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20000 Initial Comments

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

20000

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 1/21/26 through 1/22/26, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
in compliance with the MN State Licensure.

The following complaints were reviewed during the
survey.
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20000 Continued from page 1
H55022442C (2702900)

H55022541C (2705037)

Minnesota Department of Health is documenting the State
Licensing Correction Orders using Federal software.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of state form. Although no plan of correction is
required, it is required that the facility acknowledge
receipt of the electronic documents.
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F0000 INITIAL COMMENTS

On 1/21/26 through 1/22/26, a standard abbreviated
survey was completed at your facility by the Minnesota
Department of Health to determine if your facility was
in compliance with requirements of 42 CFR Part 483,
Subpart B, and Requirements for Long Term Care
Facilities.

F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

02/05/2026

The following complaints were reviewed.

H55022442C (2702900) with deficiency issued at F684.

H55022541C (2705037) with deficiency issued at F684.

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.

F0684
SS = D

Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that applies
to all treatment and care provided to facility
residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review the facility
failed to ensure physician ordered medical supplies

F0684 During the complaint survey process, it was noted that
the facility failed to ensure physician ordered medical
supplies were available upon admission for 2 of 2
residents (R1, R2) who admitted to the facility with a
catheter and did not obtain a physician’s order prior
to using an alternate catheter size.

02/06/2026

R1 no longer resides at the facility and was not
residing in the facility at the time of the complaint
survey.

R2 orders reviewed and verified; completed audit of
catheter supplies to verify they were available and
being used for resident’s care as ordered. DON obtained
new physician orders for use of a range of catheter
sizes for resident. Resident orders and care plan
updated.

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
were available upon admission for 2 of 2 residents (R1,
R2) reviewed who admitted to the facility with a
catheter. In addition, the facility failed to obtain a
physician's order prior to using an alternate catheter
size.

Findings include:

R1's Resident Face Sheet indicated she admitted to the
facility on 9/19/25. R1's diagnosis included spinal
cord injury, neuromuscular dysfunction of bladder and
depression.

R1's Physician Order Report dated 12/28/25 through
1/28/26, identified and order for catheter change every
four weeks and as needed, dated 10/25/25.

F0684 Continued from page 1

There are no other residents in the facility with a
catheter at this time. Any new resident admitting with
a catheter or any current resident who receives a new
order for a catheter could also be affected. If a
resident receives an order for a catheter and/or admits
with a catheter, physician order and catheter size will
be audited to ensure it is as ordered.

Education was provided to all nurses on 1/28/2026 about
verifying orders for new residents with catheters,
reporting supply shortages, and obtaining a physician
order prior to changing catheter sizes.

R1's care plan dated 9/23/25 identified a urinary
catheter to manage obstructive uropathy.

R1's Resident Progress Notes identified the following:

-9/23/25, R1 requested a tub bath instead of a shower.
No Foley catheter clamp available. Staff used tape to
kink and clamp catheter.

An audit will be conducted for R2 catheter with any
catheter change as indicated by physician orders to
ensure orders for catheter size are being followed;
current order is to change monthly and as needed. The
audit will go for 8 weeks and then as needed thereafter
as determined by quality council for continued
compliance.

-9/25/25, When attempting to flush catheter, noted
catheter was plugged. Spoke with director of nursing
(DON) as did not have the correct catheter size. R1's
catheter was a 20 French 10 cubic centimeters (cc)
balloon in place. Catheter replaced with an 18 French
10 cc balloon. Informed R1 that a different sized
catheter and R1 was okay with it.

DON/DON designee are responsible for compliance.

R2's Resident Face Sheet indicated she admitted to the
facility 1/9/26. R2's diagnosis included urinary tract
infection, urine retention and chronic kidney disease.

R2's Physician Order Report dated 12/28/25 through
1/28/26, identified an order dated 1/9/26, for an
indwelling catheter 14 French with a 5cc balloon, one
time.

R2's Resident Progress Note dated 1/15/26, indicated
staff spoke with family about changing catheter and
informed they did not have a 14 French catheter and had
to replace with a 16 French 10 cc balloon.

During interview on 1/22/26 at 12:25 p.m., registered
nurse (RN)-A stated typically the person who entered
the admission orders should check to ensure the
supplies were available. RN-A said the DON was
responsible for ordering supplies but said when she
inputs an order, she goes to the supply room to verify

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E1D3A-H1 Facility ID: 00413 If continuation sheet Page 2 of 3
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if the catheter was in stock and alerts the DON if it
was not.

During interview on 1/22/26 at 12:40 p.m., The DON
stated upon admission, the staff that does the
admission puts the orders in. The DON stated she was
responsible to ensure the correct catheter size was in
stock. The DON said when R1 admitted to the facility
they did not have the correct catheter size in stock.
The DON said the decision was made to use a different
size, adding she was not aware they did not have the
correct catheter size for R2. The DON stated if a
different size was utilized a physician order should
have been obtained. The DON stated use of the incorrect
catheter size could result in bladder spasms.

Facility Policy Physician Services dated 2019,
indicated all physician orders will be followed as
prescribed and if not followed, the reason shall be
recorded on the resident’s medical record during that
shift.

Facility policy related to physician notification of
change of orders was requested but not received.
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