" DEPARTMENT
| OF HEALTH

Protecting, Maintainingand Improvingthe Health of All Minnesotans

Electronically Delivered
August 4, 2022

Administrator

Rochester Rehabilitation And Living Center
1900 Ballington Boulevard Nw

Rochester, MN 55901

RE: CCN: 245626
Cycle Start Date: June 29, 2022

Dear Administrator:

On August 2, 2022, the Minnesota Department of Health completed a revisit to verity 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.

Melissa Poepping, Compliance Analyst
-~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

2.0. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



" DEPARTMENT
| OF HEALTH

Protecting, Maintainingand Improvingthe Health of All Minnesotans

Electronically delivered
August 4, 2022

Administrator

Rochester Rehabilitation And Living Center
1900 Ballington Boulevard Nw

Rochester, MN 55901

Re: Reinspection Results
Event ID: PJ6P12

Dear Administrator:

On August 2, 2022 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 June 29, 2022. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

/VL,*\? e

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



% DEPARTMENT
OF HEALTH

Protecting, Maintainingand Improvingthe Health of All Minnesotans

Electronically delivered
July 14, 2022

Administrator
Rochester Rehabilitation And Living Center
1900 Ballington Boulevard Nw

Rochester, MN 55901

RE: CCN: 245626
Cycle Start Date: June 29, 2022

Dear Administrator:

On June 29, 2022, a survey was completed at your facility by the Minnesota Departments of Health and Public
Safety, 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
oractice.

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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. 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:

Lisa Krebs, Rapid Response

Licensing and Certification Program
Health Regulation Division

Minnesota Department of Health
Rochester District Office

18 Woodlake Drive, Rochester MN, 55904
Email: Lisa.Krebs@state.mn.us

Office (507) 206-2728

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
yvour 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 September 29, 2022 (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 December 29, 2022 (six months after
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the identification of noncompliance) your provider agreement will be terminated. This action is mandated by

the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections
488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services determine

that termination or any other remedy is warranted, it will provide you with a separate formal notification of
that determination.

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

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 649500

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/ltc idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR 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,

L 6‘

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us
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On 6/27/22, 6/28/22 and 6/29/22, a standard
abbreviated survey was conducted at your facility.
Your facility was found to be NOT in compliance
with the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were found to be
SUBSTANTIATED: H56262928C (MN845406),

with deficiencies cited at F689.

The following complaints were found to be
substantiated with no corresponding deficiencies:
H56262789C(MN84432), H5626051C
(MNB2729), H5626287/C (MN84614), and
H5626053C (MN62/7/42).

The following complaint was found to be
UNSUBSTANTIATED: H5626052C (MN64993).

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 689 | Free of Accident Hazards/Supervision/Devices F 689 1122/22
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 0/7/20/2022

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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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 provide safe transport
by ensuring 1 of 1 resident (R1) wheelchair was
appropriately secured during transport which
resulted in R1 hitting her head after tipping
backwards in her wheelchair while in route. In
addition, the facility failed to report the incident
timely to ensure R1 received an immediate
assessment for injuries.

Findings Include

R1's admission record identified an admit date of
6/6/22, with diagnoses that included long term
use of anticoagulants (blood thinners) and
dependence on renal dialysis.

R1's admission, Minimum Data Set (MDS)
assessment, dated 6/12/22, identified R1 was
cognitively intact. R1 required assist of 1 staff
with transfers and locomotion off the unit. In
addition, R1 was administered anticoagulants.

R1's care plan identified R1 required
anticoagulant medication with corresponding
Interventions that included: report bruising,
bumps and near misses [sic] without injury. In
addition, the care plan identified R1 received
dialysis on Mondays, WWednesdays, and Fridays.
Corresponding interventions included in case of
life-threatening emergency or if a significant
change in condition notify medical doctor (MD) or

This plan of correction is prepared and
submitted as required by the law. By
submitting this plan of correction, RRLC
does not admit that the deficiencies listed
on CMS-2567 form exist nor does RRLC
admit to statements, findings, facts or
conclusions that are for the basis for all
alleged deficiencies. RRLC reserves the
right to challenge in legal proceedings all
deficiencies, statements, findings, facts
and conclusions that form the basis of the
deficiencies

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

R1 was evaluated in emergency
department on 6/22/22. Emergency
department visit yielded that R1 sustained
no fractures nor subdural hematoma in
relation to the incident. Neuro checks
remained within normal limits for R1. The
company vehicle and its equipment
(straps) were inspected on 6/2/7/22 and
found to be functional (without defect).
The driver, VD-B, was immediately
retrained by Life Enrichment Director
6/22/22 and performed returned
demonstration of proper wheelchair
securement. He was then put on

(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 689  Continued From page 1 F 689
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dialysis unit, if they cannot be reached call 911. suspension pending investigation. Driver,
VVD-B, was terminated from the company

R1's dialysis NP (nurse practitioner) note dated post internal investigation regarding the

6/22/22, at 11:30 a.m. indicated R1 reported to Incident.

dialysis staff on the way to dialysis she had fallen

backwards in the wheelchair and hit her head How the facility will identify other residents

against the floor or side of the bus during when having the potential to be affected by the

the transport driver stopped the vehicle. Her same deficient practice.

wheelchair was apparently not secured properly.

"I can palpate [feel] a right [sic] posterior occipital All residents that utilize our transportation

hematoma that is non-tender.” The note further service have the potential to be affected

Indicated NP was reluctant to proceed with by this practice.

hemodialysis until R1 was further evaluated in the

emergency room to rule out a brain bleed in the What measures will be put in place, or

setting of blood thinning medication. R1's blood systemic changes made, to ensure that

pressure reading was 155/100. A subsequent the deficient practice will not recur.

dialysis note identified R1's last international

normalized ratio (INR-this is a blood test The Driving Safety Program education

completed to determine how thin the blood is) training pamphlet for the facility was

was 3.6 two days ago and 2.3 today. reviewed and revised to include
Immediate notification of incidents to

R1's late entry progress note dated 6/22/22, supervisor and facility. Drivers were

Indicated R1 had an incident on 6/22/22, at 10:30 re-educated on Driving Safety Program

a.m., the administrator and nursing supervisor and Procedure with immediate reporting

were not notified until 12:11 p.m. The note did not requirement and changes. Education was

identify the incident type. R1's corresponding provided to the drivers on 6/22, 6/23, 6/27,

Incident report indicated R1 was being and 6/29 regarding the importance of

transported to dialysis when driver stopped to notifying the supervisor of incidents and

make a left hand turn and upon acceleration, he on Mandated Reporting of Abuse and

heard a clicking noise at which time he noted Neglect. Mandated Reporting of Abuse

R1's safety harness had slipped allowing R1's and Neglect training was provided to the

seat to tilt partially backwards, which caused R1 management team on June 24, 2022.

to hit the back of her head. R1 reported to dialysis Drivers were also re-educated on

that she had pain in her head. R1 was sent to the Mandated Reporting of Abuse and

ED for evaluation from the dialysis clinic as the neglect. VD-A has completed wheelchair

dialysis NP was reluctant to start dialysis due to a securement training with a trained

hematoma to the back of R1's head. professional. Facilities other driver(s) will
also complete wheelchair securement

R1's ED triage note, dated 6/22/22, at 12:18 p.m. training with a trained professional; any

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PJ6P11 Facility ID: 29822 If continuation sheet Page 3 of 8
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iIdentified R1 arrived from dialysis clinic after
sustaining a fall backwards from her wheelchair
In the transport van, on warfarin and did not
receive dialysis today.

R1's ED provider notes, dated 6/22/22, at 2:44
p.m. identified the visit was related to the
aforementioned incident. The note indicated R1
rated her pain at a four and there was a small
bump on left occipital scalp, no significant
hematoma no laceration. Clinical impression was
head Injury.

R1's hospital social worker (SW) note, dated
6/22/22, at 3:45 p.m. indicated that SW was
consulted to assist with transportation back to the
facility for R1 via the facility shuttle. According to
the facility's schedule, VD-B transported R1 back
to the facility.

During an observation and interview on 6/2/7/22,
at 3:55 p.m. R1 sat in her room. R1 was asked If
she recalled the event in the transport van on
6/22/22, R1 stated, "yes, | do". R1 stated Van
driver (VD)-B was taking her to dialysis, they had
started going up the hill to get to the clinic when
her wheelchair tipped over backward causing her
to hit the back of her head. R1 stated she
hollered "HELP!" and continued to call for help
until the driver pulled over in the church parking
lot. R1 stated it was scary. R1 explained the
driver then dropped her off at the dialysis clinic.
R1 indicated dialysis staff took her pre-dialysis
blood pressure and told her it was high, R1 stated
she told them "well it's probably high because |
just tipped my wheelchair over in the van on the
way here and hit the back of my head!" R1
Indicated she could not do dialysis and they
(dialysis staff) sent her to the ER instead to do a

(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
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F 689 Continued From page 3 F 689

newly hired drivers that have not been
trained, will not transport residents In
wheelchairs, until they complete training
with certified trainer. Initial audit
conducted with drivers on securement.
Audits of proper securement of wheelchair
resident in facility vehicle will be
completed by Life Enrichment Director or
desighee weekly x1 month and continue
on-going audits as warranted with
follow-up and re-education provided as
Indicated.

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

Results of proper securement of
wheelchair resident in facility vehicle audit
will be reviewed by the QAP| committee
and the Committee's recommendation for
further action, including but not limited to
re-education and/or future monitoring will
be followed.
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CT scan to make sure she didn't have a fracture
or anything; she ended up with a bump on the left
side of her head. R1 indicated she was not sure
how her wheelchair had been strapped in but had
"heard” only the back of her wheelchair was
strapped In; "All | know Is that | was moving In a
direction that | shouldn't have been moving."

During an observation and interview on 6/28/22,
at 10:12 a.m. VD-A demonstrated how to get a
resident in the transport van using the lift and how
to securely strap a resident in a wheelchair in.
VVD-A stated he had been a driver at this facility
for 16 years. VD-A indicated an awareness of the
Incident that involved R1, VD-A stated "there is no
way those front straps were secured, if they
would have been she [R1] never would have
fallen.”

On 6/28/22 at 10:48 a.m. attempted to call (VD)-B
and left message for call back.

Life enrichment director (LED) and director of
nursing (DON) were interviewed on 6/28/22, at
1:00 p.m. LED stated, on 6/22/22, at 10:45 a.m.
R1 was picked up by VD-B for transport to
dialysis. R1 was assisted by staff into a 2017
Ford transit van, VD-B was to drive R1 dialysis
clinic. DON stated, licensed practical nurse
(LPN)-A received a phone call from family
member (FM)-A around 12:05 p.m., LPN-A was
told R1 was in the ED because she had fallen
back in her wheelchair in the van and had hit her
head; LPN-A then immediately reported the
Incident to her. DON stated VD-B did not handle
the incident per facility policy and did not notify
the dialysis clinic, the facility, or emergency
medical services so that R1 could be immediately
assessed for injuries. LED stated, VD-B had told

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PJ6P11 Facility ID: 29822 If continuation sheet Page 5 of 8



PRINTED: 07/26/2022

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
245626 B. WING 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1900 BALLINGTON BOULEVARD NW

ROCHESTER REHABILITATION AND LIVING CENTER ROCHESTER, MN 55901

(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 689 Continued From page 5 F 689

her he thought one of the straps malfunctioned,
because he heard the retraction sound of both
front straps while he was driving up the hill. LED
stated VD-B told her he had not report right away
because he was too busy and had two other
transports to get done. LED verified that VD-B
picked R1 up from the ER that same day and
transported her back to the facility with the same
facility van without proper inspection of the safety
straps. LED verified they had the facility transport
van looked at by A-to-Z company on 6/2/7/22 and
they verified the security straps were in good
working condition, that this was not an equipment
malfunction, and their conclusion was from
operational error. |n addition, the company
representative recommended the facility drivers
complete Wheelchair Securement Training
through the state of MN. DON and LED both
Indicated if R1 would have been strapped in
securely, she would not have been able to tip
over. DON verified due to this event R1 did have
to miss her scheduled dialysis and did receive a
hematoma to the back of her head.

During an interview on 6/28/22, at 2:07 p.m. LED
Indicated VD-B was hired on 4/11/22, the first
Incident was 5/16/22, where he sideswiped
another vehicle, the second incident was on
o/27122, when a facility independent living client
fell and broke her leg when walking down the
ramp with VD-B and the third incident was on
6/22/22. DON verified that she was not aware
that VD-B was the transport driver for all three
events and indicated the events were not formally
Investigated to determine if VD-B was safe to
transport residents.

Facility policy, "Volunteers Of America National
Services Driving Safety Program,” revised

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PJ6P11 Facility ID: 29822 If continuation sheet Page 6 of 8
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11/4/19, identified a purpose with the underlying
goals to this program include reducing the
frequency and severity of vehicular crashes and
violations, reducing the financial losses
assoclated with vehicular accidents, and limiting
Injuries and human suffering that often
accompanies accidents of this type. The policy
identified that VVolunteers of America will select
and train employees who drive on organizational
business according to established procedures.
All drivers ...will adhere to all specific driving
safety rules identified in the Driving Safety
Program. Additionally, all applicable federal,
stated, and local laws governing vehicle operation
must be strictly always adhered to. Facility
administrators ...are responsible for enforcing this
policy and shall ensure that all employees ...who
drive on organizational business are notified of
this policy and the potential consequences of
policy violations. All occupants of organizational
vehicles and occupants ...driven on organizational
business must always wear seatbelts or
restraints. 4. Accident procedures and reporting.
All vehicular accidents, regardless of severity,
must be reported immediately to the employee's
direct supervisor, and/or the Driving Safety
Program Coordinator and /or top executive onsite
and the designated Volunteers of America Risk
Manager. Instructions for completing Incident
Report. 1. type of incident please place a check
mark next to one of the choices: bodily
Injury/property loss or damage. 2. description of
Incident: who or what was injured or damaged.,
what part of the body or what area was injured;
how was the person or property injured or
damaged. 3. Specific location of the incident.
Police and/or fire department called. Bodily injury
or accident. 1. Was the injured person
requested to provide a statement concerning
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Incident. 2. Was statement obtained for
Insurance purposes from injured person? make
sure this question is asked of the injured person.
If It Is not available when the incident report Is
completed and faxed, make sure that the
statement Is forwarded to the Risk Manager when
It Is received. 3. Name of injured person, this
area must be filled out. 4. Did injured person
receive medical treatment?
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of AIll Minnesotans

Electronically delivered
July 14, 2022

Administrator

Rochester Rehabilitation And Living Center
1900 Ballington Boulevard Nw

Rochester, MN 55901

Re: State Nursing Home Licensing Orders
Event ID: PJ6P11

Dear Administrator:

The above facility was surveyed on June 27, 2022 through June 29, 2022 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

An equal opportunity employer.



Rochester Rehabilitation And Living Center
July 14, 2022

Page 2

"'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.

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:

_isa Krebs, Rapid Response

_icensing and Certification Program
Health Regulation Division

Minnesota Department of Health
Rochester District Office

18 Woodlake Drive, Rochester MN, 55904
Email: Lisa.Krebs@state.mn.us

Office (507) 206-2728

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

Please feel free to call me with any questions.

Mg

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us




PRINTED: 07/26/2022
FORM APPROVED

Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

C
20822 B. WING 06/29/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1900 BALLINGTON BOULEVARD NW
ROCHESTER, MN 55901

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF|X (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

ROCHESTER REHABILITATION AND LIVING Ct

2 000| |nitial Comments 2 000
*****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 6/27/22, 6/28/22, and 6/29/22, a complaint
survey was conducted at your facility by
surveyors from the Minnesota Department of
Health (MDH). Your facility was found NOT In
compliance with the MN State Licensure. Please
Indicate In your electronic plan of correction you
have reviewed these orders and identify the date

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

Electronically Signed 0//20/22
STATE FORM 6899 PJ6P11 If continuation sheet 1 of 10
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when they will be completed.

The following complaints were found to be
SUBSTANTIATED: H56262928C (MN845406),
with state licensing orders at 0830.

The following complaints were found to be
substantiated with no corresponding deficiencies:
H56262789C (MN84432), H5626051C
(MNB2729), H5626287/C (MN84614), and
H5626053C (MN62/7/42).

The following complaint was found to be
UNSUBSTANTIATED: H5626052C (MN64993).

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 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/regulatio
n/infobulletins/ib14_1.html> The State licensing
orders are delineated on the attached Minnesota
Department of Health orders being submitted to
you electronically. Although no plan of correction
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X9)
COMPLETE
DATE

DEFICIENCY)

2 000

2 830

Continued From page 2

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. The facility
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.

MN Rule 4658.0520 Subp. 1 Adequate and
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 in
the comprehensive resident assessment and
plan of care as described in parts 4658.0400 and
4658.0405. A nursing home resident must be out
of bed as much as possible unless there is a
written order from the attending physician that the
resident must remain in bed or the resident
prefers to remain in bed.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and document
review the facility failed to provide safe transport

Minnesota Department of Health

STATE FORM

6899

2 000

2 830

PJ6P11

How corrective action will be
accomplished for those residents found to

[122/22
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by ensuring 1 of 1 resident (R1) wheelchair was have been affected by the deficient
appropriately secured during transport which practice.
resulted in R1 hitting her head after tipping
backwards in her wheelchair while in route. In R1 was evaluated in emergency
addition, the facility failed to report the incident department on 6/22/22. Emergency
timely to ensure R1 received an immediate department visit yielded that R1 sustained
assessment for injuries. no fractures nor subdural hematoma in
relation to the incident. Neuro checks
Findings Include remained within normal limits for R1. The
company vehicle and its equipment
R1's admission record identified an admit date of (straps) were inspected on 6/27/22 and
6/6/22, with diagnoses that included long term found to be functional (without defect).
use of anticoagulants (blood thinners) and The driver, VD-B, was immediately
dependence on renal dialysis. retrained by Life Enrichment Director
6/22/22 and performed returned
R1's admission, Minimum Data Set (MDS) demonstration of proper wheelchair
assessment, dated 6/12/22, identified R1 was securement. He was then put on
cognitively intact. R1 required assist of 1 staff suspension pending investigation. Driver,
with transfers and locomotion off the unit. In VD-B, was terminated from the company
addition, R1 was administered anticoagulants. post internal investigation regarding the
Incident.
R1's care plan identified R1 required
anticoagulant medication with corresponding How the facility will identify other residents
Interventions that included: report bruising, having the potential to be affected by the
bumps and near misses [sic] without injury. In same deficient practice.
addition, the care plan identified R1 received
dialysis on Mondays, Wednesdays, and Fridays. All residents that utilize our transportation
Corresponding interventions included in case of service have the potential to be affected
life-threatening emergency or if a significant by this practice.
change in condition notify medical doctor (MD) or
dialysis unit, if they cannot be reached call 911. What measures will be put in place, or
systemic changes made, to ensure that
R1's dialysis NP (nurse practitioner) note dated the deficient practice will not recur.
6/22/22, at 11:30 a.m. indicated R1 reported to
dialysis staff on the way to dialysis she had fallen The Driving Safety Program education
backwards in the wheelchair and hit her head training pamphlet for the facility was
against the floor or side of the bus during when reviewed and revised to include immediate
the transport driver stopped the vehicle. Her notification of incidents to supervisor and
wheelchair was apparently not secured properly. facility. Drivers were re-educated on
"I can palpate [feel] a right [sic] posterior occipital Driving Safety Program and Procedure

Minnesota Department of Health
STATE FORM 6899 PJ6P11 If continuation sheet 4 of 10
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hematoma that is non-tender.” The note further
Indicated NP was reluctant to proceed with
hemodialysis until R1 was further evaluated in the
emergency room to rule out a brain bleed in the
setting of blood thinning medication. R1's blood
pressure reading was 155/100. A subsequent
dialysis note identified R1's last international
normalized ratio (INR-this is a blood test
completed to determine how thin the blood is)
was 3.6 two days ago and 2.3 today.

R1's late entry progress note dated 6/22/22,
Indicated R1 had an incident on 6/22/22, at 10:50
a.m., the administrator and nursing supervisor
were not notified until 12:11 p.m. The note did not
identify the incident type. R1's corresponding
Incident report indicated R1 was being
transported to dialysis when driver stopped to
make a left hand turn and upon acceleration, he
heard a clicking noise at which time he noted
R1's safety harness had slipped allowing R1's
seat to tilt partially backwards, which caused R1
to hit the back of her head. R1 reported to dialysis
that she had pain in her head. R1 was sent to the
ED for evaluation from the dialysis clinic as the
dialysis NP was reluctant to start dialysis due to a
hematoma to the back of R1's head.

R1's ED triage note, dated 6/22/22, at 12:18 p.m.
iIdentified R1 arrived from dialysis clinic after
sustaining a fall backwards from her wheelchair
In the transport van, on warfarin and did not
receive dialysis today.

R1's ED provider notes, dated 6/22/22, at 2:44
p.m. Identified the visit was related to the
aforementioned incident. The note indicated R1
rated her pain at a four and there was a small
bump on left occipital scalp, no significant
hematoma no laceration. Clinical impression was

Minnesota Department of Health

STATE FORM

6899

with immediate reporting requirement and
changes. Education was provided to the
drivers on 6/22, 6/23, 6/2/7, and 6/29
regarding the importance of notifying the
supervisor of incidents and on Mandated
Reporting of Abuse and Neglect.
Mandated Reporting of Abuse and Neglect
training was provided to the management
team on June 24, 2022. Drivers were also
re-educated on Mandated Reporting of
Abuse and neglect. VD-A has completed
wheelchair securement training with a
trained professional. Facilities other
driver(s) will also complete wheelchair
securement training with a trained
professional; any newly hired drivers that
have not been trained, will not transport
residents in wheelchairs, until they
complete training with certified trainer.
Initial audit conducted with drivers on
securement. Audits of proper securement
of wheelchair resident in facility vehicle will
be completed by Life Enrichment Director
or desighee weekly x1 month and
continue on-going audits as warranted
with follow-up and re-education provided
as indicated.

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

Results of proper securement of
wheelchair resident in facility vehicle audit
will be reviewed by the QAP| committee
and the Committee's recommendation for
further action, including but not limited to
re-education and/or future monitoring will
be followed.

PJ6P11 If continuation sheet 5 of 10
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head Injury.

R1's hospital social worker (SW) note, dated
6/22/22, at 3:45 p.m. indicated that SW was
consulted to assist with transportation back to the
facility for R1 via the facility shuttle. According to
the facility's schedule, VD-B transported R1 back
to the facility.

During an observation and interview on 6/27/22,
at 3:95 p.m. R1 satin her room. R1 was asked if
she recalled the event in the transport van on
6/22/22, R1 stated, "yes, | do". R1 stated Van
driver (VD)-B was taking her to dialysis, they had
started going up the hill to get to the clinic when
her wheelchair tipped over backward causing her
to hit the back of her head. R1 stated she
hollered "HELP!" and continued to call for help
until the driver pulled over in the church parking
lot. R1 stated it was scary. R1 explained the
driver then dropped her off at the dialysis clinic.
R1 indicated dialysis staff took her pre-dialysis
blood pressure and told her it was high, R1 stated
she told them "well it's probably high because |
just tipped my wheelchair over in the van on the
way here and hit the back of my head!" R1
Indicated she could not do dialysis and they
(dialysis staff) sent her to the ER instead to do a
CT scan to make sure she didn't have a fracture
or anything; she ended up with a bump on the left
side of her head. R1 indicated she was not sure
how her wheelchair had been strapped in but had
"heard"” only the back of her wheelchair was
strapped In; "All | know Is that | was moving in a
direction that | shouldn't have been moving."

During an observation and interview on 6/28/22,
at 10:12 a.m. VD-A demonstrated how to get a
resident in the transport van using the lift and how
to securely strap a resident in a wheelchair in.

Minnesota Department of Health
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VVD-A stated he had been a driver at this facility
for 16 years. VD-A indicated an awareness of the
Incident that involved R1, VD-A stated "there is no
way those front straps were secured, If they
would have been she [R1] never would have
fallen.”

On 6/28/22 at 10:48 a.m. attempted to call (VD)-B
and left message for call back.

Life enrichment director (LED) and director of
nursing (DON) were interviewed on 6/28/22, at
1:00 p.m. LED stated, on 6/22/22, at 10:45 a.m.
R1 was picked up by VD-B for transport to
dialysis. R1 was assisted by staff into a 2017
Ford transit van, VD-B was to drive R1 dialysis
clinic. DON stated, licensed practical nurse
(LPN)-A received a phone call from family
member (FM)-A around 12:05 p.m., LPN-A was
told R1 was in the ED because she had fallen
back Iin her wheelchair in the van and had hit her
head; LPN-A then immediately reported the
Incident to her. DON stated VD-B did not handle
the incident per facility policy and did not notify
the dialysis clinic, the facility, or emergency
medical services so that R1 could be immediately
assessed for injuries. LED stated, VD-B had told
her he thought one of the straps malfunctioned,
because he heard the retraction sound of both
front straps while he was driving up the hill. LED
stated VD-B told her he had not report right away
because he was too busy and had two other
transports to get done. LED verified that VD-B
picked R1 up from the ER that same day and
transported her back to the facility with the same
facility van without proper inspection of the safety
straps. LED verified they had the facility transport
van looked at by A-to-Z company on 6/2//22 and
they verified the security straps were in good
working condition, that this was not an equipment
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malfunction, and their conclusion was from
operational error. In addition, the company
representative recommended the facility drivers
complete Wheelchair Securement Training
through the state of MN. DON and LED both
Indicated If R1 would have been strapped Iin
securely, she would not have been able to tip
over. DON verified due to this event R1 did have
to miss her scheduled dialysis and did receive a
hematoma to the back of her head.

During an interview on 6/28/22, at 2:07 p.m. LED
Indicated VVD-B was hired on 4/11/22, the first
Incident was 5/16/22, where he sideswiped
another vehicle, the second incident was on
/27122, when a facility independent living client
fell and broke her leg when walking down the
ramp with VD-B and the third incident was on
6/22/22. DON verified that she was not aware
that VD-B was the transport driver for all three
events and indicated the events were not formally
Investigated to determine if VD-B was safe to
transport residents.

Facility policy, "Volunteers Of America National
Services Driving Safety Program,” revised
11/4/19, identified a purpose with the underlying
goals to this program include reducing the
frequency and severity of vehicular crashes and
violations, reducing the financial losses
associated with vehicular accidents, and limiting
Injuries and human suffering that often
accompanies accidents of this type. The policy
Identified that VVolunteers of America will select
and train employees who drive on organizational
business according to established procedures.
All drivers ...will adhere to all specific driving
safety rules identified in the Driving Safety
Program. Additionally, all applicable federal,
stated, and local laws governing vehicle operation
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must be strictly always adhered to. Facility
administrators ...are responsible for enforcing this
policy and shall ensure that all employees ...who
drive on organizational business are notified of
this policy and the potential consequences of
policy violations. All occupants of organizational
vehicles and occupants ...driven on organizational
business must always wear seatbelts or
restraints. 4. Accident procedures and reporting.
All vehicular accidents, regardless of severity,
must be reported immediately to the employee's
direct supervisor, and/or the Driving Safety
Program Coordinator and /or top executive onsite
and the designated Volunteers of America Risk
Manager. Instructions for completing Incident
Report. 1. type of incident please place a check
mark next to one of the choices: bodily
Injury/property loss or damage. 2. description of
Incident: who or what was injured or damaged.,
what part of the body or what area was injured;
how was the person or property injured or
damaged. 3. Specific location of the incident.
Police and/or fire department called. Bodily injury
or accident. 1. Was the injured person
requested to provide a statement concerning
Incident. 2. Was statement obtained for
Insurance purposes from injured person? make
sure this question is asked of the injured person.
If it Is not available when the incident report is
completed and faxed, make sure that the
statement Is forwarded to the Risk Manager when
It Is received. 3. Name of injured person, this
area must be filled out. 4. Did injured person
receive medical treatment?
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SUGGESTED METHOD OF CORRECTION:
The director of nursing 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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