m , DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
September 25, 2024

Administrator

Saint Therese At Oxbow Lake
9751 Regent Avenue North
Brooklyn Park, MN 55443

RE: CCN: 245619
Cycle Start Date: August 7, 2024

Dear Administrator:

On September 18, 2024, the Minnesota Department of Health completed a revisit to verify that your
facility had achieved and maintained compliance. Based on our review, we have determined that your
facility has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Sincerely,

Sarah Lane, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. 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.



m » DEPARTMENT
: OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
September 25, 2024

Administrator

Saint Therese At Oxbow Lake
9751 Regent Avenue North
Brooklyn Park, MN 55443

Re: Reinspection Results
Event ID: 6TJS12

Dear Administrator:

On September 18, 2024 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 September 11, 2024. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

':T..-F-E—I l I!__.
c,:_,_:_l}m._,i AL T

Sarah Lane, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. 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.
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Electronically delivered
August 22, 2024

Administrator

Saint Therese At Oxbow Lake
9751 Regent Avenue North
Brooklyn Park, MN 55443

RE: CCN: 245619
Cycle Start Date: August 7, 2024

Dear Administrator:

On August 7, 2024, 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 isolated deficiencies that constituted no
actual harm with potential for more than minimal harm that was not immediate jeopardy (Level D), as evidenced
by the electronically attached CMS-2567 whereby corrections are required.

ELECTRONIC PLAN OF CORRECTION (ePoC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for the
deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of an acceptable

ePOC, we will authorize a revisit to your facility to determine if substantial compliance has been achieved.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the deficient
practice.

e How the facility will identify other residents having the potential to be affected by the same deficient
oractice.

e \What measures will be put into place, or systemic changes made, to ensure that the deficient practice will
not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being corrected and
will not recur.

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting the facility's
ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has

occurred.

It an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will recommend
to the CMS Region V Office that one or more of the following remedies be imposed:

An equal opportunity employer.
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Page 2
° Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);
. Civil money penalty (42 CFR 488.430 through 488.444).
. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

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

Susie Haben, Rapid Response

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

4140 Thielman Lane

Saint Cloud, Minnesota 56301-4557

Email: susie.haben@state.mn.us

Office: (320) 223-7356 Mobile: (651) 230-2334

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, Licensing and
Certification Program staff and/or the Department of Public Safety, State Fire Marshal Division staff, if your ePoC
for the 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 THIRD OR SIXTH MONTH AFTER THE LAST DAY OF THE
SURVEY

If substantial compliance with the regulations is not verified by November 7, 2024 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as mandated
by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal regulations at 42 CFR
Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by February 7, 2025 (six months after
the identification of noncompliance) your provider agreement will be terminated. This action is mandated by the
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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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an informal
dispute resolution process. You are required to send your written request, along with the specific deficiencies
being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process

Minnesota Department of Health

Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited deficiencies.
All requests for an IDR or |IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/Itc idr.cfm

You must notity MDH at this website of your request for an IDR or |IDR within the 10 calendar day period allotted
for submitting an acceptable electronic plan of correction. A copy of the Department’s informal dispute
resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates specified
for compliance or the imposition of remedies.

Feel free to contact me if you have questions.

Sincerely,

i /
t.‘__\b_,:j_.q_._ﬂ_ C s

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
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Protecting, Maintaining and Improving the Health of All Minnesotans
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Administrator

Saint Therese At Oxbow Lake
9751 Regent Avenue North
Brooklyn Park, MN 55443

Re: State Nursing Home Licensing Orders
Event ID: 6TJS11

Dear Administrator:

The above facility was surveyed on August 5, 2024 through August 7, 2024 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the time of
the survey, the survey team from the Minnesota Department of Health - Health Regulation Division
noted one or more violations of these rules or statutes that are issued in accordance with Minn. Stat.

§ 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the deficiency or
deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be

assessed in accordance with a schedule of fines promulgated by rule and/or statute of the Minnesota
Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the

established time frame is required. The “suggested method of correction” is for your information and
assistance only:.

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html. The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction

Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

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

An equal opportunity employer.
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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:

Susie Haben, Rapid Response

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

4140 Thielman Lane

Saint Cloud, Minnesota 56301-4557

Email: susie.haben@state.mn.us

Office: (320) 223-7356 Mobile: (651) 230-2334

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,

ril i
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Sarah Lane, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, MN 55164-0900

Telephone: 651-201-4308 Fax: 651-215-9697
Email: sarah.lane@state.mn.us
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*****ATTENTI ON******

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 8/5/24, through 8/7/24, a complaint survey
was conducted at your facility by a surveyor 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

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

Electronically Signed 08/30/24

STATE FORM 6899 6TJS11 If continuation sheet 1 of 27
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and identify the date when they will be completed.

The following complaints were reviewed:
H55186620C (MNO00105422, MN00105467,
MNO0105510), with a licensing order issued at
0830.

H561965/72C (MNO00104603), with no licensing
orders issued.

Minnesota Department of Health is documenting
the State Licensing Correction Orders using
Federal software. Tag humbers have been
assigned to Minnesota state statutes/rules for
Nursing Homes. The assignhed 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.htm|> 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 hecessary 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. The facility
Minnesota Department of Health
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IS enrolled in ePOC and therefore a signature is
not required at the bottom of the first page of
state form.
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.
2 830 MN Rule 4658.0520 Subp. 1 Adequate and 2 830 9/11/24

Proper Nursing Care; General

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and document Corrected
review, the facility failed to comprehensively
assess fall risk and implement individualized fall
Interventions to reduce the risk of falls for 3 of 3
residents (R1, R2, R3) reviewed for accidents.

Findings Include:

R1:

Minnesota Department of Health
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R1's face sheet identified R1 admitted on 7/26/24
from the hospital. R1's primary diagnosis was a
left femur (upper leg bone) fracture. In addition,
R1 was diaghosed with neuropathy (condition
Impacting nerves), atrial fibrillation (Afib - irregular
heartbeat), and a history of falls.

A hospital Acute Physical Therapy (PT)
Evaluation, dated 7/24/24, identified R1 was
oriented only to herself and was an unreliable
historian. She required one-step commands,
Increased time to follow the commands, and
required repetition of them. PT evaluation
additionally indicated R1 required verbal cues for
safety, displayed limited to no clearance of her
right foot from the ground which produced a
shuffled, unsteady gait, and had decreased
balance, strength, and activity tolerance. R1 was
evaluated to be a fall risk and required "Standard
Interventions, Posey sitter on, Seated positioning
system In place, In chair, Call light in hand, All
needs within reach.” The evaluation directed R1
would need two staff for mobility upon discharge.

A hospital progress note, dated 7/24/24 at 10:29
p.m., Identified R1 "sundowns” (increased
confusion later in the day) due to baseline
dementia.

R1's Hospital Discharge Summary, dated
7126/24 , identified R1 presented to the
emergency department (ED) for evaluation after
an unwithessed mechanical fall. She was found
to have an intertrochanteric left proximal femur
fracture and underwent surgical nailing. In
addition, she was diagnosed with acute blood
loss anemia on top of her chronic anemia.
Chronic diagnoses included: chronic
pain/neuropathy and low back pain related to

Minnesota Department of Health
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spinal stenosis (narrowing of the spine) which
required a muscle relaxant and an anticonvulsant
with pain management benefits, afib which
required a blood thinner, heart failure which
required diuretics (reduce fluid), hypertension
(HTN - high blood pressure), and memory
Impairment. R1 was discharged with a new opioid
medication order for pain.

R1's Admission Assessment, dated 7/26/24.
Identified R1 was alert and oriented to herself,
location, and situation, and lacked
communication concerns. Her ability to walk was
severely limited or non-existent and she was
unable to bear her own weight. R1 was
Incontinent of bowel and bladder and was
prescribed an anticoagulant medication (blood
thinner). She had current or recent history of pain
In the past five days, and she experienced left
sided weakness. She had a fall in the past month
prior to admission, as well as the last two to six
months; however, no fractures related to these
falls. Her fall risk factors included incontinence,
mobility deficit, and change in environment. A
section for current diagnosis or diseases provided
an option for afib; however, this was not checked.

R1's 48-hour baseline care plan, initiated 7/26/24,
iIdentified R1 was a high fall risk due to a previous
fall, iIncontinence, and the fall risk factors present
on the Fall Risk Assessment. As of 7/26/24, this
assessment had yet to be completed. In addition,
the baseline care plan identified R1 was
Incontinent of bowel and bladder and
demonstrated impaired mobility that required
assist with transfers and toileting management.
Interventions for R1 centered around her being
offered and encouraged toileting upon rising,
before and after meals, at bedtime and upon
request, in addition to "more frequently.”" R1's fall
Minnesota Department of Health
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goal was to remain free of falls with injury and
directed the following: keep room free of clutter,
safe and appropriate footwear with mobility and
when up without shoes, call light and personal
belongings within reach, "correct” low bed
positioning, seated edge of bed for a few minutes
before standing up and reminding and reinforcing
R1 on safety awareness during mobility. The
48-hour baseline care plan lacked individualized
fall risk interventions based on her fall risks.

A progress note, dated 7/27/24 and entered at
3:32 a.m., identified R1 was found at 2:50 a.m.
lying on the floor next to her bed, close to
bathroom door. Her wheelchair was not located
near the bed side and her call light was not on.
No injuries were noted at that time. The note
Indicated R1 attempted to get to the bathroom.
R1 was last toileted at 10:45 p.m. Interventions
put into place were "Frequent checks" and
reminders to R1 to use her call light.

A Fall Post Assessment, dated 7/2//24 and
locked at 5:51 a.m., identified R1 informed the
nurse she attempted to go to the bathroom, but
she collapsed and fell to the floor. The
assessment identified the following question
section: "Was the care plan or service plan
updated with new interventions to prevent fall?"
The question allowed for a yes or no choice. The
"No" option was checked.

A progress note, dated 7/28/24 and entered at
/44 a.m., Identified a Brief Interview for Mental
Status (BIMS) was conducted with R1 and she
demonstrated severe cognitive impairments,
mainly related to short-term memory loss.

R1's Fall Risk-Assessment, dated 7/31/24.,
Indicated R1 was free of falls since admission

Minnesota Department of Health
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and was oriented to person, place, time, and
situation, despite R1's medical record indicating
she fell on 7/2//24 and was not alert and oriented
to all four. R1's fall risk was increased due to the
use of opioids and muscle relaxants, along with
Incontinence, inabllity to stand/walk by self, and
her diagnoses of the femur fracture, history of
falling, and HTN. The assessment provided
options to check the following: recent change in
functional status and/or medications with the
potential to affect safe mobility; anticonvulsants
and bowel medications; problems with heart rate
and/or arrythmias; behaviors such as
sundowning; self-transfers. These six options
were unchecked, and the diaghoses section
lacked the afib, anemia, neuropathy, and chronic
pain. The assessment allowed for "Overall
Comments;" however, this section was blank.
The assessment lacked a comprehensive
review/analysis of R1's fall, her fall risks, and

Interventions deemed necessary to mitigate her
fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

R1's medical record, 7/27/24 through 7/31/24,
lacked evidence R1's fall risk was
comprehensively assessed to assist with the
development of individualized fall mitigation
Interventions or that individualized fall

Intervention(s) were initiated immediately after
her 7/27/24 tall to mitigate further falls.

R2:

R2's face sheet identifled R2 admitted on 7/20/24
from the hospital. R2's primary diagnhosis was a
left femur neck fracture. In addition, R2 was
Minnesota Department of Health
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diagnosed with a traumatic brain injury (TBl),
multiple rib fractures, left shoulder scapular
fracture, and a fall.

An Order Summary Report identifled R2 was
provided a medication for BPH (benign prostatic
hyperplasia - enlarged prostate gland) and
anemia.

R2's Admission Assessment, dated 7/20/24,
Identified R2 was oriented to self and situation,
and lacked communication concerns. His ability
to walk was severely limited or non-existent and
he was unable to bear her own weight. R2 was
prescribed an anticoagulant medication. He had
current or recent history of pain in the past five
days and experienced left sided weakness. R2
had a fall in the past month prior to admission, as
well as the last two to six months in which a
fracture was the result of a fall. The assessment's
bowel and bladder section identified he was
continent of bowel and bladder; however, the fall
risk section identified a risk factor of incontinence.
Additional fall risk factors included short term
memory deficit and change in environment. The
fall risk section provided an option for mobility
deficit; however, this was not checked.

R2's 48-hour baseline care plan, initiated 7/20/24,
iIdentified R2 was a fall risk due to a previous fall
and the fall risk factors present on the Fall Risk
Assessment. As of 7/20/24, this assessment had
yet to be completed. In addition, the baseline care
plan identified R2 required assist with transfers
and toileting management. No baseline care plan
was Initiated for incontinence. R2's fall goal was
to remain free of falls with injury and directed the
following: keep room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings

Minnesota Department of Health
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within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up
and reminding and reinforcing R2 on safety
awareness during mobility. The 48-hour baseline
care plan lacked individualized fall risk
Interventions based on his fall risks.

A progress note, dated 7/21/24 and entered at
3:18 a.m., identified R2 was found at 10:40 p.m.
the previous evening lying on the floor next to his
bed. The note indicated R2's bed was at the
lowest position and his call light was within reach,
but he did not use it. He was noted to be
confused. R2 was provided education to use his
call light and staff were to check on him every two
to three hours and as needed.

A progress note dated, 7/21/24 and entered at
/29 a.m., identified R2 was found without the
covers, his "brief" half off, and his Incision
dressing off. He reported significant back
itchiness. The nurse educated him on the use of
the call light. He responded, "Yah | know | was on
the floor last night, | rolled out of bed." After R2
was again situated comfortably back in bed, after
an ointment was applied to his back, the nurse
exited the room.

A Fall Post Assessment, dated 7/21/24 at 7:52
a.m., identified R2's 7/20/24 fall. R2's call light
was not activated and R2 stated, 'l didn't know
what | was doing or going during the fall." R2 was
last toileted forty minutes before he was found. At
the time of the fall, he was without incontinence.
His w/c was not located by his bed. The note
Identified staff were to check on R2 every two to
three hours and as needed and to educate R2 to
call staff when assistance was needed. The
assessment identified the following question
section: "Was the care plan or service plan

Minnesota Department of Health
STATE FORM 6899 6TJS11 If continuation sheet 9 of 27




PRINTED: 08/30/2024

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
27752 B. WING 08/07/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9751 REGENT AVENUE NORTH
SAINT THERESE AT OXBOW LAKE
BROOKLYN PARK, MN 55443
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

2 830 | Continued From page 9 2 830

updated with new interventions to prevent fall?"
The question allowed for a yes or no choice.
Neither option was checked.

A progress note, dated 7/21/24 and entered at
3:17 p.m., iIdentifled R2 disliked the opioid pain
medication as it made him feel too tired and that
he required "close supervision” as R2 "tends to
scoot his butt down in recliner and w/c
(wheelchair). He was more lucid and oriented
once he woke up.”

A progress note, dated 7/21/24 and entered at
3:25 p.m., identified R2 was found at one point
scooted down In his recliner and required two
staff and the mechanical lift to sit him up safely.

A progress note, dated 7/22/24 and entered at
3:26 p.m., iIdentified an "in-depth” bowel and
bladder review was completed on R2. He was
frequently incontinence of bowel and always
Incontinent of bladder. The note designated a
section to Iindicate toileting program details;
however, this section was without information.

An OT progress note, dated 7/22/24, indicated a
SLUMS (The Saint Louis University Mental
Status) test was completed with R2. He scored
13 out of 30 which indicated a dementia category.

R2's Fall Risk-Assessment, dated 7/23/24,
iIdentified R2's had a fall with no injury since
admission. Two other questions related to falls
since admission indicated R2 had two or more
falls with injury and one fall with major injury. This
Information was incorrect based on R2's medical
record since admission. The assessment
Indicated R2 was oriented to self only. R1's fall
risk was increased due to the use of muscle
relaxant medication, along with incontinence,

Minnesota Department of Health
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Inability to stand/walk by self, and self-transfers,
along with his diagnoses of the femur fracture
and HTN. The assessment provided options to
check the following: recent change in functional
status and/or medications with the potential to
affect safe mobillity; impulsiveness;
antihypertensive and opioid medications. These
four options were unchecked, and the diaghoses
section lacked the rib and shoulder fractures,
BPH, anemia, and TBIl. The Overall Comments
section indicated R2 required extensive [physicall
assist of one to two staff using a mechanical lift
and that R2 was forgetful with poor judgment
related to dementia. The assessment lacked a
comprehensive review/analysis of R2's fall, his
fall risks, and interventions deemed necessary to
mitigate his fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

A progress note, dated 7/24/24 and entered at
4:47/ p.m., identified around 3:45 p.m. R2 was
found on his bathroom floor by the sink with his
w/c next to him. R2 informed staff he ‘was trying
to go use the bathroom.' The note lacked
iIdentification of an immediate fall intervention.

A Risk Management Unwithessed fall incident
report, dated 7/24/24, identified R2's 7/24/24
bathroom fall. The iImmediate Action Taken
iIdentified a check and change every two - three
hours was put into place. The report lacked an
Intervention to tollet, or offer R2 toileting, based
on his attempt to go to the bathroom.

R2's July 2024 Medication Administration Record,
identified on 7/25/24 at 1:00 p.m. a nursing order
which directed the nurse to "remind staff to help

Minnesota Department of Health
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transfer [R2] to bed/recliner after lunch to prevent
falls. in the morning to prevent fall." This was
scheduled at 1:00 p.m.; however, lacked a
morning schedule. R2's medical record lacked
any additional information related to this nursing
order.

An OT progress note, dated 7/25/24, identified
OT placed a maintenance request for anti-roll
back devices on R2's w/c for fall prevention due
to his posture and education needed for keeping
hips all the way back in the w/c.

A PT progress note, dated /7/31/24, identified R2
scored a 2 out of 28 which indicated he was at a
high risk for falls with significant impairments In
mobility tasks. He demonstrated struggles with
left knee stabilization where it buckled easily even
with therapist assist to block and support it. The
note indicated and IDT meeting where R2 was
reported to attempt self-transfers. Mechanical
standing lift continued to be required for transfers.

Facility nursing assistant Care Guides, undated,
iIdentified R2 was a fall risk. The Care Guide
lacked fall mitigation intervention(s).

R2's medical record, prior to the abbreviated
survey, lacked evidence R2's fall risk was
comprehensively assessed to assist with the
development of individualized fall mitigation
Interventions or that individualized fall

Intervention(s) were initiated immediately after,
and based upon, his 7/20/24 and 7/24/24 falls to
mitigate further falls.

R3:

R3's face sheet identified R3 admitted on 7/12/24
from the hospital. R2's primary diaghosis was a

Minnesota Department of Health
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cystostomy catheter [urinary tract] infection. In
addition, R3 was diagnosed with diabetes,
Parkinson's Disease, HTN, afib, and weakness.

A hospital PT note, dated 7/10/24, indicated R3
had a history of falls at home and was a fall risk
during her hospital stay.

R3's Admission Assessment, dated 7/12/24,
iIdentified R3 was oriented to person, place, time,
and situation, and lacked communication
concerns. R3 was continent of bowel and utilized
a suprapubic catheter (SP) for urination. She was
unable to ambulate, was prescribed an
anticoagulant medication, and she had current or
recent history of pain in the past five days. R3
had a fall in the past month prior to admission, as
well as the last two to six months. Additional fall
risk factors included change in environment and
mobility deficit with ambulation. A current
conditions/diagnosis section identified R3
required enhanced precautions. This
condition/diagnoses section provided options to
check the following: afib, Parkinson's Disease,
Diabetes. Neither of these three options were
checked.

R3's 48-hour baseline care plan, initiated 7/12/24,
iIdentified R3 was a fall risk due to a previous fall
and the fall risk factors present on the Fall Risk
Assessment. As of 7/12/24, this assessment had
yet to be completed. In addition, the baseline care
plan identified R3 required assist with transfers
and toileting management. R2's fall goal was to
remain free of falls with injury and directed the
following: keep room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up

Minnesota Department of Health
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and reminding and reinforcing R3 on safety
awareness during mobility. The 48-hour baseline
care plan lacked individualized fall risk
Interventions based on her fall risks.

R3's OT evaluation note, dated 7/14/24, identified
R3 was a fall risk in which she displayed impaired
safety awareness, impairments in balance,
mobility, and strength, and a history of three falls
In the past three months.

A progress note dated 7/15/24, identified a BIMS
was conducted with R3, and she demonstrated
moderate cognitive impairments.

A provider note dated //16/24, identified R3 was
diagnosed with Parkinson's Disease, recurrent
UTI, neurogenic bladder with SP catheter, recent
encephalopathy (damage or disease impacting
the brain), afib, diabetes, and dementia in which
R3 was a poor historian and required the aide of
her daughter for questions during the provider
visit. R3's heart rate during the visit was
iIrregularly irregular.

R3's Fall Risk-Assessment, dated 7/16/24.,
iIdentified R3 was free of falls since admission
and was a lower risk for falls based on the
Information entered in the assessment. The
assessment indicated R3 was oriented to person,
place, time, and situation. The assessment
lacked medication concerns or any additional risk
factors for falls. The assessment provided
options to check the following: problems with
heart rate and/or arrhythmia [afib], unable to
stand/walk by self and required staff assist or
device, and devices present that are fall hazards
[SP catheter]. These three options were
unchecked. A section for diagnoses which may
contribute to falls was without any entered
Minnesota Department of Health
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diagnosis despite R3's Parkinson's Disease,
urinary infection, weakness, diabetes, etc. The
Overall Comments section identified R3 required
assist of one staff for transfers and activities of
dalily living. The assessment lacked a
comprehensive review/analysis of R3's fall history
prior to admission, fall risks at the time of the
assessment, and interventions deemed
necessary to mitigate her fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

A Fall Post Assessment, dated 7/28/24, identified
R3 fell that day at 9:00 p.m. She was found on
her bedroom floor after she self-transferred and
lost her balance. The assessment lacked
Information as to what R3 was doing at the time
of the fall. Her call light was not on. A Summary
section identified an area for treatment, or
Interventions provided immediately after the fall
which lacked information. In addition, the
assessment identified the following question
section: "Was the care plan or service plan
updated with new interventions to prevent fall?"
The question allowed for a yes or no choice. The
"No" option was checked.

A Risk Management Unwithessed fall incident
report, dated 7/28/24, identified R3's 7/28/24 fall.
The incident report identified R3 informed staff
she was rearranging cloths in her closet when
she fell. An immediate action taken was the
placement of a call do not fall sign and
reorientation to the unit and the processes to ask
for help iIf needed. The assessment indicated R3
was confused with impaired memory and poor
safety awareness, displayed weakness and gait
Imbalance, and was admitted within the last

Minnesota Department of Health
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/2-hours. [She was admitted 16 days prior.]

R3's progress notes lacked information on
/128/24 related to her fall.

A late entry progress note dated //29/24 at 10:09
a.m., entered on 8/6/24 at 11:09 a.m., identified
IDT met to review R3's fall. The note indicated R3
was alert and oriented times three; however,
displayed confusion and poor safety awareness.
She worked with therapy to build strength related
to the Parkinson's and a recent urinary tract
Infection (UTI]). R3 reported she was rearranging
some cloths In her closet at the time of the fall.
R3 was aided with her cloths and a call do not fall
sigh was placed.

Facility nursing assistant Care Guides, undated,
iIdentifled R3; however, did not identify that R3
was a fall risk, nor did the Care Guide identify any
fall mitigation intervention(s).

R3's medical record, prior to the abbreviated
survey, lacked evidence R3's fall risk was
comprehensively assessed to assist with the
development of individualized fall interventions or
that individualized fall intervention(s) were
Initiated immediately after, and based upon, her
/128/24 fall to mitigate further falls.

During observation and interview on 8/6/24 at
10:53 a.m., R3 sat in her w/c. R3's w/c was
without adaptive devices and a soft-touched call
light was near her. Her bedroom and bathroom
environment lacked such devices as a Reacher
to assist with picking up things from the floor
which would help her obtain things from her
closet. In addition, the environment lacked CALL
TO NOT FALL sign(s). R3 was able to answer
orientation questions after she reviewed a
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calendar; however, R3 stated she was admitted
after ankle reconstructive surgery, along with
surgery on her shoulder. She denied falls since
admission but mentioned she had fallen "many
times"” at home and sustained "many" injuries due
to these falls. She was unable to provide fall, or
Injury details and she was unaware of what the
staff did for her to help her not fall while there.

During observation and interview on 8/6/24 at
10:41 a.m., R2 sat in his wheelchair. R2's w/c had
anti-lock and anti-tip devices. R2's environment
was observed which lacked fall mitigation signs
and/or devices. R2 acknowledged a history of
falls; however, was unsure when they occurred or
If he had fallen since his admission. He stated the
last fall occurred when he transferred from the
bed to a chair and "got tangled up in the blankets
a little bit." He stated this was the reason for his
broken hip. When asked what the facility was
doing to help keep him from further falls, he
responded "they are getting my balance back."

When interviewed via telephone on 8/6/24, at
11:55 a.m., R1, R2, and R3's medical provider
(MD) stated individualized fall interventions
should be implemented upon admission, if
considered a fall risk, and then right after the first
fall these should be reviewed and adjusted. After
further discussion of R1, R2, and R3 care plan
Interventions, MD indicated he would have
thought staff would have initiated more specific
Interventions, adding, "That iIs someone's job to
put those precautions in place.” The MD identified
he, or his colleagues, are updated on falls;
however, the updates basically contained general
Information related to the fall and if there were
Injury or not, not fall details or interventions put
Into place.
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During observation and interview in R3's room on
8/6/24 at 1:27 p.m., with R3 and R3's family
member (FM)-A, a CALL DO NOT FALL sign was
located on the wall to the left of where R3 sat In
her room when her husband was not there. This
sign was not present during R3's interview at
10:53 a.m. FM-A stated staff brought the sign in
today, while he was there, and hung it up around
12:30 p.m. He, or R3, were unaware of why it was
placed other than staff stated it was a reminder
for her to use the call light instead of getting up
on her own. FM-A identified R3 fell many times
prior to her admission. Due to this, they had a
routine at home to help mitigate her falls which
occurred from the time she got up in the morning
to the time she went to bed. FM-A denied staff
have spoken to him related to fall interventions
other than to update him on her fall.

When interviewed on 8/6/24 at 1:52 p.m., nursing
assistant (NA)-C stated she was aware of
residents’ fall risk based on the nurse's report, the
Kardex (NA care plan), the Care Guides, and "l
just know." She explained she reviewed the
Kardex maybe once a week. She denied any
current resident was on a toileting plan and
denied any recent toileting plans. NA-C stated,
"They go when they go. They can tell us here, but
It may be different on the long-term care units.”
NA-C was aware of R1's fall but was unable to
remember any individualized fall interventions for
her indicating R1 had, "just the normal ones we
would do for everyone.” NA-C denied R2 was a
fall risk. She was unaware he fell twice and
commented, "l should have known that.”" \When
updated on the two falls, she recollected he,
"rolled out of bed with his blankets ...maybe."
NA-C explained she approached R2 every two
hours to use the bathroom, morning for sure
when he got up and then after meals as R2,
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"usually has to go.” NA-C indicated R3 was a fall
risk as, "'she gets anxious sometimes and tries to
attempt to do things herself" or "will bend over
forward in her chair,” especially when she
dropped something on the floor. She thought she
updated staff on this information; however, was
unsure who or when. She explained for R3, there
were no special interventions other than just
Keeping an eye on her. NA-C stated there could
perhaps be more information on the Kardex
and/or Care Guides to assist with fall risk
Interventions, especially as the Care Guides just
Indicated fall risk "and not much else.”

During an interview on 8/6/24 at 2:07 p.m., NA-A
stated fall risk was communicated during the
nurse report and was more verbal versus
documented. She was unsure if the Care Guides
Identified fall risk and/or interventions. When
these were reviewed, she stated, "l did not know
that was on there.”" NA-A denied R1 was a fall risk
as R1, "was not the type that would just up and
walk, she was not hyper or trying to get out of
bed." NA-A was aware R1 fell: however, lacked
knowledge on the interventions for her after the
fall especially as family was often present and
updated them on R1's needs. NA-A denied R2
and R3 were fall risks stating, "Not by looking at
[R2], [R2] does not look like someone that will get
up and get going. [R3] does not look like she
would fall." NA-A indicated If a resident was
agitated or self-transferred, then she was
expected to increase the frequency of checks.
NA-A was unaware R2 fell twice since admission,
or that R3 fell once. In addition, she was unaware
of fall interventions for R2 or R3.

When interviewed on 8/6/24 at 2:26 p.m.,
registered nurse (RN)-C stated all residents were
fall risks based often on facility admission, not
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strong enough to go home, and cognitive
Impairments. She identified fall risk was passed
along in report and placed on the Care Guides. A
comprehensive fall risk assessment was
completed when the Treatment Administration
Record (TAR) triggered and typically completed
by the evening shift. She denied she performed
adjustments to the care plan after falls as this
was the responsiblility of the managers. RN-C
identified fall interventions were based on the fall
risk(s) and any fall circumstances; however, "a lot
of the time it is just to remind then to use the call
light." Not necessarily would she put interventions
Into place after a fall, but she explained the
benefit of interventions were to decrease a fall
from reoccurring. RN-C stated R2 and R3 were
fall risks as R2 fell and broke his hip and R3 fell
and broke her clavicle. She denied knowledge R2
fell twice after admission, and she explained R2
did nothing which increased his risk. In addition,
she explained R3 required the CALL DO NOT
FALL sign in her room, which was put up that day,
as every day that she worked with R3, she had to
remind R3 to use the call light. RN-C was
unaware If R2 or R3 were on toileting plans, and
she only asked them if there was a need when
she worked with them. She was unaware of any
specific interventions after R3's fall but
commented R3 should have a Reacher in her
room, and she would have to ask therapy about
one. For any additional interventions, she needed
to review their care plans.

During an interview on 8/7/24 at 11:15 a.m., RN-A
stated every resident was a fall risk and fall risk
was passed on via verbal report amongst the
nurses and the nursing assistants. On admission,
when the admission assessment process was
performed, fall interventions were checked, and
edited, based on fall risk information that was
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embedded In hospital information, the hospital
discharge summary, from the hospital nurse to
nurse report, and then conversations with the
resident and family upon admission. After this,
and once therapy evaluated the resident, the care
plan then again would be adjusted. RN-A was
unable to provide a definitive answer related to
fall interventions after a fall; however, she felt an
Intervention should be put into place right away to
prevent further falls. RN-A was unaware of R2
and R3's fall risk and/or fall interventions due to
not working with these two; however, she stated
R1 required "general” interventions which were
utiized on any resident. RN-A lacked
remembrance of any special interventions for R1
after her fall.

When Interviewed on 8/7/24 at 11:46 a.m., RN-D
stated they were expected to initiate the baseline
fall care plan and interventions via the admission
assessment; however, she explained she did not
perform any baseline care plan edits as this was
then the responsibllity of the nurse manager to fill
In the specific details. RN-D was unconcerned the
plan of care was not updated with these specifics
right away, or that the care plan was edited to
Include individual fall interventions upon
admission, as staff "constantly” were In resident
rooms and frequently checked on everyone. She
did not feel there was anything else which could
be initially done other than the admission
assessment process and the generalized
Interventions. RN-D was unaware of the fall risk
assessment process expectations but explained
again the nurse manager was responsible for
updating the care plan with interventions when
needed. RN-D stated the care plan was the
ultimate area for information which fired to the
Kardex. She explained, after a fall, staff were
expected to Initiate an intervention and identified
Minnesota Department of Health
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such interventions as ensuring the call light was
by the resident and making sure their needs were
met before leaving the room. These such
Interventions were identified in the Risk
Management incident report and then reported to
staff via verbal shift report. RN-D stated R1 fell,
and family put up about three handwritten signs In
R1's room that reminded R1 where she was, to
use her call light, and to not get up without assist.
She was unsure of any additional care planned
fall interventions. For R2, RN-D explained R2's
two falls and explained interventions to make
sure staff toileted him about every two hours "just
like everyone else,” and put him in the recliner
versus the bed in the afternoon. RN-D was
unaware of fall interventions for R3, but stated a
sign on her closet to not do things herself would
be beneficial for her.

During an interview on 8/7/24, at 12:23 p.m.,
RN-E identified herself as the nurse manager.
She explained fall risk was determined on
admission and fall interventions were expected to
be implemented via the admission
assessment/baseline care plan process to
decrease fall risk which included actions such as
making sure the call light is within reach, bed in
proper position, etc. After this, she then went into
the care plan the day after admission and/or after
the resident worked with therapy, and adjusted it
as needed. She expected the nurses edited the
baseline care plan options when checked and
edits were Iindicated; however, this did not
happen. RN-E explained the benefit of these
Initial edits would increase staff knowledge
related to resident care as the care plan would be
more individualized. RN-E stated she was
Involved in a monthly fall committee which
worked on an increased fall etiology. As of this
date, they were unable to determine any causes.
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When a fall occurred, RN-E expected an
Intervention to be implemented "pretty much right
away;" however, staff typically waited for her to do
this, especially if a fall occurred during the night
hours. RN-E explained the Fall Risk Assessment
was completed usually by the nurses on the day
shift and was Initiated by the Minimum Data Set
(MDS) process. She explained that occasionally
the nurse who completed the assessment
Initiated an intervention; however, not as much as
preferred. She stated R1's fall was discussed at
her 72-hour care conference, but lacked
remembrance on the conversation details or the
Interventions which were implemented. In follow
up, she denied she updated R1's care plan that
day and it was her practice to update care plans
the same day interventions were implemented.
RN-E stated R2 was a fall risk as he fell twice
since admission; one intervention was placement
of the anti-roll devices on his w/c. RN-E stated R3
was also a fall risk and thus R3 was provided with
a CALL DO NOT FALL sign and a Reacher. She
expected R3 was provided with the sign right
away after the intervention was discussed versus
being placed on 8/7/24 after the survey started.

When interviewed via telephone on 8/7/24, at
2:35 p.m., NA-B stated R1's family posted signs
"all over’ R1's room to decrease her risk of
self-transfers. NA-B explained when R1 was
found on the floor, R1 informed them she needed
to use the bathroom. After, R1 was provided the
bedpan which she voided a smaller amount in.
NA-B was unaware of any specific interventions
put into place for R1; however, staff frequently
checked on her the remainder of the night shift.
He explained frequent checks meant every two
hours and then also looking in on her when he
checked on other residents within the vicinity of
her room.
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During a follow-up interview on 8/7/24, at 2:57
p.m., RN-E stated the terminology of frequent
checks was "vague and could range from every
15 minutes to every two to three hours depending
on the resident and the associated situation. She
explained she often read the intervention of
frequent checks in the charting; however, it would
be important to ensure this type of intervention
was specific and not open to staff interpretation.
RN-E stated she expected accuracy when staff
completed the Fall Risk Assessment, otherwise,
"how are we going to take care of [the residents]
If not accurate?” In addition, she would expect a
fall risk assessment to include history of falls prior
to admission.

When interviewed on 8/7/24, at 3:05 p.m., NA-D
stated frequent checks to him meant every
15-minute checks.

During an interview on 8/7/24, at 3:28 p.m., the
director of nursing (DON) stated an admission
assessment was completed upon admission
which included fall risk information and during this
process, the baseline care plan was initiated. She
expected the admission nurse to edit the baseline
care plan options within the assessment before
the assessment was completed to provide care
Information "from the moment they arrive.” Next,
the nurse managers were expected to do a chart
audit the next business day and were to update
the care plan with individualized interventions, if
not completed by the admission nurse. During the
/2-hour care conference, she expected the care
plan to be printed off, reviewed with the resident
and the family, and then adjusted as needed with
Individualized interventions. The DON
acknowledged the floor nurses do not have
access to edit the care plan outside of the
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admission assessment process. The DON
expected accuracy with all assessments, and she
iIdentified she would have to print off the Fall Risk
Assessment to review the questions asked. She
confirmed the assessment did not have a section
for falls prior to admission. The DON Iidentified
they worked "hard"” to educate staff that they were
expected to Initiate an immediate intervention
after a fall for fall prevention and she
acknowledged R1 lacked an immediate
Intervention after her fall. She stated frequent
checks meant staff were to check on the resident
every two to three hours throughout the shift. The
DON stated R2 was placed on a plan to check on
his every two to three hours throughout the shift
and then after his second fall R2 was placed on a
check and change program for toileting versus a
tolleting program as he was always incontinent.
For R3, the DON reported R3's husband was
often with her; however, one night she got up and
was upset he left, and she rummaged through
her closet to find cloths. The DON stated R3's
care plan was followed at the time of the fall;
however, R3 should have been offered a Reacher
"or something.” She denied a Reacher was
provided to R3. In addition, the DON was unsure
when the CALL DO NOT FALL signh was placed
but commented it should have been placed right
away and care planned. The DON explained it is
their typical process to meet the next business
day after a resident falls, to discuss the fall, to
come up with interventions, and then to ensure
those interventions are care planned that day;
however, this process has been hectic due to
some much-needed vacations, which have led to
processes falling behind. Despite this, she stated
the interventions should have still been
Implemented and care planned.

When interviewed via telephone on 8/7/24, at
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5:00 p.m., RN-B stated frequent checks meant
every 30 minutes, or sometimes one hour,
depending on the situation, which was an
Intervention he often utilized when a resident fell
during the night hours. Once management then
came In the next shift, they then tweaked the care
plan iIf needed. After R1 was found on the floor,
RN-B stated R1 informed him she was going to
the bathroom, but she felt weak and fell. Once
assessed, R1 was placed back into bed and staff
changed her as she was incontinent. Prior to R1's
fall, RN-B stated R1 was checked on routinely in
which the nursing assistant previously checked
on R1 around 1:00 a.m. RN-B stated R1 was
confused and even after they put her back into
bed after the fall, R1 continued to attempt getting
out of bed "but we caught her in time." At these
times, he provided her with more teaching and
statements they did not want her to fall out of
bed. RN-B acknowledged he did not initiate any
other intervention for R1 other than the frequent
checks and did not specify time frames on such

checks. RN-B denied management staff talked
with him about R1's fall.

A Fall Mitigation Program policy, dated March
2024 . identified each resident was to be
assessed for fall risk and would receive care and
services In accordance with their individualized
level of risk to minimize the likelihood of falls. The
policy directed a nurse to complete a fall risk
assessment on admission, along with the
admission assessment to determine the
resident's fall risk level. After, the nurse was to
Indicate the fall risk, and Initiate interventions, on
the baseline care plan, in accordance with the
level of risk. The nurse was directed to the
facility's High Risk or Low/Moderate Risk
protocols when determining primary interventions.
Low/Moderate Risk Protocols identified
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Implementation of universal environmental
Interventions, routine rounding schedule,
monitoring for changes in status, appropriate
footwear, and ensuring eyeglasses are clean,
when applicable, while ambulating. A High-Risk
Protocol identified implementation of fall risk
iIdentification on the care plan, Kardex, and Care
Guide, implement low/moderate risk protocols,
provide interventions that address unique risk
factors measured by the risk assessment tool,
and provide additional interventions as directed
by the resident's assessment. Each resident ' s
risk factors, and environmental hazards, was to
be evaluated when the care plan was developed,
and interventions were to be monitored for
effectiveness and revised as needed. After a
resident fall, the facility was expected to review
the care plan and update If indicated.

SUGGESTED METHOD OF CORRECTION:
The director of nursing (DON) or designee, could
review/revise policies and procedures related to
falls, accidents and resident supervision to assure
proper assessment and interventioins are being
Implemented. They could re-educate staff on the
policies and procedures. A system for evaluating
and monitoring consistent implementation of
these policies could be developed, with the
results of these audits being brought to the
facility's Quality Assurance Committee for review.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
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F 000 | INITIAL COMMENTS F 000

On 8/5/24, through 8///24, a standard
abbreviated survey was conducted at your facility.
Your facility was not in compliance with the
requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were reviewed:
H55186620C (MNO00105422, MN00105467,
MNOO0105510) with a deficiency cited at F6389.
1561965/72C (MNOO104603) with no deficiencies
cited.

In addition, as a result of the survey investigation,
a deficiency was cited at F655.

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 655  Baseline Care Plan F 655 9/11/24
SS=D | CFR(s): 483.21(a)(1)-(3)

§483.21 Comprehensive Person-Centered Care
Planning

§483.21(a) Baseline Care Plans

§483.21(a)(1) The facility must develop and
Implement a baseline care plan for each resident
that includes the instructions needed to provide
effective and person-centered care of the resident
that meet professional standards of quality care.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/30/2024

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

(1) Be developed within 48 hours of a resident's
admission.

(1) Include the minimum healthcare information
necessary to properly care for a resident
Including, but not limited to-

(A) Initial goals based on admission orders.

(B) Physician orders.

(C) Dietary orders.

(D) Therapy services.

(E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-

(1) Is developed within 48 hours of the resident's
admission.

(1) Meets the requirements set forth in paragraph
(b) of this section (excepting paragraph (b)(2)(i) of
this section).

§483.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

() The Initial goals of the resident.

(1) A summary of the resident's medications and
dietary instructions.

() Any services and treatments to be
administered by the facility and personnel acting
on behalf of the facility.

(Iv) Any updated information based on the details
of the comprehensive care plan, as necessary.

This REQUIREMENT 1s not met as evidenced

by:

Based on interview and document review, the This Plan of Correction and the

facility failed to develop a person-centered responses to each F-Tag are submitted to
baseline care plan upon admission, and failed to maintain certification in the Medicare and
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assess, revise and implement new fall
Interventions for 3 of 3 residents (R1, R2, and R3)
who admitted with fall risks and sustained falls
after admission.

Findings Include:
See CMS-2567 F689 for additional detalls.
R1:

R1's face sheet identified R1 admitted on 7/26/24
from the hospital. R1's primary diagnhosis was a
left femur (upper leg bone) fracture. In addition,
R1 was diaghosed with neuropathy (condition
Impacting nerves), atrial fibrillation (Afib - irregular
heartbeat), and a history of falls.

A hospital Acute Physical Therapy (PT)
Evaluation, dated 7/24/24, identified R1 was
oriented only to herself and was an unreliable
historian. She required one-step commands,
Increased time to follow the commands, and
required repetition of them. PT evaluation
additionally indicated R1 required verbal cues for
safety, displayed limited to no clearance of her
right foot from the ground which produced a
shuffled, unsteady gait, and had decreased
balance, strength, and activity tolerance. R1 was
evaluated to be a fall risk and required "Standard
Interventions, Posey sitter on, Seated positioning
system in place, In chair, Call light in hand, All
needs within reach.” The evaluation directed R1
would need two staff for mobility upon discharge.

A hospital progress note, dated 7/24/24 at 10:29
p.m., identified R1 "sundowns" (increased
confusion later in the day) due to baseline
dementia.

Medicaid programs and constitute a
credible allegation of compliance. The
written responses do not constitute an
admission of honcompliance or
agreement with any findings stated under
the F-Tags. The facility reserves its right
to dispute all findings and deficiencies In
any appropriate forum, including in an
Independent dispute resolution, or, if
appealable remedies are subsequently
Imposed, by timely appeal to the
Department Appeals Board.

F655 — Baseline Care Plan

1. How corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice.

Reviewed and completed baseline care
plan for R1, R2, and R3. R1 had already
been discharged from the facility on
8/1/24.

2. How the facility will identify other
residents having the potential to be
affected by the same deficient practice.
All residents admitted within the last 21
days had the potential to be affected. An
all-house audit was conducted, and the
care plans were updated accordingly.

3. What measures will be put into place,
or systemic changes made, to ensure that
the deficient practice will not recur.

All licensed nursing staff were
re-educated on the accurate completion of
admission assessment which then
populated the baseline care plan.

The supervisor will double-check that the
baseline care plan is complete upon
admission.

Nurse managers will third check and
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R1's Hospital Discharge Summary, dated
7126/24, identified R1 presented to the
emergency department (ED) for evaluation after
an unwitnessed mechanical fall. She was found
to have an intertrochanteric left proximal femur
fracture and underwent surgical nailing. In
addition, she was diagnosed with acute blood
loss anemia on top of her chronic anemia.
Chronic diagnoses included: chronic
pain/neuropathy and low back pain related to
spinal stenosis (harrowing of the spine) which
required a muscle relaxant and an anticonvulsant
with pain management benefits, afib which
required a blood thinner, heart failure which
required diuretics (reduce fluid), hypertension
(HTN - high blood pressure), and memory
Impairment. R1 was discharged with a new opioid
medication order for pain.

R1's Admission Assessment, dated //26/24.
Identified R1 was alert and oriented to herself,
location, and situation, and lacked
communication concerns. Her ability to walk was
severely limited or non-existent and she was
unable to bear her own weight. R1 was
Incontinent of bowel and bladder and was
prescribed an anticoagulant medication (blood
thinner). She had current or recent history of pain
In the past five days, and she experienced left
sided weakness. She had a fall in the past month
prior to admission, as well as the last two to six
months; however, no fractures related to these
falls.

R1's initial 48-hour baseline care plan, initiated
/126/24, identified the following information:
-Elimination: R1 was incontinence of bowel and
bladder: however, lacked additional details. Goal
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review the next business day during the
chart audit.

Admission nurse to communicate status
from the hospital to floor staff to help

4. How the facility will monitor its
corrective actions to ensure that the
deficient practice Is being corrected and
will not recur.

Random baseline care plan audits will be
completed by the Director of Nursing to
ensure appropriate completion 3x week
for 2 weeks then 2x week for 2 weeks.
Then monthly thereafter until substantial
compliance is met. The Director of
Nursing will be responsible for reporting
baseline care plan audit outcomes to the
QAPI| team monthly to determine the need
for continuing ongoing audits.

S. The date that each deficiency will be
corrected.
Completed: 9/11/24
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was to maintain skin integrity. Interventions
lacked number of staff for toileting assist. Staff
were directed to offer and encourage toileting
upon rising, before and after meals, at bedtime
and upon request and were also directed to toilet
her "more frequently,” as she was incontinent and
a high fall risk, without specified frequency.
-Activities of Daily Living (ADL's): R1
demonstrated impaired ADLs; however, lacked
additional detalls. Toileting and transfer
Interventions did not specify required care assist,
nor was the use of two staff and/or a mechanical
lift identified.

-Cognition: impairments and sundowning were
not addressed.

-Diagnoses: anemia was not addressed.
-Cardiovascular: the diagnoses of afib, CHF, and
HTN were not addressed.

-Pain: the diagnosis of femur fracture with
surgical repair, neuropathy, and chronic pain with
spinal stenosis, and the need for opioid and
muscle relaxant medications were not addressed.
-Falls: "[R1] Is at risk for a fall and/or fall related
Injury due to (specify) (a history of previous falls,
there are fall risk factors present as determined
by the fall risk assessment).” R1's fall goal was to
remain free of falls with injury and directed staff
kept R1's room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up
and reminding and reinforcing R1 on safety
awareness during mobillity.

A progress note, dated 7/2//24 and entered at
3:32 a.m., identified R1 was found at 2:50 a.m.
lying on the floor. The note indicated R1
attempted to get to the bathroom. Interventions
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put into place were "Frequent checks" and
reminders to R1 to use her call light.

A progress note, dated 7/28/24 and entered at
/44 a.m., Identified a Brief Interview for Mental
Status (BIMS) was conducted with R1 and she
demonstrated severe cognitive impairments,
mainly related to short-term memory loss.

R1's Fall Risk-Assessment, dated 7/31/24.,

Indicated R1's fall risk was increased due to the
use of opioids and muscle relaxants, along with
Incontinence, inability to stand/walk by self, and

her diagnoses of the femur fracture, history of
falling, and HTN.

Prior to R1's discharge on 8/1/24 (six days after
admission) , the 48-hour baseline care plan
lacked individualized fall risk, and associated
Interventions based on her fall risks (cognitive
Impairments, cardiovascular diagnhoses, pain
conditions, femur fracture, ADLs impairments, fall
history prior to admission and after, self-transfers,
bowel and bladder incontinence, along with the
Individualized interventions of specific bed
positioning, specialized toileting frequency, and
frequent check designation.

R2:

R2's face sheet identified R2 admitted on 7/20/24
from the hospital. R2's primary diagnosis was a
left femur neck fracture. In addition, R2 was
diagnosed with a traumatic brain injury (TBl),
multiple rib fractures, left shoulder scapular
fracture, and a fall.

An Order Summary Report identifled R2 was
provided a medication for BPH (benign prostatic

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6TJS11 Facility ID: 27752 If continuation sheet Page 6 of 42



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

PRINTED: 08/30/2024
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

245619

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

C
B. WING 08/07/2024

NAME OF PROVIDER OR SUPPLIER

SAINT THERESE AT OXBOW LAKE

STREET ADDRESS, CITY, STATE, ZIP CODE
9751 REGENT AVENUE NORTH
BROOKLYN PARK, MN 55443

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 655

Continued From page 6

hyperplasia - enlarged prostate gland) and
anemia.

R2's Admission Assessment, dated 7//20/24.
iIdentifled R2 had a fall in the past month prior to
admission, as well as the last two to six months In
which a fracture was the result of a fall. Fall risks
were identified as incontinence, short term
memory deficit, and change in environment.

R2's initial 48-hour baseline care plan, initiated
/120/24, identified the following information:
-Elimination: incontinence was not addressed.
-Activities of Daily Living (ADL's): R2
demonstrated impaired ADLs; however, lacked
additional detalls. Toileting and transfer
Interventions did not specify required care assist.
-Cognition: R2's cognitive was impaired; however,
lacked additional detalls. His goal was to make
safe routine decisions with cues/supervision.
Interventions directed staff to ask yes/no
questions, allow time for decision making and
response, and to take time to explain care before
providing it.

-Pain: R2 experienced pain; however, lacked
additional details related to the femur fracture
with surgical repair, rib, and shoulder fractures.
-Falls: "[R2] Is at risk for a fall and/or fall related
Injury due to (specify) (a history of previous falls,
there are fall risk factors present as determined
by the fall risk assessment).” R2's fall goal was to
remain free of falls with injury and directed staff
kept R2's room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up
and reminding and reinforcing R2 on safety
awareness during mobility.

F 655
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A progress note, dated 7/21/24 and entered at
3:18 a.m., Identifled R2 was found at 10:40 p.m.
the previous evening lying on the floor. The note
Indicated R2's bed was at the lowest position and
his call light was within reach, but he did not use
It. He was confused. Staff were to check on him
every two to three hours and as needed.

A progress note dated, 7/21/24 and entered at
7:29 a.m., iIdentified R2 informed staff he was on
the floor last night as he rolled out of bed.

A Fall Post Assessment, dated 7/21/24 at 7:52
a.m., Identified R2's 7/20/24 fall. The note
identified staff were to check on R2 every two to
three hours.

A progress note, dated 7/21/24 and entered at
3:17 p.m., iIdentified R2 disliked the opioid pain
medication as it made him feel too tired and that
he required "close supervision” as R2 "tends to
scoot his butt down in recliner and w/c
(wheelchair). He was more lucid and oriented
once he woke up.”

A progress note, dated 7/21/24 and entered at
3:25 p.m., identified R2 was found at one point
scooted down In his recliner and required two
staff and the mechanical lift to sit him up safely.

A progress note, dated 7/22/24 and entered at
3:26 p.m., identified an "in-depth” bowel and
bladder review was completed on R2. He was
frequently incontinence of bowel and always
Incontinent of bladder.

An OT progress note, dated 7/22/24, indicated a
SLUMS (The Saint Louis University Mental
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Status) test was completed with R2. He scored
13 out of 30 which indicated a dementia category.

R2's Fall Risk-Assessment, dated 7/23/24,
iIdentifled R2's had a fall with no injury since
admission. The assessment indicated R2 was
oriented to self only. R1's fall risk was increased
due to the use of muscle relaxant medication,
along with incontinence, inability to stand/walk by
self, and self-transfers, along with his diagnoses
of the femur fracture and HTN. The Overall
Comments section indicated R2 required
extensive [physical] assist of one to two staff
using a mechanical lift and that R2 was forgetful
with poor judgment related to dementia.

A progress note, dated 7/24/24 and entered at
4:4/ p.m., identified around 3:45 p.m. R2 was
found on his bathroom floor. R2 informed staff he
'was trying to go use the bathroom.’

A Risk Management Unwithessed fall incident
report, dated 7/24/24, identified R2's 7//24/24
bathroom fall. The immediate Action Taken
iIdentified a check and change every two - three
hours was put into place.

R2's July 2024 Medication Administration Record,
identified on 7//25/24 at 1:00 p.m. a nursing order
which directed the nurse to "remind staff to help
transfer [R2] to bed/recliner after lunch to prevent
falls. in the morning to prevent fall.”

An OT progress note, dated 7/25/24, identified
OT placed a maintenance request for anti-roll
back devices on R2's w/c for fall prevention due
to his posture and education needed for keeping
hips all the way back in the w/c.
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On 7/25/24 (five days after admission), R1's
baseline care plan was updated with transfer
designation.

On 8/3/24 (14 days after admission), R1's
baseline care plan was updated with pain related
to chronic pain and "recent surgery," toileting
assist of one staff, and cognitive status for TBI.

R2's baseline care plan, prior to the abbreviated
survey (16 days after admission), lacked
Information related to bowel and bladder
Incontinence or any adjustments related to the fall
Interventions for check and change and routine
checks every two to three hours, the
encouragement for bed/recliner placement,
anti-tip device use, or monitoring/encouragement
for w/c positioning, bed positioning, self-transfers.

R3:

R3's face sheet identifled R3 admitted on 7/12/24
from the hospital. R2's primary diagnosis was a
cystostomy catheter [urinary tract] infection. In
addition, R3 was diagnosed with diabetes,
Parkinson's Disease, HTN, afib, and weakness.

A hospital PT note, dated 7/10/24, indicated R3
had a history of falls at home and was a fall risk
during her hospital stay.

R3's Admission Assessment, dated 7/12/24,
identified R3 utilized a suprapubic catheter (SP)
for urination. She was unable to ambulate and
had a fall in the past month prior to admission, as
well as the last two to six months. Additional fall
risk factors included change in environment and
mobility deficit with ambulation.
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R3's Initial 48-hour baseline care plan, initiated
/112124, identified the following information:
-Elimination: R3 utilized an assistive device;
however, lacked additional details. The SP
catheter was not addressed, nor the urinary tract
Infection. In addition, the need for enhanced
precautions was not addressed.

-Activities of Daily Living (ADL's): R3
demonstrated impaired ADLs; however, lacked
additional detalls. Toileting and transfer
Interventions did not specify required care assist.
-Cognition: impairments were not addressed.
-Diagnoses: diabetes and Parkinson's were not
addressed.

-Cardiovascular: the diagnoses of afib and HTN
were not addressed.

-Falls: "[R3] Is at risk for a fall and/or fall related
Injury due to (specify) (a history of previous falls,
there are fall risk factors present as determined
by the fall risk assessment).” R3's fall goal was to
remain free of falls with injury and directed staff
kKept R3's room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up
and reminding and reinforcing R3 on safety
awareness during mobility.

A progress note, dated 7/15/24, identified a BIMS
was conducted with R3, and she demonstrated
moderate cognitive impairments.

On 7/15/24 (three days after admission), the
baseline care plan was updated to reflect R3's SP
and UT| status. In addition, her ADL status was
updated to reflect her weakness and staff assist.

A provider note dated //16/24, identified R3 was

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6TJS11 Facility ID: 27752 If continuation sheet Page 11 of 42



PRINTED: 08/30/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245619 B. WING 08/07/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

9751 REGENT AVENUE NORTH

SAINT THERESE AT OXBOW LAKE BROOKLYN PARK, MN 55443

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 655 | Continued From page 11 F 655

diagnosed with Parkinson's Disease, recurrent
UTI, neurogenic bladder with SP catheter, recent
encephalopathy (damage or disease impacting
the brain), afib, diabetes, and dementia in which
R3 was a poor historian and required the aide of
her daughter for questions during the provider
visit. R3's heart rate during the visit was
iIrregularly irregular.

R3's Fall Risk-Assessment, dated 7/16/24.,
Identified R3 was free of falls since admission
and was a lower risk for falls based on the
Information entered into the assessment. The
Overall Comments section identified R3 required
assist of one staff for transfers and activities of
daily living.

A Fall Post Assessment, dated 7/28/24, identified
R3 fell that day at 9:00 p.m. She was found on
her bedroom floor after she self-transferred and
lost her balance.

A Risk Management Unwithessed fall incident
report, dated 7/28/24, identified R3's 7/28/24 fall.
The incident report identified R3 informed staff
she was rearranging cloths in her closet when
she fell. An immediate action taken was the
placement of a call do not fall sign and
reorientation to the unit and the processes to ask
for help if needed.

A late entry progress note, dated //29/24 at 10:09
a.m., entered on 8/6/24 at 11:09 a.m., identified
IDT met to review R3's fall. The note identified R3
displayed confusion and poor safety awareness.
She worked with therapy to build strength related
to the Parkinson's and a recent urinary tract
Infection (UTI]). R3 reported she was rearranging
some cloths in her closet at the time of the fall.
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R3 was aided with her cloths and a call do not fall
sign was placed.

R3's baseline care plan, prior to the abbreviated
survey (24 days after admission), lacked any
adjustments related to the fall interventions for a
call do not fall sign, devices and/or processes to
assist with obtaining and/or acquiring clothing, or
Interventions related to the clavicle fracture and
any associated pain and/or treatment (diagnosed
five days prior to the survey). In addition, the care
plan lacked information related to R3's
Parkinson's Disease.

During observation and interview on 8/6/24 at
10:53 a.m., R3 sat in her w/c. R3's w/c was
without adaptive devices and a soft-touched call
light was near her. Her bedroom and bathroom
environment lacked such devices as a Reacher
to assist with picking up things from the floor
which would help her obtain things from her
closet. In addition, the environment lacked CALL

TO NOT FALL sign(s).

During observation and interview on 8/6/24 at
10:41 a.m., R2 sat in his wheelchair. R2's w/c had
anti-lock and anti-tip devices. R2's environment
was observed which lacked fall mitigation signs
and/or devices.

When interviewed via telephone on 8/6/24 at
11:55 a.m., R1, R2, and R3's medical provider
(MD) stated individualized fall interventions
should be implemented upon admission, if
considered a fall risk, and then right after the first
fall these should be reviewed and adjusted. After
further discussion of R1, R2, and R3 care plan
Interventions, MD indicated he would have
thought staff would have initiated more specific
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Interventions, adding, "That iIs someone's job to
put those precautions in place.”

During observation and interview in R3's room on
8/6/24 at 1:27 p.m., with R3 and R3's family
member (FM)-A, a CALL DO NOT FALL sign was
located on the wall to the left of where R3 sat In
her room when her husband was not there. This
sigh was not present during R3's interview at
10:53 a.m. FM-A stated staff brought the sign in
today, while he was there, and hung it up around
12:30 p.m. He, or R3, were unaware of why it was
placed other than staff stated it was a reminder
for her to use the call light instead of getting up
on her own. FM-A identified R3 fell many times
prior to her admission. Due to this, they had a
routine at home to help mitigate her falls which
occurred from the time she got up in the morning
to the time she went to bed.

When interviewed on 8/6/24 at 1:52 p.m., nursing
assistant (NA)-C stated one of the ways she was
aware of residents’ fall risk was based the Kardex
(NA care plan). NA-C stated there could perhaps
be more information on the Kardex to assist with
fall risk interventions, especially as the Care
Guides just indicated fall risk "and not much
else.”

When interviewed on 8/6/24 at 2:26 p.m.,
registered nurse (RN)-C stated she edited the
baseline care plan upon admission for fall risk,
via the admission assessment process. Once she
was done with the admission assessment, she
did not adjust the care plan further. RN-C
explained she just checked the care plan
assoclated boxes in the assessment and did not
edit the information as this was the responsibility
of the managers. RN-C identified fall interventions
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were based on the fall risk(s) and any fall
circumstances:; however, "a lot of the time it Is
just to remind then to use the call light." Not
necessarily would she put interventions into place
after a fall, but she explained the benefit of
Interventions were to decrease a fall from
reoccurring.

During an interview on 8/7/24 at 11:15 a.m., RN-A
stated on admission, when the admission
assessment process was performed, fall
Interventions were checked, and edited, based on
fall risk information that was embedded in
hospital information, the hospital discharge
summary, from the hospital nurse to nurse report,
and then conversations with the resident and
family upon admission. After this, and once
therapy evaluated the resident, the care plan then
again would be adjusted. RN-A was unable to
provide a definitive answer related to fall
Interventions after a fall; however, she felt an
Intervention should be put into place right away to
prevent further falls.

When interviewed on 8/7/24 at 11:46 a.m., RN-D
stated they were expected to initiate the baseline
fall care plan and interventions via the admission
assessment as this assessment helped build the
care plan with auto-generated steps based on
how they answered certain questions. After this
assessment was completed, RN-D explained she
did not perform any baseline care plan edits as
this was then the responsibility of the nurse
manager to fill in the specific details. RN-D was
unconcerned the plan of care was not updated
with these specifics right away, or that the care
plan was edited to include individual fall
Interventions upon admission, as staff
"constantly” were in resident rooms and

F 655
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frequently checked on everyone. She did not feel
there was anything else which could be Initially
done other than the admission assessment
process and the generalized interventions. RN-D
stated the care plan was the ultimate area for
Information which fired to the Kardex.

During an interview on 8/7/24 at 12:23 p.m.,
RN-E identified herself as the nurse manager.
She explained fall risk was determined on
admission and fall interventions were expected to
be implemented via the admission
assessment/baseline care plan process to
decrease fall risk which included actions such as
making sure the call light is within reach, bed in
proper position, etc. After this, she then went into
the care plan the day after admission and/or after
the resident worked with therapy, and adjusted it
as needed. She expected the nurses edited the
baseline care plan options when checked and
edits were Indicated; however, this did not
happen. RN-E explained the benefit of these
Initial edits would increase staff knowledge
related to resident care as the care plan would be
more individualized. RN-E stated she was
iInvolved in a monthly fall committee which
worked on an increased fall etiology. As of this
date, they were unable to determine any causes.
When a fall occurred, RN-E expected an
Intervention to be implemented "pretty much right
away;" however, staff typically waited for her to do
this, especially If a fall occurred during the night
hours.

During a follow-up interview on 8/7//24 at 2:57
p.m., RN-E stated the terminology of frequent
checks was "vague and could range from every
15 minutes to every two to three hours depending
on the resident and the associated situation. She

F 655
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explained she often read the intervention of
frequent checks in the charting; however, it would
be important to ensure this type of intervention
was specific and not open to staff interpretation.
RN-E stated she expected accuracy when staff
completed the Fall Risk Assessment, otherwise,
"How are we going to take care of [the residents]
If not accurate?”

During an interview on 8/7/24 at 3:28 p.m., the
director of nursing (DON) stated an admission
assessment was completed upon admission
which included fall risk information and during this
process, the baseline care plan options were
embedded within the assessment and populated
based on how the assessment questions were
answered. She expected the admission nurse to
edit the baseline care plan options within the
assessment before the assessment was
completed to provide care information "from the
moment they arrive.” She explained this editing
was a work In progress. Next, the nurse
managers were expected to do a chart audit the
next business day and were to update the care
plan with individualized interventions, if not
completed by the admission nurse. During the
/2-hour care conference, she expected the care
plan to be printed off, reviewed with the resident
and the family, and then adjusted as needed with
Individualized interventions. The DON
acknowledged the floor nurses do not have
access to edit the care plan outside of the
admission assessment process, thus the reason
she expected them to adjust the baseline care
plan when they completed the admission
assessment.

Care plan policy(s) were requested. A
comprehensive Care Plans policy, dated October

F 655
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§483.25(d) Accidents.
The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to comprehensively
assess fall risk and implement individualized fall
Interventions to reduce the risk of falls for 3 of 3
residents (R1, R2, R3) reviewed for accidents.

Findings Include:
R1:

R1's face sheet identified R1 admitted on 7/26/24
from the hospital. R1's primary diagnhosis was a
left femur (upper leg bone) fracture. In addition,
R1 was diaghosed with neuropathy (condition
Impacting nerves), atrial fibrillation (Afib - irregular
heartbeat), and a history of falls.

A hospital Acute Physical Therapy (PT)

This Plan of Correction and the
responses to each F-Tag are submitted to
maintain certification in the Medicare and
Medicaid programs and constitute a
credible allegation of compliance. The
written responses do not constitute an
admission of honcompliance or
agreement with any findings stated under
the F-Tags. The facility reserves its right
to dispute all findings and deficiencies In
any appropriate forum, including in an
Independent dispute resolution, or, if
appealable remedies are subsequently
Imposed, by timely appeal to the
Department Appeals Board.

F689 — Free of Accident
Hazards/Supervision/Devices

1. How corrective action will be
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2023, was provided. The policy directed staff to
develop and implement a comprehensive
person-centered care plan to meet a resident's
medical, nursing, and mental and psychosocial
needs identified in the resident's comprehensive
assessment. The policy does not identify baseline
care plan processes.
F 689  Free of Accident Hazards/Supervision/Devices F 689 9/11/24
SS=D | CFR(s): 483.25(d)(1)(2)
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Evaluation, dated 7/24/24, identified R1 was
oriented only to herself and was an unreliable
historian. She required one-step commands,
Increased time to follow the commands, and
required repetition of them. PT evaluation
additionally indicated R1 required verbal cues for
safety, displayed limited to no clearance of her
right foot from the ground which produced a
shuffled, unsteady gait, and had decreased
balance, strength, and activity tolerance. R1 was
evaluated to be a fall risk and required "Standard
Interventions, Posey sitter on, Seated positioning
system in place, In chair, Call light in hand, All
needs within reach.” The evaluation directed R1
would need two staff for mobility upon discharge.

A hospital progress note, dated 7/24/24 at 10:29
p.m., Identified R1 "sundowns” (increased
confusion later in the day) due to baseline
dementia.

R1's Hospital Discharge Summary, dated
/126/24, identified R1 presented to the
emergency department (ED) for evaluation after
an unwitnessed mechanical fall. She was found
to have an intertrochanteric left proximal femur
fracture and underwent surgical nailing. In
addition, she was diagnosed with acute blood
loss anemia on top of her chronic anemia.
Chronic diagnoses included: chronic
pain/neuropathy and low back pain related to
spinal stenosis (nharrowing of the spine) which
required a muscle relaxant and an anticonvulsant
with pain management benefits, afib which
required a blood thinner, heart failure which
required diuretics (reduce fluid), hypertension
(HTN - high blood pressure), and memory

Impairment. R1 was discharged with a new opioid

medication order for pain.

accomplished for those residents found to
have been affected by the deficient
practice.

The current care plan and fall
Interventions were immediately reviewed
and updated for the 3 residents identified
as R1, R2, and R3.

2. How the faclility will identify other
residents having the potential to be
affected by the same deficient practice.
An audit was conducted of all fall incident
reports and care plans for current
residents with falls to ensure that
iIndividualized fall interventions are
present and in place.

3. What measures will be put into place,
or systemic changes made, to ensure that
the deficient practice will not recur.
Review any fall in IDT the next business
day to ensure proper intervention is in
place.

Initial Admission Assessment modified so
that Fall risk score is now identified on
admission, flagging in PCC for nursing.
The admission nurse will flag high-risk fall
residents upon admission to floor staff.
SW and the Nurse manager will discuss
In 72-hour care conferences if moderate
or high fall risk with a special focus with
Individualized interventions.

The on-call nurse will verify immediate
Intervention put in place when notified of a
fall.

All LTC residents are to have a fall risk
assessment completed. Will look at
moderate or high-risk residents and
review the care plan to ensure appropriate
Interventions are in place.

Review Falls CP quarterly during ARD.
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R1's Admission Assessment, dated 7/26/24,
Identified R1 was alert and oriented to herself,
location, and situation, and lacked
communication concerns. Her abllity to walk was
severely limited or non-existent and she was
unable to bear her own weight. R1 was
Incontinent of bowel and bladder and was
prescribed an anticoagulant medication (blood
thinner). She had current or recent history of pain
In the past five days, and she experienced left
sided weakness. She had a fall in the past month
prior to admission, as well as the last two to six
months; however, no fractures related to these
falls. Her fall risk factors included incontinence,
mobility deficit, and change in environment. A
section for current diagnosis or diseases provided
an option for afib; however, this was not checked.

R1's 48-hour baseline care plan, initiated 7/26/24,
iIdentifled R1 was a high fall risk due to a previous
fall, iIncontinence, and the fall risk factors present
on the Fall Risk Assessment. As of 7/26/24, this
assessment had yet to be completed. In addition,
the baseline care plan identified R1 was
Incontinent of bowel and bladder and
demonstrated impaired mobility that required
assist with transfers and toileting management.
Interventions for R1 centered around her being
offered and encouraged toileting upon rising,
before and after meals, at bedtime and upon
request, in addition to "more frequently.”" R1's fall
goal was to remain free of falls with injury and
directed the following: keep room free of clutter,
safe and appropriate footwear with mobility and
when up without shoes, call light and personal
belongings within reach, "correct” low bed
positioning, seated edge of bed for a few minutes
before standing up and reminding and reinforcing

4. How the facility will monitor its
corrective actions to ensure that the
deficient practice Is being corrected and
will not recur.

Weekly fall audits will be completed by the
IDT team to ensure appropriate
completion 3x week for 2 weeks then 2x
week for 2 weeks. Then monthly
thereafter until substantial compliance is
met. The Director of Nursing will be
responsible for reporting fall audit
outcomes to the QAPI team monthly to
determine the need for continuing ongoing
audits.

1. The date that each deficiency will be
corrected.

Completed: 9/11/24
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R1 on safety awareness during mobility. The
48-hour baseline care plan lacked individualized
fall risk interventions based on her fall risks.

A progress note, dated 7/2//24 and entered at
3:32 a.m., Identified R1 was found at 2:50 a.m.
lying on the floor next to her bed, close to
bathroom door. Her wheelchair was not located
near the bed side and her call light was not on.
No injuries were noted at that time. The note
Indicated R1 attempted to get to the bathroom.
R1 was last toileted at 10:45 p.m. Interventions
put into place were "Frequent checks"” and
reminders to R1 to use her call light.

A Fall Post Assessment, dated 7/2/7/24 and
locked at 5:51 a.m., identified R1 informed the
nurse she attempted to go to the bathroom, but
she collapsed and fell to the floor. The
assessment identified the following question
section: "Was the care plan or service plan
updated with new interventions to prevent fall?"
The question allowed for a yes or no choice. The
"No" option was checked.

A progress note, dated 7/28/24 and entered at
/44 a.m., identified a Brief Interview for Mental
Status (BIMS) was conducted with R1 and she
demonstrated severe cognitive impairments,
mainly related to short-term memory loss.

R1's Fall Risk-Assessment, dated 7/31/24,
Indicated R1 was free of falls since admission
and was oriented to person, place, time, and
situation, despite R1's medical record indicating
she fell on 7/27/24 and was not alert and oriented
to all four. R1's fall risk was increased due to the
use of opioids and muscle relaxants, along with
Incontinence, inability to stand/walk by self, and
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her diagnoses of the femur fracture, history of
falling, and HTN. The assessment provided
options to check the following: recent change in
functional status and/or medications with the
potential to affect safe mobillity; anticonvulsants
and bowel medications; problems with heart rate
and/or arrythmias; behaviors such as
sundowning; self-transfers. These six options
were unchecked, and the diaghoses section
lacked the afib, anemia, neuropathy, and chronic
pain. The assessment allowed for "Overall
Comments:" however, this section was blank.
The assessment lacked a comprehensive
review/analysis of R1's fall, her fall risks, and
Interventions deemed necessary to mitigate her
fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

R1's medical record, 7/27/24 through 7/31/24,
lacked evidence R1's fall risk was
comprehensively assessed to assist with the
development of individualized fall mitigation
Interventions or that individualized fall

Intervention(s) were initiated immediately after
her 7/27/24 fall to mitigate further falls.

R2:

R2's face sheet identified R2 admitted on 7/20/24
from the hospital. R2's primary diagnosis was a
left femur neck fracture. In addition, R2 was
diagnosed with a traumatic brain injury (TBl),
multiple rib fractures, left shoulder scapular
fracture, and a fall.

An Order Summary Report identifled R2 was

F 689
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provided a medication for BPH (benign prostatic
hyperplasia - enlarged prostate gland) and
anemia.

R2's Admission Assessment, dated //20/24.
Identified R2 was oriented to self and situation,
and lacked communication concerns. His ability
to walk was severely limited or non-existent and
he was unable to bear her own weight. R2 was
prescribed an anticoagulant medication. He had
current or recent history of pain in the past five
days and experienced left sided weakness. R2
had a fall in the past month prior to admission, as
well as the last two to six months in which a
fracture was the result of a fall. The assessment's
bowel and bladder section identified he was
continent of bowel and bladder; however, the fall
risk section identified a risk factor of incontinence.
Additional fall risk factors included short term
memory deficit and change in environment. The
fall risk section provided an option for mobility
deficit; however, this was not checked.

R2's 48-hour baseline care plan, initiated 7/20/24,
iIdentified R2 was a fall risk due to a previous fall
and the fall risk factors present on the Fall Risk
Assessment. As of 7/20/24, this assessment had
yet to be completed. In addition, the baseline care
plan identified R2 required assist with transfers
and toileting management. No baseline care plan
was Initiated for incontinence. R2's fall goal was
to remain free of falls with injury and directed the
following: keep room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
edge of bed for a few minutes before standing up
and reminding and reinforcing R2 on safety
awareness during mobility. The 48-hour baseline

F 689
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care plan lacked individualized fall risk
Interventions based on his fall risks.

A progress note, dated 7/21/24 and entered at
3:18 a.m., Identifled R2 was found at 10:40 p.m.
the previous evening lying on the floor next to his
bed. The note indicated R2's bed was at the
lowest position and his call light was within reach,
but he did not use Iit. He was noted to be
confused. R2 was provided education to use his
call light and staff were to check on him every two
to three hours and as needed.

A progress note dated, 7/21/24 and entered at
/.29 a.m., Identified R2 was found without the
covers, his "brief" half off, and his Incision
dressing off. He reported significant back
itchiness. The nurse educated him on the use of
the call light. He responded, "Yah | know | was on
the floor last night, | rolled out of bed.’ After R2
was agdain situated comfortably back in bed, after
an ointment was applied to his back, the nurse
exited the room.

A Fall Post Assessment, dated 7/21/24 at 7:52
a.m., identified R2's 7/20/24 fall. R2's call light
was not activated and R2 stated, '| didn't know
what | was doing or going during the fall." R2 was
last toileted forty minutes before he was found. At
the time of the fall, he was without incontinence.
His w/c was not located by his bed. The note
identified staff were to check on R2 every two to
three hours and as needed and to educate R2 to
call staff when assistance was needed. The
assessment identified the following question
section: "Was the care plan or service plan
updated with new interventions to prevent fall?"
The question allowed for a yes or no choice.
Neither option was checked.
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A progress note, dated 7/21/24 and entered at
3:17 p.m., iIdentified R2 disliked the opioid pain
medication as it made him feel too tired and that
he required "close supervision” as R2 "tends to
scoot his butt down in recliner and w/c
(wheelchair). He was more lucid and oriented
once he woke up.”

A progress note, dated 7/21/24 and entered at
3:25 p.m., identified R2 was found at one point
scooted down In his recliner and required two
staff and the mechanical lift to sit him up safely.

A progress note, dated 7/22/24 and entered at
3:26 p.m., identified an "in-depth” bowel and
bladder review was completed on R2. He was
frequently incontinence of bowel and always
Incontinent of bladder. The note designated a
section to indicate toileting program details;
however, this section was without information.

An OT progress note, dated //22/24, indicated a
SLUMS (The Saint Louis University Mental
Status) test was completed with R2. He scored
13 out of 30 which indicated a dementia category.

R2's Fall Risk-Assessment, dated 7/23/24.
iIdentified R2's had a fall with no injury since
admission. Two other questions related to falls
since admission indicated R2 had two or more
falls with injury and one fall with major injury. This
Information was incorrect based on R2's medical
record since admission. The assessment
Indicated R2 was oriented to self only. R1's fall
risk was Increased due to the use of muscle
relaxant medication, along with incontinence,
Inability to stand/walk by self, and self-transfers,
along with his diagnoses of the femur fracture
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and HTN. The assessment provided options to
check the following: recent change in functional
status and/or medications with the potential to
affect safe mobility; impulsiveness;
antihypertensive and opioid medications. These
four options were unchecked, and the diagnoses
section lacked the rib and shoulder fractures,
BPH, anemia, and TBIl. The Overall Comments
section indicated R2 required extensive [physicall
assist of one to two staff using a mechanical lift
and that R2 was forgetful with poor judgment
related to dementia. The assessment lacked a
comprehensive review/analysis of R2's fall, his
fall risks, and interventions deemed necessary to
mitigate his fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

A progress note, dated 7/24/24 and entered at
4:47 p.m., identified around 3:45 p.m. R2 was
found on his bathroom floor by the sink with his
w/c next to him. R2 informed staff he ‘was trying
to go use the bathroom.' The note lacked
identification of an immediate fall intervention.

A Risk Management Unwithessed fall incident
report, dated 7/24/24, identified R2's 7/24/24
bathroom fall. The immediate Action Taken
iIdentified a check and change every two - three
hours was put into place. The report lacked an
Intervention to toilet, or offer R2 toileting, based
on his attempt to go to the bathroom.

R2's July 2024 Medication Administration Record,
Identified on 7/25/24 at 1:00 p.m. a nursing order
which directed the nurse to "remind staff to help

transfer [R2] to bed/recliner after lunch to prevent
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falls. in the morning to prevent fall." This was
scheduled at 1:00 p.m.; however, lacked a
morning schedule. R2's medical record lacked
any additional information related to this nursing
order.

An OT progress note, dated 7/25/24, identified
OT placed a maintenance request for anti-roll
back devices on R2's w/c for fall prevention due
to his posture and education needed for keeping
hips all the way back in the w/c.

A PT progress note, dated /7/31/24, identified R2
scored a 2 out of 28 which indicated he was at a
high risk for falls with significant impairments In
mobility tasks. He demonstrated struggles with
left knee stabilization where it buckled easily even
with therapist assist to block and support it. The
note indicated and IDT meeting where R2 was
reported to attempt self-transfers. Mechanical
standing lift continued to be required for transfers.

Facility nursing assistant Care Guides, undated,
iIdentified R2 was a fall risk. The Care Guide
lacked fall mitigation intervention(s).

R2's medical record, prior to the abbreviated
survey, lacked evidence R2's fall risk was
comprehensively assessed to assist with the
development of individualized fall mitigation
Interventions or that individualized fall
Intervention(s) were initiated immediately after,
and based upon, his 7/20/24 and 7/24/24 falls to
mitigate further falls.

R3:

R3's face sheet identified R3 admitted on 7/12/24
from the hospital. R2's primary diagnhosis was a
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cystostomy catheter [urinary tract] infection. In
addition, R3 was diagnosed with diabetes,
Parkinson's Disease, HTN, afib, and weakness.

A hospital PT note, dated 7/10/24, indicated R3
had a history of falls at home and was a fall risk
during her hospital stay.

R3's Admission Assessment, dated 7/12/24,
iIdentified R3 was oriented to person, place, time,
and situation, and lacked communication
concerns. R3 was continent of bowel and utilized
a suprapubic catheter (SP) for urination. She was
unable to ambulate, was prescribed an
anticoagulant medication, and she had current or
recent history of pain in the past five days. R3
had a fall in the past month prior to admission, as
well as the last two to six months. Additional fall
risk factors included change in environment and
mobility deficit with ambulation. A current
conditions/diagnosis section identified R3
required enhanced precautions. This
condition/diagnoses section provided options to
check the following: afib, Parkinson's Disease,
Diabetes. Neither of these three options were
checked.

R3's 48-hour baseline care plan, initiated 7/12/24,
iIdentified R3 was a fall risk due to a previous fall
and the fall risk factors present on the Fall Risk
Assessment. As of 7/12/24, this assessment had
yet to be completed. In addition, the baseline care
plan identified R3 required assist with transfers
and toileting management. R2's fall goal was to
remain free of falls with injury and directed the
following: keep room free of clutter, safe and
appropriate footwear with mobility and when up
without shoes, call light and personal belongings
within reach, "correct” low bed positioning, seated
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edge of bed for a few minutes before standing up
and reminding and reinforcing R3 on safety
awareness during mobility. The 48-hour baseline
care plan lacked individualized fall risk
Interventions based on her fall risks.

R3's OT evaluation note, dated 7/14/24, identified
R3 was a fall risk in which she displayed impaired
safety awareness, impairments in balance,
mobility, and strength, and a history of three falls
In the past three months.

A progress note dated 7/15/24, identified a BIMS
was conducted with R3, and she demonstrated
moderate cognitive impairments.

A provider note dated //16/24, identified R3 was
diagnosed with Parkinson's Disease, recurrent
UTI, neurogenic bladder with SP catheter, recent
encephalopathy (damage or disease impacting
the brain), afib, diabetes, and dementia in which
R3 was a poor historian and required the aide of
her daughter for questions during the provider
visit. R3's heart rate during the visit was
iIrregularly irregular.

R3's Fall Risk-Assessment, dated 7/16/24.,
iIdentified R3 was free of falls since admission
and was a lower risk for falls based on the
Information entered in the assessment. The
assessment indicated R3 was oriented to person,
place, time, and situation. The assessment
lacked medication concerns or any additional risk
factors for falls. The assessment provided
options to check the following: problems with
heart rate and/or arrhythmia [afib], unable to
stand/walk by self and required staff assist or
device, and devices present that are fall hazards
[SP catheter]. These three options were
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unchecked. A section for diagnoses which may
contribute to falls was without any entered
diagnosis despite R3's Parkinson's Disease,
urinary infection, weakness, diabetes, etc. The
Overall Comments section identified R3 required
assist of one staff for transfers and activities of
dalily living. The assessment lacked a
comprehensive review/analysis of R3's fall history
prior to admission, fall risks at the time of the
assessment, and interventions deemed
necessary to mitigate her fall risk.

The Fall Risk-Assessment, in general, lacked a
section and/or questions related to history of falls
prior to a resident's admission.

A Fall Post Assessment, dated 7/28/24, identified
R3 fell that day at 9:00 p.m. She was found on
her bedroom floor after she self-transferred and
lost her balance. The assessment lacked
Information as to what R3 was doing at the time
of the fall. Her call light was not on. A Summary
section identified an area for treatment, or
Interventions provided immediately after the fall
which lacked information. In addition, the
assessment identified the following question
section: "Was the care plan or service plan
updated with new interventions to prevent fall?"
The question allowed for a yes or no choice. The
"No" option was checked.

A Risk Management Unwithessed fall incident
report, dated 7/28/24, identified R3's 7/28/24 fall.
The incident report identified R3 informed staff
she was rearranging cloths in her closet when
she fell. An Iimmediate action taken was the
placement of a call do not fall sign and
reorientation to the unit and the processes to ask
for help if needed. The assessment indicated R3

F 689
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was confused with impaired memory and poor
safety awareness, displayed weakness and gait
Imbalance, and was admitted within the last
/2-hours. [She was admitted 16 days prior.]

R3's progress notes lacked information on
/128/24 related to her fall.

A late entry progress note dated 7/29/24 at 10:09
a.m., entered on 8/6/24 at 11:09 a.m., identified
IDT met to review R3's fall. The note indicated R3
was alert and oriented times three; however,
displayed confusion and poor safety awareness.
She worked with therapy to build strength related
to the Parkinson's and a recent urinary tract
Infection (UTI]). R3 reported she was rearranging
some cloths In her closet at the time of the fall.
R3 was aided with her cloths and a call do not fall
sign was placed.

Facility nursing assistant Care Guides, undated,
iIdentifled R3; however, did not identify that R3
was a fall risk, nor did the Care Guide identify any
fall mitigation intervention(s).

R3's medical record, prior to the abbreviated
survey, lacked evidence R3's fall risk was
comprehensively assessed to assist with the
development of individualized fall interventions or
that individualized fall intervention(s) were

Initiated immediately after, and based upon, her
/128/24 fall to mitigate further falls.

During observation and interview on 8/6/24 at
10:53 a.m., R3 sat in her w/c. R3's w/c was
without adaptive devices and a soft-touched call
light was near her. Her bedroom and bathroom
environment lacked such devices as a Reacher
to assist with picking up things from the floor
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which would help her obtain things from her
closet. In addition, the environment lacked CALL
TO NOT FALL sign(s). R3 was able to answer
orientation questions after she reviewed a
calendar; however, R3 stated she was admitted
after ankle reconstructive surgery, along with
surgery on her shoulder. She denied falls since
admission but mentioned she had fallen "many
times" at home and sustained "many" injuries due
to these falls. She was unable to provide fall, or
Injury details and she was unaware of what the
staff did for her to help her not fall while there.

During observation and interview on 8/6/24 at
10:41 a.m., R2 sat in his wheelchair. R2's w/c had
anti-lock and anti-tip devices. R2's environment
was observed which lacked fall mitigation signs
and/or devices. R2 acknowledged a history of
falls; however, was unsure when they occurred or
If he had fallen since his admission. He stated the
last fall occurred when he transferred from the
bed to a chair and "got tangled up in the blankets
a little bit." He stated this was the reason for his
broken hip. When asked what the facility was
doing to help keep him from further falls, he
responded "they are getting my balance back."

When interviewed via telephone on 8/6/24, at
11:55 a.m., R1, R2, and R3's medical provider
(MD) stated individualized fall interventions
should be implemented upon admission, if
considered a fall risk, and then right after the first
fall these should be reviewed and adjusted. After
further discussion of R1, R2, and R3 care plan
Interventions, MD iIndicated he would have
thought staff would have initiated more specific
Interventions, adding, "That is someone's job to
put those precautions in place.” The MD identified
he, or his colleagues, are updated on falls;
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however, the updates basically contained general
Information related to the fall and if there were
Injury or not, not fall details or interventions put
Into place.

During observation and interview in R3's room on
8/6/24 at 1:27 p.m., with R3 and R3's family
member (FM)-A, a CALL DO NOT FALL signh was
located on the wall to the left of where R3 sat In
her room when her husband was not there. This
sigh was not present during R3's interview at
10:53 a.m. FM-A stated staff brought the sign in
today, while he was there, and hung it up around
12:30 p.m. He, or R3, were unaware of why it was
placed other than staff stated it was a reminder
for her to use the call light instead of getting up
on her own. FM-A identified R3 fell many times
prior to her admission. Due to this, they had a
routine at home to help mitigate her falls which
occurred from the time she got up in the morning
to the time she went to bed. FM-A denied staff
have spoken to him related to fall interventions
other than to update him on her fall.

When interviewed on 8/6/24 at 1:32 p.m., nursing
assistant (NA)-C stated she was aware of
residents’ fall risk based on the nurse's report, the
Kardex (NA care plan), the Care Guides, and "l
just know." She explained she reviewed the
Kardex maybe once a week. She denied any
current resident was on a toileting plan and
denied any recent toileting plans. NA-C stated,
"They go when they go. They can tell us here, but
It may be different on the long-term care units.”
NA-C was aware of R1's fall but was unable to
remember any individualized fall interventions for
her indicating R1 had, "just the normal ones we
would do for everyone.” NA-C denied R2 was a
fall risk. She was unaware he fell twice and
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commented, "l should have known that." \When
updated on the two falls, she recollected he,
"rolled out of bed with his blankets ...maybe."
NA-C explained she approached R2 every two
hours to use the bathroom, morning for sure
when he got up and then after meals as R2,
"usually has to go." NA-C indicated R3 was a fall
risk as, "she gets anxious sometimes and tries to
attempt to do things herself" or "will bend over
forward in her chair,” especially when she
dropped something on the floor. She thought she
updated staff on this information; however, was
unsure who or when. She explained for R3, there
were no special interventions other than just
kKeeping an eye on her. NA-C stated there could
perhaps be more information on the Kardex
and/or Care Guides to assist with fall risk
Interventions, especially as the Care Guides just
Indicated fall risk "and not much else.”

During an interview on 8/6/24 at 2:07 p.m., NA-A
stated fall risk was communicated during the
nurse report and was more verbal versus
documented. She was unsure if the Care Guides
identified fall risk and/or interventions. When
these were reviewed, she stated, "l did not know
that was on there." NA-A denied R1 was a fall risk
as R1, "was not the type that would just up and
walk, she was not hyper or trying to get out of
bed." NA-A was aware R1 fell: however, lacked
knowledge on the interventions for her after the
fall especially as family was often present and
updated them on R1's needs. NA-A denied R2
and R3 were fall risks stating, "Not by looking at
[R2], [R2] does not look like someone that will get
up and get going. [R3] does not look like she
would fall.” NA-A indicated if a resident was
agitated or self-transferred, then she was
expected to increase the frequency of checks.
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NA-A was unaware R2 fell twice since admission,
or that R3 fell once. In addition, she was unaware
of fall interventions for R2 or R3.

When interviewed on 8/6/24 at 2:26 p.m.,
registered nurse (RN)-C stated all residents were
fall risks based often on facility admission, not
strong enough to go home, and cognitive
Impairments. She identified fall risk was passed
along in report and placed on the Care Guides. A
comprehensive fall risk assessment was
completed when the Treatment Administration
Record (TAR) triggered and typically completed
by the evening shift. She denied she performed
adjustments to the care plan after falls as this
was the responsiblility of the managers. RN-C
Identified fall interventions were based on the fall
risk(s) and any fall circumstances; however, "a lot
of the time it Iis just to remind then to use the call
light." Not necessarily would she put interventions
Into place after a fall, but she explained the
benefit of interventions were to decrease a fall
from reoccurring. RN-C stated R2 and R3 were
fall risks as R2 fell and broke his hip and R3 fell
and broke her clavicle. She denied knowledge R2
fell twice after admission, and she explained R2
did nothing which increased his risk. In addition,
she explained R3 required the CALL DO NOT
FALL sign in her room, which was put up that day,
as every day that she worked with R3, she had to
remind R3 to use the call light. RN-C was
unaware If R2 or R3 were on toileting plans, and
she only asked them if there was a need when
she worked with them. She was unaware of any
specific interventions after R3's fall but
commented R3 should have a Reacher in her
room, and she would have to ask therapy about
one. For any additional interventions, she needed
to review their care plans.
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During an interview on 8/7//24 at 11:15 a.m., RN-A
stated every resident was a fall risk and fall risk
was passed on via verbal report amongst the
nurses and the nursing assistants. On admission,
when the admission assessment process was
performed, fall interventions were checked, and
edited, based on fall risk information that was
embedded In hospital information, the hospital
discharge summary, from the hospital nurse to
nurse report, and then conversations with the
resident and family upon admission. After this,
and once therapy evaluated the resident, the care
plan then again would be adjusted. RN-A was
unable to provide a definitive answer related to
fall interventions after a fall;: however, she felt an
Intervention should be put into place right away to
prevent further falls. RN-A was unaware of R2
and R3's fall risk and/or fall interventions due to
not working with these two; however, she stated
R1 required "general” interventions which were
utilized on any resident. RN-A lacked
remembrance of any special interventions for R1
after her fall.

When interviewed on 8//7/24 at 11:46 a.m., RN-D
stated they were expected to initiate the baseline
fall care plan and interventions via the admission
assessment; however, she explained she did not
perform any baseline care plan edits as this was
then the responsibility of the nurse manager to fill
In the specific details. RN-D was unconcerned the
plan of care was not updated with these specifics
right away, or that the care plan was edited to
Include individual fall interventions upon
admission, as staff "constantly” were In resident
rooms and frequently checked on everyone. She
did not feel there was anything else which could
be initially done other than the admission

F 689
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assessment process and the generalized
Interventions. RN-D was unaware of the fall risk
assessment process expectations but explained
again the nurse manager was responsible for
updating the care plan with interventions when
needed. RN-D stated the care plan was the
ultimate area for information which fired to the
Kardex. She explained, after a fall, staff were
expected to Initiate an intervention and identified
such interventions as ensuring the call light was
by the resident and making sure their needs were
met before leaving the room. These such
Interventions were identified in the Risk
Management incident report and then reported to
staff via verbal shift report. RN-D stated R1 fell,
and family put up about three handwritten signs In
R1's room that reminded R1 where she was, to
use her call light, and to not get up without assist.
She was unsure of any additional care planned
fall interventions. For R2, RN-D explained R2's
two falls and explained interventions to make
sure staff tolleted him about every two hours "just
like everyone else,” and put him in the recliner
versus the bed in the afternoon. RN-D was
unaware of fall interventions for R3, but stated a
sigh on her closet to not do things herself would
be beneficial for her.

During an interview on 8/7//24, at 12:23 p.m.,
RN-E identified herself as the nurse manager.
She explained fall risk was determined on
admission and fall interventions were expected to
be implemented via the admission
assessment/baseline care plan process to
decrease fall risk which included actions such as
making sure the call light is within reach, bed In
proper position, etc. After this, she then went into
the care plan the day after admission and/or after
the resident worked with therapy, and adjusted it

F 689
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as needed. She expected the nurses edited the
baseline care plan options when checked and
edits were Iindicated; however, this did not
happen. RN-E explained the benefit of these
Initial edits would increase staff knowledge
related to resident care as the care plan would be
more individualized. RN-E stated she was
iInvolved in a monthly fall committee which
worked on an increased fall etiology. As of this
date, they were unable to determine any causes.
When a fall occurred, RN-E expected an
Intervention to be implemented "pretty much right
away;" however, staff typically waited for her to do
this, especially If a fall occurred during the night
hours. RN-E explained the Fall Risk Assessment
was completed usually by the nurses on the day
shift and was Initiated by the Minimum Data Set
(MDS) process. She explained that occasionally
the nurse who completed the assessment
Initiated an intervention; however, not as much as
preferred. She stated R1's fall was discussed at
her /2-hour care conference, but lacked
remembrance on the conversation details or the
Interventions which were implemented. In follow
up, she denied she updated R1's care plan that
day and it was her practice to update care plans
the same day interventions were implemented.
RN-E stated R2 was a fall risk as he fell twice
since admission; one intervention was placement
of the anti-roll devices on his w/c. RN-E stated R3
was also a fall risk and thus R3 was provided with
a CALL DO NOT FALL sign and a Reacher. She
expected R3 was provided with the sign right
away after the intervention was discussed versus
being placed on 8///24 after the survey started.

When interviewed via telephone on 8/7/24, at
2:35 p.m., NA-B stated R1's family posted signs
"all over" R1's room to decrease her risk of
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self-transfers. NA-B explained when R1 was
found on the floor, R1 informed them she needed
to use the bathroom. After, R1 was provided the
bedpan which she voided a smaller amount in.
NA-B was unaware of any specific interventions
put into place for R1; however, staff frequently
checked on her the remainder of the night shift.
He explained frequent checks meant every two
hours and then also looking in on her when he
checked on other residents within the vicinity of
her room.

During a follow-up interview on 8/7/24, at 2:57
p.m., RN-E stated the terminology of frequent
checks was "vague and could range from every
15 minutes to every two to three hours depending
on the resident and the associated situation. She
explained she often read the intervention of
frequent checks in the charting; however, it would
be important to ensure this type of intervention
was specific and not open to staff interpretation.
RN-E stated she expected accuracy when staff
completed the Fall Risk Assessment, otherwise,
"how are we going to take care of [the residents]
If not accurate?” In addition, she would expect a
fall risk assessment to include history of falls prior
to admission.

When interviewed on 8/7/24, at 3:05 p.m., NA-D
stated frequent checks to him meant every
15-minute checks.

During an interview on 8/7/24, at 3:28 p.m., the
director of nursing (DON) stated an admission
assessment was completed upon admission
which included fall risk information and during this
process, the baseline care plan was initiated. She
expected the admission nurse to edit the baseline
care plan options within the assessment before

F 689
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the assessment was completed to provide care
Information "from the moment they arrive.” Next,
the nurse managers were expected to do a chart
audit the next business day and were to update
the care plan with individualized interventions, if
not completed by the admission nurse. During the
/2-hour care conference, she expected the care
plan to be printed off, reviewed with the resident
and the family, and then adjusted as needed with
Individualized interventions. The DON
acknowledged the floor nurses do not have
access to edit the care plan outside of the
admission assessment process. The DON
expected accuracy with all assessments, and she
Identified she would have to print off the Fall Risk
Assessment to review the questions asked. She
confirmed the assessment did not have a section
for falls prior to admission. The DON identified
they worked "hard" to educate staff that they were
expected to initiate an immediate intervention
after a fall for fall prevention and she
acknowledged R1 lacked an immediate
Intervention after her fall. She stated frequent
checks meant staff were to check on the resident
every two to three hours throughout the shift. The
DON stated R2 was placed on a plan to check on
his every two to three hours throughout the shift
and then after his second fall R2 was placed on a
check and change program for toileting versus a
tolleting program as he was always incontinent.
For R3, the DON reported R3's husband was
often with her; however, one night she got up and
was upset he left, and she rummaged through
her closet to find cloths. The DON stated R3's
care plan was followed at the time of the fall;
however, R3 should have been offered a Reacher
"or something.” She denied a Reacher was
provided to R3. In addition, the DON was unsure
when the CALL DO NOT FALL sign was placed
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but commented it should have been placed right
away and care planned. The DON explained it is
their typical process to meet the next business
day after a resident falls, to discuss the fall, to
come up with interventions, and then to ensure
those interventions are care planned that day;
however, this process has been hectic due to
some much-needed vacations, which have led to
processes falling behind. Despite this, she stated
the interventions should have still been
Implemented and care planned.

When interviewed via telephone on 8/7/24, at
5:00 p.m., RN-B stated frequent checks meant
every 30 minutes, or sometimes one hour,
depending on the situation, which was an
Intervention he often utilized when a resident fell
during the night hours. Once management then
came In the next shift, they then tweaked the care
plan iIf needed. After R1 was found on the floor,
RN-B stated R1 informed him she was going to
the bathroom, but she felt weak and fell. Once
assessed, R1 was placed back into bed and staff
changed her as she was incontinent. Prior to R1's
fall, RN-B stated R1 was checked on routinely in
which the nursing assistant previously checked
on R1 around 1:00 a.m. RN-B stated R1 was
confused and even after they put her back into
bed after the fall, R1 continued to attempt getting
out of bed "but we caught her in time." At these
times, he provided her with more teaching and
statements they did not want her to fall out of
bed. RN-B acknowledged he did not initiate any
other intervention for R1 other than the frequent
checks and did not specify time frames on such
checks. RN-B denied management staff talked
with him about R1's fall.

A Fall Mitigation Program policy, dated March
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2024 identified each resident was to be
assessed for fall risk and would receive care and
services In accordance with their individualized
level of risk to minimize the likelihood of falls. The
policy directed a nurse to complete a fall risk
assessment on admission, along with the
admission assessment to determine the
resident's fall risk level. After, the nurse was to
Indicate the fall risk, and initiate interventions, on
the baseline care plan, in accordance with the
level of risk. The nurse was directed to the
facility’'s High Risk or Low/Moderate Risk
protocols when determining primary interventions.
Low/Moderate Risk Protocols identified
Implementation of universal environmental
Interventions, routine rounding schedule,
monitoring for changes In status, appropriate
footwear, and ensuring eyeglasses are clean,
when applicable, while ambulating. A High-Risk
Protocol identified implementation of fall risk
Identification on the care plan, Kardex, and Care
Guide, iImplement low/moderate risk protocols,
provide Interventions that address unique risk
factors measured by the risk assessment tool,
and provide additional interventions as directed
by the resident's assessment. Each resident ' s
risk factors, and environmental hazards, was to
be evaluated when the care plan was developed,
and interventions were to be monitored for
effectiveness and revised as needed. After a
resident fall, the facility was expected to review
the care plan and update If indicated.
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