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that your facility had achieved and maintained compliance.  Based on our review, we have determined
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Feel free to contact me if you have questions.

Sincerely,
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Email: joanne.simon@state.mn.us   

cc:  Licensing and Certification File
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E 000 Initial Comments E 000

 On 4/4/22 through 4/7/22, survey for compliance 
with Appendix Z, Emergency Preparedness 
Requirements, §483.73(b)(6) was conducted 
during a standard recertification survey. The 
facility was in compliance.

The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form.  Although no plan of 
correction is required, it is required that the facility 
acknowledge receipt of the electronic documents.

 

F 000 INITIAL COMMENTS F 000

 On 4/4/22 through 4/7/22, a standard 
recertification survey was conducted at your 
facility. A complaint investigation was also 
conducted. Your facility was found to be IN 
compliance with the requirements of 42 CFR 483, 
Subpart B, Requirements for Long Term Care 
Facilities. 

The following complaints were found to be 
UNSUBSTANTIATED: 
H5247020C  (MN81621)
H5247021C  (MN81909)

The complaint H5247019C (MN51493) was found 
to be SUBSTANTIATED; however, no 
deficiencies were cited regarding the complaint 
due to actions implemented by the facility prior to 
survey: 

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 

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

05/05/2022Electronically Signed

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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F 000 Continued From page 1 F 000
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 substantial compliance with the 
regulations has been attained.

F 656 Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and 
implement a comprehensive person-centered 
care plan for each resident, consistent with the 
resident rights set forth at §483.10(c)(2) and 
§483.10(c)(3), that includes measurable 
objectives and timeframes to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. The comprehensive care plan must 
describe the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.10(c)(6).
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record.
(iv)In consultation with the resident and the 
resident's representative(s)-
(A) The resident's goals for admission and 

F 656 5/6/22
SS=D
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F 656 Continued From page 2 F 656
desired outcomes.
(B) The resident's preference and potential for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose.
(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requirements set forth in paragraph (c) of this 
section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview, and document review, the 
facility failed to develop a comprehensive care 
plan to include assessed and identified needs for 
1 of 17 residents (R14) in the sample who's 
comprehensive care plans were reviewed.

Findings include: 

R14's admission Minimum Data Set (MDS), dated 
1/12/22, identified the following area's triggered 
for further assessment and would be included in 
the comprehensive care plan included the 
following; ADL [activities of daily living] 
Functional/ Rehabilitation Potential, 
Dehydration/Fluid Maintenance, Pressure Ulcer 
and Psychotropic Drug Use. 

R14's comprehensive care plan dated 1/6/22, 
lacked problem statements, goals and specific 
interventions related to the assessed needs, 
requiring a care plan for the following area's: 
ADL's Functional/ Rehabilitation Potential, 
Dehydration/Fluid Maintenance, Pressure Ulcer 
and Psychotropic Drug Use. 

On 4/7/22, at 1:53 p.m.  registered nurse (RN)-A 

 R14's Comprehensive Care Plan based 
on admission MDS was completed on 
04/08/2022 and then updated again on 
4/24/22 to correct the deficiency. (See 
attached care plan). 
To identify all other residents having the 
potential to be affected by the same 
deficient practice, all admission 
comprehensive care plans for past 3 
months were audited for completion.
To ensure that the deficient practice will 
not occur, nursing supervisors will be 
educated in development of 
comprehensive care plans in the absence 
of RN-A.  Over all supervision of the 
process will be done by DON.
To monitor the process, the DON will audit 
the MDS schedule weekly for 
comprehensive care plans due, for 
completion, for the next 12 months. (See 
MDS Schedule and Comprehensive Care 
Plan audit attachments).
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F 656 Continued From page 3 F 656
was interviewed and acknowledged  R14's care 
plan lacked any problem statements, goals or 
interventions regarding R14's need for the 
following assessed areas: ADL's Functional/ 
Rehabilitation Potential, Dehydration/Fluid 
Maintenance, Pressure Ulcer and Psychotropic 
Drug Use. RN-A stated she was off of work 
during the time R14 was admitted and the 
completion of her care plan was overlooked. The 
facility had not identified R14's care plan as 
needing to be completed at the time of survey.  

The facility Care Planning policy, dated 7/17, 
indicated caring for a resident's needs include 
assessing, evaluating, planning and implementing 
resident care plans and responding to them. Care 
planning involved four steps:  Assessment, 
Planning Implementation and Evaluation and 
reassessment.  Problem/need statements would 
refer to anything of concern to the resident.  It 
would be composed of three parts: Identification 
of the areas of the residents life in which a 
problem or need existed, connecting the problem 
with the causative or contributing factors and 
etiologies (causative or contributing factors).  
Goals would identify who was to accomplish the 
goal and be measurable and realistic.  The care 
plan would specify the assistance needed in 
meeting the goal and implementation would be 
carried out as written on the care plan.
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

On 4/4/22, through 4/7/22, a licensing and 
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 and the 
following correction orders are ssued. Please 
indicate in your electronic plan of correction you 

 

Minnesota Department of Health
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 2 000Continued From page 1 2 000

have reviewed these orders and identify the date 
when they will be completed.

The following complaints were found to be 
UNSUBSTANTIATED: 
H5247020C  (MN81621)
H5247021C  (MN81909)

The complaint H5247019C (MN51493) was found 
to be SUBSTANTIATED: No licensing orders 
were issued related to the complaint.

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes. The assigned tag number 
appears in the far left column entitled "ID Prefix 
Tag."  The state statute/rule out of compliance is 
listed in the "Summary Statement of Deficiencies" 
column and replaces the "To Comply" portion of 
the correction order. This column also includes 
the findings which are in violation of the state 
statute after the statement, "This Rule is not met 
as evidence by." Following the surveyors 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 
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 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 

Minnesota Department of Health
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 2 000Continued From page 2 2 000

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. 

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.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care; Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:

 2 565 5/6/22

Based on interview, and document review, the 
facility failed to develop a comprehensive care 
plan to include assessed and identified needs for 
1 of 17 residents (R14) in the sample who's 
comprehensive care plans were reviewed.

Findings include: 

R14's admission Minimum Data Set (MDS), dated 
1/12/22, identified the following area's triggered 
for further assessment and would be included in 
the comprehensive care plan included the 
following; ADL [activities of daily living] 

Completed 

Minnesota Department of Health
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 2 565Continued From page 3 2 565

Functional/ Rehabilitation Potential, 
Dehydration/Fluid Maintenance, Pressure Ulcer 
and Psychotropic Drug Use. 

R14's comprehensive care plan dated 1/6/22, 
lacked problem statements, goals and specific 
interventions related to the assessed needs, 
requiring a care plan for the following area's: 
ADL's Functional/ Rehabilitation Potential, 
Dehydration/Fluid Maintenance, Pressure Ulcer 
and Psychotropic Drug Use. 

On 4/7/22, at 1:53 p.m.  registered nurse (RN)-A 
was interviewed and acknowledged  R14's care 
plan lacked any problem statements, goals or 
interventions regarding R14's need for the 
following assessed areas: ADL's Functional/ 
Rehabilitation Potential, Dehydration/Fluid 
Maintenance, Pressure Ulcer and Psychotropic 
Drug Use. RN-A stated she was off of work 
during the time R14 was admitted and the 
completion of her care plan was overlooked. The 
facility had not identified R14's care plan as 
needing to be completed at the time of survey.  

The facility Care Planning policy, dated 7/17, 
indicated caring for a resident's needs include 
assessing, evaluating, planning and implementing 
resident care plans and responding to them. Care 
planning involved four steps:  Assessment, 
Planning Implementation and Evaluation and 
reassessment.  Problem/need statements would 
refer to anything of concern to the resident.  It 
would be composed of three parts: Identification 
of the areas of the residents life in which a 
problem or need existed, connecting the problem 
with the causative or contributing factors and 
etiologies (causative or contributing factors).  
Goals would identify who was to accomplish the 
goal and be measurable and realistic.  The care 

Minnesota Department of Health
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 2 565Continued From page 4 2 565

plan would specify the assistance needed in 
meeting the goal and implementation would be 
carried out as written on the care plan.  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) and/or designee 
could review or revise policies and provide 
education for staff regarding care plan 
development and when it should be completed 
by. The Quality Assessment and Assurance 
(QAA) committee could do random audits to 
ensure compliance.

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

 21942 MN St. Statute 144A.10 Subd. 8b Establish 
Resident and Family Councils

Resident advisory council. Each nursing home or 
boarding care home shall establish a resident 
advisory council and a family council, unless 
fewer than three persons express an interest in 
participating. If one or both councils do not 
function, the nursing home or boarding care 
home shall document its attempts to establish the 
council or councils at least once each calendar 
year. This subdivision does not alter the rights of 
residents and families provided by section 
144.651, subdivision 27.

This MN Requirement  is not met as evidenced 
by:

 21942 5/5/22

Based on interview and document review, the 
facility failed to attempt to form a family council 
within the past calendar year as required.  This 
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had the potential to affect all 43 residents who 
resided in the facility.

Findings include:

On 4/7/22, at 2:03 p.m. the social worker (SW) 
indicated the facility did not have a family council.  
SW stated she recently began working at the 
facility, and had not yet made any attempts to 
establish a family council. SW stated the last 
family council meeting was held on February of 
2020 and no attempts were made to re-establish 
the family council since the pandemic started. 
The only letter sent out to families in attempt to 
form a family council was sent out on May 15, 
2017.  SW planned on sending a new letter out 
soon.  

A family council policy was requested and none 
was provided. 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) and/or designee could 
review or revise policies, provide education for 
staff regarding formulation of a Family Council.  
The Quality Assessment and Assurance (QAA) 
committee could do random audits to ensure 
compliance.

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