of
bladder  and  staff  were  to clean  peri- area  with
each  incontinent  episode.

During  observation  and  interview  on  3/23/23,  at
10:17  a. m.  sat  in her  wheelchair,  FM-C sat  next
to her.  FM-C stated  the  staff  were  great  at  the
facility but  they  were  short  staffed.  FM-C stated
she  visits  often  and  thought  it took  staff  too  long
to answer  the  lights.  R4  stated  she  has  wet  her
pants  waiting for staff  and  was  embarrassed
when  that  happened.

Review  of R4's  Call Light log from 2/22/23
through  3/22/23,  identified  multiple  call light
response  times  greater  than  30  minutes:

-3/03/23,  response  time  was  34  minutes
-3/06/23,  response  time  was  33  minutes
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-3/08/23,  response  time  was  was  34  minutes
-3/15/23,  response  time  was  35  minutes  and
response  time  of 30  minutes.
-3/16/23,  response  time  was  34  minutes
-3/19/23,  response  time  was  31  minutes

2 800

R5's  quarterly  MDS dated  3/09/23,  indicated  R5
was  cognitively  intact,  rejects  care  1-3 times  a
week,  had  dementia  and  depression.  R5  needed
assist  with dressing,  extensive  assist  of two with
toileting,  and  total  dependence  with bathing.  R5
was  frequently  incontinent  of urine  and  always
incontinent  of bowel.

R5's  Care  Plan  dated  12/21/22,  indicated  R5  had
impaired  cognitive  function  and  impaired  thought
process  as  evidenced  by vascular  dementia.  The
care  plan  further  directed  staff  to encourage
bathing  two times  weekly,  required  assist  of two
with toileting,  had  incontinence,  and  staff  to
provide  peri-care.

During  interview  on  3/23/23,  at  8:30  a. m.  family
friend  (FF) -A stated  she  used  to be  R5' s  care
giver,  and  has  been  very  unhappy  with the  care
R5 was  receiving.  FF-A reported  call lights  were
constantly  going  off in the  building,  no  one
seemed  to answer  them.  FF-A explained  R5
would  sit in foul smelling  urine.  R5' s  recliner  had
to be  replaced  four times  because  of urine
soaking  into it. FF-A stated  R5  was  supposed  to
receive  two showers  a  week,  staff  would
document  that  she  refused.  FF-A informed  staff
to call her  when  R5  refused  so  she  could  give  R5
a  shower,  however,  staff  never  called.  FF-A
stated  when  she  visited  last  night,  R5  smelled  of
urine  so  bad  she  could  hardly  stand  it so  she  had
staff  change  her.  FF-A had  voiced  concerns  to
the  director  of nursing  (DON), however  nothing
seemed  to get  done,  the  facility needed  more
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staff.

2 800

During  observation  on  3/23/23,  at  11:00  a. m.  R5
sat  in her  recliner  with her  call light on.  No urine
odor  was  evident.

Review  of R5's  Bath  Observation' s  tracking
indicated  the  following for the  last  30  days:
-on  3/19/23,  bath  sheet  was  left blank.

During  interview  on  3/21/23,  at  7:30  p.m.  nursing
assistant  (NA)-A stated  when  the  facility used  to
have  a  bath  aide  the  showers  would  get
completed.  Now staff  on  the  floor had  to complete
them  and  they  could  not  get  them  done.

During  an  anonymous  (A)-A interview  on  3/22/23,
at  11:02  a. m.  A-A stated  the  residents  were  not
getting  there  baths  at  the  facility. Staffing  was
horrible.  The  corporate  consultant  has  told us  we
can  work with one  nursing  assistant  for 15
residents.  There  was  weekends  when  there  was
only one  nurse  and  trained  medication  assistance
(TMA) scheduled  for the  entire  building  during  the
day;  since  TMA's  could  not  do  treatments,  there
was  no  way  treatments  could  get  done  per
physician  orders.

During  interview  on  3/22/23,  at  12:02  p.m.  the
assistant  director  of nursing  (ADON)-A stated
baths  were  not  always  getting  done  but  staff  were
getting  all the  physician  ordered  treatments  done.

During  interview  on  3/22/23,  at  12:43  p.m.  LPN-B
stated  most  evenings  she  would  be  the  only
nurse  working  in the  building.  She  had  to pass
medications  for two wings.  LPN-B indicated  she
had  concerns  with staffing  and  aware  residents
were  not  getting  bathed.  LPN-B stated  she  has
brought  her  concerns  to the  administrator,  she
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felt her  concerns  were  minimized,  and  had  been
told staff  call-ins  could  not  be  controlled.  LPN-B
indicated  the  only plan  for when  there  was  call-in
was  to pass  room  trays  and  help  the  residents
with meals.  The  corporate  consultant  was  aware
of the  staffing  needs,  however,  no  plan  for
staffing  was  communicated  or offered.

2 800

During  interview  on  3/22/23,  at  1:14  p.m.  NA-B
stated  they  were  short  staffed  today.  There  was
only two NAs scheduled  an  a  rehab  aide  for 35
residents.  NA-B stated  they  did the  best  they
could  but  were  unable  to complete  the  five
scheduled  showers  for the  day.  Not all the
residents  could  be  turned  and  repositioned  as
they  should  be.  NA-B indicated  the  SW was  angry
on  2/28/23,  because  the  call light for the  resident
in room  159  was  on  for 2 hours,  it was  difficult to
see  if the  call lights  were  on  in that  area.  NA-B
explained  there  were  times  call lights  exceeded
30  minutes  "we  cant  get  to all of the  lights  when
there  is not  enough  staff. "

During  interview  on  3/22/23,  at  4:45  p.m.  social
service  designee  (SSD)  stated  an  awareness  of
the  difficulty of seeing  the  call lights  on  the  unit
where  the  150' s  rooms  were.  The  facility has
talked  about  getting  someone  to fix it so  staff
could  see  the  call lights.  The  SSD  stated  she  was
very  upset  it took  the  staff  two hours  to answer
room  159' s  call light, she  did not  recall  what  the
resident  needed  but  luckily nothing  happened.

During  interview  on  3/22/23  at  7:45  p.m.  LPN-C
stated  he  worked  in the  locked  memory  care  unit
and  many  times  he  was  the  only staff  for nine
residents.  He  was  the  only staff  working  on  the
unit today  and  would  not  be  able  to get  the
scheduled  showers  completed  because  he  could
not  leave  the  residents  alone  on  the  floor. In
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addition  LPN-C stated  there  was  two residents
that  required  assist  of two with transfers  using  a
mechanical  standing  lift. It would  be  impossible  to
transfer  those  two residents  because  he  was  the
only staff  on  the  unit.

2 800

During  interview  3/23/22,  at  10:30  a. m.  LPN-C
stated  he  was  alone  in the  memory  care  unit
today  from 6:00  to 8:00  a. m.  and  needed  help  to
transfer  two of the  residents.  When  he  asked  the
other  aides  for help,  they  told him "NO" they  were
short  staffed  too.  LPN-C stated  he  sent  an  email
to the  DON with the  response  she  was  not
working  today,  she  would  send  the  email  to the
administrator.  LPN-C stated  he  was  frustrated
because  noone  had  followed  up  with him.

Facility Staffing  Policy  revised  October  2017,
indicated  "Our  facility provides  sufficient  numbers
of staff  with the  skills and  competency  necessary
to provide  care  and  services  for all residents  in
accordance  with resident  care  plan. " In addition
the  policy indicated  staffing  numbers  and  skill
requirements  of direct  care  staff  are  determined
by the  needs  of the  residents  based  on  each
resident' s  plan  of care.  Inquires  or concerns
relative  to our  facility's  staffing  should  be  directed
to the  Administrator  or his/her  designee.

SUGGESTED  METHOD OF CORRECTION:
The  administrator,  director  of nursing,  and/ or
designees  could  evaluate  the  services  needed  by
residents  to determine  staffing  levels  and
monitor  for compliance.

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  days.
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21665  MN Rule  4658. 1400  Physical  Environment

21665

21665 4/13/23

A nursing  home  must  provide  a  safe,  clean,
functional,  comfortable,  and  homelike  physical
environment,  allowing the  resident  to use
personal  belongings  to the  extent  possible.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  document
review,  the  facility failed  to fix damaged  tile with
sharp  edges,  shower,  tub  and  toilet that  leaked  in
the  Maple  Lane  shower  room.  This  had  the
potential  to affect  all 33  residents  who resided  in
the  unit who  potentially  would  use  the  Maple  Lane
shower  room.

Findings  include:

During  interview  3/21/23,  at  8:39  a. m.  family
member  (FM)-A stated  the  entire  time  R1 was
there  they  were  trying to get  him into the  whirlpool
bath,  we  found  out  he  facility did not  have  one
that  worked.  FM-A stated  the  staff  would  tell her
the  only whirlpool bath  they  had  was  in Maple
Lane  and  the  tub  had  leaked  for years,  they  were
only able  to give  showers.  FM-A indicated  she
was  concerned  with the  condition  of the  shower
room;  the  toilet leaked  water,  the  heat  lamp  did
not  work,  and  there  were  so  many  items  in the
room  that  it looked  like a  storage  area.  In
addition,  FM-A stated  there  were  missing  tiles
going  into the  shower  room  on  the  half wall. It
was  not  safe,  anyone  could  get  hurt  on  the  sharp
edges.  FM-A stated  she  had  informed  the
management  and  was  informed  she  could  make
a  report.  She  then  found  out  they  had  another
whirlpool tub  that  was  also  not  working.  FM-A
stated  staff  were  all aware  she  was  upset  and
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knew  she  had  concerns  but  nothing  ever  got
done.

21665

During  observation  on  3/21/23,  at  11:00  a. m.  in
the  Maple  Lane  shower  room,  with the  director  of
nursing  (DON) a  half wall had  several  missing  tile
pieces  that  exposed  rusted  metal.  The  shower
hose  was  hanging  down  and  leaking  water  onto
the  floor. When  the  shower  room  toilet was
flushed,  approximately  one  cup  of water  leaked
from the  back  of the  water  tank  onto  the  floor.
Multiple blue  tile pieces  were  missing  and  loose
under  and  around  the  tub.  Additionally, the  soap
dispensers  did not  work nor  did the  heat  lamp
above  the  shower.

During  interview  on  3/21/23,  at  11:20  a. m.  nursing
assistant  (NA)-F stated  the  tub  in Maple  Lane  had
not  worked  for years.  The  maintenance  director
would  tell staff  it worked  if the  door  to the  tub  was
shut  a  certain  way,  however,  it did not  work and  it
continued  to leak.  NA-F stated  every  day  towels
had  to be  put  down  in the  hallway  from the
shower  leaking  to prevent  residents  from falling.

During  interview  on  3/21/23,  at  1:00  p.m.  director
of maintenance  (DOM) stated  the  tub  worked  just
fine in Maple  Lane,  the  door  just  needed  to be
closed  correctly  so  it sealed.  The  other  unit
needed  a  new  lift chair  and  was  on  his  list to
purchase  and  replace.  In addition,  the  DOM
stated  as  far as  the  shower  leaking  the  staff
should  shut  it off all the  way.  The  DOM reported
an  awareness  of the  staffs  concerns  of these
issues;  staff  need  to know  how to use  the
equipment.  DOM had  offered  to show  them  how
to use  them.  The  DOM stated  he  was  not  aware
of the  toilet leaking  or the  heat  lamp  not  working;
staff  need  to fill out  a  yellow slip by his  office and
post  a  fix it slip,  then  he  would  work on  the  issue.
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During  observation  and  interview  with the  DOM
on  3/21/23,  at  1:20  p.m.  it was  noted  in a  corner
of clean  utility room  (next  to the  tub/shower  room)
a  towel  stained  in a  yellow color  was  tucked  into
the  corner;  walls  appeared  to have  characteristics
consistent  with water  damage.  The  DOM stated
the  walls  were  damaged  from the  tub/shower
room  due  to water  leaking  into the  clean  utility
room.

During  interview  and  observation  on  3/23/21,  at
2:00  p.m.  the  facility administrator  stated  he  was
unaware  the  tub/shower  room  had  so  many
issues.

A policy was  requested  on  fixing items  and  was
not  provided.

SUGGESTED  METHOD FOR  CORRECTION:
The  administrator  and  environmental  services
director  could  monitor  the  status  of physical  plant
conditions  periodically  to insure  that  a  routine
maintenance  plan  in place  is being  effectively
instituted.

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

21685  MN Rule  4658. 1415  Subp.  2 Plant
Housekeeping,  Operation,  & Maintenance

21685

Subp.  2.  Physical  plant.  The  physical  plant,
including  walls,  floors,  ceilings,  all furnishings,
systems,  and  equipment  must  be  kept  in a
continuous  state  of good  repair  and  operation
with regard  to the  health,  comfort,  safety,  and
well-being  of the  residents  according  to a  written
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routine  maintenance  and  repair  program.

21685

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document
review,  the  facility failed  to ensure  the  register
vents  were  kept  in a  safe  and  functional  manor  in
the  memory  care  unit. This  had  the  potential  to
affect  all nine  residents  who resided  in the
memory  care  unit.

Findings  include:

During  interview  on  3/22/23  at  7:45  p.m.  with
licensed  practical  nurse  ( LPN)-C stated  he
worked  in the  locked  memory  care  unit and  had
concerns  with the  vent  covers  that  were  falling off
the  heaters.  LPN-C knew  the  facility was  aware
of the  problem  but  nothing  seemed  to get  done  to
fix the  problem.

During  observation  on  3/23/23,  with licensed
practical  nurse  (LPN)-C at  10:15  a. m.  the  register
vent  in room  141- A was  falling off and  exposed
the  heater  elements  of the  heater  which  were
sharp  and  had  the  potential  to be  hot.

During  observation  3/23/22,  at  10:38  a. m.  in room
155,  approximately  two feet  of the  register  vent
cover  near  the  window had  fallen  down  which
exposed  the  heater  elements  and  sharp  edges.  In
the  hallway  entering  the  memory  care  unit and  in
the  dining  room  room  there  were  missing  vent
covers  which  exposed  heating  elements  and
sharp  edges.

During  interview  on  3/23/22,  at  12:39  p.m.  with
the  assistant  maintenance  director  (AMD) stated
he  was  aware  the  vent  covers  had  been  falling off
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in the  memory  care  unit in the  hallway,  dining
room,  and  in the  resident' s  rooms.  The  AMD
further  stated  they  had  been  looking  at  different
vent  covers,  however,  they  needed  to be  ordered
on- line because  of the  specific  sizes.  The  AMD
stated  this  has  been  a  problem  for awhile,  if they
are  just  bumped  the  covers  fall off.

21685

A policy was  requested  on  maintenance  of the
registers  and  was  not  provided  except  monthly
temperature  checks  which  were  kept  with in
normal  ranges  according  to manufacture.

SUGGESTED  METHOD OF CORRECTION:
The  administrator,  maintanice  director  or
designee  could  develop,  review,  and/ or revise
policies  and  procedures  to ensure  equipment  is
kept  in continuous  state  of good  repair  and
operation.  The  administrator  or designee  could
educate  all appropriate  staff  on  the  policies  and
procedures.  The  administrator  or designee  could
develop  monitoring  systems  to ensure  ongoing
compliance.

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