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Electronically delivered

November 20, 2019

Administrator
Guardian Angels Health & Rehab Center
1500 East Third Avenue
Hibbing, MN 55746
RE:

CCN: 245239
Cycle Start Date: August 21, 2019

Dear Administrator:
On October 16, 2019, we notified you a remedy was imposed. On November 18, 2019 the Minnesota
Department(s) of Health completed a Post Certification Revisit (PCR) to verify that your facility had achieved and
maintained compliance. We have determined that your facility has achieved substantial compliance as of
November 8, 2019.
As a result of the revisit findings:
• Discretionary denial of payment for new Medicare and Medicaid admissions effective November 9,
2019 be rescinded as of November 8, 2019. (42 CFR 488.417 (b))
In addition, this Department recommended to the CMS Region V Office the following actions:

·

Civil money penalty be imposed. (42 CFR 488.430 through 488.444)

However, as we notified you in our letter of October 16, 2019, in accordance with Federal law, as specified in
the Act at § 1819(f)(2)(B)(iii)(I)(b) and § 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from conducting Nursing
Aide Training and/or Competency Evaluation Programs (NATCEP) for two years from September 25, 2019. This
does not apply to or affect any previously imposed NATCEP loss.
The CMS Region V Office may notify you of their determination regarding any imposed remedies.
Feel free to contact me if you have questions.
Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health
Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: 651-201-4161 Fax: 651-215-9697
Email: joanne.simon@state.mn.us
cc: Licensing and Certification File
An equal opportunity employer.

P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically delivered

September 9, 2019

Administrator
Guardian Angels Health & Rehab Center
1500 East Third Avenue
Hibbing, MN 55746
RE: Project Number H5239066C
Dear Administrator:
On August 21, 2019, an abbreviated standard 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 widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate jeopardy
(Level F), as evidenced by the electronically attached CMS‐2567 whereby corrections are required.
OPPORTUNITY TO CORRECT ‐ DATE OF CORRECTION
The date by which the deficiencies must be corrected to avoid imposition of remedies is September 30,
2019.
ELECTRONIC PLAN OF CORRECTION (ePoC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (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:








How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.
How the facility will identify other residents having the potential to be affected by the same deficient
practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient practice
will not recur.
How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.
The date that each deficiency will be corrected.
An electronic acknowledgement signature and date by an official facility representative.
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The state agency may, in lieu of a 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.
If 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:
•

Discretionary denial of payment for new Medicare and Medicaid admissions (42 CFR
88.417 (a));

•

Civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the 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" tag), i.e., the plan of correction should be directed to:
Lyla Burkman, Unit Supervisor
Bemidji Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
705 5th Street Northwest, Suite A
Bemidji, Minnesota 56601‐2933
Email: lyla.burkman@state.mn.us
Phone: (218) 308‐2104
Fax: (218) 308‐2122
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.
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If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the
latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.
FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY
If substantial compliance with the regulations is not verified by November 21, 2019 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).
In addition, if substantial compliance with the regulations is not verified by February 21, 2020 (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) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164‐0900
This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR 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.
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Please note, it is your responsibility to share the information contained in this letter and the results of this
visit with the President of your facility's Governing Body.
Feel free to contact me if you have questions.
Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health
Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4161 Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us
cc: Licensing and Certification File
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On 8/21/19, an abbreviated standard survey was
completed at your facility to conduct a complaint
investigation. Your facility was found not to be in
compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities.
The following complaint was found to be
substantiated: H5239066C
The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's 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
on-site revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.
F 880 Infection Prevention & Control
SS=F CFR(s): 483.80(a)(1)(2)(4)(e)(f)

F 880

9/30/19

§483.80 Infection Control
The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.
§483.80(a) Infection prevention and control
program.
The facility must establish an infection prevention
and control program (IPCP) that must include, at
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Electronically Signed

(X6) DATE

09/17/2019

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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§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;
§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:
(i) A system of surveillance designed to identify
possible communicable diseases or
infections before they can spread to other
persons in the facility;
(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;
(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:
(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and
(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.
(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.
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§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.
§483.80(e) Linens.
Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.
§483.80(f) Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to implement a comprehensive
infection control program to include timely
surveillance data in order to identify and prevent
the potential spread of communicable disease
and infections. This deficient practice had the
potential to affect all 80 residents residing in the
facility.
Findings include:
On 8/21/19, the facility's infection control log was
reviewed. The log identified bacterial infections
that required antibiotics, however, the log failed to
identify/track viral infections or communicable
rashes.
During record review, it was noted communicable
scabies was diagnosed during R4's emergency
room visit on 8/2/19, and the facility took action by
treating all 80 residents on 8/7/19, (five days post
diagnosis) and again on 8/14/19, however, this
was was not identified on the infection control log
in order to monitor for trends, spread and
FORM CMS-2567(02-99) Previous Versions Obsolete
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F880: DON or designee will implement
corrective action for resident R4 affected
by this practice:
" Resident # 4 was added to the
updated Infection Control tracking log to
identify dx of scabies.
" Resident #4 was treated for scabies
on 8-7-19 and was assessed on 8-11-19
and no longer exhibits any s/s of scabies.
All residents have the potential to be
impacted by this practice.
DON and/or designee will implement
measures to ensure this practice does not
occur including:
" Infection Prevention and Control
Program policy, Infection Surveillance
policy, Scabies policy were reviewed with
no changes made.
" The IPCO Nurse and Licensed
Nurses will be educated on including any
potential communicable skin rashes for
staff and residents on the Infection
Control logs. The IPCO Nurse to monitor
for any trends and to implement
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During record review of R4's emergency room
physician transcription dated 8/2/19, indicated
R4's niece had called the emergency physician
with concerns R4 had scabies as other facility
residents had a similar rash. R4's physical
examination revealed an erythematous
(superficial reddening of the skin, usually in
patches, as a result of injury or irritation causing
dilatation of the blood capillaries), scaly rash on
R4's chest, arm and more pronounced on R4's
hands. R4 was diagnosed with scabies in the
emergency room, a skin scraping was obtained
and R4 was treated with permithrin cream
(medication is used to treat scabies) prior to
discharge back to the nursing facility.
On 8/21/19, at 10:18 a.m. the director of nursing
(DON) stated the infection control nurse was
currently on vacation and verified the first
confirmation of scabies via a skin scraping test
occurred on 8/6/19, at which time the facility
contacted the Minnesota Department of Health
(MDH) who provided the facility some guidance
and the facility implemented their scabies
infection control procedures. The DON verified
that prior to the facility receiving notice of the
positive scabies test, the residents' and staff had
complained of itching and rashes therefore the
staff had had numerous conversations with
multiple physicians and the physicians' were
positive the facility did not have a scabies
outbreak due to it being the hottest time of the
year, it was mosquito weather and the rashes
observed were larger in size than what a scabies
rash would look like but the DON could not
provide evidence of these communications with
the physicians. The DON confirmed that even
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measures to prevent the spread of
transmission.
" Education will be completed with all
staff on reporting skin rashes to the IPCO
nurse as soon as possible.
DON and/or designee will monitor
corrective actions to ensure effectiveness
of those actions including:
" Starting 9/23/19, random audits of the
infection control logs will be completed to
ensure any skin rashes are identified for
residents and/or staff on the infection
control logs, 3 times weekly X 1 week,
then 2 X weekly X 2 weeks, then weekly
thereafter.
Monitoring will be reported to the Quality
Assurance Committee quarterly and as
needed. The Quality Assurance
Committee will make recommendations
for ongoing monitoring.
Completion Date: 09/30/19
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though a staff member had received a diagnosis
of scabies on 7/23/19, it did not warrant the
facility to act any further. The DON verified she
was unable to determine when scabies actually
entered the facility because, without a
confirmative skin scraping, a physician diagnosis
did not qualify as a confirmed diagnosis therefore
interventions including staff and family education
and isolating the Bennet Park unit had not been
implemented prior to the 8/6/19, notification of the
positive skin scraping test. When asked about
tracking of the reported rashes/itching/infections
in order to identify spread, both the DON and
assistant DON (ADON) confirmed the infection
control nurse was responsible to track
signs/symptoms of potential and actual infections,
antibiotic usage, and infection clearance and the
nursing staff monitored and attempted to
correlate symptoms to reflect transmission of
infection and this information was brought to the
quality assurance committee for review. However,
the DON and ADON verified no rashes such as
scabies, had been identified on the infection
control log. The DON provided a printed
document titled Rash Investigation July 2019, but
both the ADON and DON verified this document
was created after the 8/6/19, confirmative
diagnosis of scabies. The DON provided a print
out of the Infection Control Log which did not
include resident names, diagnosis, symptoms, or
treatment. The DON verified there was no entries
in the log to identify tracking and trending of
resident or staff reported communicable rashes.
The DON stated there was no correlation
between the residents' rashes and the facility was
still investigating the scabies outbreak and would
discuss it further at the quality assurance
meeting.
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-At 11:45 a.m. nursing assistant (NA)-A confirmed
she had scabies and stated it had been going on
a long time. A resident on the unit had been
complaining of itching for months but the facility
administration had said it was due to that
resident's medications, however, the rash had
worsened and spread from that residents room to
an additional six rooms which was when more
residents and staff began to complain of itching.
NA-A confirmed she had reported her symptoms
to the unit manager, had taken photos of the rash
and was evaluated by a physician but the DON
passed off her complaints as bug bites or "other
stuff" such as heat rash. NA-A commented that
she had lived with mosquitoes her entire life and
this was not like that at all. NA-A stated the rash
itched so badly she thought she was going crazy
and the residents' rashes were similar to hers but
the DON did not take the complaints seriously
until a resident tested positive for scabies.
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-At 12:03 p.m. R1 was observed with small
scabbed areas on the right forearm, neck and
back. R1 stated he had itched all over.
-At 12:10 p.m. the DON verified R4 received a
physician diagnosis of scabies on 8/2/19, yet the
facility did not act due to not having a positive
skin scraping until 8/6/19.
-At 2:17 p.m. R4 was observed in her room,
seated in the wheelchair. R4 stated she had a
rash for what felt like forever, maybe a month, or
it might have been longer. R4 stated the itching
drove her crazy and she had wanted to scratch
herself raw. R4 stated stated the emergency
room physician had told her she had scabies and
had been given her medicine for it.
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-At 2:20 p.m. the ADON stated about half of the
20 residents residing in the Bennett Park unit had
suspicious rashes which was concerning. The
rashes looked like bug bites and the residents
scratched themselves until they had open
wounds. The ADON stated R4 never presented
with an actual rash but all of R4's skin was
discolored. The ADON reviewed R4's skin
observation documentation and verified there was
no documentation of a rash prior to her diagnosis
of scabies at the emergency room. The ADON
stated the day R4 was sent her to the emergency
room, R4's daughter had asked her about the
rash and the ADON encouraged R4's daughter to
request a skin scraping test. The ADON stated
upon R4's return to the faciilty from the
emergency room visit, R4's daughter stated she
believed R4 had caught something from R4's
boyfriend prior to admission in January 2019. The
ADON stated scabies did not even cross her
mind until then. The ADON stated she had
attempted to determine if anything could have
been done differently in order to prevent the
transmission of scabies in the facility and did not
know if she could have pressured the physicians
more.
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-At 2:47 p.m. NA-C stated the residents had
complained about itching for months and months
and then the staff started to itch. NA-C stated the
DON gave a speech that the itching was all in the
staff members heads.
-At 2:53 p.m. family member (FM)-A stated some
of the staff had been complaining about itching
long before the facility even did anything about it.
-At 3:57 p.m. when asked about the scabies
diagnosis, the administrator stated all the
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information he had reviewed had indicated that
prior to the confirmative diagnosis, the residents
had been evaluated by their physicians and had
not been diagnoses with scabies and once the
positive skin test was received, the facility
implemented their policies/procedures to prevent
the spread of the infection. The administrator
verfied the facility would not note a rash on the
infection control log because a rash was not an
infection and individual rashes would be treated
by the resident's physician therefore there was
absolutely no need to track them. The
administrator stated he believed the facility
followed policy/procedure to prevent the
transmission and spread of scabies amongst the
residents, visitors and staff.
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The facility policy and procedure titled Infection
Prevention and Control Program
reviewed/revised 9/11/17, indicated a system of
infection surveillance was designed to identify
possible communicable diseases or infections
before they could spread to others included a
system for recording incidents identified under the
IPCP and the corrective actions taken by the care
center.
The facility policy titled Scabies dated June 2015,
indicated scabies was an itching skin irritation
caused by the microscopic human itch mite,
which burrowed into the skin's upper layers and
eventually caused itching, tiny irregular red lines
just above the skin and an allergic rash. The
policy indicated the incubation period could be
2-6 weeks before onset of itching for persons with
no previous exposure. Persons who had been
previously infested developed more rapid
symptoms, 1-4 days after exposure. The policy
indicated diagnosis may be established by
FORM CMS-2567(02-99) Previous Versions Obsolete
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recovering the mite from its burrow and
identifying it microscopically. However, the policy
indicated failure to identify scrapings as positive
did not necessarily exclude the diagnosis as it
was difficult to obtain a positive scraping because
one or two mites may have caused multiple
lesions. The policy further indicated diagnosis
was often made from signs and symptoms and
treatment without scrapings.
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
September 9, 2019

Administrator
Guardian Angels Health & Rehab Center
1500 East Third Avenue
Hibbing, MN 55746

Re: State Nursing Home Licensing Orders ‐ Complaint Number H5239066C

Dear Administrator:
A complaint investigation was completed on August 21, 2019. At the time of the investigation, the
investigator assessed compliance with Minnesota Department of Health Nursing Home Rules. The
investigator from the Minnesota Department of Health, Office of Health Facility Complaints, noted one
or more violations of these rules. These state licensing orders are issued in accordance with Minnesota
Statute section 144.653 and/or Minnesota Statute Section 144A.10. If, upon reinspection, it is found
that the violations 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 of the Minnesota Department of
Health.
To assist in complying with the licensing 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 violation.
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 violation within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.
The State licensing orders are delineated on the Minnesota Department of Health order form. The
Minnesota Department of Health is documenting the state licensing 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 after the statement, "This Rule is not met
as evidenced by." Following investigator's findings are the Suggested Method of Correction and the
Time Period For Correction.
An equal opportunity employer.

Guardian Angels Health & Rehab Center
September 9, 2019
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.
When all licensing orders are corrected, the form should be signed and returned electronically to:
Lyla Burkman, Unit Supervisor
Bemidji Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
705 5th Street Northwest, Suite A
Bemidji, Minnesota 56601‐2933
Email: lyla.burkman@state.mn.us
Phone: (218) 308‐2104
Fax: (218) 308‐2122
You may request a hearing on any assessments that result from non‐compliance with these licensing
orders by providing a written request to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.
Please note it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.
Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health
Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4161 Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us
cc: Licensing and Certification File
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*****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:
On 8/21/19, an abbreviated survey was
conducted to determine compliance of state
licensure. Your facility was found NOT to be in
compliance with the MN state licensure.

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 following complaint was found to be
Minnesota Department of Health
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substantiated: H5239066C

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 which
are in violation of the state statute after the
statement, "This Rule is not met as
evidenced by." Following the surveyors
findings are the Suggested Method of
Correction and the Time Period For
Correction.

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

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.
21375 MN Rule 4658.0800 Subp. 1 Infection Control;

9/30/19

21375

Program
Subpart 1. Infection control program. A nursing
home must establish and maintain an infection
control program designed to provide a safe and
sanitary environment.
This MN Requirement is not met as evidenced
by:
Minnesota Department of Health
STATE FORM
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Based on interview and document review, the
facility failed to implement a comprehensive
infection control program to include timely
surveillance data in order to identify and prevent
the potential spread of communicable disease
and infections. This deficient practice had the
potential to affect all 80 residents residing in the
facility.

Corrected

Findings include:
On 8/21/19, the facility's infection control log was
reviewed. The log identified bacterial infections
that required antibiotics, however, the log failed to
identify/track viral infections or communicable
rashes.
During record review, it was noted communicable
scabies was diagnosed during R4's emergency
room visit on 8/2/19, and the facility took action by
treating all 80 residents on 8/7/19, (five days post
diagnosis) and again on 8/14/19, however, this
was was not identified on the infection control log
in order to monitor for trends, spread and
transmission of scabies.
During record review of R4's emergency room
physician transcription dated 8/2/19, indicated
R4's niece had called the emergency physician
with concerns R4 had scabies as other facility
residents had a similar rash. R4's physical
examination revealed an erythematous
(superficial reddening of the skin, usually in
patches, as a result of injury or irritation causing
dilatation of the blood capillaries), scaly rash on
R4's chest, arm and more pronounced on R4's
hands. R4 was diagnosed with scabies in the
emergency room, a skin scraping was obtained
and R4 was treated with permithrin cream
(medication is used to treat scabies) prior to
Minnesota Department of Health
STATE FORM
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discharge back to the nursing facility.
On 8/21/19, at 10:18 a.m. the director of nursing
(DON) stated the infection control nurse was
currently on vacation and verified the first
confirmation of scabies via a skin scraping test
occurred on 8/6/19, at which time the facility
contacted the Minnesota Department of Health
(MDH) who provided the facility some guidance
and the facility implemented their scabies
infection control procedures. The DON verified
that prior to the facility receiving notice of the
positive scabies test, the residents' and staff had
complained of itching and rashes therefore the
staff had had numerous conversations with
multiple physicians and the physicians' were
positive the facility did not have a scabies
outbreak due to it being the hottest time of the
year, it was mosquito weather and the rashes
observed were larger in size than what a scabies
rash would look like but the DON could not
provide evidence of these communications with
the physicians. The DON confirmed that even
though a staff member had received a diagnosis
of scabies on 7/23/19, it did not warrant the
facility to act any further. The DON verified she
was unable to determine when scabies actually
entered the facility because, without a
confirmative skin scraping, a physician diagnosis
did not qualify as a confirmed diagnosis therefore
interventions including staff and family education
and isolating the Bennet Park unit had not been
implemented prior to the 8/6/19, notification of the
positive skin scraping test. When asked about
tracking of the reported rashes/itching/infections
in order to identify spread, both the DON and
assistant DON (ADON) confirmed the infection
control nurse was responsible to track
signs/symptoms of potential and actual infections,
antibiotic usage, and infection clearance and the
Minnesota Department of Health
STATE FORM
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nursing staff monitored and attempted to
correlate symptoms to reflect transmission of
infection and this information was brought to the
quality assurance committee for review. However,
the DON and ADON verified no rashes such as
scabies, had been identified on the infection
control log. The DON provided a printed
document titled Rash Investigation July 2019, but
both the ADON and DON verified this document
was created after the 8/6/19, confirmative
diagnosis of scabies. The DON provided a print
out of the Infection Control Log which did not
include resident names, diagnosis, symptoms, or
treatment. The DON verified there was no entries
in the log to identify tracking and trending of
resident or staff reported communicable rashes.
The DON stated there was no correlation
between the residents' rashes and the facility was
still investigating the scabies outbreak and would
discuss it further at the quality assurance
meeting.
-At 11:45 a.m. nursing assistant (NA)-A confirmed
she had scabies and stated it had been going on
a long time. A resident on the unit had been
complaining of itching for months but the facility
administration had said it was due to that
resident's medications, however, the rash had
worsened and spread from that residents room to
an additional six rooms which was when more
residents and staff began to complain of itching.
NA-A confirmed she had reported her symptoms
to the unit manager, had taken photos of the rash
and was evaluated by a physician but the DON
passed off her complaints as bug bites or "other
stuff" such as heat rash. NA-A commented that
she had lived with mosquitoes her entire life and
this was not like that at all. NA-A stated the rash
itched so badly she thought she was going crazy
and the residents' rashes were similar to hers but
Minnesota Department of Health
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the DON did not take the complaints seriously
until a resident tested positive for scabies.
-At 12:03 p.m. R1 was observed with small
scabbed areas on the right forearm, neck and
back. R1 stated he had itched all over.
-At 12:10 p.m. the DON verified R4 received a
physician diagnosis of scabies on 8/2/19, yet the
facility did not act due to not having a positive
skin scraping until 8/6/19.
-At 2:17 p.m. R4 was observed in her room,
seated in the wheelchair. R4 stated she had a
rash for what felt like forever, maybe a month, or
it might have been longer. R4 stated the itching
drove her crazy and she had wanted to scratch
herself raw. R4 stated stated the emergency
room physician had told her she had scabies and
had been given her medicine for it.
-At 2:20 p.m. the ADON stated about half of the
20 residents residing in the Bennett Park unit had
suspicious rashes which was concerning. The
rashes looked like bug bites and the residents
scratched themselves until they had open
wounds. The ADON stated R4 never presented
with an actual rash but all of R4's skin was
discolored. The ADON reviewed R4's skin
observation documentation and verified there was
no documentation of a rash prior to her diagnosis
of scabies at the emergency room. The ADON
stated the day R4 was sent her to the emergency
room, R4's daughter had asked her about the
rash and the ADON encouraged R4's daughter to
request a skin scraping test. The ADON stated
upon R4's return to the faciilty from the
emergency room visit, R4's daughter stated she
believed R4 had caught something from R4's
boyfriend prior to admission in January 2019. The
Minnesota Department of Health
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ADON stated scabies did not even cross her
mind until then. The ADON stated she had
attempted to determine if anything could have
been done differently in order to prevent the
transmission of scabies in the facility and did not
know if she could have pressured the physicians
more.
-At 2:47 p.m. NA-C stated the residents had
complained about itching for months and months
and then the staff started to itch. NA-C stated the
DON gave a speech that the itching was all in the
staff members heads.
-At 2:53 p.m. family member (FM)-A stated some
of the staff had been complaining about itching
long before the facility even did anything about it.
-At 3:57 p.m. when asked about the scabies
diagnosis, the administrator stated all the
information he had reviewed had indicated that
prior to the confirmative diagnosis, the residents
had been evaluated by their physicians and had
not been diagnoses with scabies and once the
positive skin test was received, the facility
implemented their policies/procedures to prevent
the spread of the infection. The administrator
verfied the facility would not note a rash on the
infection control log because a rash was not an
infection and individual rashes would be treated
by the resident's physician therefore there was
absolutely no need to track them. The
administrator stated he believed the facility
followed policy/procedure to prevent the
transmission and spread of scabies amongst the
residents, visitors and staff.
The facility policy and procedure titled Infection
Prevention and Control Program
reviewed/revised 9/11/17, indicated a system of
Minnesota Department of Health
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infection surveillance was designed to identify
possible communicable diseases or infections
before they could spread to others included a
system for recording incidents identified under the
IPCP and the corrective actions taken by the care
center.
The facility policy titled Scabies dated June 2015,
indicated scabies was an itching skin irritation
caused by the microscopic human itch mite,
which burrowed into the skin's upper layers and
eventually caused itching, tiny irregular red lines
just above the skin and an allergic rash. The
policy indicated the incubation period could be
2-6 weeks before onset of itching for persons with
no previous exposure. Persons who had been
previously infested developed more rapid
symptoms, 1-4 days after exposure. The policy
indicated diagnosis may be established by
recovering the mite from its burrow and
identifying it microscopically. However, the policy
indicated failure to identify scrapings as positive
did not necessarily exclude the diagnosis as it
was difficult to obtain a positive scraping because
one or two mites may have caused multiple
lesions. The policy further indicated diagnosis
was often made from signs and symptoms and
treatment without scrapings.
SUGGESTED METHOD OF CORRECTION:
The Director of Nursing (DON) or designee could
review and revise, as necessary, policy and
procedures related the tracking and trending of
communicable rashes. The DON could monitor
and develop an audit system to ensure
compliance.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days.
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