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F0000 INITIAL COMMENTS F0000

On 7/14/26, 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.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

The following complaints were reviewed:
H52713023C (3052274 and 3065739) with a deficiency
issued at F677.

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.

F0677
SS = E

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.

ADL Care Provided for Dependent Residents

CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry out
activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review, the facility failed to ensure fingernails were
trimmed and fingernail hygiene was maintained for 3
of 3 (R1,R3,R4) dependent residents reviewed for
personal care.

Findings include:

F0677 The facility acknowledges receipt of this deficiency
and submits this Plan of Correction as its allegation
of compliance. Submission of this Plan of Correction
does not constitute an admission that the deficiency
existed or that the facility was not in compliance
with federal regulations.

Corrective action was initiated immediately for the
residents identified during the survey. Resident #1's
fingernails were assessed by a licensed nurse and,
with the resident's consent, were trimmed and filed
to remove jagged edges. The resident's care plan
was reviewed and updated to reflect her preference
for maintaining longer, polished nails while ensuring
that nail length and condition do not pose a risk for
injury.

Resident #3's fingernails were cleaned immediately
upon identification. Although the resident declined
nail trimming, the refusal was documented in the
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Continued from page 1
During an observation on 7/14/26, at 11:45 a.m.,
R1’s left index finger was shaped triangular with a
point in the center measuring approximately 0.5
centimeters (cm) in length. The rest of her fingers
and thumb were trimmed but appeared jagged and
uneven.

During an observation on 7/14/26, at 12:20 p.m., all
ten of R3’s fingernails had black matter under them
from the finger to the end of the nail. Her nails were
about 0.5 cm and shaped unevenly.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0677 Continued from page 1
medical record. Education was provided regarding
the importance of nail hygiene, and staff will
continue to re-approach the resident for nail care
while honoring the resident's right to refuse.

Resident #4's fingernails were assessed, cleaned,
and trimmed as tolerated. The resident's care plan
was reviewed and updated to include interventions
for re-approaching nail care following a refusal,
documenting refusals, and notifying the responsible
party, as appropriate, when persistent refusals place
the resident at risk for compromised hygiene.

During an observation on 7/14/26, at 12:42 p.m.,
LPN-A asked R3 if she could cut her nails. R3 stated
nails could be cleaned but not cut.

During an observation on 7/14/26, at 12:45 p.m.,
R4’s thumb nails and index fingernails were
observed to have a rust-colored substance under
them. His left 5th digit was approximately 1 cm in
length. His right and left thumbs were approximately
0.5 cm in length.

R1’s quarterly minimum data set (MDS), dated
6/18/26, indicated she had diagnoses of diabetes
mellitus Type 2 with complications, bilateral above
knee amputation, macular degeneration, and
moderate cognitive impairment. She rejected care
and was dependent on staff for personal hygiene.

R1’s treatment administration record (TAR) directed
staff to complete finger and toenail care and
indicated nail care was completed on 7/9/26.

R1’s care plan, dated 7/14/26, directed assistance
from one staff to perform personal hygiene and
indicated she refused care at times. She likes her
nails long and polished.

To identify any other residents who may have been
affected, the facility completed a facility-wide audit
of residents who require assistance with nail care.
The audit verified that nail care was provided as
needed, resident refusals were documented
appropriately, care plans reflected resident
preferences and individualized interventions, and
responsible parties were notified when clinically
indicated.

To prevent recurrence, education was provided to all
licensed nurses and nursing assistants regarding the
requirements of F677, proper nail hygiene practices,
documentation of care provided, documentation of
resident refusals and re-approaches, incorporation
of resident preferences into individualized care
plans, and timely communication of unresolved
hygiene concerns to nursing leadership.

To ensure continued compliance, the Director of
Nursing, Assistant Director of Nursing, or designee
will conduct random audits of resident nail care
weekly for three weeks and then monthly for one
month. Audit findings will be reviewed by the Quality
Assurance and Performance Improvement (QAPI)
Committee monthly for a minimum of three months.
Any identified concerns or trends will result in
immediate corrective action, additional staff
education, and continued monitoring until sustained
compliance is achieved.

R1’s progress notes, skin checks and TAR lacked
documentation of R1 refusal of care.

R3’s quarterly MDS, dated 6/19/26, indicated she
had diagnoses of diabetes mellitus and dementia,
had moderate cognitive impairment, refused care
and was dependent on staff for personal hygiene.
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Continued from page 2
R3’s care plan, dated 6/19/26, directed moderate
assistance of one staff person for personal hygiene
and nurse to cut nails. Her care plan indicated she
had a history of refusal of personal care.

F0677

R3’s TAR directed to complete finger and toenail
care on bath day and indicated nail care was
completed on 7/11/26.

R3’s progress notes, skin checks and TAR lacked
documentation of refusals of care.

R4’s care plan, dated 8/30/24, indicated he required
substantial assistance of one staff for personal
hygiene needs and the nurse for nail care on bath
day. It directed to keep R4s fingernails short and
nurse or podiatry to cut long nails. It indicated he
had a history of care refusals.

R4’s annual MDS, dated 5/26/26, indicated he had
diagnoses of paranoid schizophrenia, dementia,
bilateral myopia (blurry distance vision in both eyes)
and severe cognitive impairment. R4 required
maximal assistance of staff for personal hygiene and
did not refuse care.

R4’s TAR directed to complete finger and toenail
care on Saturdays. It indicated toenail and fingernail
was completed on 7/11/26.

R4’s progress notes, skin checks and TAR lacked
documentation of R1 refusal of care.

During an interview on 7/14/26, at 11:45 a.m.,
nursing assistant (NA)-A stated nurses do all nail
care for diabetic residents.

During an interview on 7/14/26, at 12:20 p.m., R3
stated her nails were cleaned about two days prior.
She asked if they were dirty and stated if they were
dirty, she would want them cleaned.

During an interview on 7/14/26, at 12:40 p.m., NA-B
stated he was responsible for R3’s personal hygiene
but not her nail care as the nurses were required to
perform her nail care.
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Continued from page 3

During an interview on 7/14/26, at 12:39 p.m.,
licensed practical nurse (LPN)-A stated R3 gets her
nails cleaned on her bath day and they were cleaned
last on 7/9/26. She said the staff have tried to
perform nail care a couple times a week but R3
refused, and refusal of care should be documented.
She was unsure when the dark matter was under her
nails.

F0677

During an interview with registered nurse (RN)-A on
7/14/26, at 12:48 p.m., she stated nurses were
responsible for all nail care for diabetics. She stated
R4 was not diabetic. NA’s were responsible for
providing R4’s nail care and the nurses were
responsible for ensuring nail care was done. She
stated if nail care is not provided the nurse is
responsible to assign it to another NA or complete it
themself. She stated his long nails were concerning
and she would attempt to cut them.

During an interview on 7/14/26, at 1:00 pm, RN-B
stated nurses conduct skin checks with residents’
bath/shower and nail observation was expected to
be included as a part of the assessment. She stated
the nurses were responsible for nail care for
residents with diabetes and the nail care was
expected to be completed on the residents’
bath/shower day. She stated the NA’s were
responsible for hand hygiene with morning and
evening care.

During an interview following observation of R1’s
nails on 7/14/26, at 1:05 p.m., RN-A stated R1’s
nails were “just trimmed”. She stated they should be
filed to avoid injury. She stated R1 often refuses to
allow them to cut her nails. RN asked R1 if she
would allow her nails to be cut. R1 agreed to nail
care.

During an interview on 7/14/26, at 1:20 p.m., the
assistant director of nursing (ADON) stated nurses
should perform nail care for diabetic residents on
their shower day. The ADON stated R4 frequently
refuses cares and requested a NA to attempt to cut
his nails. ADON stated refusal of nail care should be
documented. The NA’s were responsible for the
residents’ primary personal hygiene.

During an interview on 7/14/26, at 1:43 p.m., the
director of nursing (DON) stated nurses were
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Continued from page 4
responsible to perform nail care for diabetic
residents’ fingernails and toenails on their bath day,
as it was “part of the bath”. If care is refused, it
should be documented. She expected the nurses to
reapproach if care was refused. She stated concerns
of jagged or long nails were the residents getting
skin tears or hurt themselves and concerns of dirty
nails were infection control.

F0677

During an interview on 7/14/26, at 2:24 p.m., family
member (FM)-A stated she was concerned about the
lack of personal hygiene provided by the facility to
R1, and she provided personal care to R1 during her
visits.

During an interview on 7/14/26, at 2:39 p.m., FM-B
stated she was not informed that R4 was refusing
nail care but expected his nails would be clean and
trimmed.

During an interview on 7/14/26, at 3:30 p.m., the
assistant executive director (AED) stated it was hard
to convince R4 to allow nail care as he refuses care.
He stated refusal of care should be documented.

During an interview on 7/14/26, at 3:55 p.m., the
administrator stated preferences should be listed on
the resident care plan and refusal should be
documented. He stated the facility did not have a
policy specifically for nail care.

The facility Activities of Daily Living policy, dated
4/1/26, directed a resident who is unable to carry
out activities of daily living will receive the
necessary services to maintain good nutrition,
grooming and personal and oral hygiene.
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20000 Initial Comments 20000

*****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 7/15/26, 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 order(s) (was/were) issued.
Please indicate in your electronic plan of correction
you have reviewed these orders and identify the date
when they will be completed.

The following complaints were reviewed:
H52713023C (3052274 and 3065739) with a licensing

PROVIDER'S PLAN OF CORRECTION
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20000 Continued from page 1
order issued at 4658.0525 Subp. 6 (A)(1)

20000

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

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 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/regulation
/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 State
licensure process, under the heading completion
date, the date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health. The facility is enrolled in
ePOC and therefore a signature is not required at
the bottom of the first page of state form.

20915

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.

Rehab - ADLs

CFR(s): MN Rule 4658.0525 Subp. 6 A

Subp. 6. Activities of daily living. Based on the
comprehensive resident assessment, a nursing home
must ensure that:

A. a resident is given the appropriate treatments and
services to maintain or improve abilities in activities
of daily living unless deterioration is a normal or

20915 Per letter, no plan of correction is needed for state
deficiencies.
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characteristic part of the resident's condition. For
purposes of this part, activities of daily living
includes the resident's ability to:

20915

(1) bathe, dress, and groom;

(2) transfer and ambulate;

(3) use the toilet;

(4) eat; and

(5) use speech, language, or other functional
communication systems; and

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview and document
review, the facility failed to ensure fingernails were
trimmed and fingernail hygiene was maintained for 3
of 3 (R1,R3,R4) dependent residents reviewed for
personal care.

Findings include:

During an observation on 7/14/26, at 11:45 a.m.,
R1’s left index finger was shaped triangular with a
point in the center measuring approximately 0.5
centimeters (cm) in length. The rest of her fingers
and thumb were trimmed but appeared jagged and
uneven.

During an observation on 7/14/26, at 12:20 p.m., all
ten of R3’s fingernails had black matter under them
from the finger to the end of the nail. Her nails were
about 0.5 cm and shaped unevenly.

During an observation on 7/14/26, at 12:42 p.m.,
LPN-A asked R3 if she could cut her nails. R3 stated
nails could be cleaned but not cut.

During an observation on 7/14/26, at 12:45 p.m.,
R4’s thumb nails and index fingernails were
observed to have a rust-colored substance under
them. His left 5th digit was approximately 1 cm in
length. His right and left thumbs were approximately
0.5 cm in length.

R1’s quarterly minimum data set (MDS), dated
6/18/26, indicated she had diagnoses of diabetes
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mellitus Type 2 with complications, bilateral above
knee amputation, macular degeneration, and
moderate cognitive impairment. She rejected care
and was dependent on staff for personal hygiene.

20915

R1’s treatment administration record (TAR) directed
staff to complete finger and toenail care and
indicated nail care was completed on 7/9/26.

R1’s care plan, dated 7/14/26, directed assistance
from one staff to perform personal hygiene and
indicated she refused care at times. She likes her
nails long and polished.

R1’s progress notes, skin checks and TAR lacked
documentation of R1 refusal of care.

R3’s quarterly MDS, dated 6/19/26, indicated she
had diagnoses of diabetes mellitus and dementia,
had moderate cognitive impairment, refused care
and was dependent on staff for personal hygiene.

R3’s care plan, dated 6/19/26, directed moderate
assistance of one staff person for personal hygiene
and nurse to cut nails. Her care plan indicated she
had a history of refusal of personal care.

R3’s TAR directed to complete finger and toenail
care on bath day and indicated nail care was
completed on 7/11/26.

R3’s progress notes, skin checks and TAR lacked
documentation of refusals of care.

R4’s care plan, dated 8/30/24, indicated he required
substantial assistance of one staff for personal
hygiene needs and the nurse for nail care on bath
day. It directed to keep R4s fingernails short and
nurse or podiatry to cut long nails. It indicated he
had a history of care refusals.

R4’s annual MDS, dated 5/26/26, indicated he had
diagnoses of paranoid schizophrenia, dementia,
bilateral myopia (blurry distance vision in both eyes)
and severe cognitive impairment. R4 required
maximal assistance of staff for personal hygiene and
did not refuse care.
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R4’s TAR directed to complete finger and toenail
care on Saturdays. It indicated toenail and fingernail
was completed on 7/11/26.

R4’s progress notes, skin checks and TAR lacked
documentation of R1 refusal of care.

During an interview on 7/14/26, at 11:45 a.m.,
nursing assistant (NA)-A stated nurses do all nail
care for diabetic residents.

During an interview on 7/14/26, at 12:20 p.m., R3
stated her nails were cleaned about two days prior.
She asked if they were dirty and stated if they were
dirty, she would want them cleaned.

During an interview on 7/14/26, at 12:40 p.m., NA-B
stated he was responsible for R3’s personal hygiene
but not her nail care as the nurses were required to
perform her nail care.

During an interview on 7/14/26, at 12:39 p.m.,
licensed practical nurse (LPN)-A stated R3 gets her
nails cleaned on her bath day and they were cleaned
last on 7/9/26. She said the staff have tried to
perform nail care a couple times a week but R3
refused, and refusal of care should be documented.
She was unsure when the dark matter was under her
nails.

During an interview with registered nurse (RN)-A on
7/14/26, at 12:48 p.m., she stated nurses were
responsible for all nail care for diabetics. She stated
R4 was not diabetic. NA’s were responsible for
providing R4’s nail care and the nurses were
responsible for ensuring nail care was done. She
stated if nail care is not provided the nurse is
responsible to assign it to another NA or complete it
themself. She stated his long nails were concerning
and she would attempt to cut them.

During an interview on 7/14/26, at 1:00 pm, RN-B
stated nurses conduct skin checks with residents’
bath/shower and nail observation was expected to
be included as a part of the assessment. She stated
the nurses were responsible for nail care for
residents with diabetes and the nail care was
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expected to be completed on the residents’
bath/shower day. She stated the NA’s were
responsible for hand hygiene with morning and
evening care.

20915

During an interview following observation of R1’s
nails on 7/14/26, at 1:05 p.m., RN-A stated R1’s
nails were “just trimmed”. She stated they should be
filed to avoid injury. She stated R1 often refuses to
allow them to cut her nails. RN asked R1 if she
would allow her nails to be cut. R1 agreed to nail
care.

During an interview on 7/14/26, at 1:20 p.m., the
assistant director of nursing (ADON) stated nurses
should perform nail care for diabetic residents on
their shower day. The ADON stated R4 frequently
refuses cares and requested a NA to attempt to cut
his nails. ADON stated refusal of nail care should be
documented. The NA’s were responsible for the
residents’ primary personal hygiene.

During an interview on 7/14/26, at 1:43 p.m., the
director of nursing (DON) stated nurses were
responsible to perform nail care for diabetic
residents’ fingernails and toenails on their bath day,
as it was “part of the bath”. If care is refused, it
should be documented. She expected the nurses to
reapproach if care was refused. She stated concerns
of jagged or long nails were the residents getting
skin tears or hurt themselves and concerns of dirty
nails were infection control.

During an interview on 7/14/26, at 2:24 p.m., family
member (FM)-A stated she was concerned about the
lack of personal hygiene provided by the facility to
R1, and she provided personal care to R1 during her
visits.

During an interview on 7/14/26, at 2:39 p.m., FM-B
stated she was not informed that R4 was refusing
nail care but expected his nails would be clean and
trimmed.

During an interview on 7/14/26, at 3:30 p.m., the
assistant executive director (AED) stated it was hard
to convince R4 to allow nail care as he refuses care.
He stated refusal of care should be documented.
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During an interview on 7/14/26, at 3:55 p.m., the
administrator stated preferences should be listed on
the resident care plan and refusal should be
documented. He stated the facility did not have a
policy specifically for nail care.

20915

The facility Activities of Daily Living policy, dated
4/1/26, directed a resident who is unable to carry
out activities of daily living will receive the
necessary services to maintain good nutrition,
grooming and personal and oral hygiene.

SUGGESTED METHOD OF CORRECTION: the
director of nursing (DON) or designee could provide
education to the nursing staff regarding the
expectations and facility process to ensure nail
hygiene and nail care is completed as a regular part
of resident care for dependent residents. They could
conduct audits to ensure nail care and nail hygiene
is performed. The DON or designee could
communicate the results with the Quality
Assessment and Performance Improvement
Committee to monitor results and provide
suggestions for ongoing monitoring.

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