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F 000 INITIAL COMMENTS F 000

 On 3/29/22, through 3/31/22, an abbreviated 
survey was completed at your facility by the 
Minnesota Department of Health to determine if 
your facility was in compliance with requirements 
of 42 CFR Part 483, Subpart B, and 
Requirements for Long Term Care Facilities. 

The following complaints H5411122C (MN81953), 
H5411123C (MN81932) and H5411124C 
(MN81925) were found to be SUBSTANTIATED 
at F678 & F600 at Immediate Jeopardy at PAST 
NON-COMPLIANCE. 

In addition, the complaint H5411121C (MN81926) 
was SUBSTANTIATED at F684.

The Immediate Jeopardy began on 3/16/22, when 
R4's hand was rubbing R3's thigh and R4's hand 
went up R3's thigh and began tugging on R3's 
shirt as though wanting to go under the shirt. 
Facility staff failed to report the incident of sexual 
abuse and no interventions or protections were 
put into place to prevention further abuse.  On 
3/17/22, a second incident of sexual abuse 
occurred when R4's hand was observed by staff 
under R3's shirt. The Chief Operating Officer 
(COO), the Corporate Director of Clinical 
Services and administrator intern were notified of 
the IJ on 3/30/22, at 2:38 p.m. The facility had 
implemented corrective action to prevent 
recurrence by 3/19/22, prior to the start of the 
survey therefore the deficiency is being cited as 
past non-compliance. 

In addition, a second IJ began on 3/19/22, at 
approximately 5:40 a.m. when the facility failed to 
provide CPR for R1 after R1 was found 
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F 000 Continued From page 1 F 000
unresponsive without a pulse or respirations, and 
CPR was not initiated. The Chief Operating 
Officer, the Corporate Director of Clinical 
Services and administrator intern were notified of 
the IJ on 3/29/22, at 2:18 p.m. The facility had 
implemented corrective action to prevent 
recurrence by 3/20/22, therefore the deficiency is 
being cited as past non-compliance. 

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 600 Free from Abuse and Neglect
CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and 
Exploitation
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined in this subpart.  This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or 
physical abuse, corporal punishment, or 

F 600
SS=J
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F 600 Continued From page 2 F 600
involuntary seclusion;
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview, and document review the 
facility failed to protect 1 of 1 resident (R3) from 
resident to resident sexual abuse when R3 had 
an incident of sexual touch without consent 
occurred. The facility failed to report the abuse 
and implement interventions to prevent further 
abuse, as a result a second incident of sexual 
touch occurring one day later. This resulted in an 
Immediate Jeopardy. 

The Immediate Jeopardy began on 3/16/22, when 
R4's hand was rubbing R3's thigh and R4's hand 
went up R3's thigh and began tugging on R3's 
shirt as though wanting to go under the shirt. 
Facility staff failed to report the incident of sexual 
abuse and no interventions or protections were 
put into place to prevention further abuse.  On 
3/17/22, a second incident of sexual abuse 
occurred when R4's hand was observed by staff 
under R3's shirt. The Chief Operating Officer 
(COO), the Corporate Director of Clinical 
Services and administrator intern were notified of 
the IJ on 3/30/22, at 2:38 p.m. The facility had 
implemented corrective action to prevent 
recurrence by 3/19/22, prior to the start of the 
survey therefore the deficiency is being cited as 
past non-compliance. 

Findings include: 

R3's diagnoses include Encephalopathy, 
disorientation, vascular dementia with behavioral 
disturbance and abnormalities of gait and mobility 
obtained from the quarterly Minimum Data Set 
(MDS) dated 1/12/22. In addition, the MDS 
identified R3 had severely impaired cognition and 

 Past noncompliance:  no plan of 
correction required.
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F 600 Continued From page 3 F 600
was dependent of staff for all activities of daily 
living (ADL's) including mobility using a 
wheelchair in and out of the unit.

R3's psychosocial well-being care plan dated 
2/28/22, identified R3 was a vulnerable adult and 
needed assistance to remain safe within the 
community and was vulnerable to abuse from 
others. The care plan directed staff, "You will 
report and investigate any allegations of 
suspected abuse, neglect, or exploitation."

R4's diagnoses included dementia without 
behavioral disturbances and traumatic 
hemorrhage of right cerebrum without loss of 
consciousness obtained from the 5-day 
admission MDS dated 1/22/22. In addition, the 
MDS indicated R4 had moderately impaired 
cognition.

R4's cognitive loss/dementia care plan dated 
10/26/2021, identified R4 had diagnoses of mild 
cognitive impairment, major neurocognitive 
diagnosis, dementia, Alzheimer's disease and 
periods of confusion. The care plan directed staff 
to provide redirection.

During review of a facility reported incident (FRI) 
dated 3/17/22 revealed R3 was observed seated 
on the wheelchair outside of the Beauty Salon 
when R4 approached R3 and staff observed R4's 
hand under R3's shirt. The staff immediately 
intervened and removed R3. At this time nursing 
assistant (NA)-A made note of this encounter and 
she notified nurse manager immediately, and 
then the administrator was updated. The report 
also indicated R3 was confused at baseline and 
was unable to provide consent for this encounter 
and the immediate interventions included putting 
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F 600 Continued From page 4 F 600
R4 on 1:1 for staff to always monitor his where 
about's and a psych referral was made for both 
residents involved. In addition, when interviewed 
R4 indicated he was adjusting R3's shirt and did 
not feel that he was acting inappropriately. In 
addition, after the incident on 3/17/22, during the 
investigation when staff were asked if they had 
noted any inappropriate touching, or behaviors 
between R4 and R3, NA-B acknowledged on the 
evening of 3/16//22, R4 was observed putting his 
hand up R3's shirt. NA-B stated she separated 
the residents immediately at that time and 
thought she reported the incident to the nurse.

During interview on 3/30/22, at 10:45 a.m. NA-B 
stated on 3/16/22, she was down the hallway 
putting residents to bed and R4 had been going 
up and down the hallway. NA-A stated when she 
approached R3 and R4 she observed R4's hand 
was on R3's thigh rubbing and R4's hand went up 
R3's thigh and was tugging R3's shirt. NA-B 
stated R4 "was yanking and pulling on the hem of 
the shirt" as though wanting to go under but R4's 
fingers were visible and there was no skin-to-skin 
contact. NA-B stated she turned R4 around, took 
R3 to get her ready for bed and reported to the 
nurse as she thought it was suspicious because 
R3 had her eyes closed at the time. NA-B stated 
she had reported the incident to the nurse to 
make sure he had documented it. NA-B also 
stated she had not thought of reporting to the 
supervisor because she had been told to report to 
the nurse she was working with.

During interview on 3/30/22, at 10:35 a.m. the 
Corporate director of clinical services stated staff 
was supposed to have reported the first incident 
to ensure R3 was provided protection from R4 
and the second incident was avoidable. She 
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F 600 Continued From page 5 F 600
stated education had been initiated and 
completed for all the staff on abuse and a referral 
had been completed for R4 to be transferred to a 
all male facility and R4 was waiting to be 
transferred once things were in place. 

During interview on 3/30/22, at 2:38 p.m. COO 
stated she had been updated about the 
investigation and she would have expected the 
staff to reach out to the administrator when they 
had seen observations or suspected any verbal 
interaction which was not appropriate, then the 
administrator was supposed to  follow through by 
investigating and making sure the resident was 
protected. 

During interview on 3/30/22, at 5:00 p.m. R3's 
Family (FM)-C stated in R3's intact cognition, R3 
would be appalled if she was touched by 
someone without consent. FM-C stated the 
facility had informed him of the incident which 
happened on 3/17/22, and later had called him to 
inform him there had been another incident which 
had come to light when staff was being 
interviewed which had been observed on 3/16/22. 

The facility Abuse Prohibition-Vulnerable Adult 
Protection / Abuse Prevention Plan revised 
9/16/21, directed staff it was the responsibility of 
all employees to promptly report any incident or 
suspected incident of neglect or resident abuse, 
including injuries of unknown etiology, theft or 
misappropriation of resident property to facility 
management immediately. In addition, the policy 
directed administrative strategies were to be 
developed to protecting the rights and well-being 
of residents and staff to reinforce protection for 
the resident. 
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F 600 Continued From page 6 F 600
The immediate jeopardy began on 3/16/22, when 
the facility failed to implement immediately 
interventions to protect R3 from repeated 
occurrence of sexual touch without consent. The 
immediate jeopardy deficient practice was 
corrected by 3/19/22. Following the incidents on 
3/17/22, the facility completed interviews for both 
staff and residents about observing or 
experiencing inappropriate touch or made to feel 
uncomfortable respectively; both R3 and R4 got 
referrals and were seen by psych; all staff 
education was completed on vulnerable adult 
policies and procedures, reporting abuse 
responsibility and examples of abuse, R4 was 
moved to a different unit in the facility and was 
put on 1:1 for staff to monitor his whereabouts 
and NA-B was written up and was provided 
education. In addition, verification of corrective 
action was confirmed by the interviews with a 
multiple staff and facility Abuse 
Prohibition-Vulnerable Adult Protection/Abuse 
Prevention Plan policy was reviewed.

F 678 Cardio-Pulmonary Resuscitation (CPR)
CFR(s): 483.24(a)(3)

§483.24(a)(3) Personnel provide basic life 
support, including CPR, to a resident requiring 
such emergency care prior to the arrival of 
emergency medical personnel and subject to 
related physician orders and the resident's 
advance directives.
This REQUIREMENT  is not met as evidenced 
by:

F 678
SS=J

 Based on interview and document review, the 
facility failed to initiate cardiopulmonary 
resuscitation (CPR) in accordance with physician 
orders and resident wishes for 1 of 1 residents 
(R1) who was found unresponsive and required 

 Past noncompliance:  no plan of 
correction required.
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F 678 Continued From page 7 F 678
emergency care. This resulted in an immediate 
jeopardy (IJ) situation. 

The IJ began on 3/19/22, at approximately 5:40 
a.m. when the facility failed to provide CPR for R1 
after R1 was found unresponsive without a pulse 
or respirations, and CPR was not initiated. The 
Chief Operating Officer, the Corporate Director of 
Clinical Services and administrator intern were 
notified of the IJ on 3/29/22, at 2:18 p.m. The 
facility had implemented corrective action to 
prevent recurrence by 3/20/22, therefore the 
deficiency is being cited as past non-compliance. 

Findings include:

R1's diagnoses included hypertensive heart 
disease with heart failure, acute diastolic 
congestive heart failure, type 1 diabetes mellitus 
with hypoglycemia without coma and obstructive 
sleep apnea obtained from the 5-day admission 
Minimum Data Set (MDS) dated 2/20/22. In 
addition, the MDS identified R1 had intact 
cognition. 

R1's Physician Order Report signed and dated 
12/23/21, by the nurse practitioner (NP) and 
resident was a "Full Code" status.

R1's Provider Orders for Life-Sustaining 
Treatment (POLST) signed by R1 and the nurse 
practitioner on 12/28/21, indicated R1's wishes 
were to "Attempt Resuscitation and Full 
Treatment including life support measures in the 
intensive care unit."

R1's progress note dated 3/19/22, at 7:24 a.m. by 
licensed practical nurse (LPN)-A indicated at 5:00 
a.m. staff had been to resident room and had 
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F 678 Continued From page 8 F 678
noted R1 was sleeping. Then at 5:40 a.m. "Writer 
entered to see patient had leg over edge of the 
bed, urine in the urinal. Patient had no resp 
[respirations], No BP [blood pressure], No signs 
of life. Lips cyanotic, skin mottled and cool to 
touch. Shook patient with no change. Verified by 
another licensed [lic] staff and supervisor of 
patient's passing." The note did not indicate CPR 
was initiated. Resident's record verified resident 
was a full code.

During interview on 3/29/22, at 9:51 a.m. LPN-A 
stated nursing assistant (NA)-A had completed 
resident round checks between 4:30 a.m. and 
5:00 a.m. and she had reported R1 was asleep. 
LPN-A then stated when she entered R1's room 
at 5:30 a.m. to check R1's oxygen saturation she 
found R1 was unresponsive, had no respirations, 
no pulse, had no signs of life, was mottling in the 
upper arms and lips were blue. LPN-A 
acknowledged she did not review R1's POLST 
until she was calling the physician on-call and that 
was when she found out R1 was a Full code. 
LPN-A also acknowledged she did not initiate 
CPR but instead declared R1 was dead. LPN-A 
stated she informed LPN-B R1 had passed away 
and there was no discussion of CPR being 
initiated but instead she and LPN-B put R1's leg, 
that had been hanging on the edge of bed, up 
and that was it. LPN-A stated she was supposed 
to look at the POLST if she found a resident 
unresponsive first, then was supposed to follow 
the facility protocol which she did not follow.

During interview on 3/29/22, at 12:35 p.m. the 
Corporate Director of Clinical Services stated her 
expectation was the nurse should have followed 
the policy and procedure to initiate CPR as this 
was what was on the resident POLST. She then 
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F 678 Continued From page 9 F 678
stated following the incident the facility had 
immediately initiated training for all nurses and 
therapy staff. In addition, the Corporate Director 
of Clinical Services stated LPN-A was terminated.

During interview on 3/29/22, at 10:45 family 
member (FM)-A stated although R1 had medical 
issues, he was looking forward to discharging 
from the facility to the community. FM-A also 
stated R1 was coherent and able to make 
decisions about his health and still wanted to be 
alive. 

During interview on 3/30/22, at 6:43 a.m. LPN-B 
stated she had worked the night shift on 3/18/22, 
to 3/19/22, when R1 was found unresponsive. 
LPN-B stated LPN-A had approached her as she 
assisted another resident to the bathroom and 
had asked her to hurry and at the time she asked 
what was going on and that was when LPN-A 
stated to her R1 had passed away. LPN-B then 
stated NA-C and LPN-A went into R1's room and 
observed one of the legs was hanging on the 
edge of the bed. LPN-B stated she assisted 
LPN-A to reposition R1 to the middle of the bed 
and at this time she also checked R1's pulse and 
did not feel anything and she did not say anything 
to LPN-A. LPN-B stated she then reminded 
LPN-A to call to report to the supervisor all three 
staff left R1's room. LPN-B stated she did not ask 
LPN-A R1's code status because she thought 
because LPN-A was the assigned nurse she was 
well aware of R1's wishes. LPN-B stated since 
the incident she had received training that if a 
resident was unresponsive, they were supposed 
to first check the resident POLST and code 
status, then initiate CPR and call 911. 

During interview on 3/30/22, at 6:54 a.m. LPN-C 
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F 678 Continued From page 10 F 678
night building supervisor stated LPN-A had called 
to report R1 had passed on and she had asked 
LPN-A if she needed any assistance and if she 
had made the necessary calls and LPN-A had 
stated she had. LPN-C also stated LPN-A had 
called her a second time and told me R1 was a 
full code and she again asked her if she needed 
any assistance and LPN-A told her "no." LPN-C 
stated when a resident was found unresponsive, 
"first of all we have to check the POLST and if 
they are a full code we are to call *79 and to call 
the code blue and start CPR and when staff start 
running we tell them what to assist with the 
procedure. We are to start CPR and call 911 and 
to get them out of here." LPN-C stated since the 
incident she had received in-service on CPR 
protocols. LPN-C further stated "We are to read 
the POLST out of the chart and then take the 
necessary actions."

The facility's CPR policy dated 3/19/22, directed 
staff working at the facility "to their best of their 
ability to respect the wishes of residents and 
follow the procedure listed below for the initiation 
of CPR or Do Not Resuscitate (DNR) orders for 
each resident, if obtained. The American Heart 
Association (AHA) publishes guidelines every five 
years for CPR and Emergency Cardiovascular 
Care (ECC).
The AHA urges all potential rescuers to initiate 
CPR unless a valid Do Not Resuscitate (DNR) 
order is in place; obvious clinical signs of 
irreversible death (e.g., rigor mortis, dependent 
lividity, decapitation, transection, or 
decomposition) are present; or initiating CPR 
could cause injury or peril to the rescuer.
If a resident experiences a cardiac or respiratory 
arrest facility staff will provide basic life support, 
including CPR, prior to the arrival of emergency 
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F 678 Continued From page 11 F 678
medical services, in accordance with the 
resident's advance directives and any related 
physician order, such as code status, or in the 
absence of advance directives or a DNR order."

The immediate jeopardy began on 3/19/22, when 
the facility failed to implement their policy, and the 
resident's directive, related to CPR for R1. The 
immediate jeopardy was removed and the 
deficient practice corrected by 3/20/22, when the 
facility had implemented a systemic plan of 
correction that included re-educating the facility's 
licensed nursing and therapy staff regarding the 
facility's CPR policy and what staff are supposed 
to do when they found a resident unresponsive 
which included checking the POLST, initiate CPR 
immediately and call 911; an audit of charts for 
other residents who had passed away was 
completed to ensure the staff had followed the 
residents wishes. In addition, LPN-A was 
terminated. Verification of corrective action was 
confirmed by the interviews with a variety of 
nursing and therapy staff and facility CPR policy 
was reviewed.

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:

F 684 5/2/22
SS=D
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F 684 Continued From page 12 F 684
 Based on interview and document review, the 
facility failed to investigate the cause of a skin 
injury and assess for appropriate treatment for 1 
of 2 residents (R2) reviewed for non-pressure 
related skin concerns. 

Findings include:

R2's diagnoses included encephalopathy, 
unspecified intracranial injury without loss of 
consciousness, vascular dementia with 
behavioral disturbance, delirium due to known 
physiological condition, abnormalities of gait and 
mobility, Long term (current) use of 
anticoagulants, and history of falling obtained 
from the admission Minimum Data Set (MDS) 
dated 2/28/22. In addition, the MDS identified R2 
required physician staff assistance with all 
activities of daily living including transfers and R2 
had severely impaired cognition.

R2's care plan dated 3/3/22, identified resident 
was at risk for skin breakdown related to impaired 
bed mobility and R2 was not always able to 
effectively off load self without staff assistance. 
The care plan directed nursing assistants (NA's) 
to conduct a skin observation daily and weekly by 
a nurse. In addition, the care plan directed staff to 
report any signs of skin breakdown (sore, tender, 
red, or broken areas), document and report to the 
physician, nurse practitioner as indicated. 

R2's care plan dated 3/3/22, also identified R2 
had the potential complication to bruising, 
bleeding, hemorrhage related to chronic 
anticoagulation use. The care plan directed staff 
to encourage resident to avoid situations that 
have a potential for injury.

 • Resident R2 was discharged to the 
hospital.  
• All residents at facility have the 
potential to be affected by the deficient 
practice.
• All nursing staff will be educated on 
the policy and procedure for new non 
pressure skin concerns
• Whole house audit was completed to 
review all residents with current none 
pressure wounds to ensure there was a 
cause identified and appropriate treatment 
in place 
• Facility will conduct audits of new skin 
concerns: two audits per week for four 
weeks, two audits per month for three 
months, and will review at following QA 
meeting.
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F 684 Continued From page 13 F 684
R2's Event Report dated 3/10/22, at 3:42 a.m. by 
licensed practical nurse (LPN)-A indicated R2 had 
a "Skin tear on the right knee." The report also 
indicated the writer had been called to R2's 
bathroom and NA-C who was assisting resident 
at the time stated she had assisted R2 to the 
bathroom per request as resident had been up in 
wheelchair due to being alert, attempting to get 
out of bed and when she pulled R2's pants down 
she saw "a skin tear on patients right knee and 
notified writer. The skin tear on right knee was "V" 
shaped, 5.0 centimeter (cm) each line that made 
up "V." Patient was asked how it occurred and 
could not answer. Area cleaned with normal 
saline [N.S] and dry, non-adhering dressing 
applied." The report also indicated the building 
charge and the triage nurse for the physician 
were notified however R2's responsible 
party/family was to be notified in the morning 
[AM]. The writer also indicated a nursing order 
treatment for the skin tear on right knee was to 
cleanse with NS pat dry, apply dry, non-adhesive 
dressing and staff was to change the dressing 
daily and as needed until healed.

During progress notes review the following was 
revealed:
-Progress note dated 3/10/22, at 10:06 a.m. R2 
had "A bruise on his right [R] knee which was 
noticed by night [NOC] shift, family notified and 
the wife stated that she still wants to understand 
how the patient [pt] got the bruise, the writer 
informed her that per NOC shift report the pt does 
not remember how he got the bruise, [Family 
member-A] said she will talk to the nurse 
manager tomorrow."

 -Progress note dated 3/11/22, at 4:18 a.m. 
indicated a scant amount of dry blood was noted 

FORM CMS-2567(02-99) Previous Versions Obsolete V6ZG11Event ID: Facility ID: 00496 If continuation sheet Page  14 of 17



A. BUILDING ______________________
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/02/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

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

245411 03/31/2022
C

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

740 KAY AVENUE
SHIRLEY CHAPMAN SHOLOM HOME EAST SAINT PAUL, MN  55102

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 684 Continued From page 14 F 684
around old dressing to right knee, then writer 
provided dressing to "skin tear on right knee" per 
as needed (PRN) order. No bleeding and no sign 
and symptoms of infection noted to right knee.

-Progress note dated 3/11/22, at 2:05 p.m. 
indicated R2 had "a bruise on the right knee" 
which was cleaned and dressed per orders.

-Progress note dated 3/12/22, at 3:48 p.m. 
indicated FM-A had come to the facility and 
decided to bring R2 to the hospital per her 
preference. The medical record lacked 
documentation of the facility staff investigating the 
cause of the skin injury. 

During interview on 3/29/22, at 1:12 p.m. LPN-A 
stated on 3/10/22, NA-C had assisted R2 to the 
bathroom and NA-C had turned the bathroom 
light on and she went in then NA-C said she had 
just found it. LPN-A stated she felt the outside of 
R2's pants were wet from the blood and she 
thought the pants zipper may have caused the 
injury. LPN-A then stated she noticed bright red 
blood and the injury was "V shape" which at the 
point she got a disposable ruler to measure it 
then cleaned the area with normal saline, pat 
dried it and applied the appropriate dressing. 
LPN-A then stated she notified the supervisor, 
filed the appropriate form for the injury and 
thought she had called the physician triage 
on-call number to report the injury. LPN-A further 
stated the day nurse was supposed to call the 
family as she had reported to the day nurse R2 
had "a skin tear." LPN-A stated for any skin 
alterations she was supposed to notify the 
necessary people who needed to be notified 
including the family and physician to get orders 
for treatment.
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During interview on 3/30/22, at 2:24 p.m. the 
cooperate director of clinical services stated she 
would expect the staff to follow the facility policy 
with assessing and identifying the origin of the 
skin injury. She also stated she would expect the 
staff to notify the family/representatives and 
physician of any change in condition. When the 
cooperate director of clinical services reviewed 
right knee picture injury she stated it was not a 
skin tear but looked like a deep cut into the skin 
which required sutures. 

During interview on 3/30/22, at 1:49 p.m. FM-B 
stated resident had sustained a skin alteration 
which the staff was not able to explain how R2 
got it on the knee. FM-B stated on 3/12/22, FM-A 
had taken R2 to the hospital to get wound 
treatment. FM-B stated when R2 was seen at the 
emergency room (ER) the doctors had told FM-A 
the wound needed stitches or sutures however, 
the physician was not able to do it because the 
wound had started healing "inside out." FM-B 
stated the reason FM-A had brought R2 to the ER 
was because of concerns with a high risk for 
infection as the wound was deep into the skin and 
staff was not able to explain the origin/cause of 
the wound. 
During interview on 3/30/22, at 3:26 p.m. 
registered nurse (RN)-A stated when a resident 
had a skin tear or alteration nurses were 
supposed to assess the issue, then were to notify 
the responsible party and the physician/provider 
to get appropriate treatment orders for the skin 
concern. 

On 3/30/22, at 4:00 p.m. the policy for 
non-pressure skin was requested but was not 
provided.
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

On 3/29/22, through 3/31/22, a complaint survey 
was conducted at your facility by surveyors from 
the Minnesota Department of Health (MDH). Your 
facility was found NOT IN compliance with the 
MN State Licensure. 

The following complaints were found to be 
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 2 000Continued From page 1 2 000

SUBSTANTIATED: 
H5411121C (MN81926), with a licensing order 
issued at 0830.
H5411122C (MN81953)
H5411123C (MN81932)
H5411124C (MN81925)

The Minnesota Department of Health is 
documenting the State Licensing Correction 
Orders using Federal software.
The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of state form. Although no plan of correction 
is required, it is required that the facility 
acknowledge receipt of the electronic documents.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

This MN Requirement  is not met as evidenced 
by:

 2 830 5/2/22

Based on interview and document review, the 
facility failed to investigate the cause of a skin 
injury and assess for appropriate treatment for 1 

The director of nursing or designee, could 
review all residents with none pressure 
wounds, to assure the cause of the injury 

Minnesota Department of Health
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 2 830Continued From page 2 2 830

of 2 residents (R2) reviewed for non-pressure 
related skin concerns. 

Findings include:

R2's diagnoses included encephalopathy, 
unspecified intracranial injury without loss of 
consciousness, vascular dementia with 
behavioral disturbance, delirium due to known 
physiological condition, abnormalities of gait and 
mobility, Long term (current) use of 
anticoagulants, and history of falling obtained 
from the admission Minimum Data Set (MDS) 
dated 2/28/22. In addition, the MDS identified R2 
required physician staff assistance with all 
activities of daily living including transfers and R2 
had severely impaired cognition.

R2's care plan dated 3/3/22, identified resident 
was at risk for skin breakdown related to impaired 
bed mobility and R2 was not always able to 
effectively off load self without staff assistance. 
The care plan directed nursing assistants (NA's) 
to conduct a skin observation daily and weekly by 
a nurse. In addition, the care plan directed staff to 
report any signs of skin breakdown (sore, tender, 
red, or broken areas), document and report to the 
physician, nurse practitioner as indicated. 

R2's care plan dated 3/3/22, also identified R2 
had the potential complication to bruising, 
bleeding, hemorrhage related to chronic 
anticoagulation use. The care plan directed staff 
to encourage resident to avoid situations that 
have a potential for injury.

R2's Event Report dated 3/10/22, at 3:42 a.m. by 
licensed practical nurse (LPN)-A indicated R2 had 
a "Skin tear on the right knee." The report also 
indicated the writer had been called to R2's 

is identified and appropriate 
treatment/services are obtained from the 
provider to promote healing. The director 
of nursing or designee, could conduct 
random audits of the delivery of care; 
review reports of skin concerns to ensure 
appropriate care and services are 
implemented and reduce the risk of these 
wounds not being cared for properly. 
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bathroom and NA-C who was assisting resident 
at the time stated she had assisted R2 to the 
bathroom per request as resident had been up in 
wheelchair due to being alert, attempting to get 
out of bed and when she pulled R2's pants down 
she saw "a skin tear on patients right knee and 
notified writer. The skin tear on right knee was "V" 
shaped, 5.0 centimeter (cm) each line that made 
up "V." Patient was asked how it occurred and 
could not answer. Area cleaned with normal 
saline [N.S] and dry, non-adhering dressing 
applied." The report also indicated the building 
charge and the triage nurse for the physician 
were notified however R2's responsible 
party/family was to be notified in the morning 
[AM]. The writer also indicated a nursing order 
treatment for the skin tear on right knee was to 
cleanse with NS pat dry, apply dry, non-adhesive 
dressing and staff was to change the dressing 
daily and as needed until healed.

During progress notes review the following was 
revealed:
-Progress note dated 3/10/22, at 10:06 a.m. R2 
had "A bruise on his right [R] knee which was 
noticed by night [NOC] shift, family notified and 
the wife stated that she still wants to understand 
how the patient [pt] got the bruise, the writer 
informed her that per NOC shift report the pt does 
not remember how he got the bruise, [Family 
member-A] said she will talk to the nurse 
manager tomorrow."

 -Progress note dated 3/11/22, at 4:18 a.m. 
indicated a scant amount of dry blood was noted 
around old dressing to right knee, then writer 
provided dressing to "skin tear on right knee" per 
as needed (PRN) order. No bleeding and no sign 
and symptoms of infection noted to right knee.
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-Progress note dated 3/11/22, at 2:05 p.m. 
indicated R2 had "a bruise on the right knee" 
which was cleaned and dressed per orders.

-Progress note dated 3/12/22, at 3:48 p.m. 
indicated FM-A had come to the facility and 
decided to bring R2 to the hospital per her 
preference. The medical record lacked 
documentation of the facility staff investigating the 
cause of the skin injury. 

During interview on 3/29/22, at 1:12 p.m. LPN-A 
stated on 3/10/22, NA-C had assisted R2 to the 
bathroom and NA-C had turned the bathroom 
light on and she went in then NA-C said she had 
just found it. LPN-A stated she felt the outside of 
R2's pants were wet from the blood and she 
thought the pants zipper may have caused the 
injury. LPN-A then stated she noticed bright red 
blood and the injury was "V shape" which at the 
point she got a disposable ruler to measure it 
then cleaned the area with normal saline, pat 
dried it and applied the appropriate dressing. 
LPN-A then stated she notified the supervisor, 
filed the appropriate form for the injury and 
thought she had called the physician triage 
on-call number to report the injury. LPN-A further 
stated the day nurse was supposed to call the 
family as she had reported to the day nurse R2 
had "a skin tear." LPN-A stated for any skin 
alterations she was supposed to notify the 
necessary people who needed to be notified 
including the family and physician to get orders 
for treatment.

During interview on 3/30/22, at 2:24 p.m. the 
cooperate director of clinical services stated she 
would expect the staff to follow the facility policy 
with assessing and identifying the origin of the 
skin injury. She also stated she would expect the 
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staff to notify the family/representatives and 
physician of any change in condition. When the 
cooperate director of clinical services reviewed 
right knee picture injury she stated it was not a 
skin tear but looked like a deep cut into the skin 
which required sutures. 

During interview on 3/30/22, at 1:49 p.m. FM-B 
stated resident had sustained a skin alteration 
which the staff was not able to explain how R2 
got it on the knee. FM-B stated on 3/12/22, FM-A 
had taken R2 to the hospital to get wound 
treatment. FM-B stated when R2 was seen at the 
emergency room (ER) the doctors had told FM-A 
the wound needed stitches or sutures however, 
the physician was not able to do it because the 
wound had started healing "inside out." FM-B 
stated the reason FM-A had brought R2 to the ER 
was because of concerns with a high risk for 
infection as the wound was deep into the skin and 
staff was not able to explain the origin/cause of 
the wound. 
During interview on 3/30/22, at 3:26 p.m. 
registered nurse (RN)-A stated when a resident 
had a skin tear or alteration nurses were 
supposed to assess the issue, then were to notify 
the responsible party and the physician/provider 
to get appropriate treatment orders for the skin 
concern. 

On 3/30/22, at 4:00 p.m. the policy for 
non-pressure skin was requested but was not 
provided. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or designee, could review 
all residents with none pressure wounds, to 
assure the cause of the injury is identified and 
appropriate treatment/services are obtained from 
the provider to promote healing. The director of 
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nursing or designee, could conduct random 
audits of the delivery of care; review reports of 
skin concerns to ensure appropriate care and 
services are implemented and reduce the risk of 
these wounds not being cared for properly. 

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