
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
July 8, 2025

Administrator
Augustana Chapel View Care Center
615 Minnetonka Mills Road
Hopkins, MN 55343

RE: CCN: 245493
Cycle Start Date: April 24, 2025

Dear Administrator:

On May 15, 2025, we notified you a remedy was imposed.  On June 25, 2025 the  Minnesota  Department  of
Health completed  a revisit to verify that  your facility had achieved and maintained  compliance. We have
determined  that  your facility has achieved substantial  compliance as of June 17, 2025.

As authorized  by CMS the  remedy of:

•  Mandatory denial of payment  for new Medicare and Medicaid admissions effective July 24, 2025 did
not  go into effect. (42 CFR 488.417 (b))

In ou r letter  of May 15, 20 25 , in acco rdan ce with Federa  l law, as sp ecif ied in th e Act at  § 181 9( f) (2) (B) (iii) (I)(b)
and § 19 19 (f) (2)(B) (iii)(I)(b) , we no tified you th at  your facility was pro hibited fro m co nd ucting a Nursi ng Aide
Training and/ or Competency Evaluation Program (NATCEP) for two years from July 24, 2025 due  to denial of
payment  for new admissions. Since your facility attained  substantial  compliance on June 17, 2025, the  original
triggering remedy,  denial of payment  for new admissions, did not  go into effect. Therefore, the  NATCEP
prohibition is rescinded.  However, this does not  apply to or affect any previously imposed NATCEP loss.

The CMS Location may notify you of their  determination  regarding any imposed remedies.

Feel free to contact  me if you have questions.

Sincerely,

Sarah Lane, Compliance Analyst
Federal Enforcement  |  Health Regulation Division
Minnesota  Department  of Health
P.O. Box 64900
Saint Paul, MN 55164-0900
Telephone: 651-201-4308 Fax: 651-215-9697
Email: sarah. lane@state. mn.us

An equal opportunity employer.



Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

July 8, 2025

Administrator
Augustana Chapel View Care Center
615 Minnetonka Mills Road
Hopkins, MN 55343

Re: Reinspection Results
Event ID: GNNH12

Dear Administrator:

On June 25, 2025 survey staff of the  Minnesota Department  of Health - Health Regulation Division
completed  a reinspection  of your facility, to determine  correction of orders  found on the  survey
completed  on April 24, 2025. At this time these  correction  orders  were  found corrected.

Please feel free to call me with any questions.

Sincerely,

Sarah Lane, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, MN 55164-0900
Telephone: 651-201-4308 Fax: 651-215-9697
Email: sarah.lane@state. mn.us

An equal opportunity employer.



Protecting,  Maintaining and Improving the  Health of All Minnesotans

Electronically delivered
May 15, 2025

Administrator
Augustana Chapel View Care Center
615 Minnetonka Mills Road
Hopkins, MN 55343

RE: CCN: 245493
Cycle Start Date: April 24, 2025

Dear Administrator:

On April 24, 2025, a survey was completed  at  your facility by the  Minnesota  Department  of Health to
determine  if your facility was in compliance with Federal participation requirements  for skilled nursing
facilities and/ or nursing facilities participating in the  Medicare and/ or Medicaid programs.

This survey found the  most  serious deficiencies in your facility to be widespread  deficiencies that
constituted  immediate  jeopardy (Level L), The Statement  of Deficiencies (CMS‐2567) is being
electronically delivered. Because corrective action was taken prior to the  survey, past  non‐compliance
does not  require  a plan of correction  (POC).

This survey also found other  deficiencies in your facility to be isolated deficiencies that  constituted  no
actual harm with potential  for more  than  minimal harm that  was not  immediate  jeopardy (Level D),
whereby corrections  are  required.

RE MOVA L OF IMMEDI ATE JEOPARDY

On April 19, 2025, the  situation of immediate  jeopardy to potential



health  and safety cited at  F880 ‐ Infection Prevention & Control was removed.

REMEDIES

As a res ult of th e su rv ey findings and in acco rdance  with su rvey and certifi catio n memo 16‐ 31‐NH, this
Department  recommended  the  enforcement  remedy(ies) listed below to the  CMS location for
imposition. The CMS location concurs and is imposing the  following remedy and has authorized  this
Department  to notify you of the  imposition:

•  Mandatory Denial of Payment for new Mediare and/ or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective Medicaid Admissions, Federal regulations at 42
CFR § 488.417(a), effective July 24, 2025

The CMS location will notify your Medicare Administrative Contractor  (MAC) that  the  denial of
payment  for new admissions is effective July 24, 2025. They will also notify the  State Medicaid Agency
th at th ey must also den y payment  for new Medica id adm iss ions eff ecti ve July 24, 2025 .

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.

The CMS location may determine  to  impose other  remedies  such as a Civil Money Penalty.

•  Civil money penalty. (42 CFR 488.430 through  488.444)

NURSE AIDE TRAINING PROHIBITION

Please note  that  Federal law, as specified in the  Act at  §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse  aide training and competency  evaluation programs and nurse  aide competency
evaluation programs offered by, or in, a facility which, within the  previous two years, has operated
under  a § 1819(b)(4)(C)(ii)(II) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of full‐time registered
professional nurse); has been  subject  to an extended  or partial extended  survey as a result  of a finding
of substandard  quality of care; has been  assessed  a total  civil money penalty of not  less than  $13,343;
has been  subject  to a denial of payment,  the  appointment  of a temporary  manager  or termination;  or,
in the  case of an emergency,  has been  closed and/ or had its residents  transferred  to other  facilities.

Therefore, your agency is prohibited  from offering or conducting a Nurse Assistant
Training/Competency Evaluation Programs or Competency Evaluation Programs for two years
effective July 24, 2025. This prohibition is not  subject  to appeal.  Under Public Law 105‐15 (H.R. 968),
you may request  a waiver of this prohibition if certain  criteria are  met.  Please contact  the  Nursing
Assistant Registry at  (800) 397‐6124 for specific information regarding a waiver for these  programs
from this Department.



The CMS Region V Office may notify you of their determination  regarding any imposed remedies.

DEPARTMENT CONTACT

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

Lisa Krebs, Regional Operations  Supervisor RR
Health Regulation Division
Minnesota  Department  of Health
Rochester  District Office
3425 40th  Avenue NW, Suite 115
Rochester,  MN 55901
Email: Lisa.Krebs@state. mn.us
Office (507) 206‐2728

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.

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 October 24, 2025 (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

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

202‐795‐7490

A request  for a hearing should identify the  specific issues, findings of fact and conclusions of law with
which you disagree.  It should also specify the  basis for contending  that  the  findings and conclusions
are  incorrect.  At an appeal  hearing, you may be represented  by counsel at  your own expense.  If you
have any questions  regarding this matter,  please contact  Steven Delich, Program Representative  at
(312 ) 88 6‐521 6. Informatio n may also be em ailed to tamika.brown@cms.hhs.gov.

INFORMAL DISPUTE RESOLUTION (IDR)

In acc ord ance with 42 CFR 488.331 and Minnesota  Statute  144A.10 subd 15, you hav e one opportun  ity 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  disp uting those deficien cies, to: https: / / forms.web.health. state. mn.us/ form/ NHDisputeResolution

This request  must  be sent  within the  same  ten  calendar  days you have for submitting an ePoC for the
cited deficiencies. 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.

A copy of the  Department’s informal dispute  resolution policies is posted  on the  MDH Information
Bu lletin webs ite at: https: / /www.health. state. mn.us/ facilities/ regulation/ infobulletins/ ib04_8.html

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance  with 42 CFR § 488.431 and Minnesota  Statute  144A.10 subd 16, when a CMP subject  to
being collected and placed in an escrow account  is imposed, you have one opportunity  to question
cited deficiencies through  an Independent  IDR process.  You may also contest  scope and severity
assessments  for deficiencies which resulted  in a finding of SQC or immediate  jeopardy. 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:
https: //forms.web.health. state. mn.us/form/NHDisputeResolution

A facility may not  use both  IDR and independent  IDR for the  same  deficiency citation(s) arising from the
same survey unless the  IDR process was completed  prior to the  imposition of the  CMP. This request
must  be sent  within ten  calendar  days of receipt  of this offer. An incomplete  Independent  IDR process
will not  delay the  effective date  of any enforcement  action.

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.

Feel free to contact  me if you have questions.

Sincerely,

Sarah Lane, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308 Fax: 651‐215‐9697
Email: sarah.lane@state. mn.us



Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 15, 2025

Administrator
Augustana Chapel View Care Center
615 Minnetonka Mills Road
Hopkins, MN 55343

Re: State Nursing Home Licensing Orders
Event ID: GNNH11

Dear Administrator:

The above facility was surveyed on April 18, 2025 through  April 24, 2025 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. § 144 A.10 . If, upon reinsp ection, it is found that  the  defici ency 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
defici ency. Pleas e rememb  er that  this provis ion is only a suggestion and you are not  required  to follow
it. Failure to follow the  suggested  method  will not  result  in the  issuance of a penalty assessment.  You
are  reminded,  however, that  regardless  of the  method  used,  correction  of the  order  within the
established  time frame is required.  The “suggested  method  of correction” is for your information and
assistance  only.

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

The assigned tag number  appears  in the  far left column entitled  "ID Prefix Tag." The state  statute/ rule
number  and the  corresponding  text of the  state  statute/ rule out  of compliance is listed in the
"Summary Statement  of Deficiencies" column and replaces the  "To Comply" portion of the  correction
order.  This column also includes the  findings that  are  in violation of the  state  statute  or rule after  the
statement,  "This MN Requirement  is not  met  as evidenced by." Following the  surveyors findings are
the  Suggested Method  of Correction and the  Time Period For Correction.

An equal opportunity employer.



Augustana Chapel View Care Center
May 15, 2025
Page 2

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

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

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

Lisa Krebs, Regional Operations  Supervisor RR
Health Regulation Division
Minnesota  Department  of Health
Rochester  District Office
3425 40th  Avenue NW, Suite 115
Rochester,  MN 55901
Email: Lisa.Krebs@state. mn.us
Office (507) 206-2728

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

Please feel free to call me with any questions.

Sincerely,

Sarah Lane, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, MN 55164-0900
Telephone: 651-201-4308 Fax: 651-215-9697
Email: sarah.lane@state. mn.us



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 000  INITIAL COMMENTS F 000

On  4/18/25  thru  4/24/25,  a  standard  abbreviated
survey  was  completed  at  your  facility by the
Minnesota  Department  of Health  to determine  if
your  facility was  not  in compliance  with
requirements  of 42  CFR  Part  483,  Subpart  B, and
Requirements  for Long Term Care  Facilities.

The  following complaint  was  reviewed
H54932686C  (MN00112059) , H54932889C
(MN00112196)  and  H54933438C  (MN00112558)
and  a  deficiencies  issued  at  F684,  F755,  F760,
F770,  F773,  and  F842.

An additional  deficiency  was  issued  at  F880  at
PAST NON-COMPLIANCE in which  no  plan  of
correction  is required.

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 684  Quality  of Care
SS= D 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

F 684 6/17/25

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

Electronically  Signed
TITLE (X6) DATE

05/22/2025
Any deficiency  statement  ending  with an  asterisk  (*) denotes  a  deficiency  which  the  institution  may  be  excused  from correcting  providing  it is determined  that
other  safeguards  provide  sufficient  protection  to the  patients.  (See  instructions. ) Except  for nursing  homes,  the  findings  stated  above  are  disclosable  90  days
following the  date  of survey  whether  or not  a  plan  of correction  is provided.  For  nursing  homes,  the  above  findings  and  plans  of correction  are  disclosable  14
days  following the  date  these  documents  are  made  available  to the  facility. If deficiencies  are  cited,  an  approved  plan  of correction  is requisite  to continued
program  participation.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11 Facility ID: 00727 If continuation  sheet  Page  1 of 68
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F 684  Continued  From  page  1
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:
Based  on  observation,  interview,  and  document

review,  the  facility failed  to comprehensively
assess  and  appropriately  monitor  2 of 3 residents
(R5,  R13)  with acute  illnesses  including  but  not
limited to influenza  that  resulted  in hospitalization
reviewed  for change  of condition.

Findings  include:

See  F880  for additional  information  about  facility's
infection  control  and  prevention  practices
regarding  influenza.

R5

R5's  quarterly  Minimum Data  Set  dated  4/8/25,
indicated  R5  admitted  to the  facility on  7/6/23  with
diagnoses  including  chronic  obstructive
pulmonary  disease  (COPD) , congestive  heart
failure  (CHF) , hypertension,  type  2 diabetes,
hyperkalemia  (elevated  blood  level  of potassium) ,
and  acute  and  chronic  respiratory  failure.  R5
used  supplemental  oxygen  therapy  and  was
cognitively  intact.

R5's  care  plan  problems  dated  7/7/23,  identified
R5 was  at  risk for decline  in medical  condition
with intervention  to monitor  for changes  in
condition  and  notify provider  and  resident
representative  as  indicated.  R5's  care  plan
identified  R5  had  shortness  of breath  (SOB)  with
exertion  and  when  the  head  of the  bed  was  flat
and  required  oxygen  (O2)  therapy.  Interventions

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11

F 684

F684  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  cited  under  F684.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:

o Resident  R5  and  R13  received
comprehensive  reassessment  by the
clinical team  to address  their  acute
illnesses.  Follow-up with their  primary
care  physicians  will be  conducted  to
ensure  continuity  of care
post- hospitalization.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:

o A facility-wide  review  of all residents  who
had  required  transportation  to the  hospital
for a  higher  level  of care  since  3/31/25
was  done  on  4/23/25  to identify gaps  in
practice  using  the  Change  in Condition
policy as  a  guide.  Summary  of findings
were  reviewed  by Chapel  View leadership
and  designated  home  office staff.

· Measures  put  in place  to ensure
Facility ID: 00727 If continuation  sheet  Page  2 of 68
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included  administer  oxygen  per  physician  orders,
monitor  oxygen  saturation  (SpO2)  via pulse
oximetry  (device  to measure  blood  oxygen
saturation  levels)  per  protocol  and  as  needed,
and  monitor/ document  respiratory  status  per
protocol  and  as  needed.  R5' s  care  plan  identified
R5 was  alert  and  oriented  and  included
intervention  to monitor  for changes  in cognition
and  notify provider  as  needed.

R5's  physician  orders  included  the  following:
- Order  dated  7/6/23,  to check  O2  saturations  as
needed  for increased  breathing  difficulty.
- Order  dated  7/7/23,  to auscultate  (listen  to with
a  stethoscope)  lung  sounds,  make  a  progress
note  if abnormal  lung  sounds  are  present,  and
notify provider  if indicated  once  a  day  for CHF.
- Order  dated  7/7/23,  to note  level  of edema  and
respiratory  effort daily, make  a  progress  note  if
any  abnormal  findings,  and  notify provider  of
concerns  once  a  day  as  indicated  for CHF.
- Order  dated  4/15/24  for 3 liters  (L) of continuous
oxygen  via nasal  cannula.
- Order  dated  5/2/24,  for vital signs  weekly  with
bath  on  Thursdays.
- Order  dated  7/3/24,  to check  blood  glucose
(blood  sugar)  levels  once  a  week  on  Wednesday
mornings.

R5's  progress  note  dated  4/6/25  at  10:29  p.m. ,
indicated  she  was  alert  and  oriented,  denied  pain
or SOB,  and  had  stable  O2  at  her  baseline  of 3L.

R5's  progress  note  dated  4/8/25  at  12:21  p.m. ,
identified  R5  had  a  change  in condition.  R5  was
confused  to place  and  time,  unable  to express
her  needs,  words  did not  come  out  clearly,  and
she  only verbalized  her  name.  The  presence  of a
cough  was  noted  as  well as  poor  appetite  with
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An additional  nurse  manager  was  added
to assist  with monitoring  changes  in
conditions  on  4/28/25  and  ongoing.  An
external  Infection  Preventionist  was  added
to assist  with monitoring  changes  in
conditions  related  to the  infectious
process  on  4/18/25  and  ongoing.  An audit
tool was  created  to track  changes  in
conditions  to analyze  gaps  and  to
establish  root  cause  of changes  in
conditions.  DON and  Nurse  Managers  to
read  facility activity report  to look for
change  of condition.  The  morning  IDT
meeting  was  updated  to address  changes
in conditions  with an  afternoon  follow-up
validation  meeting  to ensure  completion.
Change  in condition  education  completed
with all nurses  starting  4/18/25  and
ongoing  through  all staff  to receive  the
education.

· Effective  implementation  of actions  will
be  monitored  by:

o The  Director  of Nursing,  or designee,
will audit  20  resident  charts  monthly  for
three  months  to ensure  comprehensive
assessments  and  appropriate  monitoring
are  conducted  for residents  with acute
illnesses.  Results  of these  audits  will be
reviewed  by the  facility QAPI committee,
which  will decide  if further
monitoring/ audits  are  recommended.

· The  person  responsible  to maintain
compliance  is:

Facility ID: 00727 If continuation  sheet  Page  3 of 68



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 684  Continued  From  page  3
refusal  of meals.  The  note  indicated  R5' s  vital
signs  were  stable  and  she  denied  pain,  SOB,
fever,  abdominal  discomfort,  nausea/ vomiting,
dizziness,  or headache.  She  had  no  signs  of
respiratory  distress  with cares  or activities.  The
provider  was  notified  and  ordered  STAT
(immediate)  laboratory  studies  (labs)  for a
complete  blood  count  (CBC), basic  metabolic
panel  (BMP), COVID-19,  respiratory  syncytial
virus  (RSV) , influenza,  and  a  urinalysis  and  urine
culture  (UA/UC). Samples  for RSV,  influenza,  and
COVID-19,  and  UA/UC were  collected  and  in the
fridge  for lab  to pick up  with CBC  and  BMP still
pending.  The  note  identified  "at  this  time  the  staff
will continue  to monitor,  and  offer more  fluids."

See  F770  for additional  information  regarding
lack  of timely completion  of ordered  labs.

R5's  provider  note  by nurse  practitioner  (NP) -A
dated  4/9/25,  indicated  R5  was  seen  for an  acute
visit. The  note  included  staff  noted  R5  had
increased  confusion  a  day  ago  and  she  was
usually  alert  at  baseline.  Labs  for COVID-19,
influenza  A and  B, RSV,  a  urinalysis,  CBC,  and
BMP were  ordered  but  results  were  still pending.
The  facility had  influenza  cases.  On  4/9/25,  R5
"has  declined  in condition,  is more  confused,
lethargic,  face  flashed  [sic,  flushed]  with shallow
breathes  [sic,  breaths]  on  4L of oxygen.  Sats
[SpO2]  86-88% ... has  not  been  able  to keep  food
down  ... today' s  BG [blood  glucose]  412. "
Physical  examination  noted  R5  was  confused  and
lethargic  with rales  (crackle  sounds  heard  when
listening  to the  lungs)  and  shallow  breaths.  The
plan  was  to send  R5 to the  hospital  for further
evaluation.

R5's  progress  note  dated  4/9/25  at  9:56  a. m. ,
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indicated  R5  was  confused,  slow to respond,  very
weak,  and  showed  signs  of distress.  Vital signs
were  blood  pressure  123/ 76,  SpO2  88%  on  4L of
O2,  blood  sugar  417,  heart  rate  116,  and
temperature  97. 3 degrees  Fahrenheit  (F).
Interventions  were  elevating  the  head  of the  bed
and  a  nebulizer  treatment  (respiratory  medication
administered  via inhalation) . R5  was  sent  to the
emergency  room  and  daughter  notified.

R5's  vital signs  record  from 4/8/25  through
4/9/25,  included  the  following:
- 4/8/25  at  12:16  a. m.: SpO2  95%  on  3L of O2
- 4/8/25  at  7:54  a. m. : Blood  pressure  108/ 72
- 4/8/25  at  1:14  p.m. : SpO2  92%  on 3L of O2
- 4/8/25  at  10:17  p.m.: SpO2  92%  on  3L of O2
- 4/9/25  at  6:26  a. m. : SpO2  93%  on 3L of O2
- 4/9/25  at  8:00  a. m. : Pain  score  of zero,  blood
sugar  417  milligrams  per  deciliter  (mg/ dL), SpO2
88%  on  3L of O2,  blood  pressure  123/ 76,
respirations  18  breaths  per  minute,  heart  rate  116
beats  per  minute,  and  temperature  97. 3 F.

R5's  vital signs  record  included  a  full set  of vital
signs  taken  on  4/9/25  at  8:00  a. m.  but  lacked  any
other  full sets  of vital signs  from 4/8/25  through
4/9/25.

R5's  Medication  and  Treatment  Administration
Records  (MAR/TAR) for April 2025  included
SpO2  measurements  completed  once  per  shift
(days,  evening,  nights)  corresponding  with the
vital signs  record.  Also included  blood  pressure
measurement  taken  once  daily in the  morning  for
administration  of a  blood  pressure  medication
corresponding  with the  vital signs  record.  In
addition,  the  MAR/TAR included  the  physician
orders  to auscultate  lung sounds  and  note  level  of
respiratory  effort (and  make  progress  note  for
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abnormal  findings)  once  daily between  7:00  a. m.
and  3:00  p.m.  These  orders  were  marked  as
completed  on  4/1/25  through  4/8/25  but  blank  on
4/9/25.  There  were  no  corresponding  progress
notes  in R5' s  record  documenting  associated
abnormal  findings.

R5's  MAR/TAR lacked  documentation  of
additional  monitoring  and  assessment  of R5  after
staff  identified  her  change  in condition  noted  in
progress  note  dated  4/8/25  at  12:21  p.m.  The
records  lacked  evidence  of ongoing  assessment
and  monitoring  of vital signs,  possible  infection,  or
respiratory  status.

R5' s  assessments  section  of her  electronic  health
record  (EHR) lacked  documentation  of any
assessments  completed  between  4/8/25  at  12:21
p.m.  when  R5' s  change  in condition  was  identified
and  4/9/25  at  9:56  a. m.  when  progress  note
indicated  she  was  sent  to the  hospital.

R5's  Emergency  Center  physician  hospital  note
dated  4/9/25,  indicated  R5  presented  with altered
mental  status,  hypoxia  (low oxygen  levels  in body
tissues) , concern  for an  underlying  infectious
process,  fever  of 100. 8 F, and  a  viral swab
positive  for influenza  A. R5  was  admitted  to the
hospital  with diagnoses  of altered  mental  status,
influenza,  hypoxia,  hypercapnia  (high  levels  of
carbon  dioxide  in the  blood) , severe  sepsis
(extreme  reaction  of the  body  to infection  causing
further  damage) , and  acute  respiratory  failure.

R5's  hospital  discharge  summary  dated  4/18/25,
identified  R5  was  hospitalized  from 4/9/25
through  4/18/25  with diagnoses  of: influenza  A
with respiratory  manifestation,  bilateral
ground- glass  opacities  (densities  in the  lungs
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seen  on  chest  imaging) , COPD  exacerbation,
pulmonary  edema  (accumulation  of fluid in the
lungs) , pseudomonas  (a  type  of bacteria)  urinary
tract  infection,  word- finding difficulty, acute  on
chronic  respiratory  failure,  acute  kidney  injury,
sepsis,  acute  hyperkalemia,  and  acute
encephalopathy  (disturbance  of the  brain' s
function) .

During  an  interview  on  4/22/25  at  10:03  a. m. , R5
stated  she  had  been  in the  hospital  for about  a
week  due  to a  combination  of her  oxygen  levels
and  a  urinary  tract  infection.  R5  stated  it was  a
blur and  she  did not  clearly  remember  what
happened  prior to her  transfer  to the  hospital,  but
staff  knew  something  was  wrong  with her  and
contacted  emergency  medical  services.  R5  was
lying in bed  with head  of bed  elevated  and  3L of
supplemental  O2 delivered  via nasal  cannula.

During  an  interview  on  4/22/25  at  12:50  p.m. ,
licensed  practical  nurse  (LPN)-D stated  for a
resident  with a  change  in condition  she  would
monitor  them  every  two hours.  She  would  assess
responsiveness,  lung  sounds,  take  vital signs,
and  document  all in a  progress  note  at  the  end  of
her  shift.  LPN-D stated  staff  could  also  enter  a
nursing  order  on  the  TAR which  would  prompt
staff  to monitor  every  two hours.  LPN-D noted
she  was  R5' s  nurse  on  4/9/25  when  R5 went  to
the  hospital.  LPN-D noted  R5  normally  had  a
once  weekly  vital sign  and  blood  sugar  check
which  was  scheduled  for that  morning,  so  she
had  obtained  a  full set  of vital signs.  LPN-D
stated  she  was  concerned  about  R5' s  oxygen
level,  so  she  checked  it every  30  minutes.  LPN-D
noted  the  nurse  practitioner  was  on-site,  saw  R5,
and  decided  to send  her  to the  hospital.  R5' s
record  lacked  documentation  of monitoring  every
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two hours  and  of SpO2  checks  every  30  minutes.

During  an  interview  on  4/22/25  at  1:45  p.m. ,
LPN-A stated  for a  resident  with a  change  in
condition,  the  provider  would  be  notified  and  give
staff  monitoring  orders.  Providers  would  identify
how they  wanted  a  resident  monitored  and  the
frequency.  If specific  orders  were  not  provided,
LPN-A would  check  on  a  resident  every  two hours
and  for a  potential  respiratory  illness  he  would
monitor  vital signs,  fever,  hypoxia,  SOB,  and
appetite.  LPN-A stated  he  was  R5' s  nurse  on
4/8/25,  notified  the  provider  of her  change  in
condition,  and  received  orders  for labs.  LPN-A
stated  no  specific  monitoring  orders  were
provided,  but  per  nursing  judgement,  he
monitored  her  every  two hours  keeping  an  eye  on
her  and  "would  have  checked  vital signs  every
four hours,  checked  lung  sounds"  and  put  this  in
a  progress  note  at  the  end  of his  shift.  R5's
record  lacked  documentation  of monitoring  every
two hours  and  of vital signs  every  four hours.

During  an  interview  on  4/22/25  at  3:28  p.m. ,
registered  nurse  (RN)-D stated  she  was  not  sure
what  the  protocol  was  for monitoring  respiratory
status,  but  guessed  she  would  monitor  vital signs,
respiratory  status,  check  oxygen  levels,  and
check  lung  sounds  "maybe  every  15  to 30
minutes. " RN-D noted  she  would  follow whatever
was  on  the  care  plan.  If the  care  plan  directed  to
monitor  per  protocol,  RN-D was  not  sure  what
"per  protocol"  meant.  If she  heard  a  resident  had
a  respiratory  issue  in report,  she  should  check
and  chart  SpO2  every  two hours  if above  90%
and  check  more  frequently  if it was  lower.

During  an  interview  on  4/22/25  at  3:51  p.m. ,
RN-E stated  for respiratory  status  monitoring  she
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would  do  a  full set  of vital signs.  RN-E thought
protocol  would  be  every  15  minutes  depending  on
the  status  of the  resident  and  she  would
document  in a  progress  note  and  notify the
provider  of anything  abnormal.

During  an  interview  on  4/22/25  at  3:57  p.m. ,
nurse  manager  RN-A stated  respiratory  status
assessment  should  include  lung  sounds,  SpO2
for residents  on  oxygen,  coughing,  wheezing,  and
SOB.  For  a  resident  with a  change  in condition,
this  should  be  done  at  least  once  every  shift,
would  be  noted  in a  provider  or nursing  order  on
the  TAR, and  abnormal  findings  relayed  to the
provider  and  documented  in a  progress  note.  For
a  resident  who was  not  stable  he  would  expect  a
nursing  order  or physician' s  order  for monitoring
at  least  every  shift.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
director  of nursing  (DON) stated  she  would
expect  a  respiratory  assessment  to contain  vital
signs,  lung  sounds,  oxygen  use,  cough,  SOB,
and  relevant  conditions  like CHF  or COPD.  This
would  be  charted  in the  MAR/TAR, observation
(assessment)  forms,  an  event  form,  or a  progress
note.  After R5' s  change  in condition  was  identified
on  4/8/25,  she  would  expect  to see  monitoring  at
least  once  a  shift for respiratory  monitoring,
urinary  monitoring,  intake  and  output,  infection,
lung  sounds,  pain,  and  a  full set  of vital signs.
The  DON confirmed  there  was  a  full set  of vital
signs  in R5' s  record  from the  morning  of 4/9/25,
but  she  did not  see  another  full set  of vital signs
since  R5' s  change  in condition  was  noted  on
4/8/25.  She  would  expect  to see  a  full set  of vital
signs  from that  time  as  well as  on  the  overnight
shift.  Further,  the  DON stated,  "I don' t see
ongoing  monitoring  of her  respiratory  status. " The
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DON confirmed  R5 was  not  monitored
appropriately  for her  change  in condition  and  the
assessment  and  monitoring  after  her  change  in
condition  was  identified  was  not  in line with policy
and  procedure,  standards  of practice,  or her
expectations.  The  DON identified  potential
outcomes  of a  lack  of appropriate  monitoring  and
assessment  as  a  delay  in care,  decline,  or
possible  death.

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  she  would  expect  a
respiratory  assessment  to include  vital signs,  lung
sounds,  and  symptom  monitoring.  If specific  time
parameters  for monitoring  were  not  ordered,  she
would  expect  staff  to monitor  at  least  once  a  shift
and  more  frequently  as  needed  depending  on  the
resident' s  condition.  This  was  important  so
treatment  could  be  expedited  as  needed  and  a
resident  sent  to the  hospital.  For  R5's  change  in
condition,  NP-A would  expect  staff  to have
checked  her  SpO2,  fever,  SOB  and  with the
facility's  flu outbreak  also  have  monitored  all
upper  respiratory  symptoms.  For  R5,  NP-A
"would  have  expected  staff  check  her  vitals  and
monitor  every  four hours  and  PRN  [as  needed]  as
well. Not once  a  shift,  because  she  had  a  change
in condition. "

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , physician  (MD)-B stated  she  would
expect  the  facility to follow their  protocols  for
assessment  and  monitoring.  With an  outbreak  of
influenza  A at  the  facility, she  would  expect
residents  to be  monitored  for signs  and
symptoms  including  fever,  cough,  fatiguability,
malaise,  sore  throat,  nausea,  decreased  appetite,
nasal  congestion,  headache,  and  altered  mental
status.  For  a  respiratory  assessment  she  would
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expect  staff  to look for respiratory  distress,
oxygen  saturation  levels,  oxygen  requirements  if
on  supplemental  oxygen,  any  respiratory
symptoms,  and  lung  auscultation.  After R5's
change  of condition  was  noted  on  4/8/25,  MD-B
would  expect  assessment  and  monitoring  per  the
facility's  protocol,  especially  with influenza  A
present  in the  facility, including  vitals  signs  at
least  every  four hours  and  respiratory  and  urinary
assessments.  She  would  expect  staff  to monitor
and  report  any  significant  changes  to her  office
immediately.

R13

R13' s  annual  MDS dated  1/28/25,  indicated  R13
admitted  to the  facility on  1/30/24  with diagnoses
including  congestive  heart  failure,  obstructive  and
reflex  uropathy  (problems  affecting  the  flow of
urine) , hypertension,  dementia,  and  Parkinson' s
disease.  R5  had  an  indwelling catheter  and  was
cognitively  impaired.

R13' s  care  plan  dated  2/7/25,  identified  he  was  at
risk for decline  in medical  condition.  Interventions
included  administering  medications  and
treatments  per  physician  orders  and  monitoring
for changes  in condition  and  notifying provider  as
indicated.

R13' s  physician  orders  included  the  following:
- Order  dated  3/27/24,  to update  NP  if resident
had  a  decline  in condition  or was  not
eating/ drinking  every  shift.
- Order  dated  3/27/24,  to auscultate  lung  sounds,
make  a  progress  note  if abnormal  lung sounds
are  present,  and  notify provider  if indicated  once
a  day  for CHF.
- Order  dated  3/27/24,  to note  level  of edema  and
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respiratory  effort daily, make  a  progress  note  if
any  abnormal  findings,  and  notify provider  of
concerns  as  indicated  once  a  day  for CHF.
- Order  dated  5/9/24,  for vital signs  weekly  on
bath  day  on  Wednesdays.

R13' s  progress  note  dated  4/8/25  at  6:21  p.m. ,
indicated  he  had  foul smelling  discolored  urine
and  R13' s  son  reported  he  seemed  mentally
altered  with mild confusion.  R13' s  catheter  bag
was  changed,  he  was  offered  fluids throughout
the  shift,  and  the  "PM [evening]  shift notified  and
will continue  to monitor.  NP  was  notified  via a
written  message  on  the  call board. "

R13' s  provider  note  by NP-A dated  4/9/25,
indicated  R13  was  seen  for an  acute  visit. The
note  indicated  R13  had  foul smelling  urine  and  a
history  of urinary  retention  and  chronic  indwelling
catheter.  Also noted  some  confusion  and  a
history  of dementia.  Further  indicated  there  were
two patients  with confirmed  influenza  at  the
facility. The  assessment  and  plan  for confusion,
foul smelling  urine,  hematuria,  urinary  retention,
and  indwelling foley catheter  included  "will order
UA/UC [urinalysis  and  urine  culture] " and  "will
check  for influenza/ COVID-19 due  to confirmed
cases  at  the  facility."

R13' s  progress  note  dated  4/9/25  at  12:47  p.m. ,
indicated  he  had  bloody  urine  (hematuria)  in his
catheter  bag  and  the  NP  was  on- site  and
updated.  Catheter  was  changed  but  there  was
not  enough  urine  to sample  for labs,  PM nurse
was  updated  to collect  and  process.  Influenza
swabs  were  not  done  because  there  were  no
supplies,  order  was  changed  to tomorrow.

See  F770  for additional  information  regarding
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lack  of timely completion  of ordered  labs.

R13' s  late  entry  progress  note  dated  4/10/25,  was
entered  on  4/15/25.  The  note  indicated  a  swab
was  collected  from R13  on  4/10/25  to test  for
influenza,  RSV,  and  COVID-19  "and  lab  results
came  out  negative. "

The  facility's  Infection  Tracking  Line List
document  indicated  R13' s  roommate  had  a
positive  lab  test  for influenza  A on  4/10/25.  R13' s
roommate  had  developed  respiratory  symptoms
and  was  tested  on  4/8/25.

R13' s  physician  order  dated  4/10/25,  had  end
date  of 4/23/25  for Tamiflu (antiviral  medication
taken  to prevent  influenza  or,  at  a  higher  dosage,
to treat  influenza)  capsule  75  mg  orally once  a
day  at  bedtime  for diagnosis  of "encounter  for
other  specified  prophylactic  measures  -
influenza. "

R13' s  laboratory  result  fax transmission  form
dated  4/12/25,  included  the  result  for an  influenza
A test  ordered  by NP-A. The  swab  for the  test
was  collected  on  4/10/25  at  11:00  a. m.  and  the
test  resulted  on  4/11/25  at  9:58  p.m.  The
influenza  A value  was  listed  as  "detected  (A)" with
a  legend  identifying "A" to mean  "abnormal. " Per
late  entry  progress  note  dated  4/10/25,  this  result
had  been  negative.

See  F773  for additional  information  regarding
lack  of provider  notification  of abnormal  lab  result.

R13' s  late  entry  progress  note  dated  4/13/25,  was
entered  on  4/16/25.  The  note  indicated  lab  results
came  in, the  on-call NP  was  called  and  directed
staff  to notify R13' s  NP,  and  R13' s  NP  was
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notified  via the  notice  board.  The  progress  note
did not  specify  which  lab  results  it referenced  or if
the  results  were  abnormal.

R13' s  progress  note  dated  4/13/25,  indicated  he
had  hematuria,  vital signs  were  stable,  and  fluids
provided  throughout  shift.

R13' s  progress  note  date  4/15/25  at  8:10  p.m. ,
indicated  R13  had  a  change  of condition.  R13
complained  of being  tired,  wanted  to go  to bed,
was  shaking,  passed  out  during  transfer,  and  was
assisted  to bed  by staff.  Vital signs  were  stable
with blood  pressure  95/50,  temperature  97. 2 F,
heart  rate  85  beats  per  minute,  SpO2  92%  and
upon  re- check  10-15  minutes  later  blood
pressure  was  108/ 67,  heart  rate  127  beats  per
minute,  and  SpO2  95% . On  call provider  was
notified  and  gave  order  to send  R13  to the
hospital  for evaluation.

R13' s  vital signs  record  for month  of April 2025,
included  the  following:
- 4/2/25  at  2:38  p.m. : SpO2  96% , blood  pressure
119/74,  respirations  18  breaths  per  minute,  heart
rate  71  beats  per  minute,  and  temperature  97. 5
F.
- 4/9/25  at  4:34  p.m. : SpO2  97% , blood  pressure
124/ 84,  respirations  19  breaths  per  minute,  heart
rate  100  beats  per  minute,  and  temperature  97. 4
F.

R13' s  vital sign  included  a  full set  of vital signs
taken  on  4/9/25  per  physician  order  for weekly
vital signs  once  daily on  Wednesdays.  It lacked
any  other  recorded  vital signs  from 4/8/25  at  6:21
p.m.  when  a  progress  note  identified  a  change  in
condition  with foul smelling  urine  and  altered
mental  status  through  4/15/25  when  R13  was
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sent  to the  hospital.

Review  of R13' s  assessments  section  of the  EHR
between  4/8/25  and  4/15/25  identified  a  bath
visual  body  inspection  completed  on  4/9/25.  It
lacked  documentation  of any  other  assessments
completed  between  4/8/25  and  4/15/25.

R13' s  MAR/TAR for April 2025,  included
administration  of Tamiflu at  bedtime  documented
as  complete  from 4/10/25  through  4/15/25.  In
addition,  the  MAR/TAR included  the  physician
orders  to auscultate  lung sounds  and  note  level  of
respiratory  effort (and  make  progress  note  for
abnormal  findings)  once  daily, and  to update  NP
for decline  in condition  every  shift.  These  orders
were  marked  as  completed  from 4/8/25  through
4/15/25.  There  were  no  corresponding  progress
notes  in R13' s  record  documenting  associated
abnormal  findings.

R13' s  MAR/TAR lacked  documentation  of
additional  monitoring  and  assessment  of R13
after  staff  identified  his  change  in condition  noted
in progress  note  dated  4/8/25  at  6:21  p.m.  The
records  lacked  evidence  of ongoing  assessment
and  monitoring  of vital signs,  possible  infection,  or
respiratory  status.

R13' s  physician  History  and  Physical  hospital
note  dated  4/15/25,  indicated  R13  had  lost
consciousness  for a  brief time  at  the  facility, had
a  temperature  of 101. 7 F,  and  emergency
medical  services  were  called  and  transported  him
to the  hospital.  R13' s  active  problem  list included
influenza  A with note  "medication  list includes
Tamiflu, which  leads  me  to believe  that  the  care
facility knew  about  this  already,  or maybe  he  was
taking  it for prophylaxis, " sepsis  "likely from the
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influenza"  but  chest  x-ray  suggestive  of possible
pneumonia,  and  chronic  atrial  fibrillation (heart
rhythm  disorder  where  the  upper  chambers  beat
irregularly)  with rapid  ventricular  response  (RVR,
where  the  irregular  beats  of the  upper  chambers
cause  the  lower  chambers  of the  heart  too  beat
too  quickly) tonight.  R13  was  admitted  to the
hospital  "as  an  inpatient  because  of a  higher  risk
of adverse  outcome  due  to influenza  A, sepsis. "

On  4/24/25,  R13  remained  in the  hospital  and
had  not  yet been  discharged.

During  an  interview  on  4/23/25  at  9:09  a. m. ,
LPN-D stated  nurses  place  a  phone  call to the
on-call provider  when  ceded,  like in an
emergency.  LPN-D noted  the  call board  (a
clipboard  with space  for staff  to make  notes  about
residents)  was  used  for "something  not  urgent"
and  staff  would  leave  a  note  for the  NP  to review
when  she  was  on-site  at  the  facility.

During  an  interview  on  4/23/25  at  10:46  a. m. ,
nurse  manager  RN-A confirmed  he  wrote  the  late
entry  progress  note  dated  4/10/25  indicating
R13' s  RSV,  influenza  A and  B, and  COVID-19
tests  were  negative.  RN-A reviewed  the  faxed  lab
result  noting  R13' s  influenza  A test  was  positive
and  stated  he  was  not  aware  R13  tested  positive
for influenza  A until right now.

During  an  interview  on  4/23/25  at  11:33  a. m. ,
RN-F stated  she  was  working  with R13  when  he
was  sent  to the  hospital.  RN-F noted  he  had
complained  of a  headache  and  fatigue,  passed
out  while attempting  to transfer  with staff,  and
notified  her  supervisor,  R13' s  family, and  R13' s
provider  who ordered  a  transfer  to the  hospital.
RN-F noted  R13' s  appetite  had  been  decreased
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and  he  was  not  eating  or drinking  the  way  he
normally  did throughout  the  day.  RN-F noted  she
did not  report  this  to the  provider,  would  normally
do  so,  and  should  have  reported  it. RN-F stated
she  was  aware  his  roommate  was  influenza
positive  but  did not  know  R13  was.  RN-F did not
identify assessment  or monitoring  for R13
implemented  after  his  change  in condition  on
4/8/25.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
DON stated  she  was  not  previously  aware  R13
tested  positive  for influenza  A while at  the  facility
and  did not  see  evidence  of provider  notification.
The  DON stated  there  was  a  delay  in the
treatment  of his  influenza  which  could  have
resulted  in death.  His Tamiflu would  have  been
changed  from a  prophylactic  to treatment  dose
and  could  have  slowed  his  further  decline  and
hospitalization.  The  DON would  expect  to have
seen  respiratory  assessments  completed
including  vital signs,  lung  sounds,  and  SOB  as
well as  urinary  assessments  including  amount,
color,  odor,  consistency,  and  presence  of
symptoms  like pain/ burning/ frequency.  She  would
expect  to see  assessments  and  monitoring
completed  every  shift.  The  DON confirmed  R13' s
record  did not  include  evidence  of respiratory  or
urinary  assessments  after  his  change  in condition
was  identified  on  4/8/25.  She  noted  "vital signs,
for him,  they  should  be  done  every  shift,
especially  if you think he  has  an  infection. " She
confirmed  R13' s  EHR  vital signs  section
contained  a  set  of vital signs  from 4/9/25,  but
none  from his  change  of condition  on  4/8/25  and
none  after  4/9/25.  The  DON confirmed  vital sign
monitoring  for R13  was  not  completed  per  her
expectations.

F 684

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11 Facility ID: 00727 If continuation  sheet  Page  17 of 68



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 684  Continued  From  page  17
During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  staff  should  have
contacted  the  on-call provider  on  4/8/25  when
R13' s  change  of condition  was  noted  and  not  left
a  message  on  the  call board.  NP-A noted  a
patient  can  decline  very  fast  and  the  on-call
provider  needs  to be  notified  to direct  staff  what
to do  next  including  monitoring  symptoms,
looking  for signs/ symptoms  of respiratory
infection,  and  possible  lab  orders.  For  a  change
in condition  staff  should  call right away,  the  call
board  clipboard  was  for simple  things  she  could
address  the  following day.  NP-A noted  she  would
expect  to see  assessment  and  monitoring  of R13
after  his  change  in condition  including  respiratory
monitoring,  lung  sounds,  presence  of fever,  and
vital signs  every  four hours  and  as  needed.  She
stated  R13' s  vital sign  monitoring  "does  not  meet
my expectations,  not  at  all, it needed  to be  more
frequent  for sure. " NP-A noted  monitoring  was
important  because  staff  need  to ensure  a  resident
is stable  enough  to remain  at  the  facility. NP-A
identified  potential  outcomes  of the  lack  of
assessment,  monitoring,  and  timely notification
as  death.

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , MD-B stated  she  would  expect
additional  monitoring  and  assessment  to have
been  put  in place  after  R13' s  change  in condition
on  4/8/25.  She  would  expect  monitoring  and
assessment  for R13  per  the  facility's  protocol
including  symptoms  of influenza  and  vital signs
once  daily at  a  minimum.  MD-B confirmed  R13' s
vital sign  monitoring  was  not  in line with her
expectations.  MD-B stated  she  was  not  aware
R13  had  tested  positive  for influenza  while at  the
facility and  noted  this  would  have  changed  his
course  of treatment.  MD-B stated  monitoring  and
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assessment  were  important  for identifying a
further  decline  in condition  and  lack  of
assessment  and  monitoring  could  lead  to decline
and  a  delay  in implementing  proper  actions  and
interventions.

Facility policy titled Change  in Condition  dated
3/10/25,  included  "1.) The  nurse  will notify the
resident' s  Attending  Physician  or physician  on  call
when  there  has  been  a(an) : ... d.  significant
change  in the  resident' s
physical/ emotional/ mental  condition;  e.  Critical lab
values/ results  f. need  to alter  the  resident' s
medical  treatment  significantly;  ... h.  need  to
transfer  the  resident  to a  hospital/ treatment
center;  ... and/ or j. specific  instruction  to notify
the  Physician  of changes  in the  resident' s
condition.  2.) A "significant  change"  of condition  is
a  major  decline  or improvement  in the  resident' s
status  that:  a.  Will not  normally  resolve  itself
without  intervention  by staff  or by implementing
standard  disease  related  clinical interventions  (is
not  "self- limiting"); b. Impacts  more  than  one  area
of the  resident' s  health  status;  c.  Requires
interdisciplinary  review  and/ or revision  to the  care
plan;  and  d.  Ultimately  is based  on  the  judgment
of the  clinical staff  and  the  guidelines  outlined  in
the  Resident  Assessment  Instrument  ... 5.  Except
in medical  emergencies,  notifications  will be
made  within twenty- four (24)  hours  of a  change
occurring  in the  resident' s  medical/ mental
condition  or status. "

Facility policy titled Influenza  (Prevention  and
Outbreak  Management)  dated  2/13/25,  included
an  Influenza  Outbreak  section.  The  section
included:  "Monitor residents  for influenza- like
illness:  Instruct  staff  to be  alert  to
signs/ symptoms  of influenza- like illness  (fever,
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cough,  sore  throat,  etc. ) among  residents  and
report  resident  illness  to supervisors  immediately;
Conduct  active  surveillance  for respiratory  illness
among  all residents  and  staff  until at  least  one
week  after  the  last  confirmed  case  occurred. "

F 755  Pharmacy  Srvcs/ Procedures/ Pharmacist/ Records
SS= D CFR( s): 483. 45(a)(b)(1)-(3)

§483. 45  Pharmacy  Services
The  facility must  provide  routine  and  emergency
drugs  and  biologicals  to its residents,  or obtain
them  under  an  agreement  described  in
§483. 70( f). The  facility may  permit  unlicensed
personnel  to administer  drugs  if State  law
permits,  but  only under  the  general  supervision  of
a  licensed  nurse.

§483. 45(a)  Procedures.  A facility must  provide
pharmaceutical  services  (including  procedures
that  assure  the  accurate  acquiring,  receiving,
dispensing,  and  administering  of all drugs  and
biologicals)  to meet  the  needs  of each  resident.

§483. 45(b) Service  Consultation.  The  facility
must  employ  or obtain  the  services  of a  licensed
pharmacist  who-

§483. 45(b)(1) Provides  consultation  on  all
aspects  of the  provision  of pharmacy  services  in
the  facility.

§483. 45(b)(2) Establishes  a  system  of records  of
receipt  and  disposition  of all controlled  drugs  in
sufficient  detail  to enable  an  accurate
reconciliation;  and

§483. 45(b)(3) Determines  that  drug  records  are  in
order  and  that  an  account  of all controlled  drugs

F 684
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is maintained  and  periodically  reconciled.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review  the

facility failed  to ensure  a  system  to ensure
physician  orders  were  accurately  transcribed  to
prevent  and/ or mitigate  risk of medication  errors
for 1 of 2 residents  (R17)  reviewed  for medication
errors.  The  facility's  failures  resulted  in R17
received  ibuprofen  66  times  not  in accordance
with physician  orders.

Findings  include:

R17' s  face  sheet  dated  4/24/25,  indicate  the
following diagnoses  of status  post  stroke,  and
aneurysm  of left internal  carotid  artery.

R17' s  interagency  transfer  form dated  4/2/25,
included  an  order  for ibuprofen  (IBU- (a
nonsteroidal  anti- inflammatory  drug  used  to treat
mild to moderate  pain.  Side  effects  include
headache,  dizziness,  nausea,  bleeding,  and
bruising) ) 400  mg  every  6 hours  as  needed
(PRN)  for pain.

R17' s  provider  visit summaries  dated  4/4/25  and
4/14/25,  included  and  identified  an  order  for (IBU)
400  mg  every  6 hours  PRN  for fever.

R17' s  electronic  health  record  (EHR)  identified
the  aforementioned  physician  order  for as  needed
IBU however  was  not  accurately  transcribed  into
the  EHR  system.  The  order  that  was  transcribed
directed  staff  to administer  the  IBU every  6 hours
versus  PRN.

R17' s  EHR  physician  orders  thru  included  the
following orders:

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11
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F755  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  cited  under  F755,  which
requires  the  facility to ensure  a  system  is
in place  to accurately  transcribe  physician
orders  to prevent  and/ or mitigate  the  risk
of medication  errors.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:
Resident  R17' s  medication  orders  have
been  reviewed  and  corrected  to align with
the  physician' s  original  orders.  R17’s
health  status  has  been  assessed  to
ensure  no  adverse  effects  from the
medication  error.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:  A
comprehensive  review  of all current
residents'  medication  orders  has  been
conducted  to identify any  discrepancies
between  physician  orders  and
transcriptions.

· Measures  put  in place  to ensure
deficient  practice  does  not  recur:  Staff  will
receive  additional  training  on  the  proper
transcription  of physician  orders.  A
double- check  system  will be  implemented
where  a  second  nurse  verifies  the

Facility ID: 00727 If continuation  sheet  Page  21 of 68
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-Ibuprofen  400  mg  every  6 hours,  scheduled,
dated  4/2/25  thru  4/19/25;
-Ibuprofen  400  mg  every  6 hours  as  needed,
dated  4/19/25;
-Eliquis  (a  blood  thinner  the  prevents  clot
formation,  not  to be  used  with NSAID medication)
5 mg  twice  daily, dated  4/2/25.

R17' s  medication  administration  record  (MAR)
reviewed  from 4/1/25  thru  4/24/25,  included  the
physician  orders  to administer  IBU every  six
hours.  The  MAR identified  R17  was  administered
IBU 66  times  between  4/2/25  and  4/19/25.
.
R17' s  facility medication  error  report  dated
4/19/25  at  12:39  p.m. , indicated  from 4/2/25  thru
4/19/25,  R16  received  the  wrong  order  for
ibuprofen  400  mg  every  6 hours  and  the  correct
order  was  for ibuprofen  400  mg  every  6 hours  as
needed.  This  medication  error  was  noted  to be  of
human  error  due  to incorrect  transcription.  R17
had  no  negative  effects  from the  medication.
Physician  and  family notified.

R17' s  record  did not  identify that  family, or
provider  was  notified  timely of medication  error.
R17' s  record  further  lacked  if R16  had  any
untoward  effects  from the  medication.

During  an  interview  on  4/24/25  at  8:32  a. m. ,
registered  nurse  (RN) -B stated  when  you go  to
administer  a  medication  you first check  the  orders
and  compare  that  against  the  medication  card.
When  doing  this  you are  checking  the  6 rights;
resident,  dose,  drug,  timing of medication,  dose,
and  route  of the  medication.  If there  is a
discrepancy  between  the  MAR and  the  card
medication  label,  you go  with the  MAR.

F 755
transcription  of all new  medication  orders.

· Effective  implementation  of actions  will
be  monitored  by: The  facility will audit  new
orders  on  multiple  units  of 6 residents  per
week  x 4,  then  3 residents  per  week  x 4,
then  6 residents  biweekly  x 2.  These
audits  will be  reviewed  by the  facility QAPI
committee,  which  will decide  if further
monitoring/ audits  are  recommended.

· The  person  responsible  to maintain
compliance  is: DON or designee

· Completion  date:  6/17/2025
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F 755  Continued  From  page  22
During  an  interview  on  4/23/25  at  10:03  a. m. ,
director  of nursing  (DON) stated  it was  her
expectation  that  nursing  staff  administered
medications  per  physician' s  orders.  DON verified
the  above  medication  error  was  due  to a
transcription  error.  DON further  stated  all orders
were  put  in by the  health  unit coordinator  and
checked  by the  charge  nurse  and  the  double
checked  upon  administration  of the  medication.

During  an  interview  on  4/29/25  at  3:50  p.m. , with
MD-B, stated  they  were  not  made  aware  of this
medication  incident.  The  maximum  dose  for
ibuprofen  daily is 2400  mg  and  R17  would  not
have  received  that  on  400  mg  every  6 hours.
MD-B attempts  to avoid  this  dosage  in R17' s  age
group,  as  it can  lead  to high  risk of kidney
dysfunction  and  has  multiple  stomach  side
effects.

Facility policy entitled,  Medication  Incident,  dated
10/8/24,  indicated  the  following:
1.  All medication  incidents  will be  reported  to the
DON (or designee)  and  responded  to promptly.
2.  Observe  resident  for untoward  effects  as  a
result  of error.  Document  assessment  and
interventions  in progress  notes.
3.  Notify physician  of medication  incident  and
resident  change  in condition
4.  Update  the  resident  and  family of significant
incidents.

F 760  Residents  are  Free  of Significant  Med  Errors
SS= D 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

F 755

F 760 6/17/25
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F 760  Continued  From  page  23
by:
Based  on  interview  and  record  review,  the  facility

failed  to ensure  that  a  resident  was  free  from a
significant  medication  error  for 1 of 3 residents
(R15)  reviewed  for medication  errors.

Findings  include:

R15' s  face  sheet  dated  4/24/25,  indicated
diagnoses  of fractured  left femur,  status  post
hemiarthroplasty  (hip replacement)  left hip,  acute
respiratory  failure  with hypoxia,  and  acute
bronchitis  due  to respiratory  syncytial  virus  (RSV) .

R15' s  hospital  discharge  summary  indicated  R15
was  admitted  to the  hospital  on  4/12/25  and
discharged  to the  facility on  4/17/25.  The
discharge  orders  that  had  been  faxed  to the
facility on  4/17/25,  identified  two separate
Dilaudid (opioid  narcotic  pain  killer) orders:
-Order  signed  by physician  on  4/14/25,  identified
an  order  for Dilaudid  2mg  tablets  to take  1 to 2
tablets  every  4 hours  as  needed  for pain;  take  1
tablet  for pain  rate  4-7 out  of 10.  Take  2 tablets
for pain  rate  8-10  out  of 10
-Order  signed  by physician  on  4/17/25,  identified
an  order  for Dilaudid  2 mg  tablets  to take  0.5 to 1
tablet  every  4 hours  as  needed  for pain;  Take  1
tablet  for pain  rated  4-7 out  of 10,  and  take  2
tablets  for pain  rated  8-10  out  of 10.

During  an  interview  on  4/24/25  at  12:05  p.m. ,
pharmacist  (PhD- )-A stated  the  pharmacy
received  2 different  prescriptions  for
hydromorphone  for R15  that  was  sent  to the
pharmacy  several  times  which  caused  a  lot of
confusion.  Per  pharmacy  policy, the  prescription
dated  4/14/25  for 2-4 mg  of hydromorphone  (12
tabs  of whole  2 mg)  was  filled for delivery  to the

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11

F 760

F760  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  cited  under  F760,  ensuring
residents  are  free  from significant
medication  errors.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:
Resident  R15' s  medication  regimen  was
immediately  reviewed  and  corrected.  The
resident' s  physician  and  family were
notified,  and  a  comprehensive  medication
reconciliation  was  conducted  to prevent
further  errors.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:  A
facility-wide  audit  of all residents'
medication  records  was  conducted  to
reconcile  resident  pain  medication
provider  orders  match  transcription  order,
including  cards  matching  provider  order  or
change  of direction  sticker  applied  and
that  discontinued  narcotics  were  removed
from the  medication  carts.

· Measures  put  in place  to ensure
deficient  practice  does  not  recur:
Education  for all nurses  started
immediately  on  4/23/25  to include
placement  of change  in direction  sticker,
removal  of discontinued  narcotics,  and
medication  administration  using  the
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facility at  5:00  p.m.  which  was  prior to R15' s
arrival.  Then  on  4/18/25,  the  order  was  clarified  to
administered  1-2 mg  of hydromorphone  so  the
pharmacy  delivered  2 mg  tabs  cut  in half (16
doses) .

Review  of R15' s  medication  administration  record
(MAR)on 4/23/25,  identified  R15  received
Dilaudid 4 mg  at  6:01  a. m.

R15' s  progress  note  dated  4/23/25  at  7:38  a. m. ,
identified  R15  had  abnormal,  irregular,  labored
breathing  pattern,  and  difficult to arouse.

During  an  observation  on  4/23/25  at  7:50  a. m. ,
emergency  medical  services  (EMS)  arrived  at  the
facility and  walked  to R15' s  room.  R15  was  lying
in bed  and  did not  respond  to EMS's  verbal  or
physical  stimulus.  R15' s  facial  skin  had  a  grayish
tint, and  an  oxygen  nasal  cannula  was  in her
nose.  Licensed  practical  nurse  (LPN)-B stated  the
physician  gave  orders  to send  R15  to the  hospital
for further  evaluation.  R15  left the  facility per  EMS
at  8:10  a. m.

R15' s  progress  note  dated  4/23/25  at  8:17  a. m. ,
identified  R15' s  respirations  at  10,  uneven  and
using  assessory  muscles.  Unable  to awaken  and
physician  in facility ordered  R15  to be  sent  to
emergency  room  and  911 called  and  R15  left
facility at  8:10  a. m.

R15' s  hospital  emergency  department  (ED) note
dated  4/23/25,  identified  that  R15  arrived  in ED
due  to not  opening  eyes  or responding  to
questions  at  the  facility. ED physician
documented  a  call from the  facility that  stated
R15  received  a  dose  of Dilaudid  (narcotic  pain
killer) of 4 milligrams  (mg)  at  6:00  a. m. , R15  was
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proper  checks.  Education  will continue
until all nurses  in-house  are  educated.

· Effective  implementation  of actions  will
be  monitored  by: The  facility's  nursing
leadership  will audit  medication
administration  following policy and
discontinued  medication  removal.
Medication  administration  will be  audited  5
per  week  x 4,  then  3 per  week  x 4,  then  3
audits  bi-weekly  x2.  Discontinued
medications  removal  will be  audited  4
times  weekly  x 4,  then  2 times  weekly  x 4,
then  2 audits  bi-weekly  x2.  Results  of
these  audits  will be  reviewed  by the  facility
QAPI committee,  and  they  will make  the
decision  if further  monitoring/ audits  are
recommended.

· The  person  responsible  to maintain
compliance  is: Director  of Nursing  or
Designee.

· Completion  date:  6/17/2025
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given  Narcan  (a  drug  to treat  narcotic  overdose)
and  mentation  and  level  of consciousness  (a
state  of awareness)  improved,  though  for only 30
minutes  and  a  subsequent  dose  of Narcan  had  to
be  administered  with improvement  in
consciousness.  With suspected  opioid  (narcotic)
overdose  and  subsequently  hospitalized.

During  an  observation  and  interview  on  4/23/25  at
10:25  a. m.  licensed  practical  nurse  (LPN)-B had
R15' s  Hydromorpone  medication  card  that  had
the  prescription  for 2-4 mg,  she  also  had  an
orange  sticker  in her  hands.  LPN-B explained  the
order  on  the  card  was  wrong  according  to the
physician.  LPN-B placed  the  orange  sticker  on
the  card  that  alerted  staff  the  Rx on  the  card  was
incorrect  and  nurses  were  to check  the  physician
order  for the  correct  dose.

During  an  interview  on  4/23/25  at  10:30  a. m. ,
LPN-E stated  the  morning  of 4/23/25  she  had
recieved  the  report  that  R15  was  adminsitered
Hydromorphone  at  6:01  a. m.  for pain  10/10.
LPN-E was  following up  on  a  as  needed  pain
medication  that  was  given  to R15  by LPN-C at
6:01  a. m. , between  7:30  and  7:45  a. m.  and  found
R15  with labored  mouth  breathing  and  use  of
accessory  muscles.  LPN-E then  notified  LPN-B of
R15' s  condition  change.  LPN-E stated  if there
was  a  question  between  the  card  medication
label  and  the  medication  administration  record
(MAR), staff  were  to follow the  MAR as  it is the
most  update  information.

During  an  interview  on  4/24/25  at  8:35  a. m. ,
RN-C stated  he  was  the  supervisor  the  evening
R15  was  admitted  and  noticed  the  discrepancy
between  the  orders  received  and  the  paper
prescription  R15  brought  with her  from the
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hospital  dated  4/17/25.  RN-C stated  per  policy, he
went  with the  most  recent  orders,  called  the
hospital  to verify the  order  and  he  received  an
order  verification  for hydromorphone  order  to
what  the  prescription  stated;  1-2 mg  every  4
hours  as  needed  for pain.  RN-C called  the
pharmacy  and  asked  them  to send  the  correct
order,  but  the  delivery  was  already  en  route.
When  the  cared  arrived  from the  pharmacy  RN-C
did not  place  an  orange  sticker  alerting  the  order
had  changed.  RN-C further  stated  that  with the
administration  of medications,  the  nurse  should
verify the  medication  card  label  with the  MAR
orders.  If there  was  a  discrepancy,  the  nurse
should  verify the  order  in the  chart,  and  if still a
problem,  then  to verify the  order  with the
physician.

During  an  interview  on  4/24/25,  registered  nurse
(RN)-B stated  when  administering  as- needed
medications,  the  nurse  was  to look at  the  order
on  the  MAR and  compare  it to the  medication
label  on  the  medicine  card.  They  should  check  for
the  6 rights:  resident,  dose,  drug,  timing of
medication,  dose,  and  route  of medication.  If
there  was  a  discrepancy  between  the  MAR and
the  card  medication  label,  the  staff  were  to follow
the  MAR. RN-B would  follow up  on  pain
medication  within the  first hour  after
administration  to make  sure  the  medication  was
effective.  RN-B verified  R15' s  2mg
hydromorphone  tablet  card  had  orange  stickers
over  the  label,  and  the  orange  sticker  were  a  sign
to staff  to double  check  the  order  in eMAR.

During  the  interview  on  4/24/25  at  10:02  a. m. ,
LPN-C stated  she  verified  through  the  interpreter
line, R15  had  pain  10/10  and  was  showing  visible
signs  of pain,  such  as  moaning  and  grimacing.
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LPN-C also  assessed  vital signs,  and  R15' s  blood
pressure  was  elevated  at  131/ 61  (normal  is below
120/ 80) . LPN-C stated  she  gave  R15  as  needed
hydromorphone  4 mg  after  verifying the
medication  card  label  with the  MAR. Five  rights
need  to be  done  for every  medication
administration,  resident,  dosage/ drug,  route,  and
timing.  If there  was  a  discrepancy  between  the
MAR and  the  card,  staff  were  to go  back  to the
physician' s  orders  to clarify the  order,  and  if still a
problem  to call the  physician  for clarification.  If
the  card  was  wrong,  the  staff  were  to take  a  red
ink pen  and  cross  off the  label,  date,  and  write on
the  card  not  to administer  until the  order  was
verified.  LPN-C did not  know  she  gave  the  wrong
dose  until DON called  her  to verify what  had
happened  to R15

During  an  interview  on  4/23/25  at  10:03  a. m. ,
DON stated  it was  her  expectation  when  staff
receive  medications  from the  pharmacy,  the  staff
were  to verify the  packing  slip with what  has
arrived.  Staff  were  to verify the  resident,  drug,
and  if a  narcotic,  the  amount  received.  DON
further  stated  it was  her  expectation  for narcotics
and  other  pain  medication  to be  followed  up  on
within the  hour  of giving and  for medications  to be
administered  according  to the  most  current
orders  for medications.  DON stated  that  giving an
excessive  dose  of narcotic  would  be  counted  as  a
significant  medication  error.

During  an  interview  on  4/24/25  at  1:44  p.m. ,
MD-C stated  it was  his  expectation  that
medication  be  administered  according  to the
physician' s  orders.  MD-B further  stated  the
normal  dosing  for hydromorphone  is 2-4 mg  and
could  not  say  the  4mg  dose  R15  received  alone
would  have  caused  the  respiratory  depression
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A facility policy titled Medication  Administration,
with a  reviewed  date  of 10/8/24,  indicated:
2.  Medications  will be  administered  to residents
as  prescribed  by the  primary  MD/NP/PA.
4.  Staff  will follow the  six rights  of medication
administration:

-Right  resident
-Right  medication
-Right  dose
-Right  dosage  form
-Right  frequency
-Right  route

11. Medication  incidents  will be  reported  following
the  medication  incident  policy.

A facility policy titled PRN  medication,  with a
reviewed  date  of 10/8/24,  indicated:
2.  Check  EMR for specific  physician  order.
5.  Licensed  staff  to observe  response  to each
dose  of the  medication  and  document  the
response  in the  MAR. The  policy did not  state  a
time  frame  for this.

A facility policy titled Medication  Incident,  with a
reviewed  date  of 10/8/24,  indicated:
2.  Observe  the  resident  for untoward  effects
because  of the  error.  Document  assessment  and
interventions  in the  progress  notes.

F 770  Laboratory  Services
SS= D CFR( s): 483. 50(a)(1)(i)

§483. 50(a)  Laboratory  Services.
§483. 50(a) (1) The  facility must  provide  or obtain
laboratory  services  to meet  the  needs  of its
residents.  The  facility is responsible  for the  quality
and  timeliness  of the  services.
(i) If the  facility provides  its own laboratory

F 760

F 770 6/17/25
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services,  the  services  must  meet  the  applicable
requirements  for laboratories  specified  in part  493
of this  chapter.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to ensure  physician  orders  for
laboratory  studies  had  been  obtained  in a  timely
manner  for 3 of 3 residents  (R5,  R13,  R15)  who
had  physician  ordered  labs.

Findings  include:

R5
R5's  quarterly  Minimum Data  Set  (MDS) dated
4/8/25,  indicated  R5  had  diagnoses  including  type
2 diabetes,  hyperkalemia,  congestive  heart
failure,  and  acute  and  chronic  respiratory  failure.

R5's  care  plan  dated  7/7/23,  identified  she  was  at
risk for decline  in medical  condition.  Interventions
included  administering  medications  and
treatments  per  physician  orders  and  monitoring
for changes  in condition  and  notifying provider  as
indicated.

R5's  progress  note  by licensed  practical  nurse
(LPN)-A dated  4/8/25  at  12:21  p.m., indicated  R5
had  a  change  in condition  and  the  provider  was
notified.  The  provider  ordered  STAT (immediately,
without  delay)  laboratory  (lab)  studies  of CBC
(complete  blood  count,  a  blood  draw  study) , BMP
(basic  metabolic  panel,  a  blood  draw  study) ,
COVID-19,  RSV (respiratory  syncytial  virus,  a
respiratory  infection) , influenza,  and  UA/UC
(urinalysis  and  urinary  culture) . The  note
indicated  the  samples  for the  COVID-19,  RSV,
influenza,  and  UA/UC were  "obtained  and  ready
in the  fridge  for pick up" with the  "CBC  and  CMP
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F770  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  cited  under  F770,  ensuring  that
physician  orders  for laboratory  studies  are
obtained  in a  timely manner.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:

o The  results  were  reviewed  by the
attending  physicians  to ensure
appropriate  follow-up  care  upon  return
from hospital.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:

o A comprehensive  review  of all current
residents'  medical  records  has  been
conducted  to identify any  other  instances
where  laboratory  orders  may  have  been
delayed.  Any identified  cases  will be
addressed  immediately.

· Measures  put  in place  to ensure
deficient  practice  does  not  recur:

All nurses  and  HUCs  will receive  training
on  the  importance  of timely processing  of

Facility ID: 00727 If continuation  sheet  Page  30 of 68



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 770  Continued  From  page  30
still pending. "

R5's  physician  orders  included:
- STAT CBC  and  BMP lab  order  created  4/8/25  at
11:45  a. m.  with start  date  4/8/25  and  discontinued
on  4/8/25  at  10:45  p.m.  with "discontinue  reason"
left blank.
- STAT CBC  and  BMP lab  order  created  4/8/25  at
10:46  p.m.  with start  date  of 4/9/25.

R5's  Medication  and  Treatment  Administration
Records  (MAR/TAR) for dates  4/1/25  through
4/22/25,  included  an  order  for CBC  and  BMP labs
with start  date  and  end  dates  of 4/8/25  with
frequency  of "STAT - immediately. " The
administration  record  for 4/8/25  included  a  note
"Not Administered:  Other  Comment:  to be  done
tomorrow. "

R5's  provider  note  by nurse  practitioner  (NP) -A
dated  4/9/25  at  10:28  a. m. , indicated  R5  was
seen  for acute  visit. The  note  included  "Staff
noted  that  patient  has  increased  confusing  [sic] a
day  ago.  Patient  is usually  alert  at  baseline.
Ordered  PCR  [type  of lab  test]  for COVID-19,
Influenza  A/B and  RSV,  CBC/BMP and  urinalysis,
labs  still pending.  Today,  patient  has  declined  in
condition. " The  assessment  and  plan  for altered
mental  status,  confusion,  hyperglycemia  (high
blood  sugar) , and  shortness  of breath  was  "labs
still pending.  Will send  patient  to the  hospital  for
further  evaluation. "

R5's  lab  result  fax dated  4/9/25,  indicated  the
BMP ordered  on  4/8/25  was  collected  on  4/9/25
at  6:37  a. m.  and  resulted  at  2:41  p.m.

R5's  lab  result  fax dated  4/9/25,  indicated  the
CBC  ordered  on  4/8/25  was  collected  on  4/9/25
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physician  orders  for laboratory  studies.  A
new  protocol  will be  implemented  to track
and  verify the  timely submission  and
processing  of all lab  orders.  Daily IDT
morning  meeting  includes  a  review  of labs
due  and  at  the  validation  meeting  in the
afternoon  the  team  will verify labs
completed  and  communicated  as
appropriate.

· Effective  implementation  of actions  will
be  monitored  by:

o The  facility will audit  lab  orders  on
multiple  units  of 6 residents  per  week  x 4,
then  3 residents  per  week  x 4,  then  6
residents  biweekly  x 2.  Results  of these
audits  will be  reviewed  by the  facility QAPI
committee,  which  will decide  if further
monitoring/ audits  are  recommended.

· The  person  responsible  to maintain
compliance  is:

DON or designee

· Completion  date:

6/17/25
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at  6:37  a. m.  and  resulted  at  2:11 p.m.

During  an  interview  on  4/22/25  at  1:45  p.m. ,
LPN-A stated  he  worked  with R5  on  4/8/25,
notified  the  provider  of her  change  in condition,
and  received  STAT lab  orders  for COVID-19,
influenza,  RSV,  UA/UC, CBC,  and  BMP. LPN-A
stated  he  collected  the  samples  for the
COVID-19,  influenza,  RSV,  and  UC/UA labs.
LPN-A stated  staff  normally  called  the  facility's
outside  lab  provider  to notify them  of STAT
orders.  The  lab  staff  typically came  early  in the
morning  to do  blood  draws,  and  when  he
received  orders  for a  STAT CBC  and  BMP
between  11:30  a. m.  and  12:00  p.m.  for R5  they
had  already  left, so  the  health  unit coordinator
(HUC) called  the  lab  to come  back  and  do  the
blood  draw.  By 3:00  p.m. , the  end  of his  shift,  the
lab  had  not  shown  up  to collect  the  STAT CBC
and  BMP. LPN-A told the  oncoming  nurse  in
report  R5  had  STAT lab  orders,  lab  had  been
called  around  noon,  and  they  were  still waiting for
someone  to come.  LPN-A did not  indicate
additional  follow-up  with the  lab  was  completed  at
this  time  or provider  was  notified  of the  delay.

During  an  interview  on  4/23/25  at  10:06  a. m. ,
clinical manager  registered  nurse  (RN)-A stated
nurses  were  expected  to call the  lab  if they  had  a
STAT order.  For  a  blood  draw,  "we  call them  to
come  and  draw  the  blood  ... call and  request  they
send  someone  to collect  it STAT." RN-A stated
the  expectation  was  a  STAT lab  would  be
collected  within two hours  and,  if there  was  a
delay,  staff  would  notify the  provider  and  call the
lab  to follow up.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
director  of nursing  (DON) stated  she  would
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expect  STAT labs  to be  completed  right away,
and  it was  not  acceptable  to collect  a  STAT lab
the  day  after  it was  ordered.

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m.  NP- A stated  STAT labs  should  be
collected  by facility or lab  staff  immediately,  staff
are  "supposed  to do  them  right away. " NP- A
noted  staff  "call the  lab  to tell them  they  need  to
come  right away. " NP-A stated  if there  was  a
delay  in completing  ordered  STAT labs,  staff  "are
supposed  to notify me"  and  monitor  a  resident' s
condition  so  if they  are  declining,  they  can  be  sent
to the  hospital.  NP- A stated  she  was  not  notified
of delays  in completing  R5' s  ordered  STAT labs,
she  became  aware  "when  I came  in the  following
morning  and  I was  told her  condition  was
declining  and  I sent  her  to the  hospital. "

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , physician  (MD)-B stated  she  would
expect  STAT labs  to be  collected  on  the  same
day  they  were  ordered.  MD-B would  expect  her
office to be  informed  if there  was  a  delay  "so  we
can  reassess  and  plan  accordingly. "

R13
R13' s  facesheet  dated  4/24/25,  indicated  he  had
diagnoses  including  congestive  heart  failure,
cough,  hematuria  (blood  in urine) , elevated  white
blood  cell count,  and  urinary  tract  infection.

R13' s  care  plan  dated  2/7/25,  identified  he  was  at
risk for decline  in medical  condition.  Interventions
included  administering  medications  and
treatments  per  physician  orders  and  monitoring
for changes  in condition  and  notifying provider  as
indicated.

F 770
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R13' s  provider  note  by NP-A dated  4/9/25,
indicated  R13  was  seen  for an  acute  visit. The
note  indicated  R13  had  foul smelling  urine  and
some  confusion  and  there  were  two patients  with
confirmed  influenza  at  the  facility. The
assessment  and  plan  for confusion,  foul smelling
urine,  hematuria,  urinary  retention,  and  indwelling
foley catheter  included  "will order  UA/UC" and
"will check  for influenza/ COVID-19 due  to
confirmed  cases  at  the  facility."

R13' s  physician  orders  included  a  lab  order  dated
4/9/25  created  at  11:33  a. m. , for COVID-19,
influenza,  and  RSV tests  scheduled  for
completion  on  4/9/25  between  3:00  p.m.  and
11:00  p.m.

R13' s  physician  orders  included  a  lab  order  dated
4/10/25  created  at  11:02  a. m. , for influenza  and
RSV tests  scheduled  for completion  on  4/10/25
between  7:00  a. m.  and  3:00  p.m.

R13' s  progress  note  dated  4/9/25  at  12:47  p.m. ,
indicated  the  nurse  practitioner  had  been  on-site
and  was  updated  regarding  R13  having
hematuria.  The  note  included  "influenza  swabs
not  done,  order  changed  to tomorrow  because
there  is [sic] no  supplies. "

R13' s  MAR for dated  4/1/25  through  4/23/25,
included  an  order  directing  "swab  for influenza,
RSV,  and  covid" scheduled  for day  shift on
4/9/25.  The  administration  record  for 4/9/25  day
shift included  a  note  "Not Administered:  Other
Comment:  Will be  done  tomorrow,  no  supplies. "

R13' s  late  entry  progress  note  4/10/25,  identified
it was  entered  4/15/25.  The  note  indicated  R13
was  swabbed  for influenza,  RSV,  and  COVID-19
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lab  tests  on  4/10/25.

R13' s  lab  result  fax dated  4/12/24,  indicated  the
influenza  A, influenza  B, and  RSV  tests  ordered
on  4/9/25,  were  collected  on  4/10/25  at  11:00
a. m.  and  resulted  on  4/11/25  at  9:58  p.m.

R13' s  lab  result  fax dated  4/11/24,  indicated  the
COVID-19 test  ordered  on  4/9/25  was  collected
on  4/10/25  at  11:00  a. m.  and  resulted  on  4/11/25
at  10:36  p.m.

During  an  interview  on  4/23/25  at  10:36  a. m. , the
health  unit coordinator  (HUC)-A stated  anyone
could  order  lab  supplies,  but  the  HUC's  usually
did it if they  were  there.  Nurses  would  notify the
HUC's  if they  needed  more  of something  and  the
HUC's  would  fill out  and  fax a  lab  order  sheet.
HUC-A stated  the  HUC's  did not  have  time  to
routinely  monitor  supply  levels  and  relied  on
nurses  to notify them  when  something  was
running  low.

During  an  interview  on  4/23/25  at  10:06  am,
clinical manager  RN-A stated  the  HUC's  and
infection  control  nurse  were  responsible  for
tracking  lab  supplies  and  if nurses  see  they  are
running  low or out  of supplies  they  should  notify
the  HUC.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
DON stated  labs  ordered  for a  change  in
condition  should  be  completed  as  soon  as
possible,  "I would  say  the  same  shift" as  they
were  ordered.  The  DON would  expect  the
physician  to be  notified  if there  was  a  delay  in
obtaining  labs.

During  an  interview  on  4/28/25  at  10:29  a. m. ,
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NP-A stated  she  would  expect  to be  notified  if
there  was  a  delay  in completing  ordered  lab
studies.  NP- A stated  she  was  not  aware  the
respiratory  labs  she  ordered  on  4/9/25  for R13
were  delayed  and  not  collected  until 4/10/25.
NP-A stated  she  should  have  been  notified  so  if
there  was  a  further  change  in condition  the
resident  could  be  sent  to the  hospital.  Further,
NP-A stated  she  was  not  aware  the  lab  results
were  positive  for influenza  A.

See  F773  for additional  information  regarding
lack  of provider  notification  of abnormal  lab  result.

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , MD-B stated  she  was  not  notified  of
the  delay  in collection  of R13' s  respiratory  labs,
which  was  not  in line with her  expectations.

R15
R15' s  face  sheet  dated  4/24/25,  indicated
diagnoses  of fractured  left femur,  s/p
hemiarthroplasty  left hip,  acute  respiratory  failure
with hypoxia,  acute  bronchitis  due  to respiratory
syncytial  virus  (RSV) , diabetes,  dementia.  R15
was  admitted  to facility on  4/17/25  for a
rehabilitation  stay  following surgery.

R15' s  physician  orders  indicated  the  following:
-lab  other  test,  RSV,  Covid  and  influenza  swab,
one  time,  dated  4/22/25  to be  completed  between
3:30  p.m.  and  10:00  p.m.  (order  in twice  for the
same  times) .

R15' s  progress  notes  dated  4/22/25  at  9:57  p.m. ,
indicated  R15  had  elevated  fever  and  cough
noted.  Influenza  a  and  B, Covid  and  RSV  test
performed.  PCR  sample  in the  fridge  lower  level
waiting to be  picked  up.
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R15' s  Mar dated  4/1/25  through  4/23/25,  included
an  order  directing  "swab  for influenza,  RSV and
covid" scheduled  evening  shift on  4/22/25.

R15' s  faxed  lab  results  dated  4/23/25,  indicated
the  COVID-19 tests  were  ordered  on  4/22/25,
were  collected  on  4/22/25  at  9:13  a. m.  and
resulted  on  4/23/25  at  8:87  p.m.

R15' s  record  lacked  a  faxed  lab  result  for
influenza  A, influenza  B and  RSV.

During  an  interview  on  4/22/25  at  12:23  p.m. ,
director  of nursing  (DON) stated  all COVID,
Influenza  and  RSV  swabs  were  to be  considered
STAT labs  as  the  affect  these  viruses  could  have
the  facility population.  During  a  clarification
interview  on  4/23/25  at  3:50  p.m. , DON was  not
aware  of where  the  lab  specimen  fridge  was
located  on  first floor.

During  an  interview  on  4/22/25  at  3:55  p.m. ,
LPN-B was  able  to show  me  the  lab  specimen  on
first floor and  noted  there  were  no  specimens  in
the  fridge.  Unknown  when  lab  comes  to pick up
specimens.

During  an  interview  on  4/23/25  at  2:50  p.m. ,
LAB-A stated  the  lab  facility does  not  track  STAT
lab  orders,  the  facility is to call them  if they  have
STAT lab  orders,  so  lab  can  come  out  and  collect
or draw  the  STAT lab  orders  and  not  place  the
swabs  in fridge  to wait for lab  to come  and  pick
up  on  next  run.

During  an  interview  on  4/23/25  at  10:03  a. m. ,
MD-A stated  STAT lab  are  considered  STAT by
medical  staff  are  not  always  considered  STAT by
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lab  personnel.  If medical  staff  order  STAT labs,
his  expectation  would  be  for nursing  staff  to call
the  lab  facility to either  come  draw  the  labs  or
come  and  pick up  specimen.

During  an  interview  on  4/24/25  at  1:44  p.m. ,
MD-C stated  was  his  expectation  that  STAT labs
be  treated  as  such  and  completed  within 2 hours.

Facility policy titled Maintenance  of Clinical
Laboratory  results  dated  1/15/25,  included  "1.)
Physician  orders  for lab/ radiology  studies  are
entered  in the  Orders  module  of the  EHR
[electronic  health  record]  and  are  transcribed  per
transcription  of orders  policy. 2.) If an  order
requires  immediate  action,  the  person  processing
the  order  must  contact  the  vendor  by telephone  to
obtain  urgent  service.  3.) Follow facility
procedures  for timely notification  of the  prescriber
about  the  results  of lab  and  radiology  studies. "

Facility policy titled Influenza  (Prevention  and
Outbreak  Management)  dated  2/13/25,  included  a
Facility Supplies  and  Prevention  section.  The
section  noted,  "Develop  a  plan  for collecting
respiratory  specimens  and  performing  rapid
influenza  testing  (e. g., rapid  diagnostic  test,
immunofluorescence)  and  viral cultures  for
influenza.  Obtain  influenza  testing  supplies  (e. g.
synthetic  or non- cotton  Dacron  swabs  and  viral
transport  media) . Identify a  system  to transport
specimens  to laboratory  for laboratory  testing.
Ensure  that  your  facility has  adequate  infection
prevention  supplies. "

Facility policy titled Maintenance  of Clinical
Laboratory  results  dated  1/15/25,  included  "1.)
Physician  orders  for lab/ radiology  studies  are
entered  in the  Orders  module  of the  EHR
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F 770  Continued  From  page  38
[electronic  health  record]  and  are  transcribed  per
transcription  of orders  policy. 2.) If an  order
requires  immediate  action,  the  person  processing
the  order  must  contact  the  vendor  by telephone  to
obtain  urgent  service.  3.) Follow facility
procedures  for timely notification  of the  prescriber
about  the  results  of lab  and  radiology  studies. "

Facility policy titled Influenza  (Prevention  and
Outbreak  Management)  dated  2/13/25,  included  a
Facility Supplies  and  Prevention  section.  The
section  noted,  "Develop  a  plan  for collecting
respiratory  specimens  and  performing  rapid
influenza  testing  (e. g., rapid  diagnostic  test,
immunofluorescence)  and  viral cultures  for
influenza.  Obtain  influenza  testing  supplies  (e. g.
synthetic  or non- cotton  Dacron  swabs  and  viral
transport  media) . Identify a  system  to transport
specimens  to laboratory  for laboratory  testing.
Ensure  that  your  facility has  adequate  infection
prevention  supplies. "

F 773  Lab  Srvcs  Physician  Order/ Notify of Results
SS= D CFR( s): 483. 50(a)(2)(i)(ii)

§483. 50(a) (2) The  facility must-
(i) Provide  or obtain  laboratory  services  only when
ordered  by a  physician;  physician  assistant;  nurse
practitioner  or clinical nurse  specialist  in
accordance  with State  law, including  scope  of
practice  laws.
(ii) Promptly  notify the  ordering  physician,
physician  assistant,  nurse  practitioner,  or clinical
nurse  specialist  of laboratory  results  that  fall
outside  of clinical reference  ranges  in accordance
with facility policies  and  procedures  for
notification  of a  practitioner  or per  the  ordering
physician' s  orders.
This  REQUIREMENT  is not  met  as  evidenced

F 770

F 773 6/17/25
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by:
Based  on  interview  and  document  review,  the

facility failed  to promptly  notify the  ordering
physician  of an  abnormal  laboratory  result  for 1 of
3 residents  (R13)  who had  laboratory  orders.

Findings  include:

R13' s  nurse  practitioner  (NP)  note  dated  4/9/25,
indicated  R13  was  seen  for an  acute  visit by NP- A
regarding  a  new  problem.  Assessment  and  plan
included  "will check  for influenza/ COVID-19 due
to confirmed  cases  at  the  facility."

R13' s  laboratory  (lab)  result  fax transmission
form dated  4/12/25,  included  the  result  for an
influenza  A test  ordered  by NP-A. The  swab  for
the  test  was  collected  on  4/10/25  at  11:00  a. m.
and  the  test  resulted  on  4/11/25  at  9:58  p.m.  The
influenza  A value  was  listed  as  "detected  (A)" with
a  legend  identifying "A" to mean  "abnormal. "

R13' s  late  entry  progress  note  dated  4/10/25,
identified  it was  entered  on  4/15/25  by nurse
manager  registered  nurse  (RN)-A. The  note
indicated  a  swab  was  collected  from R13  on
4/10/25  to test  for influenza,  RSV,  and  COVID-19
"and  lab  results  came  out  negative. "

During  an  interview  on  4/23/25  at  10:46  a. m. ,
RN-A confirmed  the  laboratory  resulted  on
4/11/25  included  result  of "influenza  A detected,
that  means  it was  present,  positive. " RN-A
reviewed  his  progress  note  dated  4/10/25,  and
stated  he  believed  he  made  an  error  in what  he
documented  and  was  not  aware  R13' s  test  result
had  been  positive  for influenza  A. RN-A noted
there  was  no  evidence  of R13' s  positive  influenza
A test  on  4/11/25  except  the  scanned  copy  of the

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11
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F773  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  requiring  prompt  notification  of
the  ordering  physician  of abnormal
laboratory  results.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:
R13  had  their  laboratory  results  reviewed
immediately,  and  provider  notified  of lab
result.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:  A
review  of all residents  with current
laboratory  orders  was  conducted  to
ensure  no  other  abnormal  results  were
pending  notification  to the  ordering
physician.

Measures  put  in place  to ensure  deficient
practice  does  not  recur:  All nurses  and
HUCs  will receive  training  on  the
importance  of timely processing  of
physician  orders  for laboratory  studies.  A
new  protocol  will be  implemented  to track
and  verify the  timely submission  and
processing  of all lab  orders.  Daily IDT
morning  meeting  includes  review  of labs
due  and  at  the  validation  meeting  in the
afternoon  the  team  will verify labs
completed  and  communicated  as
appropriate.
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F 773  Continued  From  page  40
faxed  lab  result  and  could  not  confirm  he  had
notified  NP-A of this  abnormal  result.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
director  of nursing  (DON) confirmed  R13' s
influenza  A test  from 4/10/25  was  positive  and
noted  she  was  not  aware  of this  result  until
notified  by surveyors.  The  DON confirmed  she
expected  the  provider  to have  been  notified  of the
positive  result  and  confirmed  she  did not  see  any
indication  of this.  The  DON further  noted  this
could  have  resulted  in a  delay  in treatment.

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  she  was  not  aware  R13
had  tested  positive  for influenza  A while at  the
facility and  had  not  been  notified  of the  positive
lab  result  from the  swab  collected  on  4/10/25.
NP-A stated  expected  she  would  have  been
notified  and  she  would  have  treated  him for
influenza  A at  that  point.  NP-A stated  the  lack  of
timely notification  could  have  resulted  in death  or
a  delay  in sending  R13  to the  hospital  when  he
was  declining  in condition.

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , physician  (MD)-B stated  she  was  not
aware  R13  had  tested  positive  for influenza  A
while at  the  facility, though  this  may  have  been
communicated  to NP-A and  not  reported  to her
directly.  MD-B stated  if R13' s  providers  were
aware,  this  would  have  changed  his  treatment.
He  would  have  been  changed  from the
prophylactic  (preventative)  dose  of Tamiflu
(anti-viral medication  used  to prevent  or treat
influenza)  to a  treatment  dose.

Facility policy titled Maintenance  of Clinical
Laboratory  Results  dated  1/15/25,  indicated

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11
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Effective  implementation  of actions  will be
monitored  by: The  facility will audit  lab
orders  on  multiple  units  of 6 residents  per
week  x 4,  then  3 residents  per  week  x 4,
then  6 residents  biweekly  x 2.  Results  of
these  audits  will be  reviewed  by the  facility
QAPI committee,  which  will decide  if
further  monitoring/ audits  are
recommended.

· The  person  responsible  to maintain
compliance  is: DON or designee

· Completion  date:  6/17/2025
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F 773  Continued  From  page  41
results  of clinical laboratory  studies  were
monitored  by facility staff,  reported  to the
attending  physician  or designee,  and  maintained
in the  medical  record.  Staff  were  to follow facility
procedures  for timely notification  of the  prescriber
about  the  results  of lab  studies.

Facility policy titled Change  in Condition  dated
3/10/25,  indicated  nurses  would  notify the
resident' s  attending  physician  or physician  on- call
in circumstances  including:  when  there  had  been
a  significant  change  in the  resident' s
physician/ emotional/ mental  condition,  critical lab
values/ results,  or need  to alter  the  resident' s
medical  treatment  significantly.

F 842  Resident  Records  - Identifiable  Information
SS= D CFR( s): 483. 20( f)(5), 483. 70( h)(1)-(5)

§483. 20( f)(5) Resident- identifiable  information.
(i) A facility may  not  release  information  that  is
resident- identifiable  to the  public.
(ii) The  facility may  release  information  that  is
resident- identifiable  to an  agent  only in
accordance  with a  contract  under  which  the  agent
agrees  not  to use  or disclose  the  information
except  to the  extent  the  facility itself is permitted
to do  so.

§483. 70(h) Medical  records.
§483. 70(h)(1) In accordance  with accepted
professional  standards  and  practices,  the  facility
must  maintain  medical  records  on  each  resident
that  are-
(i) Complete;
(ii) Accurately  documented;
(iii) Readily  accessible;  and
(iv) Systematically  organized

F 773

F 842 6/17/25
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F 842  Continued  From  page  42
§483. 70(h)(2) The  facility must  keep  confidential
all information  contained  in the  resident' s  records,
regardless  of the  form or storage  method  of the
records,  except  when  release  is-
(i) To the  individual,  or their  resident
representative  where  permitted  by applicable  law;
(ii) Required  by Law;
(iii) For  treatment,  payment,  or health  care
operations,  as  permitted  by and  in compliance
with 45  CFR  164. 506;
(iv) For  public  health  activities,  reporting  of abuse,
neglect,  or domestic  violence,  health  oversight
activities,  judicial and  administrative  proceedings,
law enforcement  purposes,  organ  donation
purposes,  research  purposes,  or to coroners,
medical  examiners,  funeral  directors,  and  to avert
a  serious  threat  to health  or safety  as  permitted
by and  in compliance  with 45  CFR  164. 512.

§483. 70(h)(3) The  facility must  safeguard  medical
record  information  against  loss,  destruction,  or
unauthorized  use.

§483. 70(h)(4) Medical  records  must  be  retained
for-
(i) The  period  of time  required  by State  law; or
(ii) Five  years  from the  date  of discharge  when
there  is no  requirement  in State  law; or
(iii) For  a  minor,  3 years  after  a  resident  reaches
legal  age  under  State  law.

§483. 70(h)(5) The  medical  record  must  contain-
(i) Sufficient  information  to identify the  resident;
(ii) A record  of the  resident' s  assessments;
(iii) The  comprehensive  plan  of care  and  services
provided;
(iv) The  results  of any  preadmission  screening
and  resident  review  evaluations  and

F 842
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F 842  Continued  From  page  43
determinations  conducted  by the  State;
(v) Physician' s,  nurse' s,  and  other  licensed
professional' s  progress  notes;  and
(vi) Laboratory,  radiology  and  other  diagnostic
services  reports  as  required  under  §483. 50.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to maintain  a  complete,  accurately
documented,  and  readily  accessible  medical
record  in accordance  with accepted  professional
standards  and  practices  for 1 of 1 resident  (R5)
reviewed  for documentation.

Findings  include:

R5' s  facesheet  indicated  her  current  admission  to
the  facility began  on  7/6/23  with most  recent
return  to the  facility date  of 4/18/25.

R5's  progress  note  dated  4/9/25,  indicated  R5
was  confused,  slow to respond,  very  weak,
showed  signs  of distress,  and  was  sent  to the
hospital.

R5's  progress  note  dated  4/18/25,  indicated  R5
was  re- admitted  to the  facility from the  hospital  at
1:26  p.m.  via emergency  medical  services.

R5's  electronic  health  record  (EHR)  reviewed  on
4/22/25,  did not  include  NP- A's  visit note  dated
4/9/25  nor  a  hospital  discharge  summary  or
physician  history  and  physical  (H&P)  from R5's
hospitalization  4/9/25  to 4/18/25.

During  an  interview  on  4/22/25  at  12:32  p.m. ,
health  unit coordinator  (HUC)-A stated  provider
visit notes  typically came  in the  same  day  as  the
visit or the  next  day.  Provider  notes  were  faxed  to
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F842  Plan  of Correction

It is the  policy of Cassia  to comply  with the
regulation  cited  under  F842,  which
requires  maintaining  a  complete,
accurately  documented,  and  readily
accessible  medical  record  in accordance
with accepted  professional  standards  and
practices.

To assure  continued  compliance,  the
following plan  has  been  put  into place:

· The  following corrective  action  will be
done  for the  resident( s)  found  to have
been  affected  by the  deficient  practice:
The  medical  record  for R5  has  been
reviewed  and  updated  to ensure
completeness  and  accuracy.  All missing
documentation  has  been  added,  and  the
record  is now readily  accessible.

· Actions  taken  to identify other  potential
residents  having  similar  occurrences:  A
comprehensive  review  of all current
residents'  medical  records  has  been
initiated  to identify any  other  instances  of
incomplete  or inaccurately  documented
records.

· Measures  put  in place  to ensure
deficient  practice  does  not  recur:  Staff  will
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the  facility electronically  from the  business  office
of the  provider' s  practice  and  uploaded  into the
EHR.  HUC-A utilized R5's  primary  care  provider' s
outside  medical  records  system  to verify the
presence  of a  visit note  from NP-A dated  4/9/25.
HUC-A confirmed  the  visit note  from NP- A on
4/9/25  was  not  present  in R5' s  EHR  and  stated
this  was  "a  good  example  of one  [note]  that  didn' t
get  faxed  from the  business  office." HUC-A stated
she  tracked  regulatory  provider  visits  to ensure
notes  were  uploaded  after  completion  but  did
note  track  notes  for "off notes  like this,  an  acute
visit." HUC-A was  not  sure  how or who tracked
non- regulatory  provider  visits  to ensure
completed  notes  were  uploaded  into residents'
EHR's,  this  was  "a  good  question. " HUC-A stated
she  would  expect  the  note  to be  uploaded  into
R5's  chart  the  same  or next  day  as  the  provider
visit on  4/9/25.

During  an  interview  on  4/22/25  at  4:15  p.m. ,
HUC-A stated  after  a  resident  returns  from the
hospital,  documents  with clinical information  such
return  orders,  discharge  summaries,  and  H&P
notes,  are  uploaded  into resident  EHR's.  HUC-A
confirmed  the  discharge  summary  and  H&P
documents  from R5' s  hospitalization  from 4/9/25
through  4/18/25  were  not  present  in her  EHR  and
"should  be  there. " HUC-A noted  the  discharge
orders  document  from this  hospitalization  was
uploaded,  but  the  additional  documentation  was
absent  from R5' s  record.

During  an  interview  on  4/24/25  at  8:44  a. m. , the
director  of nursing  (DON) stated  provider  notes
should  be  in residents'  medical  records.  The  DON
noted  medical  records  staff  were  responsible  for
making  sure  provider  visit notes  were  uploaded
into the  EHR.  The  DON confirmed  she  would
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receive  additional  training  on  the
importance  of accurate  and  complete
documentation.  A medical  records  audit
will be  completed  on  all admissions  and
hospital  re- admissions  to verify the
completeness  of medical  records.
Providers  will update  nurse  managers
daily or as  needed  on  acute  visits.  Medical
records  will track  all visits  to ensure  that
after  the  visit progress  notes  are  attached
to the  resident’ s  chart  timely.

· Effective  implementation  of actions  will
be  monitored  by:

The  Director  of Nursing,  or designee,  will
audit  20  resident  charts  monthly  for three
months  to ensure  comprehensive
assessments  and  appropriate  monitoring
are  conducted  for residents  with acute
illnesses.  Results  of these  audits  will be
reviewed  by the  facility QAPI committee,
which  will decide  if further
monitoring/ audits  are  recommended.

· The  person  responsible  to maintain
compliance  is: DON or designee

· Completion  date:  6/17/2025
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expect  R5's  discharge  summary  from
hospitalization  with discharge  date  of 4/18/25  and
provider  visit note  dated  4/9/25  to be  present  in
her  record  by surveyor  EHR  review  on  4/22/25.
The  DON noted  R5' s  EHR  was  "not  accurate  and
complete,  it was  missing  two things. " The  DON
stated  it was  important  for medical  records  to be
accurate  and  complete  "because  you need  to
know  all the  information  to provide  care  for the
resident,  you need  the  whole  picture. "

Facility policy titled Legal  Health  Record  Contents
dated  1/15/25,  included  "The  resident' s  Legal
Health  Record  (medical  record)  serves  the
following purposes:  1.) It contains  documentation
of the  resident' s  health  history  relating  to the  past,
present  or future  physical  or mental  health  or
condition  of a  resident.  It provides  a  record  of the
resident' s  health  status  and  may  include
observations,  measurements,  history,  and
prognosis  and  serves  as  the  legal  document
describing  the  health  care  services  provided  to
the  resident.  The  medical  record  provides
evidence  of the  quality  of resident  care. .. 3.) It
provides  a  method  for clinical communication  and
care  planning  among  the  individual  healthcare
practitioners  serving  the  resident. " The  procedure
section  noted  "the  resident' s  Legal  Health  Record
may  consist  of the  following components"  and
included  "consultation  reports  to the  extent  they
were  relied  on  to provide  health  care  to the
resident"  including  clinic and  outside  medical
providers  and  hospital/ emergency  departments.
Additional  components  included  "history  and
physical  examination  - uploaded  as  documents  or
inputted  directly  into the  system, " and
"multidisciplinary  progress  notes. "

F 880  Infection  Prevention  & Control
SS= L
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CFR( s): 483. 80(a)(1)(2)(4)(e)(f)

§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. 71  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

F 880
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resident;  including  but  not  limited to:
(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 implement  infection
control  strategies  for respiratory  protection  to
mitigate  the  risk and  spread  of Influenza  A. As a
result,  the  facility developed  an  outbreak  where
13  residents  (R1,  R2,  R3,  R4,  R5,  R6,  R7,  R9,
R13,  R8,  R10,  R11 and  R12)  tested  positive  for
Influenza  A. Five  residents  (R1,  R2,  R5,  R10  and
R15)  were  sent  to ED and  admitted  to hospital,
These  practices  resulted  in an  immediate
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jeopardy  (IJ) due  to the  likelihood  of spread  to the
remaining  80  residents  in the  facility.

The  IJ began  on  3/31/25,  when  the  facility failed
to implement  ongoing  monitoring,  screening  of
residents  with respiratory  symptoms  and
implement  transmission- based  precautions  and
was  identified  on  4/18/25.  The  Administrator,
director  of Nursing  (DON), and  regional  nurse
consultant  (RNC) , were  notified  of the  immediate
jeopardy  at  11:50  a. m.  on  4/23/25.  The  immediate
jeopardy  was  removed  on  4/19/25  and  the
deficient  practice  corrected  on  4/19/25,  prior to
the  completion  of the  survey  and  was  therefore
issued  at  Past  Noncompliance.

Findings  include:

Definitions:
Influenza:  a  contagious  respiratory  illness  caused
by a  virus.

Isolation:  Isolation  separates  sick  people  with a
contagious  disease  from people  who are  not  sick.
Quarantine  separates  and  restricts  the  movement
of people  who were  exposed  to a  contagious
disease  to see  if they  become  sick.

Personal  protective  equipment  (PPE) : refers  to
protective  items  or garments  worn  to protect  the
body  or clothing  from hazards  that  can  cause
injury and  to protect  residents  from
cross- transmission.  These  items  may  include  a
gown,  gloves,  eye  protection  and  face  mask.

Enhanced  barrier  precautions  (EBP) : refers  to an
infection  control  intervention  designed  to reduce
transmission  of multidrug- resistant  organisms
that  employs  targeted  gown  and  glove  use  during
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high  contact  resident  care  activities.  Gowns  and
gloves  are  used  as  PPE.

Transmission  based  precautions  (TBP) : refers  to
actions  (precautions)  implemented  in addition  to
standard  precautions  that  are  based  upon  the
means  of transmission  (airborne,  contact,  and
droplet)  to prevent  or control  infections.  Airborne,
contact,  and  droplet  are  the  three  subcategories
under  TBP.

Contact  precautions:  refers  to measures  that  are
intended  to prevent  transmission  of infectious
agents  which  are  spread  by direct  or indirect
contact  with the  resident  or the  resident' s
environment.  Use  with gloves,  and  gowns  as
PPE.

Droplet  precautions:  refers  to actions  designed  to
reduce/ prevent  the  transmission  of pathogens
spread  through  close  respiratory  or mucous
membrane  contact  with respiratory  secretions,
masks,  gowns,  gloves,  and  eyewear  are  used  as
PPE.

Upon  entrance  to the  facility on  4/18/25  at  08:15
a. m.  there  was  signage  posted  on  the  front door
informing  visitors  the  facility was  experiencing  an
outbreak  of influenza,  and  all visitors  and  staff
were  to wear  masks.

During  entrance  conference  on  4/18/25  at  8:33
a. m., director  of nursing  (DON), stated  there  were
currently  only two residents  on  TBP  for influenza
and  those  that  could  come  off today  (4/18/25)
were  already  off. The  outbreak  started  a  few
weeks  ago,  positive  cases  were  only in the
transitional  care  unit (TCU) however,  DON was
unaware  of total  number  of residents  who had
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tested  positive  for influenza  since  the  initial case
but  was  unsure  of the  date  when  the  outbreak
started.

During  an  interview  on  4/18/25  at  1:08  p.m. ,
administrator  and  DON stated  the  facility had
identified  system  break  downs  within the  infection
control  program  earlier  this  week  and  were
working  on  a  correction  plan.

R1  symptom  onset  3/31/2025  and  hospitalized
from 3/31/25  until 4/3/25.
R1's  face  sheet  dated  4/24/25,  indicated
diagnoses  of hemiplegia  (paralysis  on  one  side  of
body)  and  hemiparesis  (weakness  on  one  side  of
body)  following stroke,  acute  respiratory  failure
with hypoxia  (lack  of oxygen) , and  diabetes.

R1's  progress  notes  dated  3/31/25  at  12:08  p.m.
indicated  R1  complained  of not  feeling  good,  and
did not  eat  breakfast.  R1  had  a  sore  throat  and
had  congestion  in his  upper  lobes  on  inspiration.
Vital signs  were  98. 2 (normal  is 96. 3-98. 6) pulse
was  63  (normal  is 60-100) , respirations  were  18
(normal  is 12-20) , blood  pressure  was  129/ 70
(normal  is below  120/ 80)  and  oxygen  sats  were
89-90%  on room  air (normal  is 95  -100) . Tested
negative  for COVID. Provider  updated  awaiting
orders.  Progress  note  at  1:52  p.m.  indicated  R1
was  gasping  for air,  oxygen  sats  82%  on  room
air, oxygen  applied  and  elevated  head  of bed.  R1
started  to shake,  provider  updated  again,  and
order  received  to send  to emergency  department
(ED).

R1's  physician  visit dated  4/4/25,  indicated  R1
was  hospitalized  from 3/31/24  thru  4/3/25  with
diagnoses  of influenza  A and  B with respiratory
manifestations,  chronic  congestive  heart  failure
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(CHF) , chronic  obstructive  pulmonary  disease
(COPD) , and  sepsis  (a  life threatening  condition)
due  to pseudomonas  ( a  common  cause  of
sepsis)  species  with encephalopathy  (viral
infection  of the  brain)  and  sepsis  due  to
undetermined  organism  with metabolic
encephalopathy.  R1  was  discharged  back  to the
facility on  4/3/25  at  4:48  p.m. , with orders  for
oxygen,  antibiotic,  and  antiviral  medication.

R1's  progress  note  dated  4/4/25  at  3:21  p.m. ,
indicated  R1  was  on  droplet  precautions

R1's  record  did not  identify when  TBP' s  were
removed.

During  an  interview  on  4/22/25  at  1:41  p.m. ,
infection  preventionist  (IP)-A stated  R1  came
back  from the  hospital  on  4/3/25  and  was  put  on
TBP,  TBP  was  removed  on  4/7/25.  IP-A verified
the  TBP  were  removed  after  seven  days  and  not
based  on  an  assessment  and  monitoring  for
symptom  resolution.  IP-A stated  residents  who
tested  positive  for influenza  were  kept  on  TBP
according  to the  facility policy that  directed  TBP
for 7 days  following the  onset  of symptoms  or 24
hours  after  resolution  of fever  without  analgesics
whichever  is longer.  However,  there  was  no
monitoring  of symptoms  prior to the  removal.

R2  symptom  onset  4/1/25,  tested  positive  4/6/25.
R2's  face  sheet  dated  4/24/25,  indicated
diagnoses  of dementia,  COPD,  hemiplegia,  and
hemiparesis  following a  stroke,  aphasia.

R2's  progress  notes  on  4/1/25,  11:48  a. m. , noted
vital signs  were  taken  and  R2 had  an  elevated
temperature  at  100. 9,  pulse  elevated  at  128,
respirations  22  and  blood  pressure  at  132/ 74,
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oxygen  saturations  at  96%  on  room  air.  Rapid
Covid  test  negative.  Physician  and  family
updated.  R2' s  record  did not  identify if TBPs  were
initiated  with symptom  onset.

R2's  progress  notes  dated  4/1/25  at  12:49  p.m. ,
orders  received  for stat  chest  x-ray  and  nebulizer.
Progress  notes  at  10:55  p.m.  included  chest  x-ray
was  completed  but  there  was  no  report  at  this
time.

R2's  progress  note  dated  4/4/25  at  11:06  p.m. , (3
days  after  symptoms  onset)  indicated  a  swab  for
COVID and  Influenza  was  completed  and  in
fridge  waiting lab  to pick up.

R2's  progress  notes  dated  4/6/25  at  2:52  p.m. , (5
days  after  symptom  onset)  R2  tested  positive  for
Influenza  A.

R2's  progress  note  dated  4/7/25  at  7:12  a. m. ,
indicated  precautions  were  initiated  (6 days  after
symptom  onset) . R2' s  progress  note  dated
4/9/25,  identified  TBP  were  removed,  but  there
was  no  comprehensive  respiratory  assessment  to
ensure  R2' s  symptoms  were  resolved  prior to
removal  of TBP' s.

R3  symptom  onset  4/2/25  and  tested  positive  on
4/3/25.
R3's  face  sheet  dated  3/31/25,  indicated
diagnoses  of dementia,  and  diabetes.

R3's  record  did not  identify respiratory  symptom
screening  after  R3' s  roommate  (R1)  tested
positive  for influenza  A on  3/31/25.  Additionally,
review  of IC records  did not  identify additional
prevention  strategies  were  implemented  to
mitigate  the  risk of viral illness  spread.
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R3's  progress  notes  dated  4/2/25  at  3:45  p.m. ,
indicated  R3  was  not  feeling  well, cough  with
runny  nose.  R3  was  swabbed  for Covid  and
Influenza.  R3' s  record  did not  identify TBP' s  were
implemented  upon  onset  of symptoms.

R3's  progress  notes  date  4/3/25  at  11:43  p.m.,
indicated  R3  was  very  weak,  continued  to have
cough  and  runny  nose.  Labs  returned  positive  for
influenza  A and  physician  notified,  and  orders
received.  R3  was  put  on  droplet  precautions  (one
day  after  symptom  onset) .

R3's  record  did not  identify when  R3' s  TBP  were
removed.

Review  of R3's  record  did not  identify
comprehensive  assessments  and  monitoring  to
ensure  R3' s  symptoms  were  resolved  prior to the
removal  of TBP.

During  an  interview  on  4/22/25  at  1:41  p.m. , IP-A
stated  R2  should  have  had  TBP  in place  with the
diagnosis  of roommate  on  3/31/25.  IP-A verified
the  TBP  were  removed  after  seven  days  and  not
based  on  a  comprehensive  respiratory
assessment.

R4  symptom  onset  4/7/25,  tested  positive  on
4/8/25.
R4's  face  sheet  dated  4/24/25,  indicated  the
following diagnoses  of morbid  obesity  (severe
overweight) , and  kidney  disease.

R4's  record  did not  identify respiratory  symptom
screening  from 3/31/25  through  4/6/25,  even
though  the  facility had  positive  Influenza  cases.

F 880
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R4's  progress  notes  dated  4/7/25  at  3:56  p.m. ,
R4  reported  to nurse  practitioner  (NP)  shivering
for about  30  minutes.  Vitals signs  were  taken  and
R4 was  swabbed  for Covid  and  influenza.  In
review  of R4's  record  there  was  no  indication
TBP' s  were  implemented  with onset  of
symptoms.

R4's  progress  note  dated  4/8/25  at  10:34  a. m. ,
R4  tested  positive  for Influenza  A. R4  on  room
isolation,  however  R4's  record  did not  specify
type  of TBP  was  required.

R4's  late  entry  progress  note  dated  4/21/25  for
4/16/25,  indicated  R4  was  removed  from droplet
precautions  per  infection  control  nurse,  however,
review  of R4' s  record  did not  identify
comprehensive  assessments  and  monitoring  to
ensure  R1' s  symptoms  were  resolved  prior to the
removal  of TBP' s.

R5  symptom  onset  4/8/25,  tested  positive  4/9/25.
R5's  face  sheet  dated  4/24/25,  indicated
diagnoses  of obesity,  acute/ chronic  respiratory
failure  with hypoxia,  diabetes,  CHF,  and  COPD.

R5's  record  did not  identify respiratory  symptom
screening  from 3/31/25  through  4/7/25,  even
though  the  facility had  a  positive  Influenza  case.

R5's  progress  note  on  4/8/25  at  12:21  p.m.,
indicated  R5  had  confusion  to place  and  time,
words  did not  come  out  clearly,  and  unable  to
express  needs  clearly  but  able  to verbalize  her
name.  R5  also  had  a  cough  and  poor  appetite.
Physician  notified  and  labs  ordered  that  included
RSV/FLU/COVID. In review  of R5' s  record  there
was  no  indication  TBP' s  were  implemented  with
onset  of symptoms.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11

F 880

Facility ID: 00727 If continuation  sheet  Page  55 of 68



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 880  Continued  From  page  55 F 880

R5's  progress  note  on  4/9/25  at  9:56  a. m. ,
indicated  resident  confused,  slow to respond,  and
showed  signs  of distress.  BP  123/ 76,  02  88%  on
4L, Pulse  116,  T. 97. 3.  BG 417.  R5  sent  to the
hospital  for further  eval.

R5's  hospital  summary  identified  R5  admitted  to
the  hospital  on  4/9/25  and  discharged  back  to the
facility on  4/18/25  with diagnoses  that  included
influenza.  Per  hospital  summary,  upon  admission
to ED,  R5  could  not  provide  history  due  to acute
hypoxic  respiratory  failure  on  BIPAP and  acute
encephalopathy.  Further  identified  "per  nursing
facility, multiple  cases/ exposures  to influenza  A of
other  residents  this  week. "

R5's  record  did not  identify if R5  returned  from
the  hospital  on  TBP  and/ or an  assessment  that
determined  precautions  were  no  longer
necessary.

During  an  interview  on  4/22/25  at  1:41  p.m. , IP
stated  with the  onset  of symptoms  R5  should
have  been  put  on  TBPs,  tested,  and  had
respiratory  assessments  completed  per  facility
protocol  upon  return  to facility.

R6  symptom  onset  4/8/2025;  tested  positive  on
4/10/25.
R6's  face  sheet  dated  4/24/25,  indicated  the
following diagnoses  of diabetes,  status  post
kidney  transplant,  immunodeficiency,  and  morbid
obesity.

R6's  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through  4/7/25,
even  though  the  facility had  a  positive  Influenza
case.
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R6's  progress  notes  dated  4/8/25  at  5:44  p.m. ,
indicated  R6  had  requested  cough  syrup  during
AM shift due  to coughing.  R6  was  assessed  and
a  low-grade  temperature  of 99. 5,  blood  pressure
was  128/ 67,  pulse  59.  Rapid  Covid  test
performed  and  was  negative.  Written  message  to
physician  on  call board.  In review  of R6' s  record
there  was  no  indication  TBP' s  were  implemented
with onset  of symptoms.

R6's  progress  notes  dated  4/9/25  at  12:56  p.m. ,
indicated  R6  continued  to have  a  cough  with
audible  wheezing  and  lethargy.  Temp  99. 4,
oxygen  saturations  87-89% , so  administered
oxygen  at  2 liters  per  minute  (LPM). Physician  on
site  and  order  received  for swab  for Influenza,
RSV,  and  Covid,  urinalysis  with urine  culture  and
chest  x-ray.  Chest  x-ray  not  completed  on  the  day
shift and  there  were  no  Influenza  swabs  available.
Order  moved  to tomorrow,  4/10/25.

R6's  progress  notes  dated  4/10/25  at  2:15  p.m.
indicated  physician  was  notified  of positive
Influenza  A test.

Review  of R6's  record  did not  identify when  TBP
was  removed  nor  comprehensive  assessments
and  monitoring  to ensure  R6' s  symptoms  were
resolved  prior to the  removal  of TBP.

R7 symptom  onset  4/8/25  tested  positive  4/14/25.
R7's  face  sheet  dated  4/24/25,  indicated  the
following diagnoses  of status  post  coronary  artery
by-pass  graft,  acute  respiratory  distress,  pleural
effusion  (build up  fluid in the  lungs) .

R7's  record  did not  identify respiratory  symptom
screening  from 3/31/25  through  4/7/25,  even
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though  the  facility had  positive  Influenza  cases.

R7's  progress  notes  dated  4/8/25  at  9:30  p.m. ,
indicated  R7  had  an  occasional  cough  and
diminished  lung  sounds  without  shortness  of
breath.  Vital signs  obtained  and  documented  with
no  signs  of fever.  In review  of R7's  record  there
was  no  indication  TBP' s  were  implemented  with
onset  of symptoms.

Review  of R7's  progress  notes  between  4/9/25
and  4/13/25,  identified  R7  continued  to have
symptoms  that  included  cough,  difficulty
breathing,  and  poor  appetite.

R7's  progress  notes  dated  4/14/25  at  9:54  a. m. ,
indicated  R7  had  influenza  infection,  strict  in
room  isolation.  R7  complained  of feeling  weak
and  had  been  coughing  over  the  weekend  and
not  feeling  well. Physician  notified  and  rapid
Covid  and  influenza  tests  ordered.

R7's  progress  notes  dated  4/17/25  at  11:45  a. m. ,
R7  was  discharged  to home  with family.

R9  symptom  onset  4/8/2025,  tested  positive  on
4/10/25.  (R9  is roommates  with R13
R9's  face  sheet  dated  4/24/25,  indicated  the
following diagnoses;  dementia,  and  malnutrition.

R9's  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through  4/7/25,
even  though  the  facility had  positive  Influenza
cases.

R9's  progress  notes  dated  4/8/25  at  5:04  p.m. ,
R9  had  been  coughing  throughout  AM shift.
Rapid  Covid  test  was  negative.  Physician  notified
via communication  board.  In review  of R7' s
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record  there  was  no  indication  TBP' s  were
implemented  with onset  of symptoms.

R9's  late  entry  dated  4/14/25  at  11:17  a. m.  for
4/10/25,  indicated  R9  was  having  nasal
congestion  and  occasional  nonproductive  cough.
R9 was  swabbed  for Influenza  A and  RSV.  R9
was  put  on  droplet  precautions  and  isolated  to his
room.  Lab  results  were  obtained  evening  of
4/11/25  which  identified  R9  was  positive  for
Influenza  A.

R9's  record  did not  identify when  and/ or if TBP' s
were  removed.

R13  symptom  onset  4/8/25;  influenza  positive
4/11/25,  (roommate  to R9)
R13' s  face  sheet  dated  4/24/25,  indicated  the
diagnoses  Parkinson' s  disease  and  CHF.

R13' s  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through  4/7/25,
even  though  the  facility had  positive  Influenza
cases.  Furthermore,  R13' s  record  did not  identify
if TBPs  were  implemented.

R13' s  progress  notes  dated  4/8/25,  indicated  R13
had  foul smelling  urine  and  son  reported  mild
confusion.  Physician  notified  via call board.

R13' s  progress  notes  dated  4/9/25,  indicated
physician  on  site,  orders  received  and  swab  for
influenza  not  done,  as  out  of supplies.  Order
changed  to tomorrow  4/10/25.

R13' s  progress  notes  dated  4/15/25,  indicated
late  entry  for 4/10/25  at  10:39  a. m. , R13  was
swabbed  for Influenza,  RSV and  Covid  and
results  were  negative.  R13' s  laboratory  results  fax
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transmission  dated  4/12/25,  included  the  results
for influenza  A test,  collected  4/10/25  at  11:00
a. m.  and  the  test  resulted  on  4/11/25  at  9:58  p.m. ,
as  positive  for influenza  A. During  an  interview  on
4/23/25  at  10:46  a. m. , registered  nurse  (RN)-A
confirmed  he  wrote  the  late  entry  progress  note
and  verified  also  that  he  was  not  aware  R13
tested  positive  for Influenza  A until 4/23/25,  at
10:46  a. m.  .

R13' s  progress  note  date  4/15/25  at  8:10  p.m. ,
indicated  R13  had  a  change  of condition.  R13
complained  of being  tired,  wanted  to go  to bed,
was  shaking,  passed  out  during  transfer,  and  was
assisted  to bed  by staff.  Vital signs  were  stable
with blood  pressure  95/50,  temperature  97. 2 F,
heart  rate  85  beats  per  minute,  SpO2  92%  and
upon  re- check  10-15  minutes  later  blood
pressure  was  108/ 67,  heart  rate  127  beats  per
minute,  and  SpO2  95% . On  call provider  was
notified  and  gave  order  to send  R13  to the
hospital  for evaluation.

R13' s  hospital  physician  History  and  Physical
hospital  note  dated  4/15/25,  indicated  R13  had
lost  consciousness  for a  brief time  at  the  facility,
had  a  temperature  of 101. 7 F,  and  emergency
medical  services  were  called  and  transported  him
to the  hospital.  R13' s  active  problem  list included
influenza  A with note  "medication  list includes
Tamiflu, which  leads  me  to believe  the  care
facility knew  about  this  already,  or maybe  he  was
taking  it for prophylaxis, " sepsis  "likely from the
influenza"  but  chest  x-ray  suggestive  of possible
pneumonia,  and  chronic  atrial  fibrillation (heart
rhythm  disorder  where  the  upper  chambers  beat
irregularly) . R13  was  admitted  to the  hospital  "as
an  inpatient  because  of a  higher  risk of adverse
outcome  due  to influenza  A, sepsis. "
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R13  remained  in hospital  with no  return  date
anticipated.

R8  symptom  onset  4/10/25,  tested  positive  on
4/11/25.
R8's  face  sheet  dated  4/24/25,  identified  the
following diagnoses,  fibromyalgia,  and  asthma.

R8's  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through  4/9/25,
even  though  the  facility had  positive  Influenza
cases.

R8's  late  entry  note  documented  on  4/14/25  for
4/10/25  indicated  R8  was  having  nasal
congestion  and  occasional  nonproductive  cough.
Rapid  Covid  19  was  negative.  Orders  received  to
swab  R8  for Influenza  A and  RSV.  R8  was  put  on
droplet  precautions  and  isolated  to room  on
4/10/25.  Lab  results  returned  4/11/25  in the
evening  and  positive  for Influenza  A.

R8's  late  entry  note  dated  4/21/25  for 4/18/25  at
1:28  p.m. , indicated  R8  was  removed  from
droplet  precautions.  However,  R8' s  record  did not
include  ongoing  respiratory  assessments  and
monitoring  to determine  the  appropriate  duration
of precautions  to mitigate  the  risk of viral spread.

R10  symptom  onset  4/13/2025,  tested  negative
on  4/13/25  and  then  positive  on  4/15/25.
R10' s  face  sheet  dated  4/24/25,  identified  the
following diagnoses,  rheumatoid  arthritis,  urinary
tract  infection  and  asthma.

R10' s  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through
4/10/25,  even  though  the  facility had  positive
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Influenza  cases.

R10' s  progress  notes  dated  4/11/25  at  9:59  p.m.,
indicated  R10  was  more  tired  and  weak  this
evening.  R10' s  daughter  had  called  facility and
requested  intravenous  (IV) fluids as  she  was
concerned  R10  was  dehydrated.  Vital signs  blood
pressure  111/52,  temperature  97. 9,  heart  rate  85,
respirations  18,  and  oxygen  saturation  92%  on
room  air.  Lung sounds  slightly diminished.  R10
reported  being  nauseated,  was  unsteady  and
could  not  ambulate  far.  COVID swab  negative.
R10' s  record  did not  identify if TBPs  were
implemented.

R10' s  progress  notes  dated  4/12/25  at  3:17  p.m. ,
indicated  R10  stayed  in her  room  and  only ate
bites  for breakfast  and  refused  lunch.

In review  of R10' s  progress  notes  dated  4/13/25
through  4/15/25,  identified  R10  had  respiratory
symptoms  that  included  cough,  shortness  of
breath,  weakness,  lethargy,  and  low oxygen
saturations.  On  4/13/25,  the  provider  was  notified
and  ordered  oxygen,  chest  x-ray  and  labs.  On
4/14/25,  rapid  tests  for influenza  and  Covid  were
negative.

R10' s  progress  notes  dated  4/15/254  at  10:46
p.m., indicated  Influenza  A detected.  Currently  on
droplet  precautions,  on  strict  isolation  (the  record
did not  identify when  TBP  were  implemented) .
Physician  notified  and  orders  for Tamiflu given.

R10' s  progress  notes  dated  4/23/25  at  1:52  p.m. ,
indicated  continued  illness,  R10  transferred  to ED
for further  evaluation.  R10' s  record  did not
include  hospitalization  information.

F 880
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R11 symptom  onset  4/14/2025,  tested  positive  on
4/15/25.
R11's  face  sheet  dated  4/24/25,  indicated  the
following diagnoses,  diabetes,  s/p open  reduction
internal  fixation of left lower  leg,  morbid  obesity,
and  obstructive  sleep  apnea.

R11's  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through
4/13/25,  even  though  the  facility had  positive
Influenza  cases.

R11's  progress  notes  dated  4/14/25  at  10:02
p.m., indicated  R11 was  complaining  of a  severe
headache  and  non- productive  cough  was
medicated  with scheduled  Tylenol 1,000  mg  and
cough  syrup  which  was  effective.  R11' s  record  did
not  identify TBPs  were  implemented  with onset  of
symptoms.

R11's  progress  notes  dated  4/15/25  at  10:22
a. m., indicated  influenza  A positive  and  on  strict
room  isolation  with droplet  precautions  was
initiated  today  (one  day  after  symptom  onset)  and
to go  through  4/21/25.

R11's  progress  note  dated  4/21/25,  identified  R11
was  removed  from TBP,  however  there  was  no
indication  comprehensive  assessments  and
monitoring  were  completed  to ensure  symptom
resolution  prior to removal.

R12  symptom  onset  4/15/2025,  tested  positive  on
4/17/25.
R12' s  face  sheet  4/24/25,  indicated  the  following
diagnoses  infectious  encephalopathy,  acute  left
kidney  infection,  sepsis,  and  bacteremia  with
acute  pulmonary  edema.

F 880
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R12' s  record  did not  identify any  respiratory
symptom  screening  from 3/31/25  through
4/14/25,  even  though  the  facility had  positive
Influenza  cases.

R12' s  progress  notes  dated  4/15/25  at  10:27
p.m., indicated  R12  complained  of headache  and
was  medicated  with as  needed  Tylenol.  Nasal
swab  was  performed  for COVID and  Influenza,
lab  notified  via fax.  Currently  on  strict  isolation
precautions.

R12' s  progress  notes  dated  4/16/25  at  9:04  p.m. ,
indicated  no  complaints  of headache,  pain,
shortness  of breath  or cough.  Lung sounds
diminished.

R12' s  progress  notes  dated  4/17/25  at  9:24  a. m. ,
indicated  isolation/ Influenza  positive.  R12  placed
in strict  room  isolation  for seven  days.

During  a  continuous  observation  on  4/18/25
between  12:15  p.m.  and  12:25  p.m. , nursing
assistant  (NA)-M was  observed  delivering  meal
trays  to R12  and  R10,  who had  contact  and
droplet  precautions  signage  posted  on  the  doors.
NA-M, without  putting  on  any  PPE,  entered  R12' s
room  and  delivered  the  meal  tray  and  used  hand
sanitizer  after  leaving  the  room.  NA-M then
walked  into R10' s  room  without  PPE,  delivered
meal  tray,  then  performed  hand  hygiene.
Unidentified  housekeeper  was  cleaning  resident
rooms  of the  200  hallway,  entered  R12' s  room
with a  mask  on,  but  did not  put  gloves,  gown,  or
eye  protection  as  the  sign  directed.  Housekeeper
took  a  bag  out  of room  with clothing  in and  put  it
on  the  floor outside  the  door  in the  hallway.
Housekeeper  used  a  cloth  to wipe  down  the
surfaces  in the  room.  Housekeeper  took  the
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same  the  cloth  and  put  in a  bag  tied  to her  cart  in
the  hallway.  Housekeeper  mopped  the  floor in
R12' s  room.  Housekeeper  exited  the  room  and
placed  the  dirty mop  head  into a  bag  tied  to her
cart.  She  then  walked  down  the  hallway  and
entered  R18' s  room  with the  same  mask  on  and
did not  perform  any  hand  hygiene  throughout  the
observation.

During  an  interview  on  4/18/25  at  12:22  p.m. ,
NA-M stated  residents  who were  on  precautions
were  due  to either  a  dressing  change  or they  had
a  catheter.  NA-M stated  R10  tested  positive  for
influenza  A on  4/15/25.  NA-M verified  R10  had  a
sign  on  the  door  that  directed  droplet  and  contact
precautions,  however  stated  he  only needed  to
wear  a  mask  to enter  R10' s  room  despite  the
signage  that  directed  R10  required  gown,  gloves,
and  eye  protection  in addition  to the  mask.

During  interviews  on  4/18/25  three  licensed  staff,
(LPN-E at  11:03  a. m. , RN-G at  11:53  a. m.  and
LPN-A at  12:34  p.m.) were  able  to articulate
sign/ symptoms  of respiratory  viruses  and  when  to
implement  TBP  and  test  symptomatic  residents.
LPN-A, LPN-E, and  RN-G all indicated  even
though  they  were  performing  assessments  and
illness  monitoring  they  were  not  documenting
their  assessment  findings  in the  resident' s
medical  record.

During  a  clarification  interview  on  4/24/25  at
10:33  a. m. , DON stated  she  would  expect  a
respiratory  assessment  to contain  vital signs,  lung
sounds,  oxygen  use,  and  cough.  Since  4/19/25,
the  facility has  assigned  a  nurse  to complete  all of
the  necessary  screening,  assessments,  and
monitoring.  DON's  expectation  is that  TBP' s  were
put  into place  and  resident  is tested  per  orders.
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Residents  should  remain  in TBP  until symptoms
resolve.

During  an  interview  on  4/22/25  at  1:41  p.m. , IP-A
stated  she  determined  if precautions  could  be
removed  by talking  to staff  and  reviewing  the
records,  however,  confirmed  there  was  no
documentation  of this  determination.  IP-A also
stated  there  were  residents  who were
symptomatic  but  tested  negative  and  were  not
monitored  for improvement  or worsening
conditions.  IP-A explained  the  Infection  Tracking
Line List document  was  not  started  until 4/3/25
and  this  was  also  when  the  facility posted
outbreak  signage  for staff  and  visitors.  Infection
Tracking  Line List dated  4/18/25,  was  missing  the
start  and  end  date  of TBPs,  was  not  completed  in
real  time,  and  did not  include  all residents  who
had  and  were  having  respiratory  symptoms.

During  an  interview  on  4/24/25  at  1:44  p.m. ,
MD-C stated  it was  his  expectation  that  the  facility
followed  their  policy/protocol  for outbreak  status.

Facility policy titled Influenza  (Prevention  and
Outbreak  Management)  dated  2/13/25,  included
an  Influenza  Outbreak  section  that  indicated:
-Monitor residents  for influenza- like illness:
Instruct  staff  to be  alert  to signs/ symptoms  of
influenza- like illness  (fever,  cough,  sore  throat,
headache,  shortness  of breath)  among  residents
and  report  resident  illness  to supervisors
immediately;
-Conduct  active  surveillance  for respiratory  illness
among  all residents  and  staff  until at  least  one
week  after  the  last  confirmed  case  occurred. "

Facility policy titled Infection  prevention  and
control  program  dated  7/3/24,  that  indicated:

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:GNNH11

F 880

Facility ID: 00727 If continuation  sheet  Page  66 of 68



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245493

AUGUSTANA CHAPEL  VIEW CARE  CENTER

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  07/09/ 2025
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 880  Continued  From  page  66
2.  The  infection  prevention  and  control  program
are  a  system  of prevention,  identification,
reporting,  investigating  infections  in the  facility
through  ongoing  surveillance  to help  identify
possible  communicable  diseases  and  infections
and  prevent  the  spread  of those  diseases  and
infections  to others.
6.  Standard  precautions  will be  used  by all staff  to
prevent  resident  to resident,  resident  to
healthcare  worker,  and  healthcare  worker  to
resident  transmission  of infectious  organisms.
7.  Transmission  based  precautions  and
enhanced  barrier  precautions  will be  provided  for
residents  requiring  additional  precautions  if the
facility is able  to meet  the  needs  of the  resident
and  infection  control  recommendations.  When
TBPs  are  used,  the  facility will use  the  least
restrictive  possible  given  the  circumstances  and
the  resident' s  ability to follow the  precautions.
11. Employees  will be  in-services  on  the  infection
control  program  during  orientation  and  will
receive  periodic  updates.
19.  The  medical  director  and  department  of
health,  if necessary,  will be  contacted  during  an
outbreak  of infectious  disease  for suggestions  on
investigation  and  control  of the  outbreak.

The  past  noncompliance  immediate  jeopardy
began  on  3/31/25.  The  immediate  jeopardy  was
removed,  and  the  deficient  practice  corrected  by
4/19/25,  after  the  facility implemented  a  systemic
plan  that  included  the  following actions:

-The  facility identified  an  infection  control  action
plan  and  developed  an  ongoing  quality  assurance
performance  improvement  (QAPI) plan.
- Updated/ corrected  infection  control  surveillance
logs/ line listing.
-Provided  education  on  infection  control  practices
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to included  active  screening,  comprehensive
assessments,  documentation,
implementing/ removal  of TBP.
-Completed  active  screening  for symptoms  for
residents  and  staff  on  4/19/25.
-Developed  an  auditing  system
-Provided  notification  of influenza  outbreak  to
residents  and  family
-Implemented  high touch  areas  cleaning  and
cleaning  log.
-Reviewed  vaccine  status
-Implemented  protocols  for Tamiflu administration
-updated  the  medical  director  on  status.
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2 000  Initial Comments 2 000

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

NH LICENSING  CORRECTION  ORDER

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

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

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

INITIAL COMMENTS:
On  4/18/25  through  4/24/25,  a  complaint  survey
was  conducted  at  your  facility by surveyors  from
the  Minnesota  Department  of Health  (MDH). Your
facility was  NOT in compliance  with the  MN State
Licensure,  and  the  following licensing  orders
were  issued.  Please  indicate  in your  electronic
plan  of correction  you have  reviewed  these  orders
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and  identify the  date  when  they  will be  completed.

The  following complaints  were  reviewed:
H54932686C  (MN00112059) , H54932889C
(MN00112196)  and  H54933438C  (MN00112558)
with licensing  orders  issued  at  with a  licensing
order  issued  at  0265,  0625,  0875,  1375  and
1545.

Minnesota  Department  of Health  is documenting
the  State  Licensing  Correction  Orders  using
Federal  software.  Tag numbers  have  been
assigned  to Minnesota  state  statutes/ rules  for
Nursing  Homes.  The  assigned  tag  number
appears  in the  far-left column  entitled  "ID Prefix
Tag." The  state  statute/ rule  out  of compliance  is
listed  in the  "Summary  Statement  of Deficiencies"
column  and  replaces  the  "To Comply"  portion  of
the  correction  order.  This  column  also  includes
the  findings  which  are  in violation of the  state
statute  after  the  statement,  "This  Rule  is not  met
as  evidence  by." Following  the  surveyor  ' s
findings  are  the  Suggested  Method  of Correction
and  Time Period  for Correction.

You have  agreed  to participate  in the  electronic
receipt  of State  licensure  orders  consistent  with
the  Minnesota  Department  of Health
Informational  Bulletin 14-01,  available  at
<https: //www.health. state. mn. us/ facilities/ regulati
on/ infobulletins/ ib14_ 1.html>  The  State  licensing
orders  are  delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted  to
you electronically.  Although  no  plan  of correction
is necessary  for State  Statutes/ Rules,  please
enter  the  word  "CORRECTED"  in the  box
available  for text.  You must  then  indicate  in the
electronic  State  licensure  process,  under  the
heading  completion  date,  the  date  your  orders  will
be  corrected  prior to electronically  submitting  to
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the  Minnesota  Department  of Health.  The  facility
is enrolled  in ePOC  and  therefore  a  signature  is
not  required  at  the  bottom  of the  first page  of
state  form.

2 000

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

2 265  MN Rule  4658. 0085  Notification  of Chg  in
Resident  Health  Status

2 265

A nursing  home  must  develop  and  implement
policies  to guide  staff  decisions  to consult
physicians,  physician  assistants,  and  nurse
practitioners,  and  if known,  notify the  resident' s
legal  representative  or an  interested  family
member  of a  resident' s  acute  illness,  serious
accident,  or death.  At a  minimum,  the  director  of
nursing  services,  and  the  medical  director  or an
attending  physician  must  be  involved  in the
development  of these  policies.  The  policies  must
have  criteria  which  address  at  least  the
appropriate  notification  times  for:

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,  for
example,  a  deterioration  in health,  mental,  or
psychosocial  status  in either  life-threatening
conditions  or clinical complications;

C.  a  need  to alter  treatment  significantly,  for
example,  a  need  to discontinue  an  existing  form

Minnesota  Department  of Health
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of treatment  due  to adverse  consequences,  or to
begin  a  new  form of treatment;

2 265

D. a  decision  to transfer  or discharge  the
resident  from the  nursing  home;  or

E.  expected  and  unexpected  resident  deaths.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the
facility failed  to promptly  notify the  ordering
physician  of an  abnormal  laboratory  result  for 1 of
3 residents  (R13)  who had  laboratory  orders.

Findings  include:

R13' s  nurse  practitioner  (NP)  note  dated  4/9/25,
indicated  R13  was  seen  for an  acute  visit by NP- A
regarding  a  new  problem.  Assessment  and  plan
included  "will check  for influenza/ COVID-19 due
to confirmed  cases  at  the  facility."

R13' s  laboratory  (lab)  result  fax transmission
form dated  4/12/25,  included  the  result  for an
influenza  A test  ordered  by NP-A. The  swab  for
the  test  was  collected  on  4/10/25  at  11:00  a. m.
and  the  test  resulted  on  4/11/25  at  9:58  p.m.  The
influenza  A value  was  listed  as  "detected  (A)" with
a  legend  identifying "A" to mean  "abnormal. "

R13' s  late  entry  progress  note  dated  4/10/25,
identified  it was  entered  on  4/15/25  by nurse
manager  registered  nurse  (RN)-A. The  note
indicated  a  swab  was  collected  from R13  on
4/10/25  to test  for influenza,  RSV,  and  COVID-19
"and  lab  results  came  out  negative. "

During  an  interview  on  4/23/25  at  10:46  a. m. ,
Minnesota  Department  of Health
STATE FORM 6899
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RN-A confirmed  the  laboratory  resulted  on
4/11/25  included  result  of "influenza  A detected,
that  means  it was  present,  positive. " RN-A
reviewed  his  progress  note  dated  4/10/25,  and
stated  he  believed  he  made  an  error  in what  he
documented  and  was  not  aware  R13' s  test  result
had  been  positive  for influenza  A. RN-A noted
there  was  no  evidence  of R13' s  positive  influenza
A test  on  4/11/25  except  the  scanned  copy  of the
faxed  lab  result  and  could  not  confirm  he  had
notified  NP-A of this  abnormal  result.

2 265

During  an  interview  on  4/24/25  at  10:33  a. m. , the
director  of nursing  (DON) confirmed  R13' s
influenza  A test  from 4/10/25  was  positive  and
noted  she  was  not  aware  of this  result  until
notified  by surveyors.  The  DON confirmed  she
expected  the  provider  to have  been  notified  of the
positive  result  and  confirmed  she  did not  see  any
indication  of this.  The  DON further  noted  this
could  have  resulted  in a  delay  in treatment.

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  she  was  not  aware  R13
had  tested  positive  for influenza  A while at  the
facility and  had  not  been  notified  of the  positive
lab  result  from the  swab  collected  on  4/10/25.
NP-A stated  expected  she  would  have  been
notified  and  she  would  have  treated  him for
influenza  A at  that  point.  NP-A stated  the  lack  of
timely notification  could  have  resulted  in death  or
a  delay  in sending  R13  to the  hospital  when  he
was  declining  in condition.

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , physician  (MD)-B stated  she  was  not
aware  R13  had  tested  positive  for influenza  A
while at  the  facility, though  this  may  have  been
communicated  to NP-A and  not  reported  to her
directly.  MD-B stated  if R13' s  providers  were

Minnesota  Department  of Health
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aware,  this  would  have  changed  his  treatment.
He  would  have  been  changed  from the
prophylactic  (preventative)  dose  of Tamiflu
(anti-viral medication  used  to prevent  or treat
influenza)  to a  treatment  dose.

2 265

Facility policy titled Maintenance  of Clinical
Laboratory  Results  dated  1/15/25,  indicated
results  of clinical laboratory  studies  were
monitored  by facility staff,  reported  to the
attending  physician  or designee,  and  maintained
in the  medical  record.  Staff  were  to follow facility
procedures  for timely notification  of the  prescriber
about  the  results  of lab  studies.

Facility policy titled Change  in Condition  dated
3/10/25,  indicated  nurses  would  notify the
resident' s  attending  physician  or physician  on- call
in circumstances  including:  when  there  had  been
a  significant  change  in the  resident' s
physician/ emotional/ mental  condition,  critical lab
values/ results,  or need  to alter  the  resident' s
medical  treatment  significantly.

SUGGESTED  METHOD OF CORRECTION:

The  facility should  create  policies  or review  and/ or
revise  existing  policies  and  procedures  related  to
notification  of change  in resident  health  status  or
a  change  of condition  including  changes  indicated
by laboratory  results.  The  Director  of Nursing  (or
designee)  should  educate  or re-educate  nursing
staff  to those  policies  and  procedures  and
conduct  measurable  audits,  to verify notification
to appropriate  parties  occurred  related  to a
change  in health  status  or condition.  The  DON or
designee  should  bring  the  results  of those  audits
to the  Quality  Assurance  Performance
Improvement  (QAPI) committee  to determine
compliance  or the  need  for further  monitoring.

Minnesota  Department  of Health
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2 265  Continued  From  page  6 2 265

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

2 625  MN Rule  4658. 0450  Subp.  1 A-P  Clinical Record  2 625
Contents;  In General

6/17/25

Subpart  1.  In general.  Each  resident' s  clinical
record,  including  nursing  notes,  must  include:

A. the  condition  of the  resident  at  the  time  of
admission;

B. temperature,  pulse,  respiration,  and  blood
pressure,  according  to part  4658. 0520,

subpart  2,  item I;
C.  the  resident' s  height  and  weight,

according  to part  4658. 0520,  subpart  2,  item J;
D. the  resident' s  general  condition,  actions,

and  attitudes;
E.  observations,  assessments,  and

interventions  provided  by all disciplines
responsible

for care  of the  resident,  with the  exception  of
confidential  communications  with

religious  personnel;
F.  significant  observations  on,  for example,

behavior,  orientation,  adjustment  to the
nursing  home,  judgment,  or moods;
G.  date,  time,  quantity  of dosage,  and

method  of administration  of all medications,  and
the  signature  of the  nurse  or authorized

persons  who administered  the  medication;
H. a  report  of a  tuberculin  test  within the

three  months  prior to admission,  as  described
in part  4658. 0810;
I. reports  of laboratory  examinations;
J.  dates  and  times  of all treatments  and

dressings;
K. dates  and  times  of visits  by all licensed

Minnesota  Department  of Health
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health  care  practitioners;
L. visits  to clinics  or hospitals;
M. any  orders  or instructions  relative  to the

comprehensive  plan  of care;
N. any  change  in the  resident' s  sleeping

habits  or appetite;
O.  pertinent  factors  regarding  changes  in the

resident' s  general  conditions;  and
P.  results  of the  initial comprehensive

resident  assessment  and  all subsequent
comprehensive  assessments  as  described  in

part  4658. 0400.

2 625

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the
facility failed  to maintain  a  complete,  accurately
documented,  and  readily  accessible  medical
record  in accordance  with accepted  professional
standards  and  practices  for 1 of 1 resident  (R5)
reviewed  for documentation.

Findings  include:

R5' s  facesheet  indicated  her  current  admission  to
the  facility began  on  7/6/23  with most  recent
return  to the  facility date  of 4/18/25.

R5's  progress  note  dated  4/9/25,  indicated  R5
was  confused,  slow to respond,  very  weak,
showed  signs  of distress,  and  was  sent  to the
hospital.

R5's  progress  note  dated  4/18/25,  indicated  R5
was  re- admitted  to the  facility from the  hospital  at
1:26  p.m.  via emergency  medical  services.

R5's  electronic  health  record  (EHR)  reviewed  on
Minnesota  Department  of Health
STATE FORM 6899
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4/22/25,  did not  include  NP- A's  visit note  dated
4/9/25  nor  a  hospital  discharge  summary  or
physician  history  and  physical  (H&P)  from R5's
hospitalization  4/9/25  to 4/18/25.

2 625

During  an  interview  on  4/22/25  at  12:32  p.m. ,
health  unit coordinator  (HUC)-A stated  provider
visit notes  typically came  in the  same  day  as  the
visit or the  next  day.  Provider  notes  were  faxed  to
the  facility electronically  from the  business  office
of the  provider' s  practice  and  uploaded  into the
EHR.  HUC-A utilized R5's  primary  care  provider' s
outside  medical  records  system  to verify the
presence  of a  visit note  from NP-A dated  4/9/25.
HUC-A confirmed  the  visit note  from NP- A on
4/9/25  was  not  present  in R5' s  EHR  and  stated
this  was  "a  good  example  of one  [note]  that  didn' t
get  faxed  from the  business  office." HUC-A stated
she  tracked  regulatory  provider  visits  to ensure
notes  were  uploaded  after  completion  but  did
note  track  notes  for "off notes  like this,  an  acute
visit." HUC-A was  not  sure  how or who tracked
non- regulatory  provider  visits  to ensure
completed  notes  were  uploaded  into residents'
EHR's,  this  was  "a  good  question. " HUC-A stated
she  would  expect  the  note  to be  uploaded  into
R5's  chart  the  same  or next  day  as  the  provider
visit on  4/9/25.

During  an  interview  on  4/22/25  at  4:15  p.m. ,
HUC-A stated  after  a  resident  returns  from the
hospital,  documents  with clinical information  such
return  orders,  discharge  summaries,  and  H&P
notes,  are  uploaded  into resident  EHR's.  HUC-A
confirmed  the  discharge  summary  and  H&P
documents  from R5' s  hospitalization  from 4/9/25
through  4/18/25  were  not  present  in her  EHR  and
"should  be  there. " HUC-A noted  the  discharge
orders  document  from this  hospitalization  was
uploaded,  but  the  additional  documentation  was
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absent  from R5' s  record.

2 625

During  an  interview  on  4/24/25  at  8:44  a. m. , the
director  of nursing  (DON) stated  provider  notes
should  be  in residents'  medical  records.  The  DON
noted  medical  records  staff  were  responsible  for
making  sure  provider  visit notes  were  uploaded
into the  EHR.  The  DON confirmed  she  would
expect  R5's  discharge  summary  from
hospitalization  with discharge  date  of 4/18/25  and
provider  visit note  dated  4/9/25  to be  present  in
her  record  by surveyor  EHR  review  on  4/22/25.
The  DON noted  R5' s  EHR  was  "not  accurate  and
complete,  it was  missing  two things. " The  DON
stated  it was  important  for medical  records  to be
accurate  and  complete  "because  you need  to
know  all the  information  to provide  care  for the
resident,  you need  the  whole  picture. "

Facility policy titled Legal  Health  Record  Contents
dated  1/15/25,  included  "The  resident' s  Legal
Health  Record  (medical  record)  serves  the
following purposes:  1.) It contains  documentation
of the  resident' s  health  history  relating  to the  past,
present  or future  physical  or mental  health  or
condition  of a  resident.  It provides  a  record  of the
resident' s  health  status  and  may  include
observations,  measurements,  history,  and
prognosis  and  serves  as  the  legal  document
describing  the  health  care  services  provided  to
the  resident.  The  medical  record  provides
evidence  of the  quality  of resident  care. .. 3.) It
provides  a  method  for clinical communication  and
care  planning  among  the  individual  healthcare
practitioners  serving  the  resident. " The  procedure
section  noted  "the  resident' s  Legal  Health  Record
may  consist  of the  following components"  and
included  "consultation  reports  to the  extent  they
were  relied  on  to provide  health  care  to the
resident"  including  clinic and  outside  medical
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providers  and  hospital/ emergency  departments.
Additional  components  included  "history  and
physical  examination  - uploaded  as  documents  or
inputted  directly  into the  system, " and
"multidisciplinary  progress  notes. "

2 625

SUGGESTED  METHOD OF CORRECTION:

The  administrator,  director  of nursing  (DON), or
designee  could  review/ revise  policies  and
procedures  on  the  maintenance  of resident
medical  records.  The  administrator,  DON,  or
designee  could  educate  all staff  on  these  policies
and  procedures.  The  administrator,  DON,  or
designee  could  audit  to ensure  each  resident' s
clinical record  is complete  and  accurate  and
report  these  findings  to their  QAPI committee.

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

2 875  MN Rule  4658. 0520  Subp.  2 I Adequate  and
Proper  Nursing  Care;  Monitor TPR

Subp.  2.  Criteria  for determining  adequate  and
proper  care.  The  criteria  for determining
adequate  and  proper  care  include:
I. Monitoring  resident  temperature,  pulse,
respiration,  and  blood  pressure  as  often  as
indicated  by the  resident' s  condition  but  at  least
weekly.

2 875 6/17/25

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  document
review,  the  facility failed  to comprehensively
assess  and  appropriately  monitor  2 of 3 residents
(R5,  R13)  with acute  illnesses  including  but  not

Minnesota  Department  of Health
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limited to influenza  that  resulted  in hospitalization
reviewed  for change  of condition.

2 875

Findings  include:

See  F880  for additional  information  about  facility's
infection  control  and  prevention  practices
regarding  influenza.

R5

R5's  quarterly  Minimum Data  Set  dated  4/8/25,
indicated  R5  admitted  to the  facility on  7/6/23  with
diagnoses  including  chronic  obstructive
pulmonary  disease  (COPD) , congestive  heart
failure  (CHF) , hypertension,  type  2 diabetes,
hyperkalemia  (elevated  blood  level  of potassium) ,
and  acute  and  chronic  respiratory  failure.  R5
used  supplemental  oxygen  therapy  and  was
cognitively  intact.

R5's  care  plan  problems  dated  7/7/23,  identified
R5 was  at  risk for decline  in medical  condition
with intervention  to monitor  for changes  in
condition  and  notify provider  and  resident
representative  as  indicated.  R5's  care  plan
identified  R5  had  shortness  of breath  (SOB)  with
exertion  and  when  the  head  of the  bed  was  flat
and  required  oxygen  (O2)  therapy.  Interventions
included  administer  oxygen  per  physician  orders,
monitor  oxygen  saturation  (SpO2)  via pulse
oximetry  (device  to measure  blood  oxygen
saturation  levels)  per  protocol  and  as  needed,
and  monitor/ document  respiratory  status  per
protocol  and  as  needed.  R5' s  care  plan  identified
R5 was  alert  and  oriented  and  included
intervention  to monitor  for changes  in cognition
and  notify provider  as  needed.

R5's  physician  orders  included  the  following:
Minnesota  Department  of Health
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- Order  dated  7/6/23,  to check  O2  saturations  as
needed  for increased  breathing  difficulty.
- Order  dated  7/7/23,  to auscultate  (listen  to with
a  stethoscope)  lung  sounds,  make  a  progress
note  if abnormal  lung  sounds  are  present,  and
notify provider  if indicated  once  a  day  for CHF.
- Order  dated  7/7/23,  to note  level  of edema  and
respiratory  effort daily, make  a  progress  note  if
any  abnormal  findings,  and  notify provider  of
concerns  once  a  day  as  indicated  for CHF.
- Order  dated  4/15/24  for 3 liters  (L) of continuous
oxygen  via nasal  cannula.
- Order  dated  5/2/24,  for vital signs  weekly  with
bath  on  Thursdays.
- Order  dated  7/3/24,  to check  blood  glucose
(blood  sugar)  levels  once  a  week  on  Wednesday
mornings.

2 875

R5's  progress  note  dated  4/6/25  at  10:29  p.m. ,
indicated  she  was  alert  and  oriented,  denied  pain
or SOB,  and  had  stable  O2  at  her  baseline  of 3L.

R5's  progress  note  dated  4/8/25  at  12:21  p.m. ,
identified  R5  had  a  change  in condition.  R5  was
confused  to place  and  time,  unable  to express
her  needs,  words  did not  come  out  clearly,  and
she  only verbalized  her  name.  The  presence  of a
cough  was  noted  as  well as  poor  appetite  with
refusal  of meals.  The  note  indicated  R5' s  vital
signs  were  stable  and  she  denied  pain,  SOB,
fever,  abdominal  discomfort,  nausea/ vomiting,
dizziness,  or headache.  She  had  no  signs  of
respiratory  distress  with cares  or activities.  The
provider  was  notified  and  ordered  STAT
(immediate)  laboratory  studies  (labs)  for a
complete  blood  count  (CBC), basic  metabolic
panel  (BMP), COVID-19,  respiratory  syncytial
virus  (RSV) , influenza,  and  a  urinalysis  and  urine
culture  (UA/UC). Samples  for RSV,  influenza,  and
COVID-19,  and  UA/UC were  collected  and  in the
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fridge  for lab  to pick up  with CBC  and  BMP still
pending.  The  note  identified  "at  this  time  the  staff
will continue  to monitor,  and  offer more  fluids."

2 875

See  F770  for additional  information  regarding
lack  of timely completion  of ordered  labs.

R5's  provider  note  by nurse  practitioner  (NP) -A
dated  4/9/25,  indicated  R5  was  seen  for an  acute
visit. The  note  included  staff  noted  R5  had
increased  confusion  a  day  ago  and  she  was
usually  alert  at  baseline.  Labs  for COVID-19,
influenza  A and  B, RSV,  a  urinalysis,  CBC,  and
BMP were  ordered  but  results  were  still pending.
The  facility had  influenza  cases.  On  4/9/25,  R5
"has  declined  in condition,  is more  confused,
lethargic,  face  flashed  [sic,  flushed]  with shallow
breathes  [sic,  breaths]  on  4L of oxygen.  Sats
[SpO2]  86-88% ... has  not  been  able  to keep  food
down  ... today' s  BG [blood  glucose]  412. "
Physical  examination  noted  R5  was  confused  and
lethargic  with rales  (crackle  sounds  heard  when
listening  to the  lungs)  and  shallow  breaths.  The
plan  was  to send  R5 to the  hospital  for further
evaluation.

R5's  progress  note  dated  4/9/25  at  9:56  a. m. ,
indicated  R5  was  confused,  slow to respond,  very
weak,  and  showed  signs  of distress.  Vital signs
were  blood  pressure  123/ 76,  SpO2  88%  on  4L of
O2,  blood  sugar  417,  heart  rate  116,  and
temperature  97. 3 degrees  Fahrenheit  (F).
Interventions  were  elevating  the  head  of the  bed
and  a  nebulizer  treatment  (respiratory  medication
administered  via inhalation) . R5  was  sent  to the
emergency  room  and  daughter  notified.

R5's  vital signs  record  from 4/8/25  through
4/9/25,  included  the  following:
- 4/8/25  at  12:16  a. m.: SpO2  95%  on  3L of O2

Minnesota  Department  of Health
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- 4/8/25  at  7:54  a. m. : Blood  pressure  108/ 72
- 4/8/25  at  1:14  p.m. : SpO2  92%  on 3L of O2
- 4/8/25  at  10:17  p.m.: SpO2  92%  on  3L of O2
- 4/9/25  at  6:26  a. m. : SpO2  93%  on 3L of O2
- 4/9/25  at  8:00  a. m. : Pain  score  of zero,  blood
sugar  417  milligrams  per  deciliter  (mg/ dL), SpO2
88%  on  3L of O2,  blood  pressure  123/ 76,
respirations  18  breaths  per  minute,  heart  rate  116
beats  per  minute,  and  temperature  97. 3 F.

2 875

R5's  vital signs  record  included  a  full set  of vital
signs  taken  on  4/9/25  at  8:00  a. m.  but  lacked  any
other  full sets  of vital signs  from 4/8/25  through
4/9/25.

R5's  Medication  and  Treatment  Administration
Records  (MAR/TAR) for April 2025  included
SpO2  measurements  completed  once  per  shift
(days,  evening,  nights)  corresponding  with the
vital signs  record.  Also included  blood  pressure
measurement  taken  once  daily in the  morning  for
administration  of a  blood  pressure  medication
corresponding  with the  vital signs  record.  In
addition,  the  MAR/TAR included  the  physician
orders  to auscultate  lung sounds  and  note  level  of
respiratory  effort (and  make  progress  note  for
abnormal  findings)  once  daily between  7:00  a. m.
and  3:00  p.m.  These  orders  were  marked  as
completed  on  4/1/25  through  4/8/25  but  blank  on
4/9/25.  There  were  no  corresponding  progress
notes  in R5' s  record  documenting  associated
abnormal  findings.

R5's  MAR/TAR lacked  documentation  of
additional  monitoring  and  assessment  of R5  after
staff  identified  her  change  in condition  noted  in
progress  note  dated  4/8/25  at  12:21  p.m.  The
records  lacked  evidence  of ongoing  assessment
and  monitoring  of vital signs,  possible  infection,  or
respiratory  status.
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R5' s  assessments  section  of her  electronic  health
record  (EHR) lacked  documentation  of any
assessments  completed  between  4/8/25  at  12:21
p.m.  when  R5' s  change  in condition  was  identified
and  4/9/25  at  9:56  a. m.  when  progress  note
indicated  she  was  sent  to the  hospital.

R5's  Emergency  Center  physician  hospital  note
dated  4/9/25,  indicated  R5  presented  with altered
mental  status,  hypoxia  (low oxygen  levels  in body
tissues) , concern  for an  underlying  infectious
process,  fever  of 100. 8 F, and  a  viral swab
positive  for influenza  A. R5  was  admitted  to the
hospital  with diagnoses  of altered  mental  status,
influenza,  hypoxia,  hypercapnia  (high  levels  of
carbon  dioxide  in the  blood) , severe  sepsis
(extreme  reaction  of the  body  to infection  causing
further  damage) , and  acute  respiratory  failure.

R5's  hospital  discharge  summary  dated  4/18/25,
identified  R5  was  hospitalized  from 4/9/25
through  4/18/25  with diagnoses  of: influenza  A
with respiratory  manifestation,  bilateral
ground- glass  opacities  (densities  in the  lungs
seen  on  chest  imaging) , COPD  exacerbation,
pulmonary  edema  (accumulation  of fluid in the
lungs) , pseudomonas  (a  type  of bacteria)  urinary
tract  infection,  word- finding difficulty, acute  on
chronic  respiratory  failure,  acute  kidney  injury,
sepsis,  acute  hyperkalemia,  and  acute
encephalopathy  (disturbance  of the  brain' s
function) .

During  an  interview  on  4/22/25  at  10:03  a. m. , R5
stated  she  had  been  in the  hospital  for about  a
week  due  to a  combination  of her  oxygen  levels
and  a  urinary  tract  infection.  R5  stated  it was  a
blur and  she  did not  clearly  remember  what
happened  prior to her  transfer  to the  hospital,  but
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staff  knew  something  was  wrong  with her  and
contacted  emergency  medical  services.  R5  was
lying in bed  with head  of bed  elevated  and  3L of
supplemental  O2 delivered  via nasal  cannula.

2 875

During  an  interview  on  4/22/25  at  12:50  p.m. ,
licensed  practical  nurse  (LPN)-D stated  for a
resident  with a  change  in condition  she  would
monitor  them  every  two hours.  She  would  assess
responsiveness,  lung  sounds,  take  vital signs,
and  document  all in a  progress  note  at  the  end  of
her  shift.  LPN-D stated  staff  could  also  enter  a
nursing  order  on  the  TAR which  would  prompt
staff  to monitor  every  two hours.  LPN-D noted
she  was  R5' s  nurse  on  4/9/25  when  R5 went  to
the  hospital.  LPN-D noted  R5  normally  had  a
once  weekly  vital sign  and  blood  sugar  check
which  was  scheduled  for that  morning,  so  she
had  obtained  a  full set  of vital signs.  LPN-D
stated  she  was  concerned  about  R5' s  oxygen
level,  so  she  checked  it every  30  minutes.  LPN-D
noted  the  nurse  practitioner  was  on-site,  saw  R5,
and  decided  to send  her  to the  hospital.  R5' s
record  lacked  documentation  of monitoring  every
two hours  and  of SpO2  checks  every  30  minutes.

During  an  interview  on  4/22/25  at  1:45  p.m. ,
LPN-A stated  for a  resident  with a  change  in
condition,  the  provider  would  be  notified  and  give
staff  monitoring  orders.  Providers  would  identify
how they  wanted  a  resident  monitored  and  the
frequency.  If specific  orders  were  not  provided,
LPN-A would  check  on  a  resident  every  two hours
and  for a  potential  respiratory  illness  he  would
monitor  vital signs,  fever,  hypoxia,  SOB,  and
appetite.  LPN-A stated  he  was  R5' s  nurse  on
4/8/25,  notified  the  provider  of her  change  in
condition,  and  received  orders  for labs.  LPN-A
stated  no  specific  monitoring  orders  were
provided,  but  per  nursing  judgement,  he
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monitored  her  every  two hours  keeping  an  eye  on
her  and  "would  have  checked  vital signs  every
four hours,  checked  lung  sounds"  and  put  this  in
a  progress  note  at  the  end  of his  shift.  R5's
record  lacked  documentation  of monitoring  every
two hours  and  of vital signs  every  four hours.

2 875

During  an  interview  on  4/22/25  at  3:28  p.m. ,
registered  nurse  (RN)-D stated  she  was  not  sure
what  the  protocol  was  for monitoring  respiratory
status,  but  guessed  she  would  monitor  vital signs,
respiratory  status,  check  oxygen  levels,  and
check  lung  sounds  "maybe  every  15  to 30
minutes. " RN-D noted  she  would  follow whatever
was  on  the  care  plan.  If the  care  plan  directed  to
monitor  per  protocol,  RN-D was  not  sure  what
"per  protocol"  meant.  If she  heard  a  resident  had
a  respiratory  issue  in report,  she  should  check
and  chart  SpO2  every  two hours  if above  90%
and  check  more  frequently  if it was  lower.

During  an  interview  on  4/22/25  at  3:51  p.m. ,
RN-E stated  for respiratory  status  monitoring  she
would  do  a  full set  of vital signs.  RN-E thought
protocol  would  be  every  15  minutes  depending  on
the  status  of the  resident  and  she  would
document  in a  progress  note  and  notify the
provider  of anything  abnormal.

During  an  interview  on  4/22/25  at  3:57  p.m. ,
nurse  manager  RN-A stated  respiratory  status
assessment  should  include  lung  sounds,  SpO2
for residents  on  oxygen,  coughing,  wheezing,  and
SOB.  For  a  resident  with a  change  in condition,
this  should  be  done  at  least  once  every  shift,
would  be  noted  in a  provider  or nursing  order  on
the  TAR, and  abnormal  findings  relayed  to the
provider  and  documented  in a  progress  note.  For
a  resident  who was  not  stable  he  would  expect  a
nursing  order  or physician' s  order  for monitoring
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at  least  every  shift.

2 875

During  an  interview  on  4/24/25  at  10:33  a. m. , the
director  of nursing  (DON) stated  she  would
expect  a  respiratory  assessment  to contain  vital
signs,  lung  sounds,  oxygen  use,  cough,  SOB,
and  relevant  conditions  like CHF  or COPD.  This
would  be  charted  in the  MAR/TAR, observation
(assessment)  forms,  an  event  form,  or a  progress
note.  After R5' s  change  in condition  was  identified
on  4/8/25,  she  would  expect  to see  monitoring  at
least  once  a  shift for respiratory  monitoring,
urinary  monitoring,  intake  and  output,  infection,
lung  sounds,  pain,  and  a  full set  of vital signs.
The  DON confirmed  there  was  a  full set  of vital
signs  in R5' s  record  from the  morning  of 4/9/25,
but  she  did not  see  another  full set  of vital signs
since  R5' s  change  in condition  was  noted  on
4/8/25.  She  would  expect  to see  a  full set  of vital
signs  from that  time  as  well as  on  the  overnight
shift.  Further,  the  DON stated,  "I don' t see
ongoing  monitoring  of her  respiratory  status. " The
DON confirmed  R5 was  not  monitored
appropriately  for her  change  in condition  and  the
assessment  and  monitoring  after  her  change  in
condition  was  identified  was  not  in line with policy
and  procedure,  standards  of practice,  or her
expectations.  The  DON identified  potential
outcomes  of a  lack  of appropriate  monitoring  and
assessment  as  a  delay  in care,  decline,  or
possible  death.

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  she  would  expect  a
respiratory  assessment  to include  vital signs,  lung
sounds,  and  symptom  monitoring.  If specific  time
parameters  for monitoring  were  not  ordered,  she
would  expect  staff  to monitor  at  least  once  a  shift
and  more  frequently  as  needed  depending  on  the
resident' s  condition.  This  was  important  so
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treatment  could  be  expedited  as  needed  and  a
resident  sent  to the  hospital.  For  R5's  change  in
condition,  NP-A would  expect  staff  to have
checked  her  SpO2,  fever,  SOB  and  with the
facility's  flu outbreak  also  have  monitored  all
upper  respiratory  symptoms.  For  R5,  NP-A
"would  have  expected  staff  check  her  vitals  and
monitor  every  four hours  and  PRN  [as  needed]  as
well. Not once  a  shift,  because  she  had  a  change
in condition. "

2 875

During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , physician  (MD)-B stated  she  would
expect  the  facility to follow their  protocols  for
assessment  and  monitoring.  With an  outbreak  of
influenza  A at  the  facility, she  would  expect
residents  to be  monitored  for signs  and
symptoms  including  fever,  cough,  fatiguability,
malaise,  sore  throat,  nausea,  decreased  appetite,
nasal  congestion,  headache,  and  altered  mental
status.  For  a  respiratory  assessment  she  would
expect  staff  to look for respiratory  distress,
oxygen  saturation  levels,  oxygen  requirements  if
on  supplemental  oxygen,  any  respiratory
symptoms,  and  lung  auscultation.  After R5's
change  of condition  was  noted  on  4/8/25,  MD-B
would  expect  assessment  and  monitoring  per  the
facility's  protocol,  especially  with influenza  A
present  in the  facility, including  vitals  signs  at
least  every  four hours  and  respiratory  and  urinary
assessments.  She  would  expect  staff  to monitor
and  report  any  significant  changes  to her  office
immediately.

R13

R13' s  annual  MDS dated  1/28/25,  indicated  R13
admitted  to the  facility on  1/30/24  with diagnoses
including  congestive  heart  failure,  obstructive  and
reflex  uropathy  (problems  affecting  the  flow of
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urine) , hypertension,  dementia,  and  Parkinson' s
disease.  R5  had  an  indwelling catheter  and  was
cognitively  impaired.

2 875

R13' s  care  plan  dated  2/7/25,  identified  he  was  at
risk for decline  in medical  condition.  Interventions
included  administering  medications  and
treatments  per  physician  orders  and  monitoring
for changes  in condition  and  notifying provider  as
indicated.

R13' s  physician  orders  included  the  following:
- Order  dated  3/27/24,  to update  NP  if resident
had  a  decline  in condition  or was  not
eating/ drinking  every  shift.
- Order  dated  3/27/24,  to auscultate  lung  sounds,
make  a  progress  note  if abnormal  lung sounds
are  present,  and  notify provider  if indicated  once
a  day  for CHF.
- Order  dated  3/27/24,  to note  level  of edema  and
respiratory  effort daily, make  a  progress  note  if
any  abnormal  findings,  and  notify provider  of
concerns  as  indicated  once  a  day  for CHF.
- Order  dated  5/9/24,  for vital signs  weekly  on
bath  day  on  Wednesdays.

R13' s  progress  note  dated  4/8/25  at  6:21  p.m. ,
indicated  he  had  foul smelling  discolored  urine
and  R13' s  son  reported  he  seemed  mentally
altered  with mild confusion.  R13' s  catheter  bag
was  changed,  he  was  offered  fluids throughout
the  shift,  and  the  "PM [evening]  shift notified  and
will continue  to monitor.  NP  was  notified  via a
written  message  on  the  call board. "

R13' s  provider  note  by NP-A dated  4/9/25,
indicated  R13  was  seen  for an  acute  visit. The
note  indicated  R13  had  foul smelling  urine  and  a
history  of urinary  retention  and  chronic  indwelling
catheter.  Also noted  some  confusion  and  a
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history  of dementia.  Further  indicated  there  were
two patients  with confirmed  influenza  at  the
facility. The  assessment  and  plan  for confusion,
foul smelling  urine,  hematuria,  urinary  retention,
and  indwelling foley catheter  included  "will order
UA/UC [urinalysis  and  urine  culture] " and  "will
check  for influenza/ COVID-19 due  to confirmed
cases  at  the  facility."

2 875

R13' s  progress  note  dated  4/9/25  at  12:47  p.m. ,
indicated  he  had  bloody  urine  (hematuria)  in his
catheter  bag  and  the  NP  was  on- site  and
updated.  Catheter  was  changed  but  there  was
not  enough  urine  to sample  for labs,  PM nurse
was  updated  to collect  and  process.  Influenza
swabs  were  not  done  because  there  were  no
supplies,  order  was  changed  to tomorrow.

See  F770  for additional  information  regarding
lack  of timely completion  of ordered  labs.

R13' s  late  entry  progress  note  dated  4/10/25,  was
entered  on  4/15/25.  The  note  indicated  a  swab
was  collected  from R13  on  4/10/25  to test  for
influenza,  RSV,  and  COVID-19  "and  lab  results
came  out  negative. "

The  facility's  Infection  Tracking  Line List
document  indicated  R13' s  roommate  had  a
positive  lab  test  for influenza  A on  4/10/25.  R13' s
roommate  had  developed  respiratory  symptoms
and  was  tested  on  4/8/25.

R13' s  physician  order  dated  4/10/25,  had  end
date  of 4/23/25  for Tamiflu (antiviral  medication
taken  to prevent  influenza  or,  at  a  higher  dosage,
to treat  influenza)  capsule  75  mg  orally once  a
day  at  bedtime  for diagnosis  of "encounter  for
other  specified  prophylactic  measures  -
influenza. "
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R13' s  laboratory  result  fax transmission  form
dated  4/12/25,  included  the  result  for an  influenza
A test  ordered  by NP-A. The  swab  for the  test
was  collected  on  4/10/25  at  11:00  a. m.  and  the
test  resulted  on  4/11/25  at  9:58  p.m.  The
influenza  A value  was  listed  as  "detected  (A)" with
a  legend  identifying "A" to mean  "abnormal. " Per
late  entry  progress  note  dated  4/10/25,  this  result
had  been  negative.

See  F773  for additional  information  regarding
lack  of provider  notification  of abnormal  lab  result.

R13' s  late  entry  progress  note  dated  4/13/25,  was
entered  on  4/16/25.  The  note  indicated  lab  results
came  in, the  on-call NP  was  called  and  directed
staff  to notify R13' s  NP,  and  R13' s  NP  was
notified  via the  notice  board.  The  progress  note
did not  specify  which  lab  results  it referenced  or if
the  results  were  abnormal.

R13' s  progress  note  dated  4/13/25,  indicated  he
had  hematuria,  vital signs  were  stable,  and  fluids
provided  throughout  shift.

R13' s  progress  note  date  4/15/25  at  8:10  p.m. ,
indicated  R13  had  a  change  of condition.  R13
complained  of being  tired,  wanted  to go  to bed,
was  shaking,  passed  out  during  transfer,  and  was
assisted  to bed  by staff.  Vital signs  were  stable
with blood  pressure  95/50,  temperature  97. 2 F,
heart  rate  85  beats  per  minute,  SpO2  92%  and
upon  re- check  10-15  minutes  later  blood
pressure  was  108/ 67,  heart  rate  127  beats  per
minute,  and  SpO2  95% . On  call provider  was
notified  and  gave  order  to send  R13  to the
hospital  for evaluation.

R13' s  vital signs  record  for month  of April 2025,
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included  the  following:
- 4/2/25  at  2:38  p.m. : SpO2  96% , blood  pressure
119/74,  respirations  18  breaths  per  minute,  heart
rate  71  beats  per  minute,  and  temperature  97. 5
F.
- 4/9/25  at  4:34  p.m. : SpO2  97% , blood  pressure
124/ 84,  respirations  19  breaths  per  minute,  heart
rate  100  beats  per  minute,  and  temperature  97. 4
F.

2 875

R13' s  vital sign  included  a  full set  of vital signs
taken  on  4/9/25  per  physician  order  for weekly
vital signs  once  daily on  Wednesdays.  It lacked
any  other  recorded  vital signs  from 4/8/25  at  6:21
p.m.  when  a  progress  note  identified  a  change  in
condition  with foul smelling  urine  and  altered
mental  status  through  4/15/25  when  R13  was
sent  to the  hospital.

Review  of R13' s  assessments  section  of the  EHR
between  4/8/25  and  4/15/25  identified  a  bath
visual  body  inspection  completed  on  4/9/25.  It
lacked  documentation  of any  other  assessments
completed  between  4/8/25  and  4/15/25.

R13' s  MAR/TAR for April 2025,  included
administration  of Tamiflu at  bedtime  documented
as  complete  from 4/10/25  through  4/15/25.  In
addition,  the  MAR/TAR included  the  physician
orders  to auscultate  lung sounds  and  note  level  of
respiratory  effort (and  make  progress  note  for
abnormal  findings)  once  daily, and  to update  NP
for decline  in condition  every  shift.  These  orders
were  marked  as  completed  from 4/8/25  through
4/15/25.  There  were  no  corresponding  progress
notes  in R13' s  record  documenting  associated
abnormal  findings.

R13' s  MAR/TAR lacked  documentation  of
additional  monitoring  and  assessment  of R13
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after  staff  identified  his  change  in condition  noted
in progress  note  dated  4/8/25  at  6:21  p.m.  The
records  lacked  evidence  of ongoing  assessment
and  monitoring  of vital signs,  possible  infection,  or
respiratory  status.

R13' s  physician  History  and  Physical  hospital
note  dated  4/15/25,  indicated  R13  had  lost
consciousness  for a  brief time  at  the  facility, had
a  temperature  of 101. 7 F,  and  emergency
medical  services  were  called  and  transported  him
to the  hospital.  R13' s  active  problem  list included
influenza  A with note  "medication  list includes
Tamiflu, which  leads  me  to believe  that  the  care
facility knew  about  this  already,  or maybe  he  was
taking  it for prophylaxis, " sepsis  "likely from the
influenza"  but  chest  x-ray  suggestive  of possible
pneumonia,  and  chronic  atrial  fibrillation (heart
rhythm  disorder  where  the  upper  chambers  beat
irregularly)  with rapid  ventricular  response  (RVR,
where  the  irregular  beats  of the  upper  chambers
cause  the  lower  chambers  of the  heart  too  beat
too  quickly) tonight.  R13  was  admitted  to the
hospital  "as  an  inpatient  because  of a  higher  risk
of adverse  outcome  due  to influenza  A, sepsis. "

On  4/24/25,  R13  remained  in the  hospital  and
had  not  yet been  discharged.

During  an  interview  on  4/23/25  at  9:09  a. m. ,
LPN-D stated  nurses  place  a  phone  call to the
on-call provider  when  ceded,  like in an
emergency.  LPN-D noted  the  call board  (a
clipboard  with space  for staff  to make  notes  about
residents)  was  used  for "something  not  urgent"
and  staff  would  leave  a  note  for the  NP  to review
when  she  was  on-site  at  the  facility.

During  an  interview  on  4/23/25  at  10:46  a. m. ,
nurse  manager  RN-A confirmed  he  wrote  the  late
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entry  progress  note  dated  4/10/25  indicating
R13' s  RSV,  influenza  A and  B, and  COVID-19
tests  were  negative.  RN-A reviewed  the  faxed  lab
result  noting  R13' s  influenza  A test  was  positive
and  stated  he  was  not  aware  R13  tested  positive
for influenza  A until right now.

2 875

During  an  interview  on  4/23/25  at  11:33  a. m. ,
RN-F stated  she  was  working  with R13  when  he
was  sent  to the  hospital.  RN-F noted  he  had
complained  of a  headache  and  fatigue,  passed
out  while attempting  to transfer  with staff,  and
notified  her  supervisor,  R13' s  family, and  R13' s
provider  who ordered  a  transfer  to the  hospital.
RN-F noted  R13' s  appetite  had  been  decreased
and  he  was  not  eating  or drinking  the  way  he
normally  did throughout  the  day.  RN-F noted  she
did not  report  this  to the  provider,  would  normally
do  so,  and  should  have  reported  it. RN-F stated
she  was  aware  his  roommate  was  influenza
positive  but  did not  know  R13  was.  RN-F did not
identify assessment  or monitoring  for R13
implemented  after  his  change  in condition  on
4/8/25.

During  an  interview  on  4/24/25  at  10:33  a. m. , the
DON stated  she  was  not  previously  aware  R13
tested  positive  for influenza  A while at  the  facility
and  did not  see  evidence  of provider  notification.
The  DON stated  there  was  a  delay  in the
treatment  of his  influenza  which  could  have
resulted  in death.  His Tamiflu would  have  been
changed  from a  prophylactic  to treatment  dose
and  could  have  slowed  his  further  decline  and
hospitalization.  The  DON would  expect  to have
seen  respiratory  assessments  completed
including  vital signs,  lung  sounds,  and  SOB  as
well as  urinary  assessments  including  amount,
color,  odor,  consistency,  and  presence  of
symptoms  like pain/ burning/ frequency.  She  would

Minnesota  Department  of Health
STATE FORM 6899 GNNH11 If continuation  sheet  26  of 40



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

00727

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  07/09/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

C
04/24/2025

NAME OF  PROVIDER  OR  SUPPLIER

AUGUSTANA CHAPEL  VIEW CARE  CENTER

STREET  ADDRESS,  CITY, STATE, ZIP CODE

615  MINNETONKA MILLS ROAD
HOPKINS,  MN 55343

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

2 875  Continued  From  page  26

expect  to see  assessments  and  monitoring
completed  every  shift.  The  DON confirmed  R13' s
record  did not  include  evidence  of respiratory  or
urinary  assessments  after  his  change  in condition
was  identified  on  4/8/25.  She  noted  "vital signs,
for him,  they  should  be  done  every  shift,
especially  if you think he  has  an  infection. " She
confirmed  R13' s  EHR  vital signs  section
contained  a  set  of vital signs  from 4/9/25,  but
none  from his  change  of condition  on  4/8/25  and
none  after  4/9/25.  The  DON confirmed  vital sign
monitoring  for R13  was  not  completed  per  her
expectations.

2 875

During  a  return  phone  call interview  on  4/28/25  at
10:29  a. m. , NP-A stated  staff  should  have
contacted  the  on-call provider  on  4/8/25  when
R13' s  change  of condition  was  noted  and  not  left
a  message  on  the  call board.  NP-A noted  a
patient  can  decline  very  fast  and  the  on-call
provider  needs  to be  notified  to direct  staff  what
to do  next  including  monitoring  symptoms,
looking  for signs/ symptoms  of respiratory
infection,  and  possible  lab  orders.  For  a  change
in condition  staff  should  call right away,  the  call
board  clipboard  was  for simple  things  she  could
address  the  following day.  NP-A noted  she  would
expect  to see  assessment  and  monitoring  of R13
after  his  change  in condition  including  respiratory
monitoring,  lung  sounds,  presence  of fever,  and
vital signs  every  four hours  and  as  needed.  She
stated  R13' s  vital sign  monitoring  "does  not  meet
my expectations,  not  at  all, it needed  to be  more
frequent  for sure. " NP-A noted  monitoring  was
important  because  staff  need  to ensure  a  resident
is stable  enough  to remain  at  the  facility. NP-A
identified  potential  outcomes  of the  lack  of
assessment,  monitoring,  and  timely notification
as  death.
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During  a  return  phone  call interview  on  4/29/25  at
3:50  p.m. , MD-B stated  she  would  expect
additional  monitoring  and  assessment  to have
been  put  in place  after  R13' s  change  in condition
on  4/8/25.  She  would  expect  monitoring  and
assessment  for R13  per  the  facility's  protocol
including  symptoms  of influenza  and  vital signs
once  daily at  a  minimum.  MD-B confirmed  R13' s
vital sign  monitoring  was  not  in line with her
expectations.  MD-B stated  she  was  not  aware
R13  had  tested  positive  for influenza  while at  the
facility and  noted  this  would  have  changed  his
course  of treatment.  MD-B stated  monitoring  and
assessment  were  important  for identifying a
further  decline  in condition  and  lack  of
assessment  and  monitoring  could  lead  to decline
and  a  delay  in implementing  proper  actions  and
interventions.

2 875

Facility policy titled Change  in Condition  dated
3/10/25,  included  "1.) The  nurse  will notify the
resident' s  Attending  Physician  or physician  on  call
when  there  has  been  a(an) : ... d.  significant
change  in the  resident' s
physical/ emotional/ mental  condition;  e.  Critical lab
values/ results  f. need  to alter  the  resident' s
medical  treatment  significantly;  ... h.  need  to
transfer  the  resident  to a  hospital/ treatment
center;  ... and/ or j. specific  instruction  to notify
the  Physician  of changes  in the  resident' s
condition.  2.) A "significant  change"  of condition  is
a  major  decline  or improvement  in the  resident' s
status  that:  a.  Will not  normally  resolve  itself
without  intervention  by staff  or by implementing
standard  disease  related  clinical interventions  (is
not  "self- limiting"); b. Impacts  more  than  one  area
of the  resident' s  health  status;  c.  Requires
interdisciplinary  review  and/ or revision  to the  care
plan;  and  d.  Ultimately  is based  on  the  judgment
of the  clinical staff  and  the  guidelines  outlined  in
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2 875  Continued  From  page  28

the  Resident  Assessment  Instrument  ... 5.  Except
in medical  emergencies,  notifications  will be
made  within twenty- four (24)  hours  of a  change
occurring  in the  resident' s  medical/ mental
condition  or status. "

2 875

Facility policy titled Influenza  (Prevention  and
Outbreak  Management)  dated  2/13/25,  included
an  Influenza  Outbreak  section.  The  section
included:  "Monitor residents  for influenza- like
illness:  Instruct  staff  to be  alert  to
signs/ symptoms  of influenza- like illness  (fever,
cough,  sore  throat,  etc. ) among  residents  and
report  resident  illness  to supervisors  immediately;
Conduct  active  surveillance  for respiratory  illness
among  all residents  and  staff  until at  least  one
week  after  the  last  confirmed  case  occurred. "

SUGGESTED  METHOD OF CORRECTION:

The  administrator,  director  of nursing  (DON), or
designee  could  review/ revise  policies  and
procedures  on  assessment  and  monitoring  of
residents  with a  change  of condition  and  review
all residents  with a  change  of condition  to assure
they  are  receiving  ongoing  assessment  and
monitoring  along  with necessary
treatment/ services.  The  administrator,  DON,  or
designee  could  educate  all staff  on  these  policies
and  procedures.  The  administrator,  DON,  or
designee  could  conduct  random  audits  of the
delivery  of care  and  review  nursing  assessments
to ensure  appropriate  care  and  services  are
implemented.  The  administrator,  DON, or
designee  could  then  take  that  information  to their
quality  assessment  and  performance
improvement  (QAPI) committee  to assess  the
need  for further  improvement.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
Minnesota  Department  of Health
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(21)  days

2 875

21545  MN Rule  4658. 1320  A.B.C Medication  Errors 21545

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
prescribed.  An incident  report  or medication  error
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21545  Continued  From  page  30

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.

21545

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  document  review  the
facility failed  to ensure  a  system  to ensure
physician  orders  were  accurately  transcribed  to
prevent  and/ or mitigate  risk of medication  errors
for 1 of 2 residents  (R17)  reviewed  for medication
errors.  The  facility's  failures  resulted  in R17
received  ibuprofen  66  times  not  in accordance
with physician  orders.  Additionally, Based  on
interview  and  record  review,  the  facility failed  to
ensure  that  a  resident  was  free  from a  significant
medication  error  for 1 of 3 residents  (R15)
reviewed  for medication  errors.

Findings  include:

R17' s  face  sheet  dated  4/24/25,  indicate  the
following diagnoses  of status  post  stroke,  and
aneurysm  of left internal  carotid  artery.

R17' s  interagency  transfer  form dated  4/2/25,
included  an  order  for ibuprofen  (IBU- (a
nonsteroidal  anti- inflammatory  drug  used  to treat
mild to moderate  pain.  Side  effects  include
headache,  dizziness,  nausea,  bleeding,  and
bruising) ) 400  mg  every  6 hours  as  needed
(PRN)  for pain.

R17' s  provider  visit summaries  dated  4/4/25  and
Minnesota  Department  of Health
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4/14/25,  included  and  identified  an  order  for (IBU)
400  mg  every  6 hours  PRN  for fever.

21545

R17' s  electronic  health  record  (EHR)  identified
the  aforementioned  physician  order  for as  needed
IBU however  was  not  accurately  transcribed  into
the  EHR  system.  The  order  that  was  transcribed
directed  staff  to administer  the  IBU every  6 hours
versus  PRN.

R17' s  EHR  physician  orders  thru  included  the
following orders:
-Ibuprofen  400  mg  every  6 hours,  scheduled,
dated  4/2/25  thru  4/19/25;
-Ibuprofen  400  mg  every  6 hours  as  needed,
dated  4/19/25;
-Eliquis  (a  blood  thinner  the  prevents  clot
formation,  not  to be  used  with NSAID medication)
5 mg  twice  daily, dated  4/2/25.

R17' s  medication  administration  record  (MAR)
reviewed  from 4/1/25  thru  4/24/25,  included  the
physician  orders  to administer  IBU every  six
hours.  The  MAR identified  R17  was  administered
IBU 66  times  between  4/2/25  and  4/19/25.
.
R17' s  facility medication  error  report  dated
4/19/25  at  12:39  p.m. , indicated  from 4/2/25  thru
4/19/25,  R16  received  the  wrong  order  for
ibuprofen  400  mg  every  6 hours  and  the  correct
order  was  for ibuprofen  400  mg  every  6 hours  as
needed.  This  medication  error  was  noted  to be  of
human  error  due  to incorrect  transcription.  R17
had  no  negative  effects  from the  medication.
Physician  and  family notified.

R17' s  record  did not  identify that  family, or
provider  was  notified  timely of medication  error.
R17' s  record  further  lacked  if R16  had  any
untoward  effects  from the  medication.
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During  an  interview  on  4/24/25  at  8:32  a. m. ,
registered  nurse  (RN) -B stated  when  you go  to
administer  a  medication  you first check  the  orders
and  compare  that  against  the  medication  card.
When  doing  this  you are  checking  the  6 rights;
resident,  dose,  drug,  timing of medication,  dose,
and  route  of the  medication.  If there  is a
discrepancy  between  the  MAR and  the  card
medication  label,  you go  with the  MAR.

During  an  interview  on  4/23/25  at  10:03  a. m. ,
director  of nursing  (DON) stated  it was  her
expectation  that  nursing  staff  administered
medications  per  physician' s  orders.  DON verified
the  above  medication  error  was  due  to a
transcription  error.  DON further  stated  all orders
were  put  in by the  health  unit coordinator  and
checked  by the  charge  nurse  and  the  double
checked  upon  administration  of the  medication.

During  an  interview  on  4/29/25  at  3:50  p.m. , with
MD-B, stated  they  were  not  made  aware  of this
medication  incident.  The  maximum  dose  for
ibuprofen  daily is 2400  mg  and  R17  would  not
have  received  that  on  400  mg  every  6 hours.
MD-B attempts  to avoid  this  dosage  in R17' s  age
group,  as  it can  lead  to high  risk of kidney
dysfunction  and  has  multiple  stomach  side
effects.

Facility policy entitled,  Medication  Incident,  dated
10/8/24,  indicated  the  following:
1.  All medication  incidents  will be  reported  to the
DON (or designee)  and  responded  to promptly.
2.  Observe  resident  for untoward  effects  as  a
result  of error.  Document  assessment  and
interventions  in progress  notes.
3.  Notify physician  of medication  incident  and
resident  change  in condition
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4.  Update  the  resident  and  family of significant
incidents.

21545

R15
R15' s  face  sheet  dated  4/24/25,  indicated
diagnoses  of fractured  left femur,  status  post
hemiarthroplasty  (hip replacement)  left hip,  acute
respiratory  failure  with hypoxia,  and  acute
bronchitis  due  to respiratory  syncytial  virus  (RSV) .

R15' s  hospital  discharge  summary  indicated  R15
was  admitted  to the  hospital  on  4/12/25  and
discharged  to the  facility on  4/17/25.  The
discharge  orders  that  had  been  faxed  to the
facility on  4/17/25,  identified  two separate
Dilaudid (opioid  narcotic  pain  killer) orders:
-Order  signed  by physician  on  4/14/25,  identified
an  order  for Dilaudid  2mg  tablets  to take  1 to 2
tablets  every  4 hours  as  needed  for pain;  take  1
tablet  for pain  rate  4-7 out  of 10.  Take  2 tablets
for pain  rate  8-10  out  of 10
-Order  signed  by physician  on  4/17/25,  identified
an  order  for Dilaudid  2 mg  tablets  to take  0.5 to 1
tablet  every  4 hours  as  needed  for pain;  Take  1
tablet  for pain  rated  4-7 out  of 10,  and  take  2
tablets  for pain  rated  8-10  out  of 10.

During  an  interview  on  4/24/25  at  12:05  p.m. ,
pharmacist  (PhD- )-A stated  the  pharmacy
received  2 different  prescriptions  for
hydromorphone  for R15  that  was  sent  to the
pharmacy  several  times  which  caused  a  lot of
confusion.  Per  pharmacy  policy, the  prescription
dated  4/14/25  for 2-4 mg  of hydromorphone  (12
tabs  of whole  2 mg)  was  filled for delivery  to the
facility at  5:00  p.m.  which  was  prior to R15' s
arrival.  Then  on  4/18/25,  the  order  was  clarified  to
administered  1-2 mg  of hydromorphone  so  the
pharmacy  delivered  2 mg  tabs  cut  in half (16
doses) .
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Review  of R15' s  medication  administration  record
(MAR)on 4/23/25,  identified  R15  received
Dilaudid 4 mg  at  6:01  a. m.

R15' s  progress  note  dated  4/23/25  at  7:38  a. m. ,
identified  R15  had  abnormal,  irregular,  labored
breathing  pattern,  and  difficult to arouse.

During  an  observation  on  4/23/25  at  7:50  a. m. ,
emergency  medical  services  (EMS)  arrived  at  the
facility and  walked  to R15' s  room.  R15  was  lying
in bed  and  did not  respond  to EMS's  verbal  or
physical  stimulus.  R15' s  facial  skin  had  a  grayish
tint, and  an  oxygen  nasal  cannula  was  in her
nose.  Licensed  practical  nurse  (LPN)-B stated  the
physician  gave  orders  to send  R15  to the  hospital
for further  evaluation.  R15  left the  facility per  EMS
at  8:10  a. m.

R15' s  progress  note  dated  4/23/25  at  8:17  a. m. ,
identified  R15' s  respirations  at  10,  uneven  and
using  assessory  muscles.  Unable  to awaken  and
physician  in facility ordered  R15  to be  sent  to
emergency  room  and  911 called  and  R15  left
facility at  8:10  a. m.

R15' s  hospital  emergency  department  (ED) note
dated  4/23/25,  identified  that  R15  arrived  in ED
due  to not  opening  eyes  or responding  to
questions  at  the  facility. ED physician
documented  a  call from the  facility that  stated
R15  received  a  dose  of Dilaudid  (narcotic  pain
killer) of 4 milligrams  (mg)  at  6:00  a. m. , R15  was
given  Narcan  (a  drug  to treat  narcotic  overdose)
and  mentation  and  level  of consciousness  (a
state  of awareness)  improved,  though  for only 30
minutes  and  a  subsequent  dose  of Narcan  had  to
be  administered  with improvement  in
consciousness.  With suspected  opioid  (narcotic)
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overdose  and  subsequently  hospitalized.

21545

During  an  observation  and  interview  on  4/23/25  at
10:25  a. m.  licensed  practical  nurse  (LPN)-B had
R15' s  Hydromorpone  medication  card  that  had
the  prescription  for 2-4 mg,  she  also  had  an
orange  sticker  in her  hands.  LPN-B explained  the
order  on  the  card  was  wrong  according  to the
physician.  LPN-B placed  the  orange  sticker  on
the  card  that  alerted  staff  the  Rx on  the  card  was
incorrect  and  nurses  were  to check  the  physician
order  for the  correct  dose.

During  an  interview  on  4/23/25  at  10:30  a. m. ,
LPN-E stated  the  morning  of 4/23/25  she  had
recieved  the  report  that  R15  was  adminsitered
Hydromorphone  at  6:01  a. m.  for pain  10/10.
LPN-E was  following up  on  a  as  needed  pain
medication  that  was  given  to R15  by LPN-C at
6:01  a. m. , between  7:30  and  7:45  a. m.  and  found
R15  with labored  mouth  breathing  and  use  of
accessory  muscles.  LPN-E then  notified  LPN-B of
R15' s  condition  change.  LPN-E stated  if there
was  a  question  between  the  card  medication
label  and  the  medication  administration  record
(MAR), staff  were  to follow the  MAR as  it is the
most  update  information.

During  an  interview  on  4/24/25  at  8:35  a. m. ,
RN-C stated  he  was  the  supervisor  the  evening
R15  was  admitted  and  noticed  the  discrepancy
between  the  orders  received  and  the  paper
prescription  R15  brought  with her  from the
hospital  dated  4/17/25.  RN-C stated  per  policy, he
went  with the  most  recent  orders,  called  the
hospital  to verify the  order  and  he  received  an
order  verification  for hydromorphone  order  to
what  the  prescription  stated;  1-2 mg  every  4
hours  as  needed  for pain.  RN-C called  the
pharmacy  and  asked  them  to send  the  correct
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order,  but  the  delivery  was  already  en  route.
When  the  cared  arrived  from the  pharmacy  RN-C
did not  place  an  orange  sticker  alerting  the  order
had  changed.  RN-C further  stated  that  with the
administration  of medications,  the  nurse  should
verify the  medication  card  label  with the  MAR
orders.  If there  was  a  discrepancy,  the  nurse
should  verify the  order  in the  chart,  and  if still a
problem,  then  to verify the  order  with the
physician.

21545

During  an  interview  on  4/24/25,  registered  nurse
(RN)-B stated  when  administering  as- needed
medications,  the  nurse  was  to look at  the  order
on  the  MAR and  compare  it to the  medication
label  on  the  medicine  card.  They  should  check  for
the  6 rights:  resident,  dose,  drug,  timing of
medication,  dose,  and  route  of medication.  If
there  was  a  discrepancy  between  the  MAR and
the  card  medication  label,  the  staff  were  to follow
the  MAR. RN-B would  follow up  on  pain
medication  within the  first hour  after
administration  to make  sure  the  medication  was
effective.  RN-B verified  R15' s  2mg
hydromorphone  tablet  card  had  orange  stickers
over  the  label,  and  the  orange  sticker  were  a  sign
to staff  to double  check  the  order  in eMAR.

During  the  interview  on  4/24/25  at  10:02  a. m. ,
LPN-C stated  she  verified  through  the  interpreter
line, R15  had  pain  10/10  and  was  showing  visible
signs  of pain,  such  as  moaning  and  grimacing.
LPN-C also  assessed  vital signs,  and  R15' s  blood
pressure  was  elevated  at  131/ 61  (normal  is below
120/ 80) . LPN-C stated  she  gave  R15  as  needed
hydromorphone  4 mg  after  verifying the
medication  card  label  with the  MAR. Five  rights
need  to be  done  for every  medication
administration,  resident,  dosage/ drug,  route,  and
timing.  If there  was  a  discrepancy  between  the
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MAR and  the  card,  staff  were  to go  back  to the
physician' s  orders  to clarify the  order,  and  if still a
problem  to call the  physician  for clarification.  If
the  card  was  wrong,  the  staff  were  to take  a  red
ink pen  and  cross  off the  label,  date,  and  write on
the  card  not  to administer  until the  order  was
verified.  LPN-C did not  know  she  gave  the  wrong
dose  until DON called  her  to verify what  had
happened  to R15

21545

During  an  interview  on  4/23/25  at  10:03  a. m. ,
DON stated  it was  her  expectation  when  staff
receive  medications  from the  pharmacy,  the  staff
were  to verify the  packing  slip with what  has
arrived.  Staff  were  to verify the  resident,  drug,
and  if a  narcotic,  the  amount  received.  DON
further  stated  it was  her  expectation  for narcotics
and  other  pain  medication  to be  followed  up  on
within the  hour  of giving and  for medications  to be
administered  according  to the  most  current
orders  for medications.  DON stated  that  giving an
excessive  dose  of narcotic  would  be  counted  as  a
significant  medication  error.

During  an  interview  on  4/24/25  at  1:44  p.m. ,
MD-C stated  it was  his  expectation  that
medication  be  administered  according  to the
physician' s  orders.  MD-B further  stated  the
normal  dosing  for hydromorphone  is 2-4 mg  and
could  not  say  the  4mg  dose  R15  received  alone
would  have  caused  the  respiratory  depression

A facility policy titled Medication  Administration,
with a  reviewed  date  of 10/8/24,  indicated:
2.  Medications  will be  administered  to residents
as  prescribed  by the  primary  MD/NP/PA.
4.  Staff  will follow the  six rights  of medication
administration:

-Right  resident
-Right  medication
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-Right  dose
-Right  dosage  form
-Right  frequency
-Right  route

11. Medication  incidents  will be  reported  following
the  medication  incident  policy.

21545

A facility policy titled PRN  medication,  with a
reviewed  date  of 10/8/24,  indicated:
2.  Check  EMR for specific  physician  order.
5.  Licensed  staff  to observe  response  to each
dose  of the  medication  and  document  the
response  in the  MAR. The  policy did not  state  a
time  frame  for this.

A facility policy titled Medication  Incident,  with a
reviewed  date  of 10/8/24,  indicated:
2.  Observe  the  resident  for untoward  effects
because  of the  error.  Document  assessment  and
interventions  in the  progress  notes.

SUGGESTED  METHOD OF CORRECTION:
The  director  of nursing  (DON) or designee  could
review  and  revise  policies  and  procedures  related
to medication  errors.  The  DON or designee  could
educate  staff  to ensure  medications  are  correctly
administered  which  may  include  but  is not  limited
to the  need  for verifying orders  and  accurately
transcribing.  The  DON or designee  should  review
processes  to ensure  the  pharmacist  begins  or
maintains  appropriate  oversight  of the  medication
administration  process.  The  DON or designee
could  develop  a  system  to verify compliance,
such  as  auditing  medication  administration  and  or
medical  records  to gather  appropriate  data  to
ensure  staff  have  corrected  the  concern  or if
further  education  would  be  required.  Results  of
any  actions  and/ or audits  should  be  taken  to the
QAPI committee  to determine  compliance  or the
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need  for continued  monitoring.

21545

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  days
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