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INITIAL COMMENTS F0000

On 8/19/26 to 8/20/26, an abbreviated survey was
completed by a surveyor from the Minnesota
Department of Health (MDH) to conduct a complaint
investigation. Your facility was found NOT in
compliance with the requirements of 42 CFR 483,
Subpart B, the Requirements for Long Term Care
Facilities.

The following complaints were reviewed:
H53103762C (3159966), H53103693C (3153950); with
non-compliance cited at F684 and F686.

Additionally, an incidental finding of non-compliance
was cited at F641.

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.
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Treatment/Svcs to Prevent/Heal Pressure Ulcer

CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and

(ii) A resident with pressure ulcers receives
necessary treatment and services, consistent with
professional standards of practice, to promote

F0686 This plan of correction constitutes the facility's
credible allegation of compliance. Preparation and/or
execution of this plan does not constitute admission
or agreement by the provider of the truths or facts
alleged or conclusions set forth in the statement of
deficiencies.

The plan of correction is prepared and/or executed
in accordance with federal and state law
requirements.

R2 The resident was discharged from the facility on
08/03/2026.

A list of residents admitted to the facility during the
last week of will be audited to confirm that orders
requiring clarification were clarified immediately.

A list of all residents currently using recliners for
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healing, prevent infection and prevent new ulcers
from developing.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to comprehensively assess and implement an
effective turning and repositioning program to
prevent pressure ulcer development; failed to
ensure the care plan was updated with new
interventions to ensure implementation; and failed
to ensure a developed pressure ulcer was accurately
tracked and monitored in the medical record for 1 of
3 residents (R2) reviewed for pressure ulcer care. R2
needed physical assistance with repositioning,
however, no consistent repositioning program was
implemented and R2’s care plan was not updated as
she became more at risk for pressure ulcer
development. R2 then developed multiple, avoidable
stage II pressure injuries on her coccyx which
constituted actual harm.

Findings include:
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bed in their rooms will be identified and turn and
repositing measures are in place and the care plan
updated.

A list of all residents identified as at-risk for skin
breakdown per the Braden Scale will be run. An
audit of each of these residents' care plans will be
completed to ensure a toileting care plan and, for
residents who are dependent, a repositioning plan
are in place.

All dependent residents identified as at-risk (and not
dependent for mobility) will be reviewed to ensure
Point of Care (POC) charting is in place to capture
repositioning and skin-related interventions.

Re-education for all nursing staff was immediately
completed on the required steps per policy and
steps to be taken when wounds are identified

A process will be established with the Nurse
Practitioner to ensure the CM/DON can review their
clinical notes for any follow up requirements

The Centers for Medicare and Medicaid (CMS) State
Operations Manual (SOM), Appendix PP – Guidance
to Surveyors for Long Term Care Facilities, dated
7/23/2025, identified the current regulatory
expectations for pressure ulcer care. This defined an
avoidable pressure ulcer as, “… means that the
resident developed a pressure ulcer/injury and that
the facility did not do one or more of the following:
evaluate the resident’s clinical condition and risk
factors; define and implement interventions that are
consistent with resident needs, resident goals, and
professional standards of practice; monitor and
evaluate the impact of the interventions; or revise
the interventions as appropriate.” Further, the SOM
defined stage II pressure injury as a
partial-thickness loss of skin with exposed dermis,
presenting as a shallow open ulcer. The wound bed
would be viable, pink or red, moist, and may also
appear as an intact blister.

The DON/designee will audit three residents per
week to verify pressure-relief cushions are in place
and in use in recliners, and that this intervention is
reflected on the care plan. Audits will occur for 6
weeks and will be reviewed by the QAPI committee.

The DON/designee will audit the care plans of
at-risk (Braden Scale) residents weekly to confirm
toileting and repositioning interventions are in place
and being carried out, with ongoing auditing built
into the facility's regular QA process.

Results of all audits above will be reported to and
reviewed by the QAPI committee to ensure the
deficient practice does not recur.

A Vulnerable Adult Maltreatment Report (MAARC),
dated 8/10/26, identified concerns about R2’s care
while at the care center. The report alleged R2 had
been admitted to the center in late June 2026 and
discharged back to her assisted living facility (ALF)
on 8/3/26; however, R2 now had multiple pressure
sores which had not been present prior.

R2’s Clinical Documentation (Admission), dated
6/29/26, identified R2 admitted to the care center
and had intact long-term and short-term memory
but with some difficulty making decisions about care
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in new settings. R2 had occasional bowel and
bladder incontinence and occasional pain recorded.

F0686

R2’s initial Skin Risk Observation with Braden Scale,
dated 6/29/26, identified R2 had clinical risk factors
for skin breakdown including an acute condition and
diabetes. R2 needed partial/moderate assistance
with sitting-to-lying and vice versa. R2 used a
brace/splint device (on her leg) and had no current,
unhealed pressure injuries or other skin problems
(i.e., diabetic ulcers, infections, moisture-associated
skin damage [MASD]). R2 demonstrated no
nutritional concerns (i.e., cachexia, edema, decreased
output) and scored a 19.00 on her Braden Scale (tool
used to help predict pressure injury development
risk) which recorded her as, “Not at Risk.” A section
labeled, “Interventions,” recorded specific
interventions staff could implement with a
checkmark being placed next to them. This recorded
that no measures were taken (such as a blanket
cradle, trapeze) but R2 was on a turning and
repositioning program and on nutritional/hydration
interventions to help manage skin problems. The
evaluation concluded with, “Continue Current Care
Plan,” and with referrals placed to physical and
occupational therapy (PT/OT).

R2’s Weekly Skin Check, dated 7/2/26, identified a
shower was provided and R2 had no current skin
issues.

R2’s admission Minimum Data Set (MDS), dated
7/5/26, identified R2 had moderate cognitive
impairment and demonstrated no rejection of care
behavior. R2 had multiple medical conditions
including diabetes mellitus, high blood pressure, and
a bone fracture. R2 needed partial/moderate
assistance with rolling in bed side-to-side, going
from lying to sitting, and transferring from her bed
to a chair. Further, R2 had no current, unhealed
pressure injuries, she was determined as not at risk
for developing them, was given a pressure reducing
device for her chair and bed but was not on a
turning and repositioning program. R2's
corresponding Pressure Ulcer/Injury Care Area
Assessment (CAA), dated 7/8/26, identified the CAA
triggered due to R2 needing assistance with cares,
urinary status and Braden Scale score. The CAA
listed, "partial/moderate for all bed mobility." The
CAA then added, "Resident Braden scale sore: 19,
not at risk." R2 had no current pressure injuries but
"is at risk for skin breakdown." R2 received PT/OT
and a care plan to minimize risks would be
developed.

R2’s next Skin Risk Observation with Braden Scale,
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dated 7/11/26, identified R2 continued to have some
clinical risk factors present and remained
occasionally incontinent of bowel. R2 continued to
use a brace/splint and now the evaluation marked,
“Limited Mobility/Bedfast.” R2 had no current,
unhealed pressure injuries or other skin problems.
However, R2’s Braden Scale score had now
decreased and she was labeled, “At Risk.” The
section labeled, “Interventions,” now only recorded
a single intervention which was a pressure reducing
device for her chair. The evaluation concluded with,
“Continue Current Care Plan.”

F0686

R2’s Weekly Skin Check, dated 7/14/26, identified
R2 had a shower provided and had no current skin
issues.

R2’s next Skin Risk Observation with Braden Scale,
dated 7/19/26, identified R2 continued to have some
clinical risk factors, such as cardiovascular disease,
and still needed partial/moderate help to turn
left-to-right in bed and now needed
substantial/maximal assistance with going from
lying to sitting. R2 remained occasionally incontinent
of bowel and no longer was using a brace/splint
device as it was left unchecked. R2 continued to
have no current, unhealed pressure injuries or other
skin problems. However, R2’s Braden Scale score
had decreased further (more at risk with the lower
the score), and she continued to be labeled, “At
Risk.” The section labeled, “Interventions,” now had
no interventions or measures checked or recorded
and the evaluation concluded, “Continue Current
Care Plan.”

R2’s care plan, last reviewed 7/14/26, identified R2
had an ADL self-care deficit and needed assistance
of one for toileting. The plan recorded, “Resident
can verbally ask for assistance and is occasionally
incontinent of bowel and bladder,” adding further,
“Resident has a bowel and bladder plan that will
help them remain free of skin breakdown …”
However, the plan lacked further details on the exact
plan or timing with which R2 would be
helped/offered/assisted with toileting. R2’s skin
care plan, dated 6/30/26, identified R2 was at risk
for an alteration in skin integrity due to diabetes,
decreased mobility and impaired circulation. The
plan listed a goal which read, “The resident will not
develop further skin alterations.” A single
intervention was listed on the care plan which read,
“Resident has the following skin protective
measures in place: (Special Mattress, barrier cream
applied to dry areas as needed).” The date of this
intervention was listed as 6/30/26. The care plan
lacked any further interventions, such as a turning
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and repositioning program, to help address R2’s
skin risk despite her having decreasing Braden
Scale score(s), being recorded as at-risk for
pressure injuries on her evaluations and having
impaired mobility.

F0686

R2’s progress note, dated 7/24/26, identified an
“open area” was now found on R2’s inner buttocks.
It showed redness and some minimal swelling. The
note recorded, “Continuing to use cream for skin
tears and between buttocks.” The note lacked any
recorded measurements of the identified areas or
other characteristics of the developed wound; nor
evidence of what, if any, ongoing interventions the
nurse placed to help promote healing of the wound.
Registered nurse (RN)-B authored the note.

R2’s last completed Skin Risk Observation with
Braden Scale, dated 7/25/26, identified R2 had
diabetes mellitus, continued to need physical
assistance with most mobility tasks, and continued
to have bowel incontinence. The evaluation recorded
R2 had no current, unhealed pressure injuries or
other skin problems and listed a Braden Scale score
which now showed R2 was not at risk for pressure
injury development (despite the progress note on
7/24 showing an open area). The section labeled,
“Interventions,” identified the staff would elevate her
edematous extremities but no other interventions,
including turning and repositioning program, were
marked despite an open area developing the day
prior. The evaluation concluded with, “Continue
Current Care Plan.”

R2’s M Health Fairview Geriatrics note, dated
7/28/26, was authored by the nurse practitioner
(NP)-A and recorded R2 as being seen for an
episodic care visit. The note now added a concern
which read, “4. Pressure ulcer of coccygeal region,
stage 2 (H).” The note continued, “Patient seen for
follow up … now PU [pressure injury] coccyx in cleft
2 X 0.5 cm [centimeters] plus R medial buttock 1 cm
area and L buttock 1.2 cm area both excoriated and
open, no discharge.” The note listed a section
labeled, “Assessment/Plan,” which reiterated the
pressure injuries on the coccyx with dictation
reading, “… coccyx plus bilateral buttocks open
areas with maceration/excoriation.” NP-A directed
to start barrier cream twice daily, have the wound
nurse evaluate the area that week, and offload as
possible.

R2’s Weekly Skin Check, dated 8/1/26, identified R2
was given a shower and recorded a skin issue as,
“Other type of alteration.” The form outlined R2 as
having “excoriation and two open areas noted to
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coccyx area.” The completed form lacked any written
dictation of what, if any, interventions were done for
the area or further wound characteristics (i.e.,
measurements, odor, drainage).

F0686

R2’s progress note, dated 8/4/26 (late entry for
7/28/26), identified the campus wound nurse (RN)-A
had attempted to see R2 but she was not in her
room. A subsequent note, dated 8/4/26 (late entry
for 7/29/26), identified RN-A again attempted to see
R2 but she was going to a medical appointment but
R2 was seen by the nurse practitioner who had
placed orders for the developed wound. These notes
lacked evidence of any reapproach of R2 or what, if
any, actions RN-A had given to other nurses for
evaluating the wound or placing new interventions
for it since they had been unable to do so.

R2’s Treatment Administration History (TAR), dated
7/2026, identified R2’s recorded treatments with
staff initials and date/time of them to show what
was completed. This listed an intervention to apply
barrier cream to the developed pressure ulcer twice
daily with a start date recorded, “07/28/2026 –
08/03/2026 (DC Date).” This was first recorded as
completed on the evening medication pass on
7/28/26. The TAR lacked any interventions for
offloading or barrier cream prior to 7/28/26 despite
R2 needing assistance with mobility, having
incontinence, and developing the pressure injury on
7/24/26 (four days prior).

R2’s Wound Management details, located within the
medical record, identified R2 had multiple bruises
which were identified upon admission. However, it
lacked evidence that the developed pressure ulcers
(first identified on 7/24) were added or tracked in
this detail report until 8/3/26 when R3 discharged
the care center back to her ALF.

On 8/20/26 at 8:34 a.m., a telephone call was
placed to R2’s family member (FM)-D to discuss
R2’s care while at the care center. However, they
were not reached.

When interviewed on 8/20/26 at 8:40 a.m., NA-A
stated care plans were communicated to the floor
staff and directed how to transfer a resident and if
they were on a repositioning program or not. NA-A
stated all residents were on a “check on them”
program every few hours. If someone was helped
with toileting or repositioning, then it should be
recorded in the POC charting each time the care was
provided adding, “Every time you go in the room
[record it].” NA-A stated they vaguely remembered
working with R2 and recalled applying barrier cream
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to R2’s coccyx and bottom and believed it was
something being done the entire time R2 had been
admitted to the care center. R2 did not have any
skin issues or wounds to NA-A’s recall.

F0686

When interviewed on 8/20/26 at 8:56 a.m., NA-B
stated a resident on a repositioning program would
be identified on the care plan which was then placed
in a folder for staff to review each day to be aware
of that. The staff just tracked the repositioning
themselves using a pen and paper and whether that
information was charted in the POC data would be
“a great question for the nurses.” NA-B recalled
there, at times, being a question about it on the POC
to answer but it was rather just a single “yes or no”
question about if you did it or not. NA-B stated they
thought the nurses charted more specific
interventions for pressure ulcer prevention in their
records. NA-B recalled working with R2 when she
was at the care center and described R2 as needing
assist of one with transfers and most tasks except
eating. R2 was also incontinent of bowel and
bladder. R2 was not on a repositioning or toileting
program but rather only “just when she would ask
[for help],” adding R2 didn’t like to lay in her bed
much but rather spent a lot of time in her recliner
chair. The staff would, if R2 asked for it, place R2’s
wheelchair cushion in the recliner, too. NA-B
recalled working on 7/24/26 when they saw R2’s
coccyx and the wounds for the first time. They
appeared “a little red” and like “a little open
wound.” NA-B notified the nurse about it, who told
them to apply barrier cream on it which had already
been present in the room. NA-B stated they were
unsure where or how long staff had been applying
barrier cream to R2’s coccyx prior to the wound
development. NA-B reiterated R2 had not been on a
turning and repositioning program prior to or
following the wound developing to their recall.

R2’s Point of Care (POC) History report, dated
7/17/26 to 8/4/26, identified the care recorded by
the nursing assistant (NA) staff members for the
period. R2 had no recorded behaviors and had
multiple episodes of bladder and bowel incontinence.
R2’s ability to go from sitting-to-lying and vice
versa was recorded mostly as, “Substantial/maximal
assistance,” with some, “Dependent.” The complete
POC documentation lacked evidence that R2 was
placed on a repositioning program or having any
consistent turning and repositioning completed for
the period.

R2’s medical record was reviewed and lacked
evidence R2 had been started on a consistent
turning and repositioning program to help prevent
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pressure ulcer development despite needing physical
assistance with transfers and bed mobility; lacked
evidence R2’s skin ability to tolerate prolonged
periods of pressure (i.e., tissue tolerance) had ever
been considered or evaluated in the recliner chair
since she spent much of her time there; lacked
evidence the pressure ulcers were comprehensively
assessed when they developed to determine what
interventions were needed to promote healing and
prevent continued decline; and lacked evidence of a
consistent treatment being implemented until
7/28/26 which was four days after the area was first
charted. Further, the record lacked evidence R2’s
skin care plan was ever adjusted with new
interventions despite a worsening Braden Scare
being charted. R2 then developed three stage II
pressure ulcers as diagnosed by the provider.

F0686

When interviewed on 8/20/26 at 9:42 a.m., RN-B
explained if a new skin impairment, including a
pressure injury, was identified then the nurse who
first saw it was supposed to assess it and then
update the wound nurse (RN-A) or the unit manager
about it. The wound should also be measured and
all the actions taken should be recorded in the
progress notes. The wound nurse would then
evaluate the wound, and they would stage it, if
needed, and make further treatment
recommendations and communicate with the
physician. RN-B stated the Weekly Skin Check forms
were to be completed on the scheduled bath day for
the resident and should include both current and
new skin impairments but if the wound had already
been assessed, then staff would just recorded any
changes to it on that form and not go into full detail
about it. RN-B stated the floor nurses also complete
the Skin Risk Observation/Braden forms and should
place checkmarks next to the interventions they
have orders to do for the person but just because
there were no orders for someone to be
repositioned, the nurses and aides could still do that
adding, “I feel like that is common sense.” RN-B
stated there had been some training on how to
complete those skin forms when they started
working at the care center a few months prior, but
not “down to the detail” of exactly what
check-marking the items meant or who then updates
the care plan with those marked interventions. RN-B
stated they felt the unit manager would be the
person who updated the care plan with interventions
as the floor staff more just identified the wound and
then the unit manager would take over the care and
care plan adjustments moving forward adding, “We
[floor nurses] don’t do any changes to the care plan
unless we’re told to.” RN-B recalled working with
R2 and described her as “pretty immobile” and often
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sleeping in her recliner chair instead of her bed.
There was rarely, if ever, a cushion used in the
recliner seat to RN-B’s recall but sometimes R2
would ask for a pillow on her side due to hip pain.
R2 was “pretty incontinent” of bowel and bladder
but did void in the toilet at times when assisted
there. RN-B recalled the wound they saw on R2’s
bottom area on 7/24/26 and described it as “red”
but with intact skin looking like “two pennies next to
each other.” There were multiple areas present and
the aide mentioned there was some barrier cream in
the bathroom, so RN-B told the aide to just apply
that. R2 reported the area was “a little painful” too.
RN-B then updated the nurse they were working
with that day for orientation about the wound but
was unable to recall the nurse’s name. RN-B stated
they did not update the wound nurse about the
wound as, at that time, they did not know who it
was even; and they were unsure if the nurse they
reported it to did either, rather the nurse they
reported it to just said to apply the barrier cream
and “keep an eye on it.” RN-B stated they could not
recall if R2 was on a turn and reposition program or
not but did recall seeing her often slide down in her
wheelchair and having a slumped appearance, so
staff would have to boost her back up often. RN-B
stated they were unsure how the NA staff members
chart repositioning if someone was on a
repositioning program adding, “I have never seen
their charting.” RN-B then stated they thought
someone on a repositioning or offloading program
would show up on the TAR with an intervention for
the nurses to record. The nurses could also write it
in a progress note, but nobody had ever directed
them to do that, rather it was just to get the
information into the medical record. RN-B verified
R2 was “pretty healthy” and eating well during their
stay at the care center. R2 was not considered in
terminal condition, either. Further, RN-B stated they
were unsure who or how often someone evaluates
the skin tolerance to pressure (i.e., tissue tolerance)
and did not know if occupational therapy (OT) had
ever been involved with R2’s skin interventions or
not.

F0686

When interviewed on 8/20/26 at 10:48 a.m.,
occupational therapist (OT)-A recalled working with
R2 and reviewed her medical record. R2 had
“waxing and waning” cognition and family had been
considering memory care options at the end of her
admission. R2 had a foot injury and wore a CAM
boot due to fractures going from weight-bearing as
tolerated (WBAT) to toe-touch weight bearing (TTWB)
mid-stay after an orthopedics appointment. OT-A
recalled R2 struggled at times to use the call light
system as it was different than the style she had
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been using at her ALF. Upon admission, OT-A
stated R2 needed moderate to maximum assistance
with repositioning then progressed to needing more
minimal to moderate assistance towards the end of
her stay. OT-A stated they did not think R2 would
know to reposition herself independently without
cues or help and needed physical help to do that
throughout her admission. OT-A stated they did not
think R2 had ever been on a repositioning program
and could not recall nursing staff ever reaching out
to them (OT) about her spending a lot of time in her
recliner chair. OT-A stated use of a recliner chair
instead of a bed was “something I want to look into
more” as it did not provide the same “offloading
pressure” as a mattress would have. The OT could
even then do a “pressure-mapping” on R2 to help
determine more interventions to relieve pressure in
the wheelchair or recliner. OT-A recalled doing a
“seat dumping” on R2’s wheelchair but that was
more for her sliding and her falling. OT-A stated
they were unaware R2 had developed pressure
ulcers at the care center.

F0686

On 8/20/26 at 11:29 a.m., a group interview was
held with the director of nursing (DON), RN-A, nurse
manager (RN)-D, and the regional director of clinical
services (RDCS). RN-D explained that when a
resident was admitted to the care center, a skin
check was completed and recorded. If wounds
existed, then they would be recorded in the Wound
Management section and tracked, and RN-A would
be updated about them. If there is no skin issue
present upon admission, then a Braden Scale is
completed and, depending on that result, they are
placed on a repositioning program if they are at risk.
The Braden Scale is then repeated weekly for four
weeks by the floor nurses. The care plan “normally”
was then updated by the manager if the person was
at risk for skin breakdown. RN-A stated the floor
nurses were also able to update the care plan with a
reposition program and consult with other resources,
such as the dietitian, if they determined they needed
to do so about skin risk or wounds. DON explained
they no longer have tissue tolerance review as part
of their assessment process as the weekly skin
checks and daily general observations of skin with
care replaced it. RN-A stated if a resident was using
a device frequently, like a recliner, then they could
visit with OT and have them review it and provide a
cushion for it, if needed, but the resident would still
likely need to be offloaded by the staff. RN-D
verified R2 needed physical help to reposition, and
the care plan should be updated with interventions
as the Skin Risk/Braden evaluations are completed.
The timeline of events with R2’s wound was
reviewed. RN-D recalled seeing the progress note
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(dated 7/24) about the wound concern and updated
the provider about it who saw it then (on 7/28) and
ordered barrier cream for it. The provider only told
them it was “some excoriation but nothing major”
and never used the term ‘pressure injury’ which
would have caused them to have a hastier response
to it. RN-A and RN-D stated they both attempted to
evaluate the wound between 7/24 and 7/28 but had
been unable to connect with R2 which is why the
notes were entered into the system late (after R2
discharged). RN-A verified the floor nurses could
also have fully assessed the wound and started
treatments on it since they were unable to see it.
RN-D verified the medical record lacked a
re-assessment of the wound after it developed or
revisions to the care plan and stated they never
updated the care plan after the wounds developed as
they wanted to evaluate the wound first before
adding them to the care plan. RN-D also
acknowledged that the care plan lacked any further
interventions for skin risk other than the initial
single intervention loaded despite the worsening
Braden Scale scores being recorded. DON stated
that if a resident was on a reposition program, the
NA staff should be recording that in the POC
charting or the nurses could record it on the TAR.
However, R2 did not have this charting in her record
and had not been placed on a reposition program
per the care plan, either. DON stated the first time
they had learned about R2 developing multiple
pressure injuries was after R2 discharged and her
ALF reached out asking about the wounds. When
asked if R2 would have still developed the pressure
injuries if all these actions, such as being placed on
a repositioning program and having new care plan
interventions added as her Braden Scale score
worsened, had been taken, RN-D stated they didn’t
think R2 needed much help to reposition at the
beginning of her admission and felt the nurses were
checking on her routinely. DON stated they would
keep looking for more information in the medical
record to show what, if any, additional actions or
interventions were being done and provide them if
located.

F0686

No further information was received.

When interviewed on 8/19/26 at 1:49 p.m., NP-A
stated they were the primary medical provider to R2
while she had been at the care center. NP-A stated
they were first notified about the developed skin
impairment for R2 on 7/28/26 which they went and
evaluated. There were three areas total and each
was a stage II pressure ulcer. The areas appeared,
“red and raw” but had no depth or slough present
rather just, “raw, macerated areas.” NP-A stated if a
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wound developed between care visits, then the unit
manager could call and update them about it. NP-A
stated the charting on 7/24/26 from the nurse
wasn’t maybe enough to warrant an update to the
provider alone as some nurses are newer or more
raw than others. NP-A stated the wound nurse
should have been made aware when the skin was
first seen, and they could have evaluated the wound
and then contacted the provider for input if needed
adding, “That should have happened.”

F0686

The facility Prevention and Treatment of Skin
Breakdown policy, dated 6/2026, identified residents
were assessed upon admission and weekly
thereafter for four weeks using the Skin Risk
Assessment. The policy recorded, “Those residents
at an increased risk for impaired skin integrity are
provided preventative measures to reduce the
potential for skin breakdown.” The policy outlined a
care plan would be implemented and updated for
skin risk interventions based on areas of risk,
resident assessment, a Braden of 15 or less, and
resident preferences. Resident’s skin was observed
daily with cares and concerns would be reported to
the nurse; a therapy consult would be placed as
appropriate. If a new pressure injury was identified
after admission, the policy directed to document it in
the medical record, initiate standing orders for
wound care, notify the provider and resident
representative, notify the supervisor (manager) and
evaluate current pressure reduction interventions
and revise the care plan. The documentation should
reflect these actions completed.
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CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprehensive assessment
of a resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan, and the
residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure physician orders for a heart monitor
were acted upon and implemented as soon as
possible to help prevent complication (i.e., arrythmia,
cardiac arrest) for 1 of 1 resident (R1) reviewed who

F0684 Preparation and/or execution of this plan does not
constitute admission or agreement by the provider
of the truths or facts alleged or conclusions set
forth in the statement of deficiencies.

The plan of correction is prepared and/or executed
in accordance with federal and state law
requirements.

R1 heart monitor order was clarified with the
attending provider and the device was placed on the
resident as ordered. R1 chart was reviewed to
confirm the heart monitor order, clarification, and
application were accurately documented, and the
interdisciplinary team was notified of the corrected
order.

A list of residents admitted to the facility during the
last week of will be audited to confirm that orders
requiring clarification were clarified immediately.
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needed a heart monitor. R1 had orders upon
admission to the care center to implement a remote
cardiac monitor; however, this device was not
obtained and/or started until 7/31/26 (8 days later)
despite R1 having a history a bradycardia (slow
heartbeat) and prior heart blocks (a delay or
stoppage of the electrical signals that travel in the
heart).

Findings include:

On 8/19/26 at 8:47 a.m., R1’s family member (FM)-B
was interviewed and expressed several concerns
about the care provided to R1 while he was at the
care center. R1 had discharged from the hospital to
the care center with orders for a “remote cardio
monitor” to be worn. The hospital reported that it
had been ordered and sent to the care center;
however, there was an unnecessary delay in getting
it attached to R1 for some reason at the care center.
FM-B finally asked a nurse about it and why it had
not been attached to R1 yet, and the nurse
responded they didn’t know how to attach it and
doing so was “past our capabilities of nursing.”
FM-B stated this was unacceptable and concerning.

R1’s (Hospital) After Visit Summary (AVS), dated
7/23/26, identified R1 had been in the hospital for
bradycardia (slow heartbeat) and listed orders to be
done at the care center. A section labeled, “Other
Diagnostics,” identified an order for ECG Ambulatory
Real Time Cardiac Monitoring which would be mailed
to the home for hook-up. R1 was to wear the
monitor for 14 days. These orders were circled with
handwritten circles and had handwritten dictation
reading, “Clarify ECG monitoring to be done here or
post-DC?” The handwritten items did not have any
initials or signatures to show who did them.
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The facility will revise the Order clarification process
so that any order requiring clarification is routed
directly to a licensed nurse for telephone or
electronic clarification with the attending provider,
rather than being placed in the provider's folder to
await the next visit.

Facility will Reeducation to all HUC staff and
licensed nurses will be provided on the revised
order clarification process, including the requirement
to notify nursing staff immediately when an order
needs clarification.

Facility will Reeducation to licensed nursing staff on
their responsibility to follow up on and apply
clarified orders in a timely manner once clarification
is obtained.

The DON/designee will review the HUC job
description and workflow expectations and update
them as needed to reflect the revised order
clarification process.

The DON or designee will audit five admissions per
week to verify that any order requiring clarification
was acted on immediately by nursing staff. Audits
will occur for 4 weeks and will be reviewed by the
QAPI committee.

Results of all audits above will be reported to and
reviewed by the QAPI committee to ensure the
deficient practice does not recur.

R1’s subsequent M Health Fairview Geriatrics (Note),
dated 7/24/26, identified R1 had been seen by the
onsite nurse practitioner (NP)-A and evaluated. R1
had been in the hospital for multiple reasons which
included bradycardia with Mobitz 1 and Mobitz 2 AV
blocks. R2 was recorded on the examination as
oriented, in no distress and ambulating despite
being non-weight bearing (NWB). The note recorded,
“… not on cardiac monitor as thought [sic] indicated
by hospital ...”. The note included a review of R2’s
heart failure and directed, “– contact Mayo
cardiology for cardiac monitor.”

R1’s Medication Administration Record (MAR) and
Treatment Administration Record (TAR), dated
7/2026, identified all R1’s completed treatments.
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This included:

F0684

- “Heart monitor should be charged. Check in the
telephone for percentage. Remove when going to
shower,” scheduled every shift. This had a start date
recorded, “07/31/2026 – 08/03/2026.” This was first
signed off as completed on 7/31/26 in the morning
shift.

R1’s MAR and TAR, dated 8/2026, identified R1’s
completed treatments for the month. This included:

- “MoMe Device [heart monitor]: Ask patient if he
has received any phone calls from monitoring clinic.
If so, assess [patient] and follow guidance …,”
scheduled every shift. This had a start date
recorded, “08/03/2026 – 08/13/2026.” This was first
signed off as completed on 8/3/26 in the morning
shift.

- “MoMe Heart Monitor … ensure placement each
shift ….” This had a start date recorded, “08/03/2026
to 08/13/26.” This was first signed off as completed
on 8/3/26 in the morning shift.

Both the MAR and TARs (dated 7/2026, 8/2026)
lacked any recorded interventions for the device
until 7/31/26 (eight days after R1 admitted).

R1’s progress notes, dated 7/23/26 to 8/13/26,
identified the following:

On 7/23/26, R1 was admitted from the hospital and
was alert and oriented.

On 7/31/26, the heart monitor was connected to R1
and R1 had been shown how to record symptoms
(i.e., chest pain, racing heartbeat) on it. Registered
nurse (RN)-C authored the note.

On 8/4/26, staff received a call from the heart
monitor device clinic with concerns for “serious
heart rhythms from the heart monitor.” R1 denied
any symptoms when asked and the onsite provider
evaluated him.

When interviewed on 8/19/26 at 11:43 a.m., RN-C
recalled working with R1 and explained when
someone admitted with orders for a device then the
health unit coordinators (HUC) would place those
orders and address them; however, RN-C stated
they were unsure if that applied to heart monitors or
not before adding, “I’m assuming it would also be
[them].” RN-C then expressed, “I am not 100% sure
of the whole process.” RN-C stated the floor nurse
would just be responsible for applying the device
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when it arrived at the room. RN-C recalled having to
apply R1’s device to him on 7/31/26 and was not
comfortable with doing that, so they asked the
director of nursing (DON) for assistance. RN-C
stated they were not sure why it took eight days to
finally get it attached and connected to R1. RN-C
stated they recalled R1’s family member handing
them the box with the device in it on 7/31/26 and
asking why it had not been started yet adding, “I
had no idea what [they] were talking about.” RN-C
stated the box had the heart monitor inside and
RN-C had seen that same box sitting in R1’s room
a few days prior when they worked but never
opened it or asked about it. RN-C reiterated the box
they saw sitting in the room was the same box the
family handed them on 7/31/26.

F0684

When interviewed on 8/19/26 at 12:14 p.m., HUC-D
explained cardiac monitors were sometimes sent
with the patient from the hospital to the care center,
or at times, the family would bring them in. The
orders are still entered into the system by the HUC
but getting the device was done by the unit manager
or someone else. HUC-D reviewed R1’s AVS and
verified it was their handwriting on the document
around the cardiac monitor. HUC-D wrote that and
placed it into the providers mailbox to be addressed.
HUC-D stated that was the last time they addressed
it and were unsure when or if the device ever arrived
at the care center. HUC-D stated they usually do not
hear about the resolutions the providers end up
making with things like that.

R2’s medical record was reviewed and lacked
evidence of when the cardiac monitor arrived at the
care center or what, if any, actions were made to
secure the device by the staff. The record lacked
evidence or rationale of why the device was not
received and immediately attached to R1 despite the
box with the device being seen by staff in his room
days prior to the family having to question it to
them.

On 8/19/26 at 12:25 p.m., the DON and unit
manager (RN)-H were interviewed. RN-H stated there
were multiple cardiac monitors used at times and
didn’t think there were orders for it upon admission
for R1. RN-H was shown the AVS (which directed to
use it) and stated the lack of access to that
hospital’s EPIC chart maybe contributed to the
delay in getting it as the order did not come to them
(RN-H). The nurses were supposed to check orders
once entered on the MAR/TAR, but the heart
monitor didn’t have “that trigger” maybe, either. A
care conference was held for R1 and the family
expressed concerns with it then, which the family
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then called and got a device sent over. The family
had “got to us” before the staff acted on the order.
DON stated he was first told of the device order on
7/31/26 when asked to help apply it by the nurse.
RN-H stated the order for it should have been
entered into Matrix (the care center system) while
awaiting clarification but that did not happen, so the
communication for clarification never made it to the
manager to be followed-up on. RN-H stated it was
important to ensure orders for cardiac monitoring
were implemented as soon as possible so cardiac
events can be tracked and logged. RN-H reiterated
they should have likely checked “the whole AVS”
and not just the Matrix orders, and the DON added
that maybe since the HUC was newer “that process
slipped.” At 1:31 p.m., RN-H returned and stated
they had investigated the situation more and the
HUC sent the clarifications to the provider
(addressed on 7/24) but it was “not communicated
with us right away.” The provider did not write a
physical order to follow up on the cardiac monitor
just mentioned it in his note so that likely
contributed to a delay in getting the device.

F0684

A facility policy on cardiac monitors was requested;
however, none was received.

F0641

F0641
SS = A

Accuracy of Assessments

CFR(s): 483.20(g)(h)(i)(j)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

F0641
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§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the
accuracy of that portion of the assessment.

§483.20(j) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-
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(i) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment.

§483.20(j)(2) Clinical disagreement does not
constitute a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure the discharge tracking Minimum
Data Set (MDS) was accurately coded to reflect
actual discharge location for 1 of 3 residents (R2)
reviewed for MDS accuracy.

Findings include:

The Centers for Medicare and Medicaid (CMS)
Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 User’s Manual, dated 10/2023,
identified Entry and Discharge Reporting MDS(s)
each included a select number of items from the
MDS used to track residents and gather quality data
at each transition point, such as when they enter or
leave a nursing home. The manual instructions for
section, “A2105: Discharge Status,” directed to
record the location to which the resident was
discharged to. If to an assisted living facility (ALF),
then it should be recorded as, “Code 01.
Home/Community.”

R2’s progress note, dated 8/3/26, identified R2
discharged the care center back to her ALF with her
family member present. R2’s belongings and
education were sent along with her.

However, R2’s Discharge - Return Anticipated MDS,
dated 8/3/26, identified R2 discharged the campus;
however, recorded her discharge status as, “04 –
Short-Term General Hospital (acute hospital, IPPS).”

The MDS inaccurately coded R2’s discharge location
as the hospital and not back to the community as
directed by the RAI manual.

When interviewed on 8/20/26 at 10:42 a.m.,
registered nurse (RN)-E verified they helped
complete MDSs for the campus. RN-E reviewed R2’s
completed MDS (dated 8/3/26) and stated it should
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have been coded as “01” and not to the hospital as
it had been. RN-E verified the MDS was marked
inaccurately and stated they would submit a
modification for it. RN-E stated the MDS was only a
tracking MDS and not used for payment
reimbursement or resident care needs, however, it
was important to ensure all MDSs were coded
correctly. This was important to do “so there are no
errors in billing or to the patient.”

F0641

The facility Comprehensive Assessments and Care
Planning policy, dated 10/2023, identified the MDS
would be coordinated by an RN and each
assessment “… must accurately reflect the resident’s
status, and each person who completes a portion of
the assessment must sign and certify the accuracy
of that portion of the assessment.”
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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 8/19/26 to 8/20/26, a complaint survey was
conducted at your facility by a surveyor 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 and identify the date
when they will be completed.

The following complaints were reviewed:
H53103762C (3159966), H53103693C (3153950); with
orders cited at 0900.

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
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MDH documents 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 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.
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20900

20900

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 - Pressure Ulcers

CFR(s): MN Rule 4658.0525 Subp. 3

Subp. 3. Pressure sores. Based on the
comprehensive resident assessment, the director of
nursing services must coordinate the development of
a nursing care plan which provides that:

20900 Corrected 09/14/2026

A. a resident who enters the nursing home without
pressure sores does not develop pressure sores
unless the individual's clinical condition
demonstrates, and a physician authenticates, that
they were unavoidable; and
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B. a resident who has pressure sores receives
necessary treatment and services to promote
healing, prevent infection, and prevent new sores
from developing.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on interview and document review, the facility
failed to comprehensively assess and implement an
effective turning and repositioning program to
prevent pressure ulcer development; failed to
ensure the care plan was updated with new
interventions to ensure implementation; and failed
to ensure a developed pressure ulcer was accurately
tracked and monitored in the medical record for 1 of
3 residents (R2) reviewed for pressure ulcer care. R2
needed physical assistance with repositioning,
however, no consistent repositioning program was
implemented and R2’s care plan was not updated as
she became more at risk for pressure ulcer
development. R2 then developed multiple, avoidable
stage II pressure injuries on her coccyx which
constituted actual harm.

Findings include:

The Centers for Medicare and Medicaid (CMS) State
Operations Manual (SOM), Appendix PP – Guidance
to Surveyors for Long Term Care Facilities, dated
7/23/2025, identified the current regulatory
expectations for pressure ulcer care. This defined an
avoidable pressure ulcer as, “… means that the
resident developed a pressure ulcer/injury and that
the facility did not do one or more of the following:
evaluate the resident’s clinical condition and risk
factors; define and implement interventions that are
consistent with resident needs, resident goals, and
professional standards of practice; monitor and
evaluate the impact of the interventions; or revise
the interventions as appropriate.” Further, the SOM
defined stage II pressure injury as a
partial-thickness loss of skin with exposed dermis,
presenting as a shallow open ulcer. The wound bed
would be viable, pink or red, moist, and may also
appear as an intact blister.

A Vulnerable Adult Maltreatment Report (MAARC),
dated 8/10/26, identified concerns about R2’s care
while at the care center. The report alleged R2 had
been admitted to the center in late June 2026 and
discharged back to her assisted living facility (ALF)
on 8/3/26; however, R2 now had multiple pressure
sores which had not been present prior.
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Continued from page 3
R2’s Clinical Documentation (Admission), dated
6/29/26, identified R2 admitted to the care center
and had intact long-term and short-term memory
but with some difficulty making decisions about care
in new settings. R2 had occasional bowel and
bladder incontinence and occasional pain recorded.

20900

R2’s initial Skin Risk Observation with Braden Scale,
dated 6/29/26, identified R2 had clinical risk factors
for skin breakdown including an acute condition and
diabetes. R2 needed partial/moderate assistance
with sitting-to-lying and vice versa. R2 used a
brace/splint device (on her leg) and had no current,
unhealed pressure injuries or other skin problems
(i.e., diabetic ulcers, infections, moisture-associated
skin damage [MASD]). R2 demonstrated no
nutritional concerns (i.e., cachexia, edema, decreased
output) and scored a 19.00 on her Braden Scale (tool
used to help predict pressure injury development
risk) which recorded her as, “Not at Risk.” A section
labeled, “Interventions,” recorded specific
interventions staff could implement with a
checkmark being placed next to them. This recorded
that no measures were taken (such as a blanket
cradle, trapeze) but R2 was on a turning and
repositioning program and on nutritional/hydration
interventions to help manage skin problems. The
evaluation concluded with, “Continue Current Care
Plan,” and with referrals placed to physical and
occupational therapy (PT/OT).

R2’s Weekly Skin Check, dated 7/2/26, identified a
shower was provided and R2 had no current skin
issues.

R2’s admission Minimum Data Set (MDS), dated
7/5/26, identified R2 had moderate cognitive
impairment and demonstrated no rejection of care
behavior. R2 had multiple medical conditions
including diabetes mellitus, high blood pressure, and
a bone fracture. R2 needed partial/moderate
assistance with rolling in bed side-to-side, going
from lying to sitting, and transferring from her bed
to a chair. Further, R2 had no current, unhealed
pressure injuries, she was determined as not at risk
for developing them, was given a pressure reducing
device for her chair and bed but was not on a
turning and repositioning program. R2's
corresponding Pressure Ulcer/Injury Care Area
Assessment (CAA), dated 7/8/26, identified the CAA
triggered due to R2 needing assistance with cares,
urinary status and Braden Scale score. The CAA
listed, "partial/moderate for all bed mobility." The
CAA then added, "Resident Braden scale sore: 19,
not at risk." R2 had no current pressure injuries but
"is at risk for skin breakdown." R2 received PT/OT
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Continued from page 4
and a care plan to minimize risks would be
developed.

20900

R2’s next Skin Risk Observation with Braden Scale,
dated 7/11/26, identified R2 continued to have some
clinical risk factors present and remained
occasionally incontinent of bowel. R2 continued to
use a brace/splint and now the evaluation marked,
“Limited Mobility/Bedfast.” R2 had no current,
unhealed pressure injuries or other skin problems.
However, R2’s Braden Scale score had now
decreased and she was labeled, “At Risk.” The
section labeled, “Interventions,” now only recorded
a single intervention which was a pressure reducing
device for her chair. The evaluation concluded with,
“Continue Current Care Plan.”

R2’s Weekly Skin Check, dated 7/14/26, identified
R2 had a shower provided and had no current skin
issues.

R2’s next Skin Risk Observation with Braden Scale,
dated 7/19/26, identified R2 continued to have some
clinical risk factors, such as cardiovascular disease,
and still needed partial/moderate help to turn
left-to-right in bed and now needed
substantial/maximal assistance with going from
lying to sitting. R2 remained occasionally incontinent
of bowel and no longer was using a brace/splint
device as it was left unchecked. R2 continued to
have no current, unhealed pressure injuries or other
skin problems. However, R2’s Braden Scale score
had decreased further (more at risk with the lower
the score), and she continued to be labeled, “At
Risk.” The section labeled, “Interventions,” now had
no interventions or measures checked or recorded
and the evaluation concluded, “Continue Current
Care Plan.”

R2’s care plan, last reviewed 7/14/26, identified R2
had an ADL self-care deficit and needed assistance
of one for toileting. The plan recorded, “Resident
can verbally ask for assistance and is occasionally
incontinent of bowel and bladder,” adding further,
“Resident has a bowel and bladder plan that will
help them remain free of skin breakdown …”
However, the plan lacked further details on the exact
plan or timing with which R2 would be
helped/offered/assisted with toileting. R2’s skin
care plan, dated 6/30/26, identified R2 was at risk
for an alteration in skin integrity due to diabetes,
decreased mobility and impaired circulation. The
plan listed a goal which read, “The resident will not
develop further skin alterations.” A single
intervention was listed on the care plan which read,
“Resident has the following skin protective
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Continued from page 5
measures in place: (Special Mattress, barrier cream
applied to dry areas as needed).” The date of this
intervention was listed as 6/30/26. The care plan
lacked any further interventions, such as a turning
and repositioning program, to help address R2’s
skin risk despite her having decreasing Braden
Scale score(s), being recorded as at-risk for
pressure injuries on her evaluations and having
impaired mobility.

20900

R2’s progress note, dated 7/24/26, identified an
“open area” was now found on R2’s inner buttocks.
It showed redness and some minimal swelling. The
note recorded, “Continuing to use cream for skin
tears and between buttocks.” The note lacked any
recorded measurements of the identified areas or
other characteristics of the developed wound; nor
evidence of what, if any, ongoing interventions the
nurse placed to help promote healing of the wound.
Registered nurse (RN)-B authored the note.

R2’s last completed Skin Risk Observation with
Braden Scale, dated 7/25/26, identified R2 had
diabetes mellitus, continued to need physical
assistance with most mobility tasks, and continued
to have bowel incontinence. The evaluation recorded
R2 had no current, unhealed pressure injuries or
other skin problems and listed a Braden Scale score
which now showed R2 was not at risk for pressure
injury development (despite the progress note on
7/24 showing an open area). The section labeled,
“Interventions,” identified the staff would elevate her
edematous extremities but no other interventions,
including turning and repositioning program, were
marked despite an open area developing the day
prior. The evaluation concluded with, “Continue
Current Care Plan.”

R2’s M Health Fairview Geriatrics note, dated
7/28/26, was authored by the nurse practitioner
(NP)-A and recorded R2 as being seen for an
episodic care visit. The note now added a concern
which read, “4. Pressure ulcer of coccygeal region,
stage 2 (H).” The note continued, “Patient seen for
follow up … now PU [pressure injury] coccyx in cleft
2 X 0.5 cm [centimeters] plus R medial buttock 1 cm
area and L buttock 1.2 cm area both excoriated and
open, no discharge.” The note listed a section
labeled, “Assessment/Plan,” which reiterated the
pressure injuries on the coccyx with dictation
reading, “… coccyx plus bilateral buttocks open
areas with maceration/excoriation.” NP-A directed
to start barrier cream twice daily, have the wound
nurse evaluate the area that week, and offload as
possible.
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R2’s Weekly Skin Check, dated 8/1/26, identified R2
was given a shower and recorded a skin issue as,
“Other type of alteration.” The form outlined R2 as
having “excoriation and two open areas noted to
coccyx area.” The completed form lacked any written
dictation of what, if any, interventions were done for
the area or further wound characteristics (i.e.,
measurements, odor, drainage).

20900

R2’s progress note, dated 8/4/26 (late entry for
7/28/26), identified the campus wound nurse (RN)-A
had attempted to see R2 but she was not in her
room. A subsequent note, dated 8/4/26 (late entry
for 7/29/26), identified RN-A again attempted to see
R2 but she was going to a medical appointment but
R2 was seen by the nurse practitioner who had
placed orders for the developed wound. These notes
lacked evidence of any reapproach of R2 or what, if
any, actions RN-A had given to other nurses for
evaluating the wound or placing new interventions
for it since they had been unable to do so.

R2’s Treatment Administration History (TAR), dated
7/2026, identified R2’s recorded treatments with
staff initials and date/time of them to show what
was completed. This listed an intervention to apply
barrier cream to the developed pressure ulcer twice
daily with a start date recorded, “07/28/2026 –
08/03/2026 (DC Date).” This was first recorded as
completed on the evening medication pass on
7/28/26. The TAR lacked any interventions for
offloading or barrier cream prior to 7/28/26 despite
R2 needing assistance with mobility, having
incontinence, and developing the pressure injury on
7/24/26 (four days prior).

R2’s Wound Management details, located within the
medical record, identified R2 had multiple bruises
which were identified upon admission. However, it
lacked evidence that the developed pressure ulcers
(first identified on 7/24) were added or tracked in
this detail report until 8/3/26 when R3 discharged
the care center back to her ALF.

On 8/20/26 at 8:34 a.m., a telephone call was
placed to R2’s family member (FM)-D to discuss
R2’s care while at the care center. However, they
were not reached.

When interviewed on 8/20/26 at 8:40 a.m., NA-A
stated care plans were communicated to the floor
staff and directed how to transfer a resident and if
they were on a repositioning program or not. NA-A
stated all residents were on a “check on them”
program every few hours. If someone was helped
with toileting or repositioning, then it should be
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Continued from page 7
recorded in the POC charting each time the care was
provided adding, “Every time you go in the room
[record it].” NA-A stated they vaguely remembered
working with R2 and recalled applying barrier cream
to R2’s coccyx and bottom and believed it was
something being done the entire time R2 had been
admitted to the care center. R2 did not have any
skin issues or wounds to NA-A’s recall.

20900

When interviewed on 8/20/26 at 8:56 a.m., NA-B
stated a resident on a repositioning program would
be identified on the care plan which was then placed
in a folder for staff to review each day to be aware
of that. The staff just tracked the repositioning
themselves using a pen and paper and whether that
information was charted in the POC data would be
“a great question for the nurses.” NA-B recalled
there, at times, being a question about it on the POC
to answer but it was rather just a single “yes or no”
question about if you did it or not. NA-B stated they
thought the nurses charted more specific
interventions for pressure ulcer prevention in their
records. NA-B recalled working with R2 when she
was at the care center and described R2 as needing
assist of one with transfers and most tasks except
eating. R2 was also incontinent of bowel and
bladder. R2 was not on a repositioning or toileting
program but rather only “just when she would ask
[for help],” adding R2 didn’t like to lay in her bed
much but rather spent a lot of time in her recliner
chair. The staff would, if R2 asked for it, place R2’s
wheelchair cushion in the recliner, too. NA-B
recalled working on 7/24/26 when they saw R2’s
coccyx and the wounds for the first time. They
appeared “a little red” and like “a little open
wound.” NA-B notified the nurse about it, who told
them to apply barrier cream on it which had already
been present in the room. NA-B stated they were
unsure where or how long staff had been applying
barrier cream to R2’s coccyx prior to the wound
development. NA-B reiterated R2 had not been on a
turning and repositioning program prior to or
following the wound developing to their recall.

R2’s Point of Care (POC) History report, dated
7/17/26 to 8/4/26, identified the care recorded by
the nursing assistant (NA) staff members for the
period. R2 had no recorded behaviors and had
multiple episodes of bladder and bowel incontinence.
R2’s ability to go from sitting-to-lying and vice
versa was recorded mostly as, “Substantial/maximal
assistance,” with some, “Dependent.” The complete
POC documentation lacked evidence that R2 was
placed on a repositioning program or having any
consistent turning and repositioning completed for
the period.
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R2’s medical record was reviewed and lacked
evidence R2 had been started on a consistent
turning and repositioning program to help prevent
pressure ulcer development despite needing physical
assistance with transfers and bed mobility; lacked
evidence R2’s skin ability to tolerate prolonged
periods of pressure (i.e., tissue tolerance) had ever
been considered or evaluated in the recliner chair
since she spent much of her time there; lacked
evidence the pressure ulcers were comprehensively
assessed when they developed to determine what
interventions were needed to promote healing and
prevent continued decline; and lacked evidence of a
consistent treatment being implemented until
7/28/26 which was four days after the area was first
charted. Further, the record lacked evidence R2’s
skin care plan was ever adjusted with new
interventions despite a worsening Braden Scare
being charted. R2 then developed three stage II
pressure ulcers as diagnosed by the provider.

When interviewed on 8/20/26 at 9:42 a.m., RN-B
explained if a new skin impairment, including a
pressure injury, was identified then the nurse who
first saw it was supposed to assess it and then
update the wound nurse (RN-A) or the unit manager
about it. The wound should also be measured and
all the actions taken should be recorded in the
progress notes. The wound nurse would then
evaluate the wound, and they would stage it, if
needed, and make further treatment
recommendations and communicate with the
physician. RN-B stated the Weekly Skin Check forms
were to be completed on the scheduled bath day for
the resident and should include both current and
new skin impairments but if the wound had already
been assessed, then staff would just recorded any
changes to it on that form and not go into full detail
about it. RN-B stated the floor nurses also complete
the Skin Risk Observation/Braden forms and should
place checkmarks next to the interventions they
have orders to do for the person but just because
there were no orders for someone to be
repositioned, the nurses and aides could still do that
adding, “I feel like that is common sense.” RN-B
stated there had been some training on how to
complete those skin forms when they started
working at the care center a few months prior, but
not “down to the detail” of exactly what
check-marking the items meant or who then updates
the care plan with those marked interventions. RN-B
stated they felt the unit manager would be the
person who updated the care plan with interventions
as the floor staff more just identified the wound and
then the unit manager would take over the care and
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Continued from page 9
care plan adjustments moving forward adding, “We
[floor nurses] don’t do any changes to the care plan
unless we’re told to.” RN-B recalled working with
R2 and described her as “pretty immobile” and often
sleeping in her recliner chair instead of her bed.
There was rarely, if ever, a cushion used in the
recliner seat to RN-B’s recall but sometimes R2
would ask for a pillow on her side due to hip pain.
R2 was “pretty incontinent” of bowel and bladder
but did void in the toilet at times when assisted
there. RN-B recalled the wound they saw on R2’s
bottom area on 7/24/26 and described it as “red”
but with intact skin looking like “two pennies next to
each other.” There were multiple areas present and
the aide mentioned there was some barrier cream in
the bathroom, so RN-B told the aide to just apply
that. R2 reported the area was “a little painful” too.
RN-B then updated the nurse they were working
with that day for orientation about the wound but
was unable to recall the nurse’s name. RN-B stated
they did not update the wound nurse about the
wound as, at that time, they did not know who it
was even; and they were unsure if the nurse they
reported it to did either, rather the nurse they
reported it to just said to apply the barrier cream
and “keep an eye on it.” RN-B stated they could not
recall if R2 was on a turn and reposition program or
not but did recall seeing her often slide down in her
wheelchair and having a slumped appearance, so
staff would have to boost her back up often. RN-B
stated they were unsure how the NA staff members
chart repositioning if someone was on a
repositioning program adding, “I have never seen
their charting.” RN-B then stated they thought
someone on a repositioning or offloading program
would show up on the TAR with an intervention for
the nurses to record. The nurses could also write it
in a progress note, but nobody had ever directed
them to do that, rather it was just to get the
information into the medical record. RN-B verified
R2 was “pretty healthy” and eating well during their
stay at the care center. R2 was not considered in
terminal condition, either. Further, RN-B stated they
were unsure who or how often someone evaluates
the skin tolerance to pressure (i.e., tissue tolerance)
and did not know if occupational therapy (OT) had
ever been involved with R2’s skin interventions or
not.

20900

When interviewed on 8/20/26 at 10:48 a.m.,
occupational therapist (OT)-A recalled working with
R2 and reviewed her medical record. R2 had
“waxing and waning” cognition and family had been
considering memory care options at the end of her
admission. R2 had a foot injury and wore a CAM
boot due to fractures going from weight-bearing as
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Continued from page 10
tolerated (WBAT) to toe-touch weight bearing (TTWB)
mid-stay after an orthopedics appointment. OT-A
recalled R2 struggled at times to use the call light
system as it was different than the style she had
been using at her ALF. Upon admission, OT-A
stated R2 needed moderate to maximum assistance
with repositioning then progressed to needing more
minimal to moderate assistance towards the end of
her stay. OT-A stated they did not think R2 would
know to reposition herself independently without
cues or help and needed physical help to do that
throughout her admission. OT-A stated they did not
think R2 had ever been on a repositioning program
and could not recall nursing staff ever reaching out
to them (OT) about her spending a lot of time in her
recliner chair. OT-A stated use of a recliner chair
instead of a bed was “something I want to look into
more” as it did not provide the same “offloading
pressure” as a mattress would have. The OT could
even then do a “pressure-mapping” on R2 to help
determine more interventions to relieve pressure in
the wheelchair or recliner. OT-A recalled doing a
“seat dumping” on R2’s wheelchair but that was
more for her sliding and her falling. OT-A stated
they were unaware R2 had developed pressure
ulcers at the care center.

20900

On 8/20/26 at 11:29 a.m., a group interview was
held with the director of nursing (DON), RN-A, nurse
manager (RN)-D, and the regional director of clinical
services (RDCS). RN-D explained that when a
resident was admitted to the care center, a skin
check was completed and recorded. If wounds
existed, then they would be recorded in the Wound
Management section and tracked, and RN-A would
be updated about them. If there is no skin issue
present upon admission, then a Braden Scale is
completed and, depending on that result, they are
placed on a repositioning program if they are at risk.
The Braden Scale is then repeated weekly for four
weeks by the floor nurses. The care plan “normally”
was then updated by the manager if the person was
at risk for skin breakdown. RN-A stated the floor
nurses were also able to update the care plan with a
reposition program and consult with other resources,
such as the dietitian, if they determined they needed
to do so about skin risk or wounds. DON explained
they no longer have tissue tolerance review as part
of their assessment process as the weekly skin
checks and daily general observations of skin with
care replaced it. RN-A stated if a resident was using
a device frequently, like a recliner, then they could
visit with OT and have them review it and provide a
cushion for it, if needed, but the resident would still
likely need to be offloaded by the staff. RN-D
verified R2 needed physical help to reposition, and
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the care plan should be updated with interventions
as the Skin Risk/Braden evaluations are completed.
The timeline of events with R2’s wound was
reviewed. RN-D recalled seeing the progress note
(dated 7/24) about the wound concern and updated
the provider about it who saw it then (on 7/28) and
ordered barrier cream for it. The provider only told
them it was “some excoriation but nothing major”
and never used the term ‘pressure injury’ which
would have caused them to have a hastier response
to it. RN-A and RN-D stated they both attempted to
evaluate the wound between 7/24 and 7/28 but had
been unable to connect with R2 which is why the
notes were entered into the system late (after R2
discharged). RN-A verified the floor nurses could
also have fully assessed the wound and started
treatments on it since they were unable to see it.
RN-D verified the medical record lacked a
re-assessment of the wound after it developed or
revisions to the care plan and stated they never
updated the care plan after the wounds developed as
they wanted to evaluate the wound first before
adding them to the care plan. RN-D also
acknowledged that the care plan lacked any further
interventions for skin risk other than the initial
single intervention loaded despite the worsening
Braden Scale scores being recorded. DON stated
that if a resident was on a reposition program, the
NA staff should be recording that in the POC
charting or the nurses could record it on the TAR.
However, R2 did not have this charting in her record
and had not been placed on a reposition program
per the care plan, either. DON stated the first time
they had learned about R2 developing multiple
pressure injuries was after R2 discharged and her
ALF reached out asking about the wounds. When
asked if R2 would have still developed the pressure
injuries if all these actions, such as being placed on
a repositioning program and having new care plan
interventions added as her Braden Scale score
worsened, had been taken, RN-D stated they didn’t
think R2 needed much help to reposition at the
beginning of her admission and felt the nurses were
checking on her routinely. DON stated they would
keep looking for more information in the medical
record to show what, if any, additional actions or
interventions were being done and provide them if
located.

20900

No further information was received.

When interviewed on 8/19/26 at 1:49 p.m., NP-A
stated they were the primary medical provider to R2
while she had been at the care center. NP-A stated
they were first notified about the developed skin
impairment for R2 on 7/28/26 which they went and
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evaluated. There were three areas total and each
was a stage II pressure ulcer. The areas appeared,
“red and raw” but had no depth or slough present
rather just, “raw, macerated areas.” NP-A stated if a
wound developed between care visits, then the unit
manager could call and update them about it. NP-A
stated the charting on 7/24/26 from the nurse
wasn’t maybe enough to warrant an update to the
provider alone as some nurses are newer or more
raw than others. NP-A stated the wound nurse
should have been made aware when the skin was
first seen, and they could have evaluated the wound
and then contacted the provider for input if needed
adding, “That should have happened.”

20900

The facility Prevention and Treatment of Skin
Breakdown policy, dated 6/2026, identified residents
were assessed upon admission and weekly
thereafter for four weeks using the Skin Risk
Assessment. The policy recorded, “Those residents
at an increased risk for impaired skin integrity are
provided preventative measures to reduce the
potential for skin breakdown.” The policy outlined a
care plan would be implemented and updated for
skin risk interventions based on areas of risk,
resident assessment, a Braden of 15 or less, and
resident preferences. Resident’s skin was observed
daily with cares and concerns would be reported to
the nurse; a therapy consult would be placed as
appropriate. If a new pressure injury was identified
after admission, the policy directed to document it in
the medical record, initiate standing orders for
wound care, notify the provider and resident
representative, notify the supervisor (manager) and
evaluate current pressure reduction interventions
and revise the care plan. The documentation should
reflect these actions completed.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON), or designee, could review
applicable policies and procedures on pressure ulcer
risk assessment, care planning, and monitoring to
ensure accuracy and alignment with the regulations.
Then, could educate staff on the expectations and
then audit records to ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: 21 Days
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