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F 000 INITIAL COMMENTS F 000

 On 4/5/22, a standard abbreviated survey was 
conducted at your facility. Your facility was found 
to be NOT in compliance with the requirements of 
42 CFR 483, Subpart B, Requirements for Long 
Term Care Facilities. 

The following complaint was found to be 
SUBSTANTIATED:
H5390037C (MN81305), with a deficiency cited at 
F580. 

The following complaint was found to be 
SUBSTANTIATED: H5390039C (MN82266), 
however NO deficiencies were cited due to 
actions implemented by the facility prior to survey.

The following complaints were found to be 
UNSUBSTANTIATED: H5390036C (MN80061) 
and H5390038C (MN82169).  

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 580 Notify of Changes (Injury/Decline/Room, etc.)
CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes. 
(i) A facility must immediately inform the resident; 

F 580 4/29/22
SS=D

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

04/28/2022Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
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 580 Continued From page 1 F 580

consult with the resident's physician; and notify, 
consistent with his or her authority, the resident 
representative(s) when there is-
(A) An accident involving the resident which 
results in injury and has the potential for requiring 
physician intervention; 

(B) A significant change in the resident's physical, 
mental, or psychosocial status (that is, a 
deterioration in health, mental, or psychosocial 
status in either life-threatening conditions or 
clinical complications); 
(C) A need to alter treatment significantly (that is, 
a need to discontinue an existing form of 
treatment due to adverse consequences, or to 
commence a new form of treatment); or 
(D) A decision to transfer or discharge the 
resident from the facility as specified in 
§483.15(c)(1)(ii). 
(ii) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that 
all pertinent information specified in §483.15(c)(2) 
is available and provided upon request to the 
physician. 
(iii) The facility must also promptly notify the 
resident and the resident representative, if any, 
when there is- 
(A) A change in room or roommate assignment 
as specified in §483.10(e)(6); or 
(B) A change in resident rights under Federal or 
State law or regulations as specified in paragraph 
(e)(10) of this section. 
(iv) The facility must record and periodically 
update the address (mailing and email) and 
phone number of the resident 
representative(s).

§483.10(g)(15) 
Admission to a composite distinct part. A facility 
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that is a composite distinct part (as defined in 
§483.5) must disclose in its admission agreement 
its physical configuration, including the various 
locations that comprise the composite distinct 
part, and must specify the policies that apply to 
room changes between its different locations 
under §483.15(c)(9).
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure the physician and resident 
representative were notified timely of a change in 
condition for 1 of 1 resident (R2) reviewed for 
notification of change.

Findings include:

R2's face sheet printed on 4/5/22, indicated 
diagnoses of stroke affecting left extremities, 
diabetes, obstructive and reflux uropathy (urine 
backs up into the kidney), history of kidney stones 
and urinary tract infection (UTI).

R2's quarterly Minimum Data Set (MDS) 
assessment dated 2/7/22, indicated R2 was 
cognitively intact, had clear speech, was able to 
understand others and be understood. R2 
required extensive assitance of staff for bed 
mobility, transfers, and toileting. R2 was always 
incontinent of urine and was always continent of 
bowel. R2 did not walk. 

R2's care plan last reviewed on 2/17/22, indicated 
R2 was hospitalized on 9/24/21, due to a urinary 
tract infection (UTI) resulting in sepsis (a 
potentially life threatening condition that occurs 
when the body's response to an infection 
damages it's own tissues). A care plan focus 
indicated R2 had bladder incontinence related to 

 1.R2 had a change in baseline status. 
Resident was sent in for further 
evaluation. All residents were at potential 
risk by the deficient practice. 

2. Facility will audit change in condition 
documentation in Point Click Care weekly 
for two months by DON or designee to 
ensure the provider has been updated on 
a resident's condition. Audit findings will 
be reported to the QAPI committee in 
June 2022. 

3. Licensed staff were educated on acute 
condition changes-clinical protocol on 
4/14/22. This education includes 
reviewing clinical protocol, examples of 
what events or incidents should be 
reported and completion of the SBAR 
communication module in Relias. 

4. Acute condition changes have been 
added to nurse onboarding and 
orientation checklist for new nurses as 
well as agency nurses. Nurse Managers 
will monitor shift report weekly to compare 
written shift reports to Point Click Care 
documentation to ensure change in 
condition has been documented in 
medical record and provider has been 
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impaired mobility. Interventions dated 8/19/21, 
included staff were to monitor and document 
signs and symptoms of a UTI, including fever, 
altered mental status and change in behavior. 
The care plan indicated R2's code status (type of 
treatment a person would receive if their heart or 
breathing were to stop) was to do CPR 
(cardiopulmonary resuscitation).

During document review of the facility's complaint 
investigation, a note written by nursing assistant 
(NA)-A, who was on duty the evening of 2/20/22, 
read in part: on Sunday evening I came to work at 
6 p.m. and witnessed the incident with R2. I don't 
recall the exact time this began, however I know it 
was sometime around 8 p.m. It started with the 
nurse asking one of the aides to come assist in 
his room because he was slouched over on his 
left side over the chair. When I walked in, I 
noticed immediately something was wrong. R2 
was in pain and speaking in an odd manner. I 
began to ask R2 questions such as where he was 
and what he did today. That was when I knew he 
was far from his baseline based upon the 
conversation we had. I took a set of vital signs 
and recall them being out of range as his pulse 
was 114 and temperature was 100.5. I reported 
these to the nurse. R2's skin was hot to the touch 
and he had hard time transferring from 
wheelchair to bed. Once in bed, I went back to 
the nurses station and expressed my worries for 
R2; I knew something was wrong. I even 
suggested to call his POA (power of attorney). I 
told the nurse I didn't know know which of his 
children were POA, but she could look in this 
chart to find the number and name. 

During document review, a hospitalization note 
dated 2/21/22, indicated R2 was admitted with 

updated. Weekly audits will occur for one 
month and if 100% compliance is 
achieved, they will move monthly for three 
months and then be reviewed by the QAPI 
committee. 

5. Corrective action noted above occurred 
on 4/14/22. Audits will be ongoing 
determined by the QAPI committee.
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severe sepsis due to a UTI.

During document review, on 2/21/22, at 10:30 
a.m., registered nurse (RN)-B documented in a 
progress note that R2 had altered mentation, 
stating he didn't know where he was and didn't 
recall the previous day. Furthermore, the note 
indicated R2 required more than usual assist with 
transfers. RN-B documented that she spoke with 
family member (FM)-A who requested R2 be sent 
to the ER (emergency room). RN-B made 
arrangements, and R2 was transferred to the ER. 

During document review, on 2/24/2022, at 6:45 
a.m., licensed practical nurse (LPN)-A, wrote a 
late progress note for 2/20/22, at 6:22 a.m. 
indicating the evening shift reported to her that 
R2 was more confused, had a low grade fever 
and had difficulty standing in the EZ-stand 
(equipment to assist a person with transfers); his 
speech was slightly slurred and had a 
temperature of 99.8 degrees Fahrenheit (F). 

During document review, on 2/23/22, at 2:33 
p.m., (RN)-C documented a late progress note for 
2/20/2022, 9:40 a.m. indicating R2 appeared 
mildly lethargic. 

During a telephone interview on 4/5/22, at 10:51 
a.m., RN-C recalled the incident, and stated R2 
was cognizant, but didn't know what day it was, 
but that was not uncommon. When asked why 
she entered a note late note, RN-C stated since 
R2 was hospitalized, she felt she should make a 
note of what happened prior, adding there was no 
indication R2 was sick and that no staff reported 
concerns about R2.  

During a telephone interview on 4/5/22, at 11:16 
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a.m., FM-A stated she recalled R2 going to the 
hospital in February. FM-A stated she received a 
call from another family member who talked to R2 
on 2/20/22, and told FM-A that R2 "was really out 
of it." FM-A stated she spoke to R2 the next day 
on 2/21/22, and "he was not with the program." 
FM-A then called and spoke to a nurse (FM-A did 
not recall the name of the nurse) and told the 
nurse that R2 was upset because he slept all day 
on 2/20/22, and missed the day; "That really 
upset him." The nurse told FM-A, "I thought he 
was a little out of it." FM-A asked the nurse, "Did 
no one go into his room on Sunday (2/20/22), and 
check on him? Didn't they noticed he wasn't using 
his call light frequently as he does?" FM-A told the 
nurse that R2 needed to go to the hospital, and 
the nurse stated she would check on R2. FM-A 
stated the nurse called back a while later and 
said R2 was in rough shape and they sent him to 
the hospital...this was on 2/21/22. FM-A stated 
the "The staff had blown him off. I blew up; it was 
inexcusable. This was negligence; no one 
assessed him on 2/20/22, and he was out of 
it...he was almost delusional." 

During an interview on 4/5/22, at 1:27 p.m., 
(RN)-D was asked what she would do if a NA 
came to her and told her a resident didn't seem 
right, such as confused or weak. RN-D stated she 
would assess the resident, check vital signs, 
possibly check blood sugar. RN-D stated if the 
resident "looked off," she would call a provider 
and run it by them, or put an order in for clinical 
monitoring. RN-D stated she would usually talk to 
a nurse manager first. When asked what she 
would do if she felt a resident should be sent to 
the hospital, RN-D stated she would contact a 
provider. When asked if she had training on what 
to do when a resident had a change in condition, 
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RN-D stated yes; she had received a packet of 
information and read through it. 

During an interview on 4/5/22, at 1:46 p.m., 
(RN)-A stated she first became aware that R2 
was transferred to the hospital on 2/21 or 2/22/22, 
when she picked up a voicemail message from 
FM-2. RN-A sensed FM-2 was upset when in her 
voicemail, FM-2 stated "I'm pissed," so RN-A 
"brought it up the chain of command." When 
asked what should have happened in this 
situation, RN-A stated R2 should have been 
transferred to the hospital, that the facility could 
potentially have responded differently, adding that 
nursing judgement should have guided the 
nursing staff. RN-A stated the nurse on duty at 
the time was an agency nurse, (RN)-E, who didn't 
know R2 as well as employed staff. However, 
RN-A stated RN-E could have utilized other staff 
on duty, reviewed R2's baseline mental status 
and reviewed progress notes. RN-A was asked 
about a note written by NA-A regarding the events 
of 2/20/22. RN-A stated she had asked NA-A to 
write down what she recalled from that evening, 
and stated she based a lot of her opinion on 
NA-A's recollection of events. RN-A stated when 
she reviewed nursing progress notes, R2's 
condition started deteriorating the night of 
2/19/22. When asked what staff should have 
done in this incidence, RN-A stated the provider, 
who is available 24-hours via a call system, 
should have been contacted, adding that during 
this time, no nurse contacted a provider to update 
him/her on R2's change in condition. In addition, 
RN-A stated the nurses should have looked at 
R2's code status, asked R2 what he would like to 
do and contacted the family as to what they 
wanted. RN-A stated nurses should have initiated 
clinical monitoring for vital signs, and because R2 
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had a long history of UTI's, do UTI monitoring, 
monitor lung sounds and mental status. RN-A 
stated she did not talk to RN-E following this 
incident. RN-A was unaware if the director of 
nursing (DON) employed at that time talked to 
RN-E. RN-A was unaware if agency nurses 
received training for what to do when a resident 
had a change in condition, but stated the staff 
scheduler might know. 

During an interview on 4/5/22, at 2:11 p.m., 
nursing staff scheduler (NSS)-C provided a 
completed Nurse Orientation Checklist for agency 
nurse RN-E,  dated 2/20/22. The checklist 
referenced 22 training items under the title "On 
the floor training." There was no training specific 
to change in a residents condition. At 2:50 p.m., 
NSS-C provided a document titled Change in 
Cognition, Charting and Precaution, undated, 
which provided guidance on identifying change of 
condition and what to do when it occurred. 
Attached to the document was the facility policy 
titled Acute Condition Changes - Clinical Protocol, 
with revised date of 3/2018. Stapled to this was a 
sign-off sheet for registered nurses indicating 
they read the material. This training took place in 
July 2021. 

During an interview on 4/5/22,at 3:01 p.m., NA-A 
was given a copy of the note she wrote. NA-A 
stated she wrote it on 2/22/22, at the request of 
RN-A, for the incident that occurred on 2/20/22. 
NA-A stated she reported her concerns to RN-E 
that evening, that R2 was out of sorts, baseline 
off, leaning, confused, could it be a stroke? RN-E 
and NA-A went to R2's room together where 
NA-A explained her concerns. RN-E asked NA-A 
to obtain vital signs and that's when they noticed 
a fever and fast heart rate. NA-A suggested to 
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RN-E to notify R2's family. NA-A stated she may 
have also suggested that RN-E call the on-call 
provider. NA-A stated she didn't think RN-E called 
the family or the on-call provider. NA-A stated she 
showed RN-E where to find family member 
information. NA-A stated she also informed the 
overnight nurse, LPN-A about her concerns 
regarding R2's condition, including his fever and 
that he was out of it. When informed the increase 
pulse and temperature were not recorded in the 
electronic medical record (EMR), NA-A stated 
extra vital signs like that were told to the nurse 
and the nurse would document them. NA-A stated 
had this been one of the employed nurses 
instead of an agency nurse, this would have been 
handled differently - the provider and family would 
have been notified. NA-A stated this was the first 
night that RN-E worked at the facility and RN-E 
was stressed as it was, not knowing her role. 
NA-A stated she expressed her concerns to RN-A 
on 2/22/22, and RN-A asked her to write a formal 
accounting of what she saw and did. NA-A stated 
it was hard to work with an agency nurse...they're 
supposed to be the lead. NA-A stated she thought 
about telling her concerns to another nurse that 
night, but didn't think she should, adding that she 
had never been in that position before. 

During an interview on 4/5/22, at 3:35 p.m., the 
administrator stated she was informed that FM-A 
was upset when R2 had a condition change and 
wasn't sent to the hospital. The administrator 
recalled being informed of this incident on either 
2/21 or 2/22/22, and the DON at the time started 
an investigation and kept her updated. The 
administrator made the decision to report the 
incident to the State agency. The administrator 
was not aware if anyone interviewed NA-E during 
their investigation, adding someone should have 
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talked to her to educate and create awareness of 
her role in this situation.  

During a telephone interview on 4/5/22, at 3:59 
p.m, agency nurse RN-E stated she had worked 
five shifts at the facility and that her first shift was 
on 2/20/22, when she oriented with another RN 
from 12 p.m. to 2 p.m., and worked on the floor 
from 2 p.m. to 10:30 p.m. RN-E recalled R2, and 
stated she didn't know a lot about him that day. 
RN-E recalled that in the evening between 8:00 
p.m. and 9:00 p.m., R2 slumped over to the side 
in his wheelchair. RN-E stated she assessed R2, 
thinking he seemed confused, but didn't know his 
baseline, although staff told her that was 
abnormal for him, and that he had a temperature 
of 100.4 F. RN-E stated his pulse was elevated 
too so was checked on frequently. RN-E stated 
she reported this to the on-coming RN at shift 
change. When asked if she documented her 
assessment and vital signs in the EMR, RN-E 
admitted she did not document anything in the 
EMR, but did write a note on a paper 24 hours 
shift-change report. RN-E stated didn't feel R2 
needed to go to the hospital and didn't think about 
notifying a physician, adding it was her first day, 
and she didn't even know how to do that. RN-E 
stated R2 didn't appear ill and that she wasn't 
aware of his past hx of UTI's.  

A paper 24 Hour Shift Report was reviewed for 
2/20/22, and for R2 indicated he received Tylenol 
at 9:15 p.m., had a temperature of 100.5 F, 
recommend changing to hoyer lift, leaning to the 
left and having behaviors. The note did not 
indicate who wrote the notes. 

Facility policy titled Acute Condition Changes - 
Clinical Protocol, with revised date of 3/2018, 
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indicated before contacting a physician about 
someone with an acute change of condition, the 
nursing staff would collect pertinent details to 
report to the physician such as history of present 
illness and previous and recent test results for 
comparison. Phone calls to attending or on-call 
physicians would be made by an adequately 
prepared nurse who had  collected and organized 
pertinent information, including the residents 
current symptoms and status. The nursing staff 
would contact a physician based upon the 
urgency of the situation. The nurse and physician 
would discuss and evaluate the situation. If after 
review, care could not be provided in the facility, 
the physician would authorize transfer to the 
hospital.
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