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

Electronically Delivered
June 11, 2025

Administrator

he Villas at Osseo, LLC

501 Second Street Southeast
Osseo, MN 55369

RE: CCN: 245629
Cycle Start Date: April 3, 2025

Dear Administrator:

On May 12, 2025, 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.

T2 bulen

Holly Zahler, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

PO Box 64975 | 625 Robert Street North

St. Paul, MN 55164-0975

Office: 651-201-4384

Email: holly.zahler@state.mn.us

An equal opportunity employer.



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

Electronically delivered
June 11, 2025

Administrator

The Villas at Osseo, LLC

501 Second Street Southeast
Osseo, MN 55369

Re: Reinspection Results
Event ID: TFD712

Dear Administrator:

On May 12, 2025, survey staff of the Minnesota Department of Health - Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on April 3, 2025. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

T2 bnden

Holly Zahler, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

PO Box 64975 | 625 Robert Street North

St. Paul, MN 55164-0975

Office: 651-201-4384

Email: holly.zahler@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 18, 2025

Administrator

The Villas At Osseo LLC
501 Second Street Southeast
Osseo, MN 55369

RE: CCN: 245629
Cycle Start Date: April 3, 2025

Dear Administrator:
On April 3, 2025, a survey was completed at your facility by the Minnesota Department of Health to

determine if your facility was in compliance with Federal participation requirements for skilled nursing
facilities and/or nursing facilities participating in the Medicare and/or Medicaid programs.

This survey found the most serious deficiencies in your facility to be 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 practice.

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

An equal opportunity employer.
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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:

o 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, Regional Operations Supervisor RR
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.

f 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.
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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 July 3, 2025 (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 October 3, 2025 (six months
after 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)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to
question cited deficiencies through an informal dispute resolution process. You are required to send

yvour written request, along with the specific deficiencies being disputed, and an explanation of why
you are disputing those deficiencies, to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an ePoC for the
cited deficiencies. Please note that the failure to complete the informal dispute resolution process will
not delay the dates specified for compliance or the imposition of remedies.

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04_8.html|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

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

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

will not delay the effective date of any enforcement action.

Feel free to contact me if you have questions.

Sincerely,

....._.-"'-.
-c-_-_bﬁ_':)ﬂq_,_ﬁﬂ_ C oVl -

Sarah Lane, Compliance Analyst
~ederal Enforcement | Health Regulation Division

Minnesota Department of Health

2.0. 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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On 4/01/25 through 4/03/25, 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:
HE11/234/C (MNOO0111861) with a deficiency
cited at F697.

156292388C (MNO00111919) with deficiency cited
at F580.

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 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580 4/30/25
SS=D | CFR(s): 483.10(g)(14)()-(iv)(15)

§483.10(g)(14) Notification of Changes.

() A facility must immediately inform the resident;
consult with the resident’s physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/24/2025

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TFD711 Facility ID: 00733 If continuation sheet Page 1 of 17/
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deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse conseguences, or to
commence a hew form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(in).

(1) When making notification under paragraph (g)
(14)(1) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
IS avallable and provided upon request to the
physician.

(i) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change Iin room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change In resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g9)(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined In
§483.5) must disclose In its admission agreement
Its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT Is not met as evidenced
by:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TFD711 Facility ID: 00733 If continuation sheet Page 2 of 17
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OSSEO, MN 355369

Based on observation, interview and document
review, the facility failed to notify resident
representative timely following resident change of
condition for 1 of 1 residents (R2) who had a
weight loss of eight pounds In 27 days.

Findings include:

R2's quarterly Minimum Data Set (MDS) dated
1/27/25, Indicated R2 had cancer, diabetes
mellitus, heart failure, seizure disorder and
depression. The MDS indicated R2 was
cognitively intact with no mood or behavior
disorders, was independent with activities of daily
living (ADL), including eating. R2's weight was
200 pounds (lbs) indicating, no weight loss with a
therapeutic diet.

R2's care plan (CP) dated 3/11/24, indicated
nutritional problems or potential nutritional
problems related to increased nutritional needs
due to a diagnosis of malignant neoplasm
(cancerous tumor) of left breast, increased
protein needs, supplements discontinued by
physician, weight stable for 180 days. The care
plan directed staff to allow resident sufficient time
to eat, evaluate weight changes, obtain and
document weights per MD (Doctor of Medicine)
orders and facility protocol, provide feeding dining
assistance as needed, provide snhacks as
scheduled and as needed, provide and serve diet
as ordered: controlled carbohydrate, regular
texture, thin liquids.

A faxed order dated 3/14/25, from R2's NP
Indicated diagnosis of anorexia, to check
complete blood count, comprehensive metabolic
panel (CMP) (check metabolic function and
organs), comprehensive renal panel (CRP)

Submission of this Response and Plan of
Correction is not a legal admission that a
deficiency exists or that this Statement of
Deficiency was correctly cited, and is also
not to be construed as an admission of
fault by the facility, the Executive Director
or any employees, agents or other
Individuals who draft or may be discussed
In this Response and Plan of Correction.
In addition, preparation and submission of
this Plan of Correction does not constitute
an admission or agreement of any kind by
the facility of the truth of any facts alleged
or the correctness of any conclusions set
forth in the allegations.

Accordingly, the Facility has prepared and
submitted this Plan of Correction prior to
the resolution of any appeal which may be
filed solely because of the requirements
under state and federal law that mandate
submission of a Plan of Correction within
ten (10) days of the survey as a condition
to participate in Title 18 and Title 19
programs. This Plan of Correction is
submitted as the facility's credible
allegation of compliance.

F380 s/s D

-The process for satisfying this
requirement has been reviewed and
revised as needed, to ensure necessary
and appropriate notifications are made
timely for residents with a change of
condition.

-All residents have the potential to be
affected if this regulation is not met.

- Appropriate notifications were made for
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(check kidneys), erythrocyte sedimentation rate
(ESR) (test measures how quickly red blood cells
settle at the bottom of a test tube, indicating
Inflammation in the body, with higher rates
suggesting increased inflammation), and an
abdominal x-ray. No new orders were noted from
results.

NP visit note dated 3/28/25, indicated R2 had loss
of appetite with no recent complaints of nausea,
but noted weight loss (although had previously
weighed in the 180's); recent labs unrevealing.
On 3/04/25, mirtazapine (antidepressant) was
stopped and Aricept was started (January 2025).
The note indicated on 3/14/25, per nursing, R2
did not have much of an appetite for two days
and denied nausea, vomiting and complaints of
abdominal pain with palpation to all quadrants no
point specific area, overall not feeling well.
Consider dose reduction versus stopping Aricept.
The 3/28/25, note indicated discussion with family
member (FM)-B.

A faxed order dated 3/28/25, from R2's nurse
practitioner (NP) indicated diagnosis loss of
appetite and anorexia, decrease Aricept to 50
milligrams (mg) oral daily for seven days, then
stop toprol XL (high blood pressure medication),
start propranolol IR (beta blocker that lowers
blood pressure) 40 mg twice daily for tremor and

hypertension, and notify if weight is less than 175
Ibs.

During interview on 4/01/25 at 2:30 p.m., nurse
ald NA-D stated R2 had been eating in her room
for weeks, refused to go into the dining room and
did not want help eating. NA-D stated R2 had
been shaking more and believed the nurse

practitioner (NP) had made medication changes

R2.

- R2 has been gaining weight since the
occurrence of this survey.

-All other residents with a recent change
of condition were reviewed to ensure
appropriate notifications have been made.
-All necessary staff received education
regarding change of condition protocol to
ensure necessary and appropriate
notifications are made timely for residents
with a change of condition.

-Compliance audits will be completed
three (3) times weekly for two (2) weeks,
two (2) times weekly for two (2) weeks,
one (1) time weekly for two (2) weeks,

and monthly thereafter for one (1) month.
Audit results will be reviewed at QAPI.
Any deficient practice will be identified and
corrected at the time of occurrence.

-Director of Nursing or designee is
responsible party.

-Corrective action will be completed on or
before 04/30/2025.
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to help with that. In addition, NA-D indicated R2
just didn't appear to want to eat lately. NA was not
aware If anyone from the facility contacted the
family.

During observation and interview on 4/01/25, at
4:51 p.m. R2 was In her room sitting in her
wheelchair when she stated she was having
some diarrhea, but that had stopped. R2 stated
she has lost some weight but does not know why,
adding she was not crazy about the food at the
facility. R2 stated she liked hamburgers, fries
and soups.

During interview on 4/01/25, at 7:38 p.m. R2's
family (FM)-B stated the last two times she came
to visit R2 past lunch time she had been in bed
with the blinds closed in her room and staff told
me she did not want to get up. FM-B stated she
had noted more confusion and weight loss. FM-B
stated she had just visited over the weekend and
had to assist R2 with eating due to her shaking so
bad, adding she was only notified of her weight
loss by the NP on 3/28/25, and the facility had
never notified her of R2's weight loss. In addition,
FM-B indicated she was not notified of the NP
notification for weight loss on 3/14/25, and that
lalbs had been ordered along with an abdominal
X-ray. FM-B stated had she been notified sooner
of the weight loss she would have brought in
supplements and snacks R2 liked and would
liked to have talked with the NP sooner about the
weight loss.

Review of R2's medical record indicated from
3/06/25 to 4/02/25 R2 had a 8.9 |b weight loss.

During observation 4/02/25 at 1:40 p.m., R2 was
observed alone in her room with her lunch tray in

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TFD711 Facility ID: 00733 If continuation sheet Page 5 of 17
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front of her. R2's tray was observed to have a few
bites taken from her 4 ounce (0z) garlic and herb
baked chicken (approximately 25%), with her
rotini pasta salad, lettuce salad with spinach
dressing, and 8 oz juice all untouched. R2 stated
she was just not hungry today and did not want to
eat in the dinning room or have assistance with
eating. R2 did not indicated if she was asked by
staff If she wanted assistance, and no
observation was made of this.

During interview on 4/03/25 at 10:14 a.m.,
registered dietician (RD) stated she assessed
R2's weight loss on 3/31/25, and noted a weight
loss of 5% over 30 days, indicating she had been
In the 180's, then gained towards 200 since
November 2024 related to mirtazapine. RD
added, mirtazapine was then discontinued on
3/4/25, along with a decreased intake of 50%
leading to weight loss. RD stated she contacted
the NP but did not contact R2's family about the
weight loss, adding she would do that today
(4/3/25). That now has been discontinued as of
3/04/25 and has decreased intakes of 50% and
she left a message with R2's NP. RD stated she
did not talk with R2's family about the weight loss
but will call today. RD indicated she made not
changes at that time, choosing to monitor and
weight for NP to follow up as R2 had been at that
weight previously with out concern.

Review of R2's progress notes lacked evidence
of communication with R2's family related to her
weight loss.

During interview on 4/03/25 at 10:59 a.m.,
licensed practical nurse (LPN)-A unit manager
stated the NP saw R2 on 3/28/25, for weight loss
and talked to R2's family. LPN-A further stated

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TFD711 Facility ID: 00733 If continuation sheet Page 6 of 17



PRINTED: 04/25/2025

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
245629 B. WING 04/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 SECOND STREET SOUTHEAST

THE VILLAS AT OSSEO LLC OSSEO, MN 55369

(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 580  Continued From page 6 F 580

the NP Is usually the one who notified the family
of any changes.

Notification Of Changes Policy dated 3/2024,
Indicated It is the policy of this facility that
changes In a resident's condition or treatment be
shared with the resident and/or the resident
representative, according to their authority, and
reported to the attending physician or delegate
(hereafter designated as the physician). Nurses
and other care staff are educated to identify
changes in a resident’s status and define
changes that require notification of the resident
and/or their representative, and the resident's
physician, to ensure best outcomes of care for
the resident.

F 697  Pain Management F 697 4/30/25
SS=D | CFR(s): 483.25(k)

§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,

and the residents’ goals and preferences.
This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review the FG697 s/s D

facility failled to comprehensively assess and

Implement appropriate pain monitoring to ensure -The process for satisfying this

comfort for 1 of 1 residents (R1) reviewed for pain requirement has been reviewed and

management and whom was non-verbal and revised as needed, to ensure that

unable to communicate their needs. residents with PRN pain medications and
order changes and are frequently

Findings include: assessed and have medication available

to remain comfortable.
R1's admission Minimum data Set (MDS) dated
3/25/25, had no MDS entries due to death on -R1 passed away and was discharged
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R1's care plan (CP) dated 3/27/25, indicated R1
received palliative care (focusing on improving
quality of life for those with serious ilinesses,
during end-of-life care specifically focuses on the
final months, weeks, or days of life), pneumonia,
obesity due to excess calories, hypertension
congestive heart failure, atrial fibrillation and long
term use of insulin. In addition, R1's CP indicated
he received hospice services as of 3/2/7/25, and
comfort cares as desired with verbalized
satisfaction with cares received. Additionally,
R1's CP indicated he had alteration in cognition,
mobility, mood and comfort, and directed staff to
provide non-pharmacological treatments (address
health concerns without relying on medications,
encompassing physical therapies, behavioral
strategies, and other modalities to improve
well-being) for pain relief such as repositioning,
rest, massage, as well as pain medication as
ordered by physician. In addition, the staff were to
encourage resident to verbalize discomfort and
monitor for medication side effects.

Review of R1's medication administration record
(MAR) for March 2025, indicated the following:

-HYDROmorphone HCI| (also known as Dilaudid)
(narcotic pain medication) 10 milligrams
(mg)/milliliters (ml), give 0.4 ml by mouth every 4
hours for pain. The order indicated the order was
started on 3/27/25, at 4:00 p.m. and first dose
was given at 4:00 p.m.

-HYDROmorphone HCI| 0.4 mg by mouth every
hour as needed for pain and shortness of breath,
start date was 3/27/25 at 2:45 p.m., and first dose
was given at 6:56 p.m.

from the facility prior to the date of this
survey

-All current, alike residents, who have
been identified have the potential to be
affected If this requirement is not met.

-Education was Initiated for all necessary
staff on appropriate assessment and pain
management, along with medication order
transcription.

-Compliance audits will be completed
three (3) times weekly for two (2) weeks,
two (2) times weekly for two (2) weeks,
one (1) time weekly for two (2) weeks,

and monthly thereafter for one (1) month.
Audit results will be reviewed at QAPI.
Any deficient practice will be identified and
corrected at the time of occurrence.

-Director of Nursing or designee is
responsible party.

-Corrective action will be completed on or
before 04/30/2025.
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-HYDROmorphone HCI liquid give 0.4 mg one
mg by mouth every one hour as needed for pain.
Start date was 3/25/25 at 12:30 p.m. and
discontinued at 2:11 p.m. on 3/27/25. Last dose

was given on 3/27/25, at 9:38 a.m.

-HYDROmorphone HCI liquid give 2 mg/ml by
mouth every one hour as needed for severe pain
start date 3/25/25, at 12:30 p.m. and discontinued
3127125, at 2:11 p.m. last dose given on 3/27/25,
at 12:17 p.m.

R1 went almost four hours without pain
medications from 12:17 p.m. to 4:00 p.m., due to
medications orders being discontinued prior to
the new medication orders transcribed into the
computer system.

Additional review of R1's March 2025 MAR pain
scale from 3/26/25 and 3/2/7/25, nursing staff
used a numerical pain scale (Is a common tool
used to assess pain intensity. It's a 11-point scale
ranging from O (no pain) to 10 [worst pain
Imaginable], where patients verbally or in writing
select a number that best represents their pain
level) despite R1's inability to verbally
communicate his pain. R1's MAR also failed to
show evidence of an pain scale for R1 after
3127125 at 2:05 p.m. until his passing on 3/28/25
at 8:10 a.m.

3/25/2025 at 4:33 p.m. Pain Rating of 4 using
PAINAD scale (a tool used to assess pain in
Individuals with dementia or other cognitive
Impairments who cannot verbally report their
pain.)

3/25/2025 at 11:51 p.m. Pain Rating of 0 using
PAINAD scale
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3/26/2025 at 4:32 a.m. Pain Rating of 5 using
PAINAD scale
3/26/2025 at 7:42 a.m. Pain Rating of 5 using
PAINAD scale

3/26/2025 at 9:25 a.m. Pain Rating of 2 using
Numerical scale

3/26/2025 at 11:37 a.m. Pain Rating of 4 using
Numerical scale

3/26/2025 1:21 p.m. Pain Rating of 7 using
Numerical scale

3/26/2025 1:27 p.m. Pain Rating of 6 using
Numerical scale

3/26/2025 3:58 p.m. Pain Rating of 0 using
Numerical scale

R1's pain rating (using a numeric scale was
documented as 0 for the following times on
3/26/25:

4:04 p.m.

9:12 p.m.

6:32 p.m.

/:36 p.m.

3:29 p.m.

9:29 p.m.

3/2712025 at 1:40 a.m. Pain Rating of 3 using
PAINAD scale

3/2712025 03:07 a.m. Pain Rating of 1 using
PAINAD scale

3/2712025 at 9:27 a.m. Pain Rating of 3 using
Numerical scale

3/2712025 at 10:45 a.m. Pain Rating of 3 using
Numerical scale

3/2712025 at 11:19 a.m. Pain Rating of 3 using
Numerical scale

3/27/2025 at 12:16 p.m. Pain Rating of 2 using
Numerical scale

3/27/2025 at 12:17 p.m. Pain Rating of 5 using
Numerical scale

3/2712025 at 2:05 p.m. Pain Rating of 2 using
Numerical scale
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R1's Hospice Visit Summary dated 3/27/25 at
9:15 a.m., Indicated R1 was seen at the facility by
registered nurse (RN)-J (hospice nurse) and
Indicated upon her visit at the facility she found
R1, "calling out In pain, wife In tears”, with the
wife (FM)-A reporting she, "has had the call light
on for over an hour wanting to request pain
medications." The summary indicated RN-J went
searching for a nurse to bring R1 some pain
medications. A nurse brought R1 his scheduled
buccal buprenorphine (long-acting opioid pain
medicine, administered to R1 twice a day, a.m.
and p.m.) and 2 mg dose of Dilaudid
(HYDROmMmMorphone)(narcotic used to treat severe
pain) and, at that time, RN-J requested the RN
come back again with lorazepam (anti-anxiety
medication). R1 was also given Tylenol in yogurt,
but he could not swallow it without a lot of effort.
Swallow was impaired, with some coughing after
medications. The Hospice Visit Summary went on
to indicate R1 was very lethargic, had significant
congestion and his pain was not controlled. RN-J
documented they talked with wife about a
scheduled pain medication plan and using
medications which are proven to be highly
effective for him and RN-J was provided
education related to R1's presentation, showing
RN-J that R1 was moving to an active dying
process. The summary indicated FM-A was sad
and cried but listened, she lived nearby but
reported to RN-J that she felt she could not leave,
otherwise R1 was not given his medications or
attention by staff. We (RN-J and FM-A) discussed
scheduling medications so staff are required to
come Iin and provide pain medications on a
regular basis (orders were as often as hourly if
needed). RN-J indicated collaboration with nurse
practitioner (NP) regarding medication changes

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TFD711 Facility ID: 00733 If continuation sheet Page 11 of 17



PRINTED: 04/25/2025

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
245629 B. WING 04/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 SECOND STREET SOUTHEAST

THE VILLAS AT OSSEO LLC OSSEO, MN 55369

(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 697  Continued From page 11 F 697

and wrote out new orders. Summary then
Indicated RN-J reviewed new orders with nurse
manager licensed practical nurse (LPN)- D and
Interim director of nursing (DON) who was going
to enter the orders into the system. The
medications were ordered by RN-J and facility
staff were instructed as to when to expect the
medications and to continue using current
medication plan until concentrated Dilaudid
(HYDROmMmMorphone) arrived. Staff verbalized
understanding. RN-J communicated to
management the family's distressed related to
R1's pain management and perceived lack of
concern by nursing staff at facility. The note
Indicated the LPN-D (nurse manager) will
encourage staff to be more attentive.

During interview on 4/02/25 at 9:01 a.m., hospice
nurse manager registered nurse (RN)-C stated
he received a phone call from FM-A on 3/27/25,
at 3:00 p.m. stating R1 was in pain and had not
received any pain medication's for over two
hours. RN-C indicated FM-A was upset during
the phone call and he immediately attempted to
call the (Nursing Home) unit on second floor
where R1 was located but no one answered.
RN-C then called the facility and finally reached
RN-A from the first-floor transitional care unit
(TCU) who went upstairs to check on R1. RN-C
then stated RN-A informed him the new
medication order from 10:00 a.m. had not been
transcribed yet (now it was after 3:00 p.m.).
Hospice RN-C stated from what he understood
the nurse discontinued the previous orders and
did not put in the new orders in the computer
system, so there was no pain medications to give

R1.

During interview on 4/02/25 at 11:40 a.m.,
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licensed practical nurse (LPN)-A nurse manager
for second floor, stated R1 had always been In
pain since admission, and he would just scream.
RN-C hospice nurse provided new orders which
had increased pain medications on 3/27/25, and
the health unit coordinator (HUC) was off that day
and LPN-A stated she gave the new orders to
LPN- B to put the orders in the computer system.
LPN-A stated the staff should still have provided
the previous pain medication orders until the new
medications arrived to the facility. LPN-A
Indicated the typical process would by to wait until
the new medications arrived to discontinue the
old order and input the new orders into the
system. LPN-A stated she delegated the orders
change to LPN-B that day and was never
Informed she did not have time to complete the
task, adding she was made aware after the order
confusion on 3/27/25 that LPN-B discontinued the
order earlier in the day, before starting the new
order around 4:00 p.m., leaving R1 with no pain
options. LPN-A confirmed that was not the correct
procedure and R1 should not have been left with
out pain management for that amount of time.

During interview on 4/02/25 at 1:53 p.m., nursing
assistant (NA)-T stated she worked with R1 on
3/27125, and his pain was severe. NA-T stated
every time she would move him or touch him he
would get agitated and would groan in pain.
NA-T stated R1's wife would cry all day, indicating
R1 was in too much pain. NA-T stated she
worked 6 a.m. to 2:30 p.m. and informed the
nurse of the wife's concerns and assumed the
nurse provided pain medications. NA-T denied
ever verbally confirming R1 received pain
medication, adding R1 had been at the same

level of pain since admission so it was hard to
tell.
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During interview on 4/02/25 at 2:01 p.m., RN-A
stated he received a phone call from hospice on
3/27/25, around 3:00 p.m. and was informed R1
was In pain and they were unable to reach his
nurse. RN-A stated he went upstairs to confirm
he received his medications. RN-A stated the
family was in the room indicating R1 was In pain
and wanted him to receive pain medication.
RN-A indicated his observation of R1 was that he
appeared to be lying comfortably with his legs
twitching. RN-A stated he found out LPN-B had
discontinued R1's previous orders and did not put
In his new medication orders. RN-A stated he
Informed the pm shift nurse LPN-E to give R1 his
pain medications at 3:30 p.m. and at that time his
new medications had arrived. RN-A stated the
nurses should have given his previous pain
medication orders until the new medication
arrived (had optional hourly pain medications); R1
should not have had to walit for pain medication.
RN-A stated they have started re-educating all the
nursing staff starting today on medication
transcription and pain monitoring.

During interview on 4/02/25 at 2:09 p.m., LPN-E
stated she was the PM nurse for R1 on 3/27/25,
and started at 2:30 p.m. LPN-E indicated upon
arrival R1's family immediately asked for pain
medication and when they looked at the
medication administration record (MAR) there
was no pain medication orders and they showed
that to the family. LPN-E stated she informed the
Interim director of nursing, and was told to talk to
the unit manager and she directed me to LPN-B
who Informed me she had discontinued the
previous orders and was working on putting in the
new orders. LPN-E stated finally around 3:30
p.m. the new medication came in and was able to
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provide it to R1. LPN-E confirmed she were not
aware she could have given the previous
medication orders until the new medication
arrived since they were discontinued.

During interview on 4/02/25 at 7:26 p.m., LPN-B
stated she was provided the orders for R1 to
transcribe from LPN-A nurse manager, and
stated they were transcribed late due to having an
entire unit of 27 residents herself to care for and
did the best she could (not on R1's unit). LPN-B
stated she discontinued the orders from 3/27/25
first around 1:00 p.m. and put in the new orders
sometime before 3:00 p.m. before she left for the
day. LPN-B stated the new orders were to start
Robinul (reduce secretions) 1 milligram (mg)
tablet, HYDROmorphone (narcotic to treat severe
pain), 10 mg/1 ml, give 0.4 ml/ 4 mg by mouth
every four hours for pain and every one hour as
needed, Lorazepam (antianxiety) 1 mg by mouth
four times a day for anxiety and muscle spasms,
In addition 0.5 to 1 mg every four hours as
needed for anxiety.

During interview on 4/02/25 at 8:09 p.m., FM-A
stated R1 was In a lot of pain while at the facility
and had to ask for pain medication every hour
due to his shaking and groaning, and on 3/27/25,
at 3:00 p.m. she finally called hospice services
since she knew the pain medications were
changed at 10:00 a.m., and the facility had not
Implemented them yet at 3:00 p.m. including
LPN-E telling her there was no orders to give pain
medications at the start of her shift at 2:30 p.m.
FM-A stated she spoke to hospice RN-C who
then called the facility and finally things were
worked out. FM-A stated R1 never should have
gone through so much pain.
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During interview on 4/03/25 at 10:34 a.m., LPN-
D stated RN-A informed her R1 looked like he
was comfortable and was not moaning when he
received the phone call from hospice RN-C. In
addition, LPN-D stated the nurses were not
completing the correct pain rating for R1 and they
are in the process of re-educating the nurses for
non-verbal residents who are not able to provide
a humerical pain rating. In addition, LPN-D
verified after the hospice nurse made the
medication changes on 3/27/25, and LPN-B
discontinued the previous pain medication orders,
the staff no longer rated R1's pain, which was
Incorrect. LPN-D stated when the LPN-B inputted
the new pain medication orders she did not put in
to rate the pain, so R1's pain was never rated
after 3/27/25, at 2:05 p.m. which was last rated
on a numerical scale with a value of a two. LPN-D
stated, because R1 was non-verbal, you can not
use a numerical pain rating scale, a non-verbal
pain rating scale should have been completed.
Additionally, LPN-D indicated she did not even
understand how LPN-B or any nurse could have
come up with a numerical pain rating for R1.
LPN-D added, the nurse working the day shift on
3127125 licensed vocational nurse (LVN)-A, used
the numerical scale all shift.

During interview on 4/04/25 at 8:00 a.m., LVN-A
stated she worked with R1 on 3/27/25 and during
that day shift R1's FM-A was constantly asking for
pain medication all through that shift. LVN-A
stated she provided pain medication and
anti-anxiety medication approximately three times
during her shift. LVVN-A did state at the end of her
shift a nursing assistant did come up to her
requesting pain medication, and she was already
busy getting another resident's weight and so had
to tell the aide to ask the evening nurse to give
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the medications.

Review of R1's March 2025 MAR revealed on
3127125 LVVN-A administered R1's scheduled pain
medication Acetaminophen (Acetaminophen
Capsule 500 MG, Give 2 capsule by mouth three
times a day for pain), at 12:00 p.m. No other pain
relieving medication was administered to R1 until
LVVN-A administered his new order of
HYDROmMorphone 10 mg/ml Give 0.4 ml by
mouth every 4 hours for pain. LVN-A additionally
falled to monitor R1's pain, having only
documented in his pain scale last at 12:17 p.m.
recording a 5 and 2:05 p.m.. recording a 2 using
the incorrect Numeric pain scale.

Medication and Transcription Error's policy
revised 2/2024, indicated orders for medications
and treatments will be transcribed accurately in a
timely fashion. |In addition the facilities Pain
Management Protocol updated 3/23/23, indicated
the purpose Is to ensure that residents pain or at
risk for pain, have an effective pain management
plan in place with individualized interventions that
are consistent with the resident goals for comfort.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
April 18, 2025

Administrator

The Villas At Osseo LLC

501 Second Street Southeast
Osseo, MN 55369

Re: State Nursing Home Licensing Orders
Event ID: TFD /11

Dear Administrator:

The above facility was surveyed on April 1, 2025 through April 3, 2025 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the time of
the survey, the survey team from the Minnesota Department of Health - Health Regulation Division
noted one or more violations of these rules or statutes that are issued in accordance with Minn. Stat.
§ 144.653 and/or Minn. Stat. § 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.



The Villas At Osseo LLC
April 18, 2025
Page 2

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

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

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

Susie Haben, Regional Operations Supervisor RR
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,

.::.._.--".
i:__'-:.%__-':)ﬂ_.,_,._jjﬁ_ C Nl -

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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Initial Comments
*****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 4/01/25 through 4/03/25, a complaint survey
was conducted at your facility by surveyors from
the Minnesota Department of Health (MDH). Your
facility was NOT in compliance with the MN State
Licensure, and the following licensing orders
were Issued. Please indicate In your electronic
plan of correction you have reviewed these orders

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed

2 000

TITLE (X6) DATE

04/24/25

STATE FORM
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and identify the date when they will be completed.

The following complaints were reviewed:
H56292388C (MN00111919) with a licensing
order issued at 0265.

HE11/234/C (MNO0111861)

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 assighed 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 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
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Resident Health Status

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

A. an accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

B. a significant change in the resident's
physical, mental, or psychosocial status, for
example, a deterioration in health, mental, or
psychosocial status in either life-threatening
conditions or clinical complications;

C. a need to alter treatment significantly, for
example, a need to discontinue an existing form
of treatment due to adverse consequences, or to
begin a new form of treatment;
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D. a decision to transfer or discharge the
resident from the nursing home; or

E. expected and unexpected resident deaths.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to notify resident
representative timely following resident change of
condition for 1 of 1 residents (R2) who had a
weight loss of eight pounds in 27 days.

Findings include:

R2's quarterly Minimum Data Set (MDS) dated
1/27/25, Indicated R2 had cancer, diabetes
mellitus, heart failure, seizure disorder and
depression. The MDS indicated R2 was
cognitively intact with no mood or behavior
disorders, was independent with activities of daily
living (ADL), including eating. R2's weight was
200 pounds (lbs) indicating, no weight loss with a
therapeutic diet.

R2's care plan (CP) dated 3/11/24, indicated
nutritional problems or potential nutritional
problems related to increased nutritional needs
due to a diagnosis of malighant neoplasm
(cancerous tumor) of left breast, increased
protein needs, supplements discontinued by
physician, weight stable for 180 days. The care
plan directed staff to allow resident sufficient time
to eat, evaluate weight changes, obtain and
document weights per MD (Doctor of Medicine)
orders and facility protocol, provide feeding dining
assistance as needed, provide snhacks as
scheduled and as needed, provide and serve diet
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as ordered: controlled carbohydrate, regular
texture, thin liquids.

A faxed order dated 3/14/25, from R2's NP
Indicated diagnosis of anorexia, to check
complete blood count, comprehensive metabolic
panel (CMP) (check metabolic function and
organs), comprehensive renal panel (CRP)
(check kidneys), erythrocyte sedimentation rate
(ESR) (test measures how quickly red blood cells
settle at the bottom of a test tube, indicating
Inflammation in the body, with higher rates
suggesting increased inflammation), and an
abdominal x-ray. No new orders were noted from
results.

NP visit note dated 3/28/25, indicated R2 had loss
of appetite with no recent complaints of nausea,
but noted weight loss (although had previously
weighed in the 180's); recent labs unrevealing.
On 3/04/25, mirtazapine (antidepressant) was
stopped and Aricept was started (January 2025).
The note indicated on 3/14/25, per nursing, R2
did not have much of an appetite for two days
and denied nausea, vomiting and complaints of
abdominal pain with palpation to all quadrants no
point specific area, overall not feeling well.
Consider dose reduction versus stopping Aricept.
The 3/28/25, note indicated discussion with family
member (FM)-B.

A faxed order dated 3/28/25, from R2's nurse

practitioner (NP) indicated diagnosis loss of
appetite and anorexia, decrease Aricept to 50
milligrams (mg) oral dally for seven days, then
stop toprol XL (high blood pressure medication),
start propranolol IR (beta blocker that lowers
blood pressure) 40 mg twice daily for tremor and
hypertension, and notify if weight is less than 175
Ibs.
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During interview on 4/01/25 at 2:30 p.m., nurse
ald NA-D stated R2 had been eating in her room
for weeks, refused to go into the dining room and
did not want help eating. NA-D stated R2 had
been shaking more and believed the nurse
practitioner (NP) had made medication changes
to help with that. In addition, NA-D indicated R2
just didn't appear to want to eat lately. NA was not
aware If anyone from the facility contacted the
family.

During observation and interview on 4/01/25, at
4:51 p.m. R2 was In her room sitting in her
wheelchair when she stated she was having
some diarrhea, but that had stopped. R2 stated
she has lost some weight but does not know why,
adding she was not crazy about the food at the
facility. R2 stated she liked hamburgers, fries
and soups.

During interview on 4/01/25, at 7:38 p.m. R2's
family (FM)-B stated the last two times she came
to visit R2 past lunch time she had been in bed
with the blinds closed in her room and staff told
me she did not want to get up. FM-B stated she
had noted more confusion and weight loss. FM-B
stated she had just visited over the weekend and
had to assist R2 with eating due to her shaking so
bad, adding she was only notified of her weight
loss by the NP on 3/28/25, and the facility had
never notified her of R2's weight loss. In addition,
FM-B indicated she was not notified of the NP
notification for weight loss on 3/14/25, and that
labs had been ordered along with an abdominal
x-ray. FM-B stated had she been notified sooner
of the weight loss she would have brought in
supplements and snacks R2 liked and would
liked to have talked with the NP sooner about the
weight loss.
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Review of R2's medical record indicated from
3/06/25 to 4/02/25 R2 had a 8.9 Ib weight loss.

During observation 4/02/25 at 1:40 p.m., R2 was
observed alone Iin her room with her lunch tray in
front of her. R2's tray was observed to have a few
bites taken from her 4 ounce (0z) garlic and herb
baked chicken (approximately 25%), with her
rotini pasta salad, lettuce salad with spinach
dressing, and 8 oz juice all untouched. R2 stated
she was just not hungry today and did not want to
eat in the dinning room or have assistance with
eating. R2 did not indicated if she was asked by
staff If she wanted assistance, and no
observation was made of this.

During interview on 4/03/25 at 10:14 a.m.,
registered dietician (RD) stated she assessed
R2's weight loss on 3/31/25, and noted a weight
loss of 5% over 30 days, indicating she had been
In the 180's, then gained towards 200 since
November 2024 related to mirtazapine. RD
added, mirtazapine was then discontinued on
3/4/25, along with a decreased intake of 50%
leading to weight loss. RD stated she contacted
the NP but did not contact R2's family about the
weight loss, adding she would do that today
(4/3/25). That now has been discontinued as of
3/04/25 and has decreased intakes of 50% and
she left a message with R2's NP. RD stated she
did not talk with R2's family about the weight loss
but will call today. RD indicated she made not
changes at that time, choosing to monitor and
weight for NP to follow up as R2 had been at that
weight previously with out concern.

Review of R2's progress notes lacked evidence
of communication with R2's family related to her
weight loss.
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During interview on 4/03/25 at 10:59 a.m.,
licensed practical nurse (LPN)-A unit manager
stated the NP saw R2 on 3/28/25, for weight loss
and talked to R2's family. LPN-A further stated
the NP Is usually the one who notified the family
of any changes.

Notification Of Changes Policy dated 3/2024,
Indicated It Iis the policy of this facility that
changes in a resident's condition or treatment be
shared with the resident and/or the resident
representative, according to their authority, and
reported to the attending physician or delegate
(hereafter designated as the physician). Nurses
and other care staff are educated to identify
changes in a resident’s status and define
changes that require notification of the resident
and/or their representative, and the resident's
physician, to ensure best outcomes of care for
the resident.

SUGGESTED METHOD OF CORRECTION: The
administrator or desighee could develop/revise
and implement policies and procedures to assure
the resident's guardian is notified of significant
change in a resident's condition and/or the need
to alter treatment and educate staff on these
requirements. The quality assessment and
assurance committee could perform random
audits to ensure compliance.

TIME PERIOD FOR CORRECTION: Twenty One
(21) days
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