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February 19, 2020

Administrator
Chris Jensen Health & Rehabilitation Center
2501 Rice Lake Road
Duluth, MN  55811

RE:  CCN: 245366
 Cycle Start Date: January 8, 2020

Dear Administrator:

On February 18, 2020, we informed you of continued imposed enforcement remedies.   

On February 6, 2020, 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 isolated deficiencies that constitute no actual harm with potential for more than
minimal harm that is not immediate jeopardy (Level D), 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 28, 2020, 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 28, 2020.  They will also notify the State Medicaid Agency
that they must also deny payment for new Medicaid admissions effective March 28, 2020.

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 18, 2020, 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 January 31,
2020.

   
Protecting, Maintaining and Improving the Health of All Minnesotans
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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" tag), i.e., the plan of correction should be directed to:

Teresa Ament, Unit Supervisor
Duluth Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Duluth Technology Village
11 East Superior Street, Suite 290
Duluth, Minnesota  55802-2007
Email: teresa.ament@state.mn.us
Phone: (218) 302-6151       
Fax: (218) 723-2359
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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 8, 2020 (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:
      

Tamika.Brown@cms.hhs.gov
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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 Tamika Brown, Principal Program Representative by phone at (312)
353-1502 or by e-mail at Tamika.Brown@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
specified for compliance or the imposition of remedies.            
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Feel free to contact me if you have questions.

Sincerely,

   
Joanne Simon, Enforcement Specialist   
Minnesota Department of Health   
Licensing and Certification Program   
Program Assurance Unit       
Health Regulation Division
Telephone: 651-201-4161     Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc:  Licensing and Certification File             

Chris Jensen Health & Rehabilitation Center
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F 000 INITIAL COMMENTS F 000

 On 2/4/20 - 2/6/20, an abbreviated survey was 
completed at your facility to conduct complaint 
investigations. Your facility was found not to be in 
compliance with 42 CFR Part 483, Requirements 
for Long Term Care Facilities.

The following complaint was found to be 
substantiated with no deficiency cited due to 
actions implemented by the facility prior to survey:  

H5366129C 

The following complaints were found to be 
substantiated with deficiencies cited: 

H5366130C: Deficiencies issues at F688, F758, 
F760, F880
H5366131C. Deficiency issued at F760

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

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

 

F 688
SS=D

Increase/Prevent Decrease in ROM/Mobility
CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.  
§483.25(c)(1) The facility must ensure that a 

F 688 3/19/20

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

03/03/2020Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 688 Continued From page 1 F 688
resident who enters the facility without limited 
range of motion does not experience reduction in 
range of motion unless the resident's clinical 
condition demonstrates that a reduction in range 
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of 
motion receives appropriate treatment and 
services to increase range of motion and/or to 
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility 
receives appropriate services, equipment, and 
assistance to maintain or improve mobility with 
the maximum practicable independence unless a 
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure ambulation 
exercise was provided for 1 of 1 resident (R1) 
according to assessed need.

Findings include:

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had diagnoses of dementia, 
atrial fibrillation (irregular heart beat), deep vein 
thrombosis (blood clots in veins), diabetes 
mellitus, and heart disease.  The MDS indicated 
R1 had severe cognitive impairment, and 
required extensive assistance with all activities of 
daily living (ADL).

R1's Care Plan dated 1/15/20, indicated R1 
required assist of two with all ADL's, assist of one 
for locomotion, utilized a wheelchair and was not 
ambulating at the time, with weight bearing as 
tolerated.  

 Submission of this Response and Plan of 
correction is not a legal admission that a 
deficiency exists or that this Statement of 
Deficiency was correctly cited, and is also 
not to be construed as an admission of 
fault by the facility, the Executive Director 
or any employees, agents or other 
individuals who draft or may be discussed 
in this Response and Plan of Correction.  
In addition, preparation and submission of 
this Plan of Correction does not constitute 
an admission or agreement of any kind by 
the facility of the truth of any facts alleged 
or the correctness of any conclusions set 
forth in the allegations.  Accordingly, the 
Facility has prepared and submitted this 
Plan of Correction prior to the resolution 
of any appeal which may be filed solely 
because of the requirements under state 
and federal law that mandate submission 
of a Plan of Correction within ten (10) 
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F 688 Continued From page 2 F 688

R1's physical therapy encounter note dated 
1/9/20, indicated resident and caregiver training 
was done with instruction for therapeutic 
exercises and ambulation to improve mobility to 
higher level and decrease fall risk.

Review of R1's January 2020, Functional 
Maintenance Program (FMP) indicated R1 was to 
ambulate with assist of one with a full wheeled 
walker and wheelchair to follow, three to five 
times per week.  Review of the documentation 
revealed the program was initiated on 1/10/20, 
and R1 had ambulated once, refused two days, 
and the remaining 17 days for January were 
blank.  

Review of R1's February 2020, FMP revealed R1 
was to ambulate with assist of one with a full 
wheeled walker and wheelchair to follow, three to 
five times per week.  Review of the 
documentation revealed all the days of the month 
were blank. 

R1's nursing assistant care plan dated 2/6/20, 
indicated R1 was assist of one to two for transfer, 
used a manual wheel chair and was 
non-ambulatory.  R1 was weight bearing as 
tolerated and was to have restorative nursing 
which directed the nursing assistant (NA) to see 
the restorative book. 

On 2/5/20 at 8:30 a.m. nursing assistant (NA)-B 
was observed in R1's room, standing at the 
bedside providing morning cares. R1 was 
confused but easily redirected throughout the 
cares. No behaviors noted.  

On 2/5/20 at 3:40 p.m. NA-C stated she was 

days of the survey as a condition to 
participate in Title 18 and Title 19 
programs.  This Plan of Correction is 
submitted as the facility s credible 
allegation of compliance.
F688 Increase/prevent decrease in 
ROM/mobility
R1 has discharged from the facility. 
Other residents with ambulation programs 
were reviewed and plans revised to their 
capability
Education provided to nursing staff on 
ambulation programs to prevent decrease 
in mobility 
Audits of ambulation programs will be 
completed 2 times a week for 4 weeks 
and then monthly for 2 months on each 
unit with 5 residents being audited from 
each audit to ensure ambulation programs 
are being completed.  
DON/ Designee will report results and 
trends of all audits to QAPI Committee for 
further recommendations. 
Compliance date 3/19/2020
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F 688 Continued From page 3 F 688
aware the aides were to perform exercises and 
provide walking with some of the residents, but 
had never walked with R1. NA-C stated there just 
was not enough staff to provide restorative 
nursing services for any of the residents.  

On 2/5/20 at 3:53 p.m. NA-A confirmed the aides 
provided restorative services as directed in the 
FMP chart.  However, NA-A stated she had never 
provided any exercises or walking with R1. NA-A 
stated when she assisted other residents with 
their FMP program, she would document on their 
individual FMP record as to how many minutes of 
exercise provided, the distance walked, or if the 
resident refused.   

On 2/6/20 at 8:14 a.m. The registered nurse 
(RN)-E stated the therapists completed the 
resident evaluations and developed the FMP 
based on the evaluations. The FMP would be 
placed in the FMP book, the resident's care plan 
would be updated as well as the group aide 
sheet.  RN-E verified the physical therapist had 
set up an ambulation program for R1 on 1/8/20. 
RN-E confirmed R1's FMP documentation was 
lacking and stated R1 had not received 
ambulation services, as directed. 

On 2/6/20 at 8:56 a.m. NA-B stated she was 
unaware R1 had an established walking program.  
At this time, NA-B assisted R1 to stand and walk 
with his walker with the wheel chair following 
behind, and ambulated approximately forty to fifty 
feet.  NA-A stated this was the first time R1 had 
walked. NA-B stated the staff did not offer to walk 
R1 because he would refuse and tell us that we 
were not going to move him.     

On 2/6/20 at 9:32 the director of nursing (DON) 
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F 688 Continued From page 4 F 688
stated the process to alert staff of a newly 
developed FMP was for the nurse manager to set 
up the program they received from the therapist. 
The health unit coordinator (HUC) would put the 
program into the restorative book and also on the 
resident care sheets.   The DON stated she 
believed R1's FMP program had fallen through 
the cracks, and had been missed. 

On 2/6/20 at 9:59 a.m. physical therapist (PT)-B 
stated he had developed R1's walking program 
on 1/8/20, and at the time of discharge from 
therapy on 1/23/20, R1 was ambulating 50 to 99 
feet with supervision.  PT-B stated he was not 
aware R1 was not being ambulated as directed 
by the FMP. PT-B stated that once a resident was 
discharged from therapy, it was nursing's 
responsibility to provide the services. PT-B stated 
R1 had not ambulated 6 of the 12 physical 
therapy visits, either because he had refused 
ambulation that day or the therapist did not offer 
because nursing was directed to provide 
ambulation services.  

The Restorative Program policy dated 4/1/08, 
indicated all residents were supported to maintain 
or attain their highest level of functioning.  
Restorative programs were individualized to meet 
resident needs with short and long term 
achievable goals documented.

F 758
SS=D

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.  
§483.45(c)(3) A psychotropic drug is any drug that 
affects brain activities associated with mental 
processes and behavior.  These drugs include, 
but are not limited to, drugs in the following 

F 758 3/19/20
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F 758 Continued From page 5 F 758
categories:
(i) Anti-psychotic; 
(ii) Anti-depressant; 
(iii) Anti-anxiety; and
(iv) Hypnotic

Based on a comprehensive assessment of a 
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used 
psychotropic drugs are not given these drugs 
unless the medication is necessary to treat a 
specific condition as diagnosed and documented 
in the clinical record;

§483.45(e)(2) Residents who use psychotropic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs;

§483.45(e)(3) Residents do not receive 
psychotropic drugs pursuant to a PRN order 
unless that medication is necessary to treat a 
diagnosed specific condition that is documented 
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs 
are limited to 14 days.  Except as provided in 
§483.45(e)(5), if the attending physician or 
prescribing practitioner believes that it is 
appropriate for the PRN order to be extended 
beyond 14 days, he or she should document their 
rationale in the resident's medical record and 
indicate the duration for the PRN order.    
 
§483.45(e)(5) PRN orders for anti-psychotic 
drugs are limited to 14 days and cannot be 
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renewed unless the attending physician or 
prescribing practitioner evaluates the resident for 
the appropriateness of that medication.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to identify and monitor 
target behaviors, implement nonpharmacological 
interventions prior to, obtain informed consent, 
and perform a Tardive Dyskinesia Assessment 
prior to the initiation of Haldol, an antipsychotic 
medication, in order to justify its use for 1 of 5 
residents (R1) whose medication regimen was 
reviewed.

Findings include:

R1's 14 day Minimum Data Set (MDS) dated 
1/14/20, indicated R1's diagnoses included 
dementia, diabetes mellitus, and heart disease. 
The MDS also indicated R1 was severely 
cognitively impaired, exhibited physical and verbal 
aggression toward others, refusal of cares, and 
received antidepressant medications daily.  

R1's Psychotropic Care Area Assessment (CAA), 
dated 1/15/20, indicated R1 received an 
antidepressant medication daily. R1 had been 
resistive with cares and was non-compliant with 
his medications.  

R1's Physician orders dated 1/7/20, included 
Zoloft (an antidepressant) 50 milligram (mg) 
tablet, one tablet two times per day.  R1's current 
physician orders included an order for Haloperidol 
(antipsychotic medication) tablet, 1 mg one time a 
day for agitation and behaviors. 

Nurse practitioner (NP) visit documentation dated 

 F758 Free from unnecessary 
psychotropic medication/ PRN use 
R1 has discharged from the facility. 
Other residents reviewed for targeted 
behaviors; non-pharm. Interventions; 
consents; and AIMS assessments if using 
psychotropic medications. 
Education provided to licensed nurses on 
the need for targeted behaviors; 
non-pharm. Interventions; consents; and 
AIMS assessments before initiation of 
psychotropic medication.  
Audits of targeted behaviors; 
non-pharmacological interventions; 
consents; and AIMS assessments will be 
done 2 times a week for 4 weeks and then 
monthly for 2 months on each unit with 5 
residents being audited from each unit.  
DON/ Designee will report results and 
trends of all audits to QAPI Committee for 
further recommendations. 
Compliance date 3/19/2020
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F 758 Continued From page 7 F 758
1/28/20, indicated R1 had behaviors which 
included agitation, restlessness, striking out at 
staff, and refusing meds.  Vascular dementia with 
behavior disturbance was listed as the primary 
diagnosis.  The NP indicated R1 was declining 
with increased falls and behaviors, Haldol 1 mg 
every pm for agitation, and to continue to monitor 
R1 and provide supportive care. 

Review of R1's Medication Administration 
Records (MAR) indicated Haldol was initiated on 
1/28/20, and administered daily at 1800 [6:00 
p.m.].  

Review of R1's Progress Notes from 1/7/20, to 
2/6/20, indicated R1 had episodes of confusion, 
had seven falls, and six notations of physical 
combativeness with cares. However, the PN's 
failed to identify the use of or an evaluation of the 
Haldol use.  R1's clinical record lacked evidence 
of target behaviors related to psychosis such as 
hallucinations, delusions, or paranoia in order to 
justify the use of an antipsychotic medication.  In 
addition, R1's clinical record lacked evidence of 
side effect monitoring, and an informed consent 
prior to the initiation of the antipsychotic 
medication. 

R1's current care plan dated 1/15/20, did not 
identify target behaviors, the use of Haldol, nor 
any monitoring for potential adverse reactions.

On 2/5/20 at 8:30 a.m. nursing assistant (NA)-B 
was observed in R1's room, standing at the 
bedside providing morning cares. R1 was 
confused but easily redirected throughout the 
cares. No behaviors noted.  

On 2/6/20 at 8:14 a.m. RN-E stated the NP had 
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F 758 Continued From page 8 F 758
started R1 on Haldol because of his agitation.  
RN-E verified there was no target behavior 
monitoring performed and stated he would 
implement that today. RN-E stated he would 
expect R1's clinical record would include 
documentation related to the use the initiation of 
the Haldol and an informed consent to administer 
the medication should have been obtained prior 
to initiation.     

On 2/6/20 at 9:32 a.m. the director of nursing 
(DON) stated she was not aware R1 had been 
started on Haldol and the initiation of it was not 
appropriate without first trying other interventions. 
The DON stated it was the facility's policy to 
monitor target behaviors with any psychotropic 
medication use. 

The facility's Unnecessary Drugs-Psychotropic 
Drugs Policy, last revised 9/22/17, indicated 
antipsychotic drugs should not be used unless 
the resident's clinical record clearly indicated that 
the resident had one or more of the following 
specific conditions:  schizophrenia, 
schizo-affective disorder, delusional disorder, 
psychotic mood disorder, acute psychotic 
episodes, brief reactive psychosis, 
schizophreniform disorder, atypical psychosis, 
demented illnesses with associated behavioral 
symptoms, or medical delirium with manic or 
psychotic symptoms.  
If it was determined that the use of an 
antipsychotic medication may help to promote or 
maintain the resident's highest practicable 
mental, physical and psychosocial wellbeing, a 
physician must determine if/what medication was 
justified by evaluating the resident's clinical 
condition, risks, existing medication regiment and 
other related factors.  The physician's order must 
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F 758 Continued From page 9 F 758
include diagnosis that meets the criteria for use of 
the mediation, along with the dosage and 
frequency.  The policy directed staff to complete a 
Tardive Dyskinesia assessment prior to initiation 
of medication. Establish target behavior sheet 
which must include quantitative and objective 
information in the resident's clinical record or 
medication administrative record and to monitor 
side effects of medications.

F 760
SS=D

Residents are Free of Significant Med Errors
CFR(s): 483.45(f)(2)

The facility must ensure that its-
§483.45(f)(2) Residents are free of any significant 
medication errors.
This REQUIREMENT  is not met as evidenced 
by:

F 760 3/19/20

 Based on interview and document review, the 
facility failed to ensure high risk medications were 
provided in accordance with physician orders for 
2 of 3 residents (R1, R3) who received daily 
anticoagulant (blood thinner) therapy.

Findings include: 

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had diagnosis of dementia, 
atrial fibrillation (irregular heart beat), deep vein 
thrombosis (blood clots in veins), diabetes 
mellitus, and heart disease.  The MDS indicated 
R1 had received anticoagulation medication for 3 
of 7 days.  

R1's care plan dated 1/10/20, indicated R1 was at 
risk for complications related to anticoagulation 
use.  The goal was to have coagulation therapy in 
therapeutic range and directed staff to administer 
medication as ordered.  

 F760 Residents are free from significant 
medication errors 
R1 has discharged from the facility  
R3 has been given medications as 
ordered
Other residents on anticoagulant 
medication were reviewed and 
determined to be receiving medications as 
ordered. 
Education provided to licensed nurses on 
PT/INR process; anticoagulant P&P, 
medication order transcription and the 6 
rights of medication administration.  
Audits of medication administration will be 
done 2 times a week for 4 weeks and then 
monthly for 2 months with 5 residents 
being audited from each unit.
Medication pass audits to be completed 
on each unit. One med pass audit per unit 
per week times 4 weeks.
DON/ Designee will report results and 
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F 760 Continued From page 10 F 760

R1's Medication Review Report included orders 
for warfarin (an anticoagulation medication) daily.  

R1's Medication Administration Report (MAR) 
dated January 2020, revealed R1 had missed 
seven days (doses) of warfarin. Five days were 
documented as the resident refused, and two 
days as other (1/14/20, 1/27/20), which referred 
reader to R1's progress notes.

R1's Progress Notes (PN) written on 1/14/20, 
failed to identify the missed dose of the warfarin. 

R1's PN dated 1/28/20, indicated R1 had not 
received warfarin dose the previous day because 
the pharmacy had failed to bring the medication 
to the facility.  The physician was notified and the 
facility was instructed to obtain follow up orders 
from the Coumadin clinic, who was managing 
R1's anticoagulation treatment.  

On 2/6/20 at 8:14 a.m. registered nurse (RN)-E 
verified warfarin was a high risk medication and 
needed to be given as ordered.  RN-E stated R1 
had behaviors of sun-downing and his behaviors 
were often worse in the evenings and as a result, 
R1 would frequently refuse to take his evening 
dose of the scheduled warfarin. RN-E stated in 
order to ensure R1 received the medication, on 
1/28/20, the timing of administration was changed 
to morning instead of the evening to help ensure 
R1's compliance. RN-E stated this was the first 
intervention developed and attempted to address 
R1's refusal of the evening medication. In 
addition, RN-E stated the pharmacy had misread 
the original warfarin order on 1/25/20, and had 
only sent enough medication for the 1/25/20 and 
1/26/20, doses and due to labs ordered to be 

trends of all audits to QAPI Committee for 
further recommendations. 
Compliance date 3/19/2020
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F 760 Continued From page 11 F 760
drawn on 1/27/20, had not seen the order for the 
medication to be administered on 1/27/20 as well. 
When it the error was discovered, the nurse had 
called the pharmacy, however the pharmacist 
informed the facility that they did not have an 
order to administer warfarin on 1/27/20.  When 
asked if the pharmacist was informed of the 
correct order, RN-E stated the odor was not 
re-faxed to the pharmacy for clarification and he 
did not know why it was not, but it should have 
been. RN-E verified R1 was not provided the 
medication on 1/27/20.  

On 2/6/20 at 9:32 a.m. the director of nursing 
(DON) stated the nurse managers were to be 
informed of any refused or missed medications, 
especially high risk medications such as warfarin.  
The DON stated if a resident refused medication, 
the nurse was to attempt to identify why the 
resident was refusing, and notify the resident's 
representative of the medication refusals. The 
DON stated she had thought the nurse had 
re-faxed the order to the pharmacy for 
clarification.  The DON stated she was currently 
working with the pharmacy to help avoid future 
missed medications. 

R3's admission MDS dated 1/14/20, indicated R3 
had diagnoses which included chronic atrial 
fibrillation (heart arrhythmia which increases risk 
of blood clots), history of embolism (blockage in 
the arterial or venous blood flow), and long term 
use of anticoagulants. 

R3's ADL Functional/Rehabilitation Potential CAA 
dated 1/14/20, indicated R3 was admitted from 
the hospital following diagnoses of sepsis (an 
infection of the blood stream), chronic obstructive 
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F 760 Continued From page 12 F 760
pulmonary disease, diabetes type II, muscle 
weakness, reduced mobility, and chronic atrial 
fibrillation. The CAA also indicated R3 required 
assist of two staff persons for mobility, received 
anticoagulant medication, and was at risk for 
limited mobility and medication use. 

R3's Care Plan dated 1/10/20, indicated R3 was 
at risk for complications/injuries related to 
anticoagulation (Coumadin [warfarin]) use. The 
Care Plan directed staff to complete labs as 
ordered, administer medication as ordered, and 
review any new medication orders with the 
physician, pharmacist, and/or warfarin clinic 
involved in anticoagulation for potential 
contradicted use. The Care Plan further directed 
staff to observe for symptoms of bleeding, such 
as bruising, hematuria, black/tarry stool and 
review with R3's physician for recommendations.

R3's Anticoagulant Flowsheet indicated the 
following International Normalized Ratio (INR) 
(blood test used to determine the clotting 
tendency of blood) results. The flowsheet also 
indicated R3's goal INR range was 2-3:

- On 1/23/20, INR 2.7, administer 6 mg Monday, 
Wednesday, and Friday, then 7 mg ROW [rest of 
the week]
- On 1/27/20, INR 2.6, no further information 
indicated on flowsheet
- On 1/31/20, INR 1.1 no further information 
indicated on flowsheet

R3's Physician order dated 1/23/20, Coumadin 6 
mg every Monday, Wednesday and Friday, 7 mg 
ROW INR on 1/27/20.  The facility's lab calendar 
dated 1/27/20, indicated R3 was to have an INR 
completed that day. 
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R3's Nurse's Note dated 1/30/2020, at 11:00 p.m.  
Nurses Note Late Entry: Writer noticed that the 
patient did not have any Coumadin orders. Writer 
called the on call physician with INR 2.4 and 
received a one-time order for 5 mg of 
Coumadin/INR 1/31/20. Writer reported the INR 
need to morning nurse and placed the INR order 
on the calendar for the 1/31/20.  R3's Physician 
order dated 1/30/20, directed one time order of 
Coumadin 5 mg. INR 1/31/20. 

R3's Nurses Note written on 2/5/20, at 8:35 a.m. 
and dated for 1/31/2020, indicated Late Entry: 
Writer received a phone call from Coumadin clinic 
RN regarding R3's low INR and questioned if 
resident was receiving Coumadin. After 
investigation, med error identified. The 1/27/20, 
Coumadin order was not processed and as a 
result R3 missed three doses. Provider notified, 
resident notified. Coumadin clinic RN called back 
with orders for the day and to bridge with Lovenox 
until goal range was accomplished. Eldercare on 
call to dose over the weekend. DON notified of 
med error. 

R3's Physician telephone order read back 
(TORB) dated 1/31/20, indicated Coumadin 8 mg 
today, call Eldercare on call provider for dosing 
on 2/1/20, and 2/2/20, and to recheck INR on 
2/3/20.  R3's TORB dated 1/31/20, indicated 
Lovenox 40 mg subcutaneous was to be given 
twice daily until INR was >2.0 or above.

R3's Physician order dated 2/1/20, directed a 
one-time dose of 8 mg Coumadin tonight, an INR 
Sunday 2/2/20, and to refer to the on call for 
dosing
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R3's Physician order dated 2/2/20, 8 mg 
Coumadin 2/2/20, recheck INR 2/3/20, and call in 
results to Eldercare on call for orders. Continue 
with 40 mg Lovenox BID until INR 2.0

On 2/5/20, at 8:41 a.m., RN-A stated an INR 
order was to be entered into R3's electronic 
medical chart as well as written in the lab 
colander as reminders to do the lab work.  RN-A 
stated the reminder for the INR would be 
identified on R3's medication administration 
record (MAR) for the morning shift to ensure it 
was completed, but Coumadin was usually given 
during the evening shift therefore the reminder 
may not have "popped up" for the evening shift 
nurse as a reminder. However, RN-A confirmed 
the lad was also written in the calendar and the 
nurse should have looked at the calendar to verify 
INR results had been obtained and orders 
received. 

On 2/5/20, at 10:09 a.m. R3's Physician (MD)-A 
stated approximately two weeks prior, there had 
been a recent change in the Coumadin order 
process between the Coumadin clinic, physician 
offices, and the facility. MD-A stated he was 
aware of the changes in process as well as the 
facility's history of Coumadin orders having been 
missed at the facility. However, MD-A was 
unaware of R3 having missed Coumadin doses, 
but stated he believed R3's likelihood of 
developing a clot was slim due to her medical 
history. MD-A stated the facility nurses' should 
always follow up on any INR results, if no order 
was obtained. 

On 2/5/20, at 2:16 p.m., RN-A stated the process 
for Coumadin/warfarin use was to draw the INR, 
an INR result sheet was to be filled out and faxed 
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F 760 Continued From page 15 F 760
to the Coumadin clinic for review. The Coumadin 
clinic would either call or fax the facility with 
questions or provide new orders. If new orders 
were received, the order would entered into the 
resident's chart, entered onto the INR flowsheet, 
and also onto the lab calendar. If orders had not 
been received the day of the INR, the nurse was 
to call the clinic by 3:30 p.m. to obtain orders or, if 
after clinic hours, call the on-call physician.  RN-A 
stated he was working on 1/27/20, and had 
obtained R3's INR lab draw that morning. 
However, RN-A stated it was the end of his shift 
and he was "headed out the door" when the 
Coumadin clinic nurse called with R3's orders. 
RN-A stated the took the new order to administer 
Coumadin 6 mg on 1/27/20, then 7 mg the rest of 
the week. RN-A stated he wrote the order onto 
the INR form that had been faxed to the 
Coumadin clinic and had informed the oncoming 
nurse of the dose change. However, RN-A 
verified he did not complete the process of order 
entry into R3's chart, MAR or lab calendar and 
stated this was not standard practice, but he was 
passed his scheduled work time therefore had 
passed the information on to the oncoming nurse. 
RN-A verified R3 did not receive Coumadin as 
ordered on 1/27/20, 1/28/20 or 1/29/20, due to 
the order entry error. RN-A verified this placed R3 
at increased risk of blood clots. 

On 2/5/20, at 2:56 p.m., the assistant director of 
nursing (ADON) stated she was aware of R3's 
Coumadin medication error that had occurred on 
1/27/20, but was unaware of the specifics of the 
error because she did not complete the 
investigation. 

On 2/6/20, at 9:39 a.m., the DON verified 
Coumadin was a high risk medication and 

FORM CMS-2567(02-99) Previous Versions Obsolete P3XB11Event ID: Facility ID: 00598 If continuation sheet Page  16 of 21



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/04/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245366 02/06/2020
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2501 RICE LAKE ROAD
CHRIS JENSEN HEALTH & REHABILITATION CENTER

DULUTH, MN  55811

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 760 Continued From page 16 F 760
confirmed R3 had missed doses of the 
medication as noted and stated all physician 
order processing was to completed by the nurse 
that received the order. 

On 2/6/20, at 9:56 a.m., the Administrator verified 
her expectations were for medication errors to be 
reported with an investigation for root cause and 
system issues identified with interventions 
implemented to prevent errors in the future. The 
Administrator stated the facility had begun an 
investigation into the facility medication 
processes including order entry, pharmacy 
usage, as well as tracking and trending of 
medication errors in order to prevent future 
errors. 

The facility's Anti-Coagulant Use Policy revised 
3/1/14, indicated warfarin/Coumadin was among 
the most potent medications given to residents of 
long term care facilities. The administration and 
monitoring of the drug was critical for resident 
safety. There was a narrow therapeutic index.  
Warfarin therapy required continual, intensive 
monitoring to ensure resident safety. Small 
change in dosing due to drug interactions, missed 
doses or changes in overall health will affect the 
balance of anticoagulation.

The facility's Physician's Order Policy, revised 
November 2016, indicated all residents would 
have current, dated, and signed physician's 
orders. The policy further indicated telephone 
orders would be filed in the resident's chart in 
chronological order and the nurse would place all 
identifying information on the form.

F 880
SS=D

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

F 880 3/19/20
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§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
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F 880 Continued From page 18 F 880
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure personal 
protective equipment (PPE) was appropriately 
utilized by the nursing staff for 1 of 1 resident 
(R1) observed in contact precautions. 

Findings include:

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had a history of vancomycin 

 F880 Infection Prevention and Control 
R1 has discharged from the facility. 
Other residents requiring use of PPE were 
reviewed and care plan updated with 
appropriate PPE needs based on infection 
present. 
Education provided to nursing staff on 
appropriate use of PPE in accordance 
with precautions
Audits of appropriate use of PPE will be 
done 2 times a week for 4 weeks and then 
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resistive enterococci (VRE) infection in his urine, 
had dementia with severe cognitive impairment.

R1's physician visit note dated 1/8/20, indicated 
R1 had recurrent urinary tract infections (UTIs), 
including vancomycin resistant enterococci (an 
infection with bacteria that are resistant to the 
antibiotic vancomycin) (VRE) infections which 
required R1 to be on contact isolation 
precautions.  

R1's Care Plan dated 1/15/20, indicated R1 was 
frequently incontinent of bowel and bladder and 
directed the staff to check and change R1's 
incontinent product every four hours and as 
needed, and to provide incontinence care with 
each incontinent episode.

On 2/5/20 at 8:30 a.m. nursing assistant (NA)-B 
was observed in R1's room, standing at the 
bedside providing morning incontinence care.  
NA-B had gloves on, but no gown. NA-B stated 
she had washed R1 up and had changed the 
incontinent brief which had been wet with urine. 
NA-B stated she was aware of R1's infection and 
the need to wear personal protective equipment 
(PPE) when caring for R1 and verified the 
directive to wear PPE which included a gown, 
was also posted outside of his room. NA-B stated 
she should have worn a gown when providing R1 
personal and incontinence care, but she had 
planned on being very careful not to get any urine 
on herself/uniform. NA-B verified she was aware 
of what contact precautions included, but stated 
this morning she was in a hurry and messed up. 

On 2/6/20 at 8:14 a.m. registered nurse (RN)-E 
verified R1 was on contact precautions due to 
VRE positive in his urine and stated gowns and 

monthly for 2 months by monitoring 2 staff 
on each unit on a variety of shifts. 
DON/ Designee will report results and 
trends of all audits to QAPI Committee for 
further recommendations. 
Compliance date 3/19/2020
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gloves were to be worn when providing R1 cares.

On 2/6/20 at 9:32 a.m. The director of nursing 
(DON) verified gowns and gloves were to be worn 
when providing care to any resident on contact 
precautions. The DON confirmed NA-B should 
have worn a gown while providing cares. 

The Infection Prevention and Control policy 
revised 11/2016, indicated an infection control 
program was designed and implemented in order 
to provide a safe, sanitary, and comfortable 
environment, and to help prevent the 
development and transmission of communicable 
disease and infection.  

A standard and transmission based precautions 
policy was requested and none was provided.
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Electronically delivered
February 19, 2020

Administrator
Chris Jensen Health & Rehabilitation Center
2501 Rice Lake Road
Duluth, MN  55811

Re:        State Nursing Home Licensing Orders
 Event ID: P3XB11
   
Dear Administrator:

The above facility was surveyed on February 4, 2020 through February 6, 2020 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.    

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.     

   

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

An equal opportunity employer.



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:

Teresa Ament, Unit Supervisor
Duluth Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Duluth Technology Village
11 East Superior Street, Suite 290
Duluth, Minnesota  55802-2007
Email: teresa.ament@state.mn.us
Phone: (218) 302-6151

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 note it is your responsibility to share the information contained in this letter and the results of this
visit with the President of your facility’s Governing Body.    

Please feel free to call me with any questions.    

Sincerely,

   
Joanne Simon, Enforcement Specialist   
Minnesota Department of Health   
Licensing and Certification Program   
Program Assurance Unit       
Health Regulation Division
Telephone: 651-201-4161     Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc:  Licensing and Certification File             

Chris Jensen Health & Rehabilitation Center
February 19, 2020   
Page   2
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

A complaint investigation was conducted on 
2/4/20-2/6/20, to investigate complaints  
H5366129C,   H5366130C, and H5366131C. As 
a result the following was identified:   

The complaint was found to be substantiated with 
no correction orders issued:

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.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed
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 2 000Continued From page 1 2 000

H5366129C

The complaints was found to be substantiated: 
H5366130C and H5366131C with licensing 
orders issued.

H5366130C
H5366131C

The facility is enrolled in the electronic Plan of 
Correction (ePoC) and therefore a signature is 
not required at the bottom of the first page of the 
State form.  Although no plan of correction is 
required, it is required that you acknowledge 
receipt of the electronic documents.

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 which 
are in violation of the state statute after the 
statement, "This Rule is not met as 
evidenced by."   Following the surveyors 
findings are the Suggested Method of 
Correction and the Time Period For 
Correction.

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

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

 2 895 MN Rule 4658.0525 Subp. 2.B Rehab - Range of 
Motion

Subp. 2.  Range of motion.  A supportive program 
that is directed toward prevention of deformities 
through positioning and range of motion must be 
implemented and maintained.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that: 

 2 895

Minnesota Department of Health
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    B.  a resident with a limited range of motion 
receives appropriate treatment and services to 
increase range of motion and to prevent further 
decrease in range of motion.  

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure ambulation 
exercise was provided for 1 of 1 resident (R1) 
according to assessed need.

Findings include:

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had diagnoses of dementia, 
atrial fibrillation (irregular heart beat), deep vein 
thrombosis (blood clots in veins), diabetes 
mellitus, and heart disease.  The MDS indicated 
R1 had severe cognitive impairment, and 
required extensive assistance with all activities of 
daily living (ADL).

R1's Care Plan dated 1/15/20, indicated R1 
required assist of two with all ADL's, assist of one 
for locomotion, utilized a wheelchair and was not 
ambulating at the time, with weight bearing as 
tolerated.  

R1's physical therapy encounter note dated 
1/9/20, indicated resident and caregiver training 
was done with instruction for therapeutic 
exercises and ambulation to improve mobility to 
higher level and decrease fall risk.

Review of R1's January 2020, Functional 
Maintenance Program (FMP) indicated R1 was to 
ambulate with assist of one with a full wheeled 
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walker and wheelchair to follow, three to five 
times per week.  Review of the documentation 
revealed the program was initiated on 1/10/20, 
and R1 had ambulated once, refused two days, 
and the remaining 17 days for January were 
blank.  

Review of R1's February 2020, FMP revealed R1 
was to ambulate with assist of one with a full 
wheeled walker and wheelchair to follow, three to 
five times per week.  Review of the 
documentation revealed all the days of the month 
were blank. 

R1's nursing assistant care plan dated 2/6/20, 
indicated R1 was assist of one to two for transfer, 
used a manual wheel chair and was 
non-ambulatory.  R1 was weight bearing as 
tolerated and was to have restorative nursing 
which directed the nursing assistant (NA) to see 
the restorative book. 

On 2/5/20 at 8:30 a.m. nursing assistant (NA)-B 
was observed in R1's room, standing at the 
bedside providing morning cares. R1 was 
confused but easily redirected throughout the 
cares. No behaviors noted.  

On 2/5/20 at 3:40 p.m. NA-C stated she was 
aware the aides were to perform exercises and 
provide walking with some of the residents, but 
had never walked with R1. NA-C stated there just 
was not enough staff to provide restorative 
nursing services for any of the residents.  

On 2/5/20 at 3:53 p.m. NA-A confirmed the aides 
provided restorative services as directed in the 
FMP chart.  However, NA-A stated she had never 
provided any exercises or walking with R1. NA-A 
stated when she assisted other residents with 
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their FMP program, she would document on their 
individual FMP record as to how many minutes of 
exercise provided, the distance walked, or if the 
resident refused.   

On 2/6/20 at 8:14 a.m. The registered nurse 
(RN)-E stated the therapists completed the 
resident evaluations and developed the FMP 
based on the evaluations. The FMP would be 
placed in the FMP book, the resident's care plan 
would be updated as well as the group aide 
sheet.  RN-E verified the physical therapist had 
set up an ambulation program for R1 on 1/8/20. 
RN-E confirmed R1's FMP documentation was 
lacking and stated R1 had not received 
ambulation services, as directed. 

On 2/6/20 at 8:56 a.m. NA-B stated she was 
unaware R1 had an established walking program.  
At this time, NA-B assisted R1 to stand and walk 
with his walker with the wheel chair following 
behind, and ambulated approximately forty to fifty 
feet.  NA-A stated this was the first time R1 had 
walked. NA-B stated the staff did not offer to walk 
R1 because he would refuse and tell us that we 
were not going to move him.     

On 2/6/20 at 9:32 the director of nursing (DON) 
stated the process to alert staff of a newly 
developed FMP was for the nurse manager to set 
up the program they received from the therapist. 
The health unit coordinator (HUC) would put the 
program into the restorative book and also on the 
resident care sheets.   The DON stated she 
believed R1's FMP program had fallen through 
the cracks, and had been missed. 

On 2/6/20 at 9:59 a.m. physical therapist (PT)-B 
stated he had developed R1's walking program 
on 1/8/20, and at the time of discharge from 
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therapy on 1/23/20, R1 was ambulating 50 to 99 
feet with supervision.  PT-B stated he was not 
aware R1 was not being ambulated as directed 
by the FMP. PT-B stated that once a resident was 
discharged from therapy, it was nursing's 
responsibility to provide the services. PT-B stated 
R1 had not ambulated 6 of the 12 physical 
therapy visits, either because he had refused 
ambulation that day or the therapist did not offer 
because nursing was directed to provide 
ambulation services.  

The Restorative Program policy dated 4/1/08, 
indicated all residents were supported to maintain 
or attain their highest level of functioning.  
Restorative programs were individualized to meet 
resident needs with short and long term 
achievable goals documented.  

Suggested Method of Correction:   The Director 
of Nursing (DON) or designee could review and 
revise policies and procedures related restorative 
ambulation services, and educate the staff  A 
monitoring system could be established in order 
to assure an on-going effective rehabilitative 
program for residents with ambulation programs. 

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

 21375 MN Rule 4658.0800 Subp. 1 Infection Control; 
Program

 Subpart 1.  Infection control program.  A nursing 
home must establish and maintain an infection 
control program designed to provide a safe and 
sanitary environment. 

 21375
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This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure personal 
protective equipment (PPE) was appropriately 
utilized by the nursing staff for 1 of 1 resident 
(R1) observed in contact precautions. 

Findings include:

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had a history of vancomycin 
resistive enterococci (VRE) infection in his urine, 
had dementia with severe cognitive impairment.

R1's physician visit note dated 1/8/20, indicated 
R1 had recurrent urinary tract infections (UTIs), 
including vancomycin resistant enterococci (an 
infection with bacteria that are resistant to the 
antibiotic vancomycin) (VRE) infections which 
required R1 to be on contact isolation 
precautions.  

R1's Care Plan dated 1/15/20, indicated R1 was 
frequently incontinent of bowel and bladder and 
directed the staff to check and change R1's 
incontinent product every four hours and as 
needed, and to provide incontinence care with 
each incontinent episode.

On 2/5/20 at 8:30 a.m. nursing assistant (NA)-B 
was observed in R1's room, standing at the 
bedside providing morning incontinence care.  
NA-B had gloves on, but no gown. NA-B stated 
she had washed R1 up and had changed the 
incontinent brief which had been wet with urine. 
NA-B stated she was aware of R1's infection and 
the need to wear personal protective equipment 
(PPE) when caring for R1 and verified the 
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directive to wear PPE which included a gown, 
was also posted outside of his room. NA-B stated 
she should have worn a gown when providing R1 
personal and incontinence care, but she had 
planned on being very careful not to get any urine 
on herself/uniform. NA-B verified she was aware 
of what contact precautions included, but stated 
this morning she was in a hurry and messed up. 

On 2/6/20 at 8:14 a.m. registered nurse (RN)-E 
verified R1 was on contact precautions due to 
VRE positive in his urine and stated gowns and 
gloves were to be worn when providing R1 cares.

On 2/6/20 at 9:32 a.m. The director of nursing 
(DON) verified gowns and gloves were to be worn 
when providing care to any resident on contact 
precautions. The DON confirmed NA-B should 
have worn a gown while providing cares. 

The Infection Prevention and Control policy 
revised 11/2016, indicated an infection control 
program was designed and implemented in order 
to provide a safe, sanitary, and comfortable 
environment, and to help prevent the 
development and transmission of communicable 
disease and infection.  

A standard and transmission based precautions 
policy was requested and none was provided.

Suggested Method of Correction:   The Director 
of Nursing (DON) or designee could review and 
revise policies and procedures related infection 
control practices including the use of PPE, and 
educate the staff  A monitoring system could be 
established in order to assure an on-going 
effective infection control program is maintained. 
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TIME PERIOD FOR CORRECTION:  Twenty-one 
(21) days.

 21545 MN Rule 4658.1320 A.B.C Medication Errors

A nursing home must ensure that: 
      A.  Its medication error rate is less than five 
percent as described in the Interpretive 
Guidelines for Code of  Federal Regulations, title 
42, section 483.25 (m), found in Appendix P of 
the State Operations Manual, Guidance to 
Surveyors for Long-Term Care Facilities, which is 
incorporated by reference in part 4658.1315.  For 
purposes of this part, a  medication error means: 
        (1) a discrepancy between what was 
prescribed and what medications are actually 
administered to residents in the nursing home; or 
        (2) the administration of expired 
medications. 
      B.  It is free of any significant medication 
error.  A significant medication error is: 
           (1) an error which causes the resident 
discomfort or jeopardizes the resident's health or 
safety; or 
           (2) medication from a category that usually 
requires the medication in the resident's blood to 
be titrated to a specific blood level and a single 
medication error could alter that level and 
precipitate a reoccurrence of symptoms or 
toxicity. All medications are administered as 
prescribed.   An incident report or medication 
error report must be filed for any medication error 
that occurs.  Any significant medication errors or 
resident reactions must be reported to the 
physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation  
must be made in the resident's clinical record. 
      C.  All medications are administered as 

 21545
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prescribed.  An incident report or medication error 
report must be filed for any medication error that 
occurs.  Any significant medication errors or 
resident reactions must be reported to the 
physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation 
must be made in the resident's clinical record.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure high risk medications were 
provided in accordance with physician orders for 
2 of 3 residents (R1, R3) who received daily 
anticoagulant (blood thinner) therapy.

Findings include: 

R1's admission Minimum Data Set (MDS) dated 
1/14/20, indicated R1 had diagnosis of dementia, 
atrial fibrillation (irregular heart beat), deep vein 
thrombosis (blood clots in veins), diabetes 
mellitus, and heart disease.  The MDS indicated 
R1 had received anticoagulation medication for 3 
of 7 days.  

R1's care plan dated 1/10/20, indicated R1 was at 
risk for complications related to anticoagulation 
use.  The goal was to have coagulation therapy in 
therapeutic range and directed staff to administer 
medication as ordered.  

R1's Medication Review Report included orders 
for warfarin (an anticoagulation medication) daily.  

R1's Medication Administration Report (MAR) 
dated January 2020, revealed R1 had missed 
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seven days (doses) of warfarin. Five days were 
documented as the resident refused, and two 
days as other (1/14/20, 1/27/20), which referred 
reader to R1's progress notes.

R1's Progress Notes (PN) written on 1/14/20, 
failed to identify the missed dose of the warfarin. 

R1's PN dated 1/28/20, indicated R1 had not 
received warfarin dose the previous day because 
the pharmacy had failed to bring the medication 
to the facility.  The physician was notified and the 
facility was instructed to obtain follow up orders 
from the Coumadin clinic, who was managing 
R1's anticoagulation treatment.  

On 2/6/20 at 8:14 a.m. registered nurse (RN)-E 
verified warfarin was a high risk medication and 
needed to be given as ordered.  RN-E stated R1 
had behaviors of sun-downing and his behaviors 
were often worse in the evenings and as a result, 
R1 would frequently refuse to take his evening 
dose of the scheduled warfarin. RN-E stated in 
order to ensure R1 received the medication, on 
1/28/20, the timing of administration was changed 
to morning instead of the evening to help ensure 
R1's compliance. RN-E stated this was the first 
intervention developed and attempted to address 
R1's refusal of the evening medication. In 
addition, RN-E stated the pharmacy had misread 
the original warfarin order on 1/25/20, and had 
only sent enough medication for the 1/25/20 and 
1/26/20, doses and due to labs ordered to be 
drawn on 1/27/20, had not seen the order for the 
medication to be administered on 1/27/20 as well. 
When it the error was discovered, the nurse had 
called the pharmacy, however the pharmacist 
informed the facility that they did not have an 
order to administer warfarin on 1/27/20.  When 
asked if the pharmacist was informed of the 
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correct order, RN-E stated the odor was not 
re-faxed to the pharmacy for clarification and he 
did not know why it was not, but it should have 
been. RN-E verified R1 was not provided the 
medication on 1/27/20.  

On 2/6/20 at 9:32 a.m. the director of nursing 
(DON) stated the nurse managers were to be 
informed of any refused or missed medications, 
especially high risk medications such as warfarin.  
The DON stated if a resident refused medication, 
the nurse was to attempt to identify why the 
resident was refusing, and notify the resident's 
representative of the medication refusals. The 
DON stated she had thought the nurse had 
re-faxed the order to the pharmacy for 
clarification.  The DON stated she was currently 
working with the pharmacy to help avoid future 
missed medications. 

R3's admission MDS dated 1/14/20, indicated R3 
had diagnoses which included chronic atrial 
fibrillation (heart arrhythmia which increases risk 
of blood clots), history of embolism (blockage in 
the arterial or venous blood flow), and long term 
use of anticoagulants. 

R3's ADL Functional/Rehabilitation Potential CAA 
dated 1/14/20, indicated R3 was admitted from 
the hospital following diagnoses of sepsis (an 
infection of the blood stream), chronic obstructive 
pulmonary disease, diabetes type II, muscle 
weakness, reduced mobility, and chronic atrial 
fibrillation. The CAA also indicated R3 required 
assist of two staff persons for mobility, received 
anticoagulant medication, and was at risk for 
limited mobility and medication use. 

R3's Care Plan dated 1/10/20, indicated R3 was 
Minnesota Department of Health
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at risk for complications/injuries related to 
anticoagulation (Coumadin [warfarin]) use. The 
Care Plan directed staff to complete labs as 
ordered, administer medication as ordered, and 
review any new medication orders with the 
physician, pharmacist, and/or warfarin clinic 
involved in anticoagulation for potential 
contradicted use. The Care Plan further directed 
staff to observe for symptoms of bleeding, such 
as bruising, hematuria, black/tarry stool and 
review with R3's physician for recommendations.

R3's Anticoagulant Flowsheet indicated the 
following International Normalized Ratio (INR) 
(blood test used to determine the clotting 
tendency of blood) results. The flowsheet also 
indicated R3's goal INR range was 2-3:

- On 1/23/20, INR 2.7, administer 6 mg Monday, 
Wednesday, and Friday, then 7 mg ROW [rest of 
the week]
- On 1/27/20, INR 2.6, no further information 
indicated on flowsheet
- On 1/31/20, INR 1.1 no further information 
indicated on flowsheet

R3's Physician order dated 1/23/20, Coumadin 6 
mg every Monday, Wednesday and Friday, 7 mg 
ROW INR on 1/27/20.  The facility's lab calendar 
dated 1/27/20, indicated R3 was to have an INR 
completed that day. 

R3's Nurse's Note dated 1/30/2020, at 11:00 p.m.  
Nurses Note Late Entry: Writer noticed that the 
patient did not have any Coumadin orders. Writer 
called the on call physician with INR 2.4 and 
received a one-time order for 5 mg of 
Coumadin/INR 1/31/20. Writer reported the INR 
need to morning nurse and placed the INR order 
on the calendar for the 1/31/20.  R3's Physician 
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order dated 1/30/20, directed one time order of 
Coumadin 5 mg. INR 1/31/20. 

R3's Nurses Note written on 2/5/20, at 8:35 a.m. 
and dated for 1/31/2020, indicated Late Entry: 
Writer received a phone call from Coumadin clinic 
RN regarding R3's low INR and questioned if 
resident was receiving Coumadin. After 
investigation, med error identified. The 1/27/20, 
Coumadin order was not processed and as a 
result R3 missed three doses. Provider notified, 
resident notified. Coumadin clinic RN called back 
with orders for the day and to bridge with Lovenox 
until goal range was accomplished. Eldercare on 
call to dose over the weekend. DON notified of 
med error. 

R3's Physician telephone order read back 
(TORB) dated 1/31/20, indicated Coumadin 8 mg 
today, call Eldercare on call provider for dosing 
on 2/1/20, and 2/2/20, and to recheck INR on 
2/3/20.  R3's TORB dated 1/31/20, indicated 
Lovenox 40 mg subcutaneous was to be given 
twice daily until INR was >2.0 or above.

R3's Physician order dated 2/1/20, directed a 
one-time dose of 8 mg Coumadin tonight, an INR 
Sunday 2/2/20, and to refer to the on call for 
dosing

R3's Physician order dated 2/2/20, 8 mg 
Coumadin 2/2/20, recheck INR 2/3/20, and call in 
results to Eldercare on call for orders. Continue 
with 40 mg Lovenox BID until INR 2.0

On 2/5/20, at 8:41 a.m., RN-A stated an INR 
order was to be entered into R3's electronic 
medical chart as well as written in the lab 
colander as reminders to do the lab work.  RN-A 
stated the reminder for the INR would be 
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identified on R3's medication administration 
record (MAR) for the morning shift to ensure it 
was completed, but Coumadin was usually given 
during the evening shift therefore the reminder 
may not have "popped up" for the evening shift 
nurse as a reminder. However, RN-A confirmed 
the lad was also written in the calendar and the 
nurse should have looked at the calendar to verify 
INR results had been obtained and orders 
received. 

On 2/5/20, at 10:09 a.m. R3's Physician (MD)-A 
stated approximately two weeks prior, there had 
been a recent change in the Coumadin order 
process between the Coumadin clinic, physician 
offices, and the facility. MD-A stated he was 
aware of the changes in process as well as the 
facility's history of Coumadin orders having been 
missed at the facility. However, MD-A was 
unaware of R3 having missed Coumadin doses, 
but stated he believed R3's likelihood of 
developing a clot was slim due to her medical 
history. MD-A stated the facility nurses' should 
always follow up on any INR results, if no order 
was obtained. 

On 2/5/20, at 2:16 p.m., RN-A stated the process 
for Coumadin/warfarin use was to draw the INR, 
an INR result sheet was to be filled out and faxed 
to the Coumadin clinic for review. The Coumadin 
clinic would either call or fax the facility with 
questions or provide new orders. If new orders 
were received, the order would entered into the 
resident's chart, entered onto the INR flowsheet, 
and also onto the lab calendar. If orders had not 
been received the day of the INR, the nurse was 
to call the clinic by 3:30 p.m. to obtain orders or, if 
after clinic hours, call the on-call physician.  RN-A 
stated he was working on 1/27/20, and had 
obtained R3's INR lab draw that morning. 
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However, RN-A stated it was the end of his shift 
and he was "headed out the door" when the 
Coumadin clinic nurse called with R3's orders. 
RN-A stated the took the new order to administer 
Coumadin 6 mg on 1/27/20, then 7 mg the rest of 
the week. RN-A stated he wrote the order onto 
the INR form that had been faxed to the 
Coumadin clinic and had informed the oncoming 
nurse of the dose change. However, RN-A 
verified he did not complete the process of order 
entry into R3's chart, MAR or lab calendar and 
stated this was not standard practice, but he was 
passed his scheduled work time therefore had 
passed the information on to the oncoming nurse. 
RN-A verified R3 did not receive Coumadin as 
ordered on 1/27/20, 1/28/20 or 1/29/20, due to 
the order entry error. RN-A verified this placed R3 
at increased risk of blood clots. 

On 2/5/20, at 2:56 p.m., the assistant director of 
nursing (ADON) stated she was aware of R3's 
Coumadin medication error that had occurred on 
1/27/20, but was unaware of the specifics of the 
error because she did not completed the 
investigation. 

On 2/6/20, at 9:39 a.m., the DON verified 
Coumadin was a high risk medication and 
confirmed R3 had missed doses of the 
medication as noted and stated all physician 
order processing was to completed by the nurse 
that received the order. 

On 2/6/20, at 9:56 a.m., the Administrator verified 
her expectations were for medication errors to be 
reported with an investigation for root cause and 
system issues identified with interventions 
implemented to prevent errors in the future. The 
Administrator stated the facility had begun an 
investigation into the facility medication 
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processes including order entry, pharmacy 
usage, as well as tracking and trending of 
medication errors in order to prevent future 
errors. 

The facility's Anti-Coagulant Use Policy revised 
3/1/14, indicated warfarin/Coumadin was among 
the most potent medications given to residents of 
long term care facilities. The administration and 
monitoring of the drug was critical for resident 
safety. There was a narrow therapeutic index.  
Warfarin therapy required continual, intensive 
monitoring to ensure resident safety. Small 
change in dosing due to drug interactions, missed 
doses or changes in overall health will affect the 
balance of anticoagulation.

The facility's Physician's Order Policy, revised 
November 2016, indicated all residents would 
have current, dated, and signed physician's 
orders. The policy further indicated telephone 
orders would be filed in the resident's chart in 
chronological order and the nurse would place all 
identifying information on the form. 

Suggested Method of Correction:   The Director 
of Nursing (DON) or designee could review and 
revise policies and procedures related to the 
transcription of high risk medication physician 
orders such as anticoagulation therapy and 
educate the staff to ensure understanding.  A 
monitoring system could be established in order 
to assure high risk medications are administered 
according to physician orders.  

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