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Electronically delivered
August 13, 2019
Administrator
Lyngblomsten Care Center
1415 Almond Avenue
Saint Paul, MN 55108
RE: Project Numbers H5347096, H5347098, H5347099
Dear Administrator:
On June 20, 2019, we informed you that the following enforcement remedy was being imposed:
• Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective August 22, 2019.
Also on June 20, 2019, this Department recommended to the Centers for Medicare and Medicaid
Services (CMS) the following enforcement remedy(ies):
• Civil money penalty. (42 CFR 488.430 through 488.444)
On July 9, 2019, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to
verify that your facility had achieved and maintained compliance with federal certification deficiencies
issued. We presumed, based on your plan of correction, that your facility had corrected these
deficiencies as of July 5, 2019. We have determined, based on our visit, that your facility has corrected
as of July 5, 2019.
As a result of the revisit findings:
• Discretionary denial of payment for new Medicare and Medicaid admissions effective August
22, 2019 be rescinded as of July 5, 2019. (42 CFR 488.417 (b))
However, as we notified you in our letter of June 20, 2019, in accordance with Federal law, as specified
in the Act at § 1819(f)(2)(B)(iii)(I)(b) and § 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from June 3, 2019. This does not apply to or affect any previously imposed NATCEP loss.
In addition, this Department recommended to the CMS Region V Office the following the remedies:
• Civil money penalty. (42 CFR 488.430 through 488.444)
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The CMS Region V Office will notify you of their determination regarding the imposed remedies and
appeal rights.
Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.
Feel free to contact me if you have questions.
Sincerely,

Kamala Fiske‐Downing
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112 Fax: (651) 215‐9697
Email: Kamala.Fiske‐Downing@state.mn.us

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
August 13, 2019
Administrator
Lyngblomsten Care Center
1415 Almond Avenue
Saint Paul, MN 55108
Re: Reinspection Results ‐ Complaint Numbers H5347096, H5347098, H5347099
Dear Administrator:
On July 9, 2019 an investigator from the Minnesota Department of Health completed a reinspection of
your facility, to determine correction of licensing orders found during the investigation completed on
June 3, 2019.
At this time these correction orders were found corrected.
Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the president of your facility’s governing body.
Please feel free to call me with any questions.
Sincerely,

Kamala Fiske‐Downing
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112 Fax: (651) 215‐9697
Email: Kamala.Fiske‐Downing@state.mn.us
cc: Licensing and Certification File
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Electronically Submitted
June 20, 2019
Administrator
Lyngblomsten Care Center
1415 Almond Avenue
Saint Paul, MN 55108
RE: Project Numbers H5347096, H5347098, H5347099, H5347100C, H5347101C, and H5347102C
Dear Administrator:
On June 3, 2019, an extended standard survey was completed at your facility by the Minnesota
Department of Health and Public Safety to determine if your facility was in compliance with Federal
participation requirements for skilled nursing facilities and/or nursing facilities participating in the
Medicare and/or Medicaid programs. At the time of the June 3, 2019 extended survey the Minnesota
Department of Health completed an investigation of complaint numbers H5347096, H5347098, and
H5347099 that were found to be substantiated and H5347100C, H5347101C, and H5347102C that
were found to be unsubstantiated.
Your facility was not in substantial compliance with the participation requirements and the conditions
in your facility constituted both substandard quality of care and immediate jeopardy to resident health
or safety. This survey found the most serious deficiencies in your facility to be isolated deficiencies
that constituted immediate jeopardy (Level J) whereby corrections were required. The Statement of
Deficiencies (CMS‐2567) is being electronically delivered.
REMOVAL OF IMMEDIATE JEOPARDY
On June 3, 2019, the situation of immediate jeopardy to potential health and safety cited at F0684 was
removed. However, continued non‐compliance remains at the lower scope and severity of D.
REMEDIES
As a result of the survey findings and in accordance with survey and certification memo 16‐31‐NH, this
Department recommended the enforcement remedy listed below to the CMS Region V Office for
imposition: The CMS Region V Office concurs and is imposing the following remedy and has authorized
this Department to notify you of the imposition:
• Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective August 22, 2019.
This Department is also recommending that CMS impose a civil money penalty. You will receive a
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formal notice from the CMS RO only if CMS agrees with our recommendation.
• Civil money penalty, (42 CFR 488.430 through 488.444).
The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective August 22, 2019 (42 CFR 488.417 (b)). They will also notify
the State Medicaid Agency that they must also deny payment for new Medicaid admissions effective
August 22, 2019 (42 CFR 488.417 (b)).
You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction.
The remedy must remain in effect until your facility has been determined to be in substantial
compliance or your provider agreement is terminated. Please note that the denial of payment for new
admissions includes Medicare/Medicaid beneficiaries enrolled in managed care plans. It is your
obligation to inform managed care plans contracting with your facility of this denial of payment for
new admissions.
NURSE AIDE TRAINING PROHIBITION
Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse aide training and competency evaluation programs and nurse aide competency
evaluation programs offered by, or in, a facility which, within the previous two years, has operated
under a § 1819(b)(4)(C)(ii)(II) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of full‐time registered
professional nurse); has been subject to an extended or partial extended survey as a result of a finding
of substandard quality of care; has been assessed a total civil money penalty of not less than $10,483;
has been subject to a denial of payment, the appointment of a temporary manager or termination; or,
in the case of an emergency, has been closed and/or had its residents transferred to other facilities.
Therefore, your agency is prohibited from offering or conducting a Nurse Assistant
Training/Competency Evaluation Programs or Competency Evaluation Programs for two years
effective June 3, 2019. This prohibition is not subject to appeal. Under Public Law 105‐15 (H.R. 968),
you may request a waiver of this prohibition if certain criteria are met. Please contact the Nursing
Assistant Registry at (800) 397‐6124 for specific information regarding a waiver for these programs
from this Department.
SUBSTANDARD QUALITY OF CARE
Your facility's deficiencies with §483.10, Residents Rights, §483.12, Freedom from Abuse, Neglect, and
Exploitation, §483.15, Quality of Life and §483.25, Quality of Care, 483.40 Behavioral Health Services,
§483.45 Pharmacy Services, §483.70 Administration, or §483.80 Infection control has been determined
to constitute substandard quality of care as defined at §488.301. Sections 1819(g)(5)(C) and
1919(g)(5)(C) of the Social Security Act and 42 CFR 488.325(h) require that the attending physician of
each resident who was found to have received substandard quality of care, as well as the State board
responsible for licensing the facility's administrator, be notified of the substandard quality of care. If
you have not already provided the following information, you are required to provide to this agency
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within ten working days of your receipt of this letter the name and address of the attending physician
of each resident found to have received substandard quality of care.
Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information timely
will result in termination of participation in the Medicare and/or Medicaid program(s) or imposition of
alternative remedies.
Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of
nurse assistant training programs offered by, or in, a facility which, within the previous two years, has
been subject to an extended or partial extended survey as a result of a finding of substandard quality
of care. Therefore, Lyngblomsten Care Center is prohibited from offering or conducting a Nurse
Assistant Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation Programs
for two years effective June 3, 2019. This prohibition remains in effect for the specified period even
though substantial compliance is attained. Under Public Law 105‐15 (H. R. 968), you may request a
waiver of this prohibition if certain criteria are met. Please contact the Nursing Assistant Registry at
(800) 397‐6124 for specific information regarding a waiver for these programs from this Department.
ELECTRONIC PLAN OF CORRECTION (ePOC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).
To be acceptable, a provider's ePOC must include the following:







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

DEPARTMENT CONTACT
Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag) i.e., the plan of correction should be directed to:
Maria King, RN, APM
Licensing and Certification Program
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Health Regulation Division
Minnesota Department of Health
Mankato Place
12 Civic Center Plaza, Suite 2105
Mankato, Minnesota 56001‐7789
Email: maria.king@state.mn.us
Phone: (507) 344‐2716
Fax: (507) 344‐2723
PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE
The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for their respective deficiencies (if any) is acceptable.
VERIFICATION OF SUBSTANTIAL COMPLIANCE
Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.
If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.
FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THE
SURVEY
We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by December 3, 2019 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.
Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

APPEAL RIGHTS DENIAL OF PAYMENT

Lyngblomsten Care Center
June 20, 2019
Page 5
If you disagree with this action imposed on your facility, you or your legal representative may request a
hearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board (DAB). Procedures governing this process are set out in 42 C.F.R. 498.40,
et seq. You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E‐File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:
Tamika.Brown@cms.hhs.gov
Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service. In those
circumstances you may call the Civil Remedies Division to request a waiver from e‐filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing. A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:
Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644
Washington, D.C. 20201
(202) 565‐9462
A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree. It should also specify the basis for contending that the findings and conclusions
are incorrect. At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Tamika Brown, Principal Program
Representative by phone at (312) 353‐1502 or by e‐mail at Tamika.Brown@cms.hhs.gov.

APPEAL RIGHTS NURSE AIDE TRAINING PROHIBITION
Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
substandard quality of care that leads to the loss of approval by a Skilled Nursing Facility (SNF) of its
NATCEP is an initial determination. In accordance with 42 CFR part 489 a provider dissatisfied with an
initial determination is entitled to an appeal. If you disagree with the findings of substandard quality of
care which resulted in the conduct of an extended survey and the subsequent loss of approval to
conduct or be a site for a NATCEP, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40, et. Seq.
A written request for a hearing must be filed no later than 60 days from the date of receipt of this
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letter. Such a request may be made to the Centers for Medicare and Medicaid Services (formerly
Health Care Financing Administration) at the following address:
Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644
Washington, D.C. 20201
A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree. It should also specify the basis for contending that the findings and
conclusions are incorrect. You do not need to submit records or other documents with your hearing
request. The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing. The DAB will also set the location for the hearing, which is likely to be in
Minnesota or in Chicago, Illinois. You may be represented by counsel at a hearing at your own
expense.
INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164‐0900
This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm
You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm
Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.
Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.
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Feel free to contact me if you have questions.
Sincerely,

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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An abbreviated standard survey was conducted
on 5/29, 5/30, 5/31 and 6/3/19 to investigate
complaints #H5347096, H5347098, H5347099C,
H5347100C, H5347101C, and H5347102C.
Complaint H5347096 was substantiated at F580,
F610, and F684.
Complaint H5347098 was substantiated at F610
and F689.
Complaint H5347099C was substantiated at
F760.
Complaints H5347100C, H5347101C, and
H5347102C were not substantiated.
The survey resulted in an Immediate Jeopardy
(IJ) at F684 related to the facility's failure to
appropriately assess, monitor, and intervene, with
immediate risk to resident health and safety. In
addition, the facility failed to ensure staff were
re-educated to prevent re-occurrence. The IJ
began on 11/19/18 at 8:10 a.m. The facility's
administrative staff were notified of the IJ on
5/31/19, at 3:45 p.m. The immediacy was
removed on 6/3/19, at 3:20 p.m. however,
non-compliance remained at the lower scope and
severity of D, potential for actual harm, which was
not Immediate Jeopardy.
Due to identifying substandard quality of care, an
extended survey was conducted on May 31, 2019
and June 3, 2019.
The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Because you are
enrolled in ePOC, your signature is not required
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 7QRU11

Facility ID: 00501

If continuation sheet Page 1 of 51

PRINTED: 07/10/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245347

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/03/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1415 ALMOND AVENUE

LYNGBLOMSTEN CARE CENTER
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

SAINT PAUL, MN 55108

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 Continued From page 1
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form. Your electronic submission of the POC will
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an
on-site revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.
F 580 Notify of Changes (Injury/Decline/Room, etc.)
SS=D CFR(s): 483.10(g)(14)(i)-(iv)(15)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

ID
PREFIX
TAG

(X5)
COMPLETION
DATE

F 000

F 580

7/5/19

§483.10(g)(14) Notification of Changes.
(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;
(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);
(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or
(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).
(ii) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.
(iii) The facility must also promptly notify the
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resident and the resident representative, if any,
when there is(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or
(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.
(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident
representative(s).
§483.10(g)(15)
Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to notify the physician and/or the
resident's representative of a significant change
of condition for 1 of 1 resident (R1) reviewed who
had elevated vital signs and a significant change
of condition. R1 had an elevated blood pressure,
temperature, pulse, and was having emesis. The
facility did not notify R1's representative and/or
physician until R1 fell out of a wheelchair
approximately one and half hours after the
change of condition was identified.
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The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
of State and Federal law. Without waiving
the foregoing statement, the facility states
that:

Findings include:
R1's quarterly Minimum Data Set (MDS)
assessment dated 9/28/18, indicated R1 had
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severe cognitive impairment and required
extensive staff assistance with transfers and
toileting.
R1's care plan dated 7/2/18, indicated R1
required assistance from one staff with activities
of daily living (ADLs), and staff were supposed to
ensure the resident's call light was within reach.
R1's Progress Note dated 11/19/18, at 7:47 a.m.
indicated the nurse [licensed practical nurse
(LPN)-A] was called by the nursing assistant at
6:25 a.m. and stated R1 was having emesis. The
nurse [LPN-A] checked R1's vital signs twice.
The first check results were blood pressure (BP)
235/138, pulse (P) 127, respirations (R) 20,
temperature (T) 102.1 F., and an oxygen
saturation level (O2) of 94% on room air (RA).
The second check results (unknown time of
check) were BP 203/127, P 118, R 19, and O2 of
95% on RA. An apical pulse was also checked
which was 116. The progress note indicated
LPN-A gave report to registered nurse (RN)-A
who would follow up on R1.
R1's Fall Report dated 11/19/18, documented by
RN-A, indicated R1 fell at 8:10 a.m. The report
indicated R1's most recent vital signs results
were obtained on 11/19/18, at 8:25 a.m., and the
results were T 101 F., R 20, and O2 of 90% on
RA, there was no indication a blood pressure was
checked at that time. At 9:06 a.m., BP 211/111
and P. 106. The report indicated R1 hit her head;
attempted to self-transfer from one surface to
another; did not respond to questioning; did not
have her call light within reach; had no recent
changes in condition; had a stable condition
during the past few months; and was incontinent
at the time of the fall.
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F 580
consult with the resident s physician; and
notifies the resident representative when
there is a significant change in the
resident s physical, mental, or
psychosocial status. To assure continued
compliance the following plan has been
implemented:
Regarding cited residents:
With respect to resident R1, the resident
has discharged.
Actions taken to identify other potential
residents having similar occurrences:
All other residents have the potential to be
affected similarly by inadequate
notification of the resident, physician, or
representative.
Measures put in place to ensure deficient
practice does not occur:
Licensed nursing staff have been trained
defining what constitutes a significant
change in condition, the protocol for
notifying the provider of a significant
change, and how staff communicate a
significant change to one another,
including the plan for responding to that
change. Likewise, Trained Medication
Aides and Nursing Assistants, have been
trained on what constitutes vital sign
abnormalities and the importance of
immediately reporting to a nurse. Facility
Notification of Change policy has been
updated to reflect the use of the
INTERACT tool, Change in Condition:
When to report to the MD/NP/PA as
guidance for identifying what constitutes a
significant change. Licensed nursing staff
have been trained on new facility protocol
that directs the nurse first discovering a
significant change of condition to make
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R1's Progress Note dated 11/19/18, at 10:47 a.m.
indicated R1 was found face down on the floor by
her bed. She was alert and spoke to the writer
when asked questions. R1's vital signs were
checked and the results were T 101 F, P 106, R
20, BP 211/111, and O2 of 90 % on RA. R1's
family member (FM)-H was updated and wanted
R1 sent to the hospital. R1's physician was
contacted and gave the order to call 911.
R1's Progress Note dated 11/19/18, at 10:59 a.m.
indicated paramedics assisted R1 onto a
stretcher and transported R1 to the hospital at
9:45 a.m.
R1's Fall Report dated 11/19/18, revised on
12/4/18, indicated R1 was found that day face
down on the floor next to her bed. She was
awake and alert. R1 was assessed on the floor
and assisted by three staff members with the
Hoyer sling/lift to bed. R1 was oriented to person
only. She was confused, incontinent, and the call
light was not within reach. R1 stated she fell out
of bed, but the trained medication assistant
(TMA) stated she fell out of the wheelchair.

the initial notification of the physician and
representative.
Effective implementation of actions will be
monitored by:
Nursing Administration will be responsible
for auditing for proper change in condition
notifications through observations, report
and record review. Audits will be
documented.
Those responsible to maintain compliance
will be:
The Director of Nursing and/or designee
will review and analyze the audit data
collected, identifying if any issues of
noncompliance occurred and adjusting
the plan as needed to assure compliance.
The analysis will be presented and
discussed monthly at the Quality
Assurance Committee meetings by the
Director of Nursing. At that time the
Quality Assurance committee will make
the decision/recommendation regarding
any necessary follow-up studies or
actions.
Completion date for certification purposes
only is July 5th, 2019

The facility investigation notes dated 11/27/18,
indicated R1 was found on the floor in her room
at 8:10 a.m. on 11/19/18, with some blood noted
coming from her mouth. There was no visual or
palpable raised areas noted on her head. R1
was alert and talking to the nurse. R1 had an
elevated blood pressure, pulse, and temperature.
FM-H was contacted and directed staff to send
R1 to the hospital. After sending R1 to the
hospital, it was noted the night nurse, LPN-A, had
documented at 6:25 a.m. that morning that R1
had an elevated BP 235/138, P 127, and T 102.1
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F. When the facility interviewed LPN-A, she
stated she was concerned about R1's elevated
vital signs and called the house supervisor and
registered nurse (RN)-B to assist with
assessment of R1. She stated RN-B directed
LPN-A to check R1's vital signs again (unknown
time) and at that time, they were BP 203/127, P
118, and T 99.9 F. LPN-A stated R1 was gagging
and throwing up a little amount of clear white
liquid. LPN-A stated she took R1's vital signs
again at about 6:25 a.m. and noted an elevated
BP 235/138, P 127, and T 102 F. She stated
RN-B went to R1's room at the same time
morning report was going on. LPN-A updated
RN-A about R1 gagging and the elevated vital
signs. RN-A directed the TMA to keep R1 up in
the chair to decrease the likelihood of aspiration
and to "keep an eye on [R1]." During the facility
investigative interview, TMA-A stated she
checked on R1 the morning of the fall and found
her up in a chair and quiet. Around 8:10 a.m.,
TMA-A stated she was going to provide cares to
another resident when she observed R1 on the
floor. During the facility investigative interview,
RN-A stated she was updated on R1 gagging, but
did not remember hearing about the elevated vital
signs. It was documented on the report the day
nurse (RN-A) was hard of hearing. However, the
investigation indicated when RN-A completed an
assessment of R1 after the fall, she also noted
R1 had elevated vital sign results with BP
211/111, P 106, T 101 F, R 20, and O2 90% on
RA. RN-A had instructed TMA-A to administer
R1's blood pressure medication which was
completed. R1 had a small amount of blood
coming out of her mouth, but no signs of trauma
or raised areas on her head. R1 was transported
to the hospital at 9:45 a.m. The facility
investigation concluded there was no indication
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R1's representative or physician was contacted
regarding the change of condition until R1 fell
from the wheelchair.
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R1's hospital intensive care admission note dated
11/19/18, indicated R1 was admitted to the
hospital with altered mental status after a fall at
the nursing home. R1 was diagnosed with a
subarachnoid hemorrhage and sepsis secondary
to a urinary tract infection. The diagnoses
involved trauma from her fall and/or uncontrolled
hypertension. R1's admitting physician note
included; R1 "did receive enalapril [blood
pressure medication] this morning and per
neurosurgery this is likely from her fall." R1 "was
found down in her nursing home this morning
after being placed in a chair. Per phone call to
her nursing home, [facility name] she was found
face down this morning around 8:00 a.m. She
received Enalapril 20 mg (milligrams) ... She was
nauseated and gagging and so she was being put
in a chair and was left in the room, and then was
found down. She was alert and talkative after the
fall and was responding appropriately to
questions."
During interview on 5/31/19 at 9:00 a.m., FM-H
stated when R1 fell in November 2018, R1's
blood pressure was high, and the facility did not
notify her or the physician until after R1 fell.
FM-H stated she was upset the facility did not
contact the physician immediately after
discovering R1's elevated blood pressure as it
could have prevented R1 from falling.
During interview with the surveyor on 5/31/19, at
10:00 a.m., RN-A stated on 11/19/18, LPN-A
informed her R1 had an emesis earlier that
morning, but she was not informed about R1's
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high blood pressure or increase in vital signs.
RN-A stated she directed TMA-A to ensure R1
was sitting up in her wheelchair so she did not
aspirate if she had another emesis. RN-A stated,
at about 8:00 a.m., TMA-A told her R1 had fallen
out of her wheelchair in her room. RN-A stated
she checked R1's vital signs after the fall and her
blood pressure was "really high." After assessing
R1 and assisting her into bed, RN-A stated she
contacted FM-H to notify her of R1's fall and
change in condition. FM-H requested R1 be sent
to the hospital. RN-A stated if LPN-A had notified
her of R1's high blood pressure, she would have
called the physician immediately. RN-A stated
the facility interviewed her as part of the facility
investigation, but she was not aware of the
outcome of the investigation and stated she
recieved no further coaching or education
regarding the incident with R1. RN-A stated R1's
change of condition was a "critical situation." She
stated LPN-A or RN-B should have contacted the
on-call physician after discovering R1 had high
vital signs and a change of condition.
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During interview with the surveyor on 5/31/19 at
10:57 a.m., the director of nursing (DON)-A
stated on 11/19/18, he spoke with RN-B that
morning at about 7:30 a.m. RN-B told him R1's
vital signs were elevated and R1 had emesis.
DON-A stated RN-B reported RN-A was aware of
the situation. DON-A stated he was "comfortable
with it, that my staff was on top of it." DON-A
stated after the facility management reviewed the
incident, they felt it was just staff
miscommunication. DON-A stated there was no
coaching or education provided, but LPN-A was
told to speak up when giving report as RN-A was
"hard of hearing."
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During interview with the surveyor on 5/31/19 at
1:05 p.m., RN-B stated he did not remember
anything about the incident with R1 on 11/19/18.
However, RN-B stated he had not received any
additional training or coaching since November
2018. When presented with the scenario of a
resident having emesis, BP 235/138, P 127, and
T 102.1 F, RN-B stated he would re-check the
resident's vital signs in half an hour and notify the
physician if the vital signs were still elevated.
RN-B stated if the incident did not occur during
day time hours, he would contact the on-call
physician.
The facility policy titled, Notification of Changes
dated 11/2018, and revised on 4/2018, indicated
changes in a resident's condition or treatment are
immediately shared with the resident and the
resident representative, and reported to the
appropriate physician/provider. Nurses and other
care staff are educated to identify changes in a
resident's condition, including those requiring
notification of the resident and/or their
representative, and the physician/provider.
F 610 Investigate/Prevent/Correct Alleged Violation
SS=D CFR(s): 483.12(c)(2)-(4)
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F 610

7/5/19

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:
§483.12(c)(2) Have evidence that all alleged
violations are thoroughly investigated.
§483.12(c)(3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the
investigation is in progress.
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F 610 Continued From page 9
§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to take appropriate corrective action
following an internal investigation of allegations of
staff neglect of resident care was identified for 2
of 5 residents (R1, R2) reviewed.
Findings include:
A facility Vulnerable Adult/Abuse Prevention policy
dated 3/2017, indicated the facility does not
tolerate any forms of abuse, neglect, corporal
punishment, involuntary seclusion or
misappropriation of property of any resident. The
policy further indicated all allegations of
abuse/neglect/exploitation will be reported and
investigated according to federal regulations and
state statutes. The policy included that upon
investigation of allegations of mistreatment,
documentation of the internal investigation and
corrective action taken would be maintained for a
period of seven years. The policy also indicated
the facility would respond to results of the internal
investigation and would make reasonable efforts
to determine causation of allegations of abuse
and neglect and take corrective action consistent
with the investigative findings and eliminate any
ongoing danger to the resident or the resident
population as a whole. The Administrator/DON or
designee would ensure the resident's care plan
reflects the resident condition and measures
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The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
of State and Federal law. Without waiving
the foregoing statement, the facility states
that:
F610
It is the policy of Lyngblomsten to
thoroughly investigate allegations of
abuse, neglect, exploitation, or
mistreatment, to prevent further potential
abuse, neglect, exploitation or
mistreatment during the investigation, and
report the results of all investigations to
the Administrator and other officials, and
to take corrective action if the alleged
violation is verified. To assure continued
compliance the following plan has been
implemented:
Regarding cited residents:
With respect to resident R1 and R2, R1
has discharged and R2 is deceased.
Actions taken to identify other potential
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taken to prevent reoccurrence of the incident.
R1's quarterly Minimum Data Set (MDS)
assessment dated 9/28/18, indicated R1 had
severe cognitive impairment and required
extensive staff assistance with transfers and
toileting.
R1's care plan dated 7/2/18, indicated R1
required assistance from one staff with activities
of daily living (ADLs), and staff were supposed to
ensure the resident's call light was within reach.
R1's Progress Note dated 11/19/18, at 7:47 a.m.
indicated the nurse [licensed practical nurse
(LPN)-A] was called by the nursing assistant at
6:25 a.m. and stated R1 was having emesis. The
nurse [LPN-A] checked R1's vital signs twice.
The first check results were blood pressure (BP)
235/138, pulse (P) 127, respirations (R) 20,
temperature (T) 102.1 F., and an oxygen
saturation level (O2) of 94% on room air (RA).
The second check results (unknown time of
check) were BP 203/127, P 118, R 19, and O2
95% on RA. An apical pulse was also checked
which was 116. The progress note indicated the
nurse [LPN-A] gave report and that the day nurse
[registered nurse (RN)-A] would follow up on R1.
R1's Fall Report dated 11/19/18, at 8:11 a.m. and
documented by RN-A indicated R1 fell at 8:10
a.m. The report indicated R1's most recent vital
signs results were obtained on 11/19/18, at 8:25
a.m., and the results were T 101 F., R 20, and O2
90% on RA, and at 9:06 a.m., BP 211/111 and P
106. The report indicated R1 hit her head;
attempted to self-transfer from one surface to
another; did not respond to questioning; did not
have her call light within reach; had no recent
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residents having similar occurrences:
All other residents have the potential to be
similarly affected if the facility
inadequately investigates, protects,
reports, and/or takes corrective action.
Measures put in place to ensure deficient
practice does not occur:
All Nursing Administration Staff have been
retrained on the facility Abuse Prevention
policy, particularly the Investigation and
Response sections to assure allegations
of abuse, neglect, exploitation or
maltreatment are properly investigated
and appropriate corrective actions are
implemented, such as: coaching,
retraining, monitoring, supervision, or
disciplinary action.
Effective implementation of actions will be
monitored by:
An interdisciplinary team of leadership
personnel was assembled and trained on
the facility Abuse Prevention policy and
state and federal abuse prevention
regulations. This team will be responsible
for reviewing the abuse, neglect,
exploitation and maltreatment
investigations completed by the Nursing
Administrative team for compliance with
the facility, state and federal standards.
They will determine if the corrective
actions implemented are appropriate and
may direct additional actions be taken.
Those responsible to maintain compliance
will be:
The Director of Nursing and/or designee
will audit the interdisciplinary leadership
team s findings, analyzing instances
when the team determined appropriate
corrective actions were implemented
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If continuation sheet Page 11 of 51

PRINTED: 07/10/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245347

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/03/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1415 ALMOND AVENUE

LYNGBLOMSTEN CARE CENTER
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

SAINT PAUL, MN 55108

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 610 Continued From page 11
changes in condition; had a stable condition
during the past few months; and was incontinent
at the time of the fall.
R1's Progress Note dated 11/19/18, at 10:47 a.m.
indicated R1 was found face down on the floor by
her bed. She was alert and spoke to the writer
when asked questions. R1's vital signs were
checked and the results were T 101 F, P 106, R
20, BP 211/111, and O2 90 % on RA. R1's family
member (FM)-H was updated and wanted R1
sent to the hospital. R1's physician was
contacted and gave the order to call 911.
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versus when additional actions were
needed. If necessary the Director of
Nursing will adjust the plan as needed to
assure continued compliance. The data
collected will be presented and discussed
monthly at the Quality Assurance
Committee meetings by the Director of
Nursing. At that time the Quality
Assurance committee will make the
decision/recommendation regarding any
necessary follow-up studies or actions.
Completion date for certification purposes
only is July 5th, 2019.

R1's Progress Note dated 11/19/18, at 10:59 a.m.
indicated paramedics assisted R1 onto a
stretcher and transported R1 to the hospital at
9:45 a.m.
R1's Fall Report dated 11/19/18, revised on
12/4/18, indicated R1 was found that day face
down on the floor next to her bed. She was
awake and alert. R1 was assessed on the floor
and assisted by three staff members with the
Hoyer sling/lift to bed. R1 was oriented to person
only. She was confused, incontinent, and the call
light was not within reach. R1 stated she fell out
of bed, but the trained medication assistant
(TMA) stated she fell out of the wheelchair.
The facility investigation notes dated 11/27/18,
indicated R1 was found on the floor in her room
at 8:10 a.m. with some blood noted coming from
her mouth. There was no visual or palpable
raised areas noted on her head. R1 was alert
and talking to the nurse. R1 had an elevated
blood pressure, pulse, and temperature. FM-H
was contacted and directed staff to send R1 to
the hospital. After sending R1 to the hospital, it
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was noted the night nurse, LPN-A, had
documented at 6:25 a.m. that morning that R1
had an elevated BP 235/138, P 127, and T 102.1
F. When the facility interviewed LPN-A, she
stated she was concerned about R1's elevated
vital signs and called the house supervisor and
registered nurse (RN)-B to assist with
assessment of R1. She stated RN-B directed
LPN-A to check R1's vital signs again (unknown
time) and, at that time, there were BP 203/127, P
118, and T 99.9 F. LPN-A stated R1 was gagging
and throwing up a little amount of clear white
liquid. LPN-A stated she took R1's vital signs at
about 6:25 a.m. and noted an elevated BP
235/138, P 127, and T 102 F. She stated RN-B
went to R1's room at the same time morning
report was going on. LPN-A updated RN-A about
R1 gagging and the elevated vital signs. RN-A
directed the TMA to keep R1 up in the chair to
decrease the likelihood of aspiration and to "keep
an eye on [R1]." During the facility interview,
TMA-A stated she checked on R1 the morning of
the fall and found her up in a chair and quiet.
Around 8:10 a.m., TMA-A stated she was going to
provide cares to another resident when she
observed R1 on the floor. During the facility
interview, RN-A stated she was updated on R1
gagging, but did not remember hearing about the
elevated vital signs. It was noted that the day
nurse (RN-A) was hard of hearing. When RN-A
completed an assessment of R1 after the fall, she
also noted R1 had elevated vital signs results with
BP 211/111, P 106, T 101 F, R 20, and O2 90%
on RA. RN-A instructed TMA-A to administer R1's
blood pressure medication which was completed.
R1 had a small amount of blood coming out of
her mouth, but no signs of trauma or raised areas
on her head. R1 was transported to the hospital
at 9:45 a.m. The facility investigation concluded
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there was no indication R1's representative or
physician was contacted regarding the change of
condition until R1 fell from the wheelchair.
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R1's hospital intensive care admission note dated
11/19/18, indicated R1 was admitted to the
hospital with altered mental status after a fall at
the nursing home. R1 was diagnosed with a
subarachnoid hemorrhage and sepsis secondary
to a urinary tract infection. The diagnoses
involved trauma from her fall and/or uncontrolled
hypertension. R1's admitting physician noted R1
"did receive enalapril [blood pressure medication]
this morning and per neurosurgery this is likely
from her fall." R1 "was found down in her nursing
home this morning after being placed in a chair.
Per phone call to her nursing home, [facility
name] she was found face down this morning
around 8:00 a.m. She received Enalapril 20 mg
[blood pressure].... She was nauseated and
gagging and so she was being put in a chair and
was left in the room, and then was found down.
She was alert and talkative after the fall and was
responding appropriately to questions."
During the facility's interview on 11/19/18, at 2:15
p.m., RN-A indicated LPN-A reported to her the
morning of 11/19/18 that R1 was gagging but
didn't mention the elevated blood pressure or
temperature. RN-A told the TMA if R1 was
gagging they need to ensure R1 was sitting up in
the chair. After the fall, R1's face was flushed
and had a temperature of 101 F and O2
saturations were low at 90%. RN-A stated she
contacted R1's family member following the fall
and the family member requested R1 be sent to
the hospital. R1 was talking to the paramedics
when she left the facility.
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During the facility's interview on 11/20/18, at 7:30
a.m., LPN-A stated on 11/19/18, at about 6:25
a.m., the nursing assistant (NA) took R1 to the
bathroom and stated she was throwing up little
clear white liquid. R1 was in her wheelchair at
this time. LPN-A indicated she checked R1's vital
signs which were high so she called RN-B. RN-B
directed LPN-A to recheck the vital signs and the
apical pulse. LPN-A gave report to the oncoming
nurse and RN-B arrived at the unit. LPN-A told
RN-B she checked the vital signs for a second
time, and RN-B went into R1's room. R1 was not
talking but nodding to LPN-A's questions. She
stated, "I was worried. That's why I called
[RN-B]." After report, LPN-A went to R1's room,
and RN-B was still in the room. LPN-A stated
RN-B took R1's vital signs again [no
documentation of vital sign check]. During report,
LPN-A stated she told RN-A that R1's vital signs
"were really, really high" but RN-A did not ask her
which ones were high. LPN-A stated she told
RN-A that R1 was up in her chair. LPN-A stated
other staff were around when she gave report.
When she told RN-A she would put R1's
information on the 24 hour report, RN-A told her,
"No. I will follow up on it." LPN-A stated she did
not hear RN-A direct anyone to go to R1's room.
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During the facility's interview on 11/20/18, at 8:00
a.m., RN-B indicated LPN-A contacted him on
11/19/18, at about 6:20 a.m. and stated there was
a resident who threw up and had high blood
pressure. RN-B asked who the resident was and
LPN-A indicated it was R1 and told him the blood
pressure and pulse results. RN-B stated he
thought they were pretty high and it could be high
for number of reasons, possibly the blood
pressure machine. RN-B directed LPN-A to take
the blood pressure on the other arm and check
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the apical pulse and call him back. RN-B stated
he did some other staffing things and after about
10 minutes, he went up to see LPN-A. He stated
staff were in report, and LPN-A told him the vital
signs had "come down." RN-B went to R1's room
to check on her. He stated R1 was in a
wheelchair next to the bed. RN-B asked how she
was doing. He stated she was awake, but would
not respond verbally. RN-B indicated she looked,
"OK, maybe looked a little tired." RN-B stated he
tried to listen to lung sounds, the left side was
clear, but he could not hear anything on the right
side. He stated he was unable to get her to lean
forward. He stated R1 "started to gag- emesis on
bed- I gave to her- she could not hold- I held it for
her and she had emesis thick clr [clear] liquidabout 30 cc- I emptied emesis basin- [LPN-A]
returned- I asked her how much she had thrown
up- she said not much." LPN-A stated RN-A told
her R1 "does this" and that RN-A told her not to
put it on report. LPN-A asked RN-B if she should
put it on report and RN-B told her "no" if RN-A
knows about it. RN-B stated he would inform the
day supervisor. RN-B indicated he was aware R1
had hypertension, and he was mostly concerned
with the pulse and fever. "I thought the machine
was not working right or it was anxiety." RN-B
stated R1 was not on hospice care. Although
RN-B stated he thought the blood pressure
machine was not working, he indicated he did not
do a manual blood pressure check nor did he
indicate in his statement that he checked R1's
vital signs.
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During the facility's interview on 11/21/18, at
10:15 a.m., TMA-A indicated on 11/19/18, she
heard R1 was not feeling good and had thrown
up. TMA-A stated RN-A and "the nurse" were
talking about R1, but she did not hear what they
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were saying. TMA-A stated LPN-A and RN-B
came out of R1's room, and she asked LPN-A
what to do. LPN-A said RN-A was aware of it,
and she would keep an eye on R1. TMA-A stated
R1 was in her pajamas and very quiet which was
not usual for R1. She stated she usually did not
get up early in the morning. TMA-A stated R1
can be loud but that morning she was not.
TMA-A stated she knew something was wrong
because R1 was throwing up. TMA-A stated she
did not put R1 back into bed because she thought
she might aspirate. TMA-A stated she got some
toast for R1 to see if she could eat something
[unknown if R1 ate the toast]. TMA-A stated
nursing assistant (NA)-A came and got her and
said R1 was on the floor. While R1 was on the
floor, TMA-A stated she observed some pinkish
liquid coming from her mouth. After R1 was
assisted in bed following the fall, TMA-A
attempted to give R1 her pills, and R1 threw up
clear mucous.
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During the facility's interview on 11/21/18,
unknown time, NA-A indicated during report the
morning of 11/19/18, she heard R1 was having
episodes of emesis, gagging, and her vital signs
were high. After report, RN-B went into R1's
room. NA-A stated she was in the hall and saw
RN-B standing in front of R1 with a basin. NA-A
stated she continued to take care of other
residents and noticed R1 on the floor when
walking by her room. NA-A indicated she went
into R1's room and touched her and she moaned.
She located RN-A in the office and told her R1
had fallen. NA-A stated RN-A was asking R1
questions, but R1 was not making sense. When
R1 was rolled over on the floor, NA-A stated they
both noticed R1's left arm was behind her and
"kind of blue." NA-A stated after she knew R1
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was going in to the hospital, R1 was "just
moaning." NA-A stated she did not see RN-A
check vital signs on R1.
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During interview with the surveyor on 5/31/19, at
9:00 a.m., FM-H stated when R1 fell in November
2018. She stated R1's blood pressure was high,
and the facility did not notify her or the physician
until after R1 fell.
During interview with the surveyor on 5/31/19, at
10:00 a.m., RN-A stated on 11/19/18, LPN-A
informed her R1 had an emesis earlier that
morning, but she was not informed about R1's
high blood pressure or increase in vital signs.
RN-A stated she directed TMA-A to ensure R1
was sitting up in her wheelchair so she did not
aspirate if she had another emesis. RN-A stated,
at about 8:00 a.m., TMA-A told her R1 had fallen
out of her wheelchair in her room. RN-A stated
she checked R1's vital signs after the fall and her
blood pressure was "really high." After assessing
R1 and assisting her into bed, RN-A stated she
contacted FM-H to notify her of R1's fall and
change in condition. FM-H requested R1 be sent
to the hospital. RN-A stated if LPN-A had notified
her of R1's high blood pressure, she would have
called the physician immediately. RN-A stated
she was not a part of the facility's investigation of
the incident and she received no further coaching
or education about the incident. RN-B stated
R1's change of condition was a "critical situation."
She stated LPN-A or RN-B should have
contacted the on-call physician after discovering
R1 had high vital signs and a change of condition.
During interview with the surveyor on 5/31/19, at
10:57 a.m., director of nursing (DON)-A stated on
11/19/18, he spoke with RN-B that morning at
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about 7:30 a.m. RN-B told him R1's vital signs
were elevated and had emesis. RN-B stated
RN-A was aware of the situation. DON-A stated
he was "comfortable with that my staff was on top
of it." DON-A stated after the facility
management reviewed the incident, they felt it
was just staff miscommunication. There was no
coaching or education provided, but LPN-A was
told to speak up when giving report as RN-A was
"hard of hearing."
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During interview with the surveyor on 5/31/19, at
1:05 p.m., RN-B stated he did not remember
anything about the incident with R1 on 11/19/18.
RN-B stated he had not received any additional
training or coaching since November 2018.
R2 was admitted to the facility on 12/21/2017 with
diagnoses which included vascular dementia and
adult failure to thrive.
R2's care plan dated 1/11/2018 indicated R2's
communication was impaired, and she had
difficulty comprehending what was said and
stating her wants. R2's care plan indicated R2 did
not ambulate and had impaired physical mobility.
R2 required the assistance of one to two staff
members for transfers and the assistance of one
staff member for bed mobility, repositioning and
sitting up. R2's care plan also noted R2 was at
risk for impaired skin integrity and indicated a
licensed nurse would check R2's skin weekly with
her bath, and unlicensed staff would assist with
toileting and monitor her skin condition. R2's care
plan further indicated R2 was at risk for
hemorrhage or bruising due to her medications.
The care plan directed staff to document severity
if bruising occurred; avoid situations that have a
potential for injury like bumping her wheelchair
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into objects; provide gentle assistance to avoid
injury; and regularly inspect for signs of bruising
or bleeding.
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A nursing home incident report (NHIR) made to
the state agency (SA) dated 11/29/2018 indicated
R2 was found with bruising and swelling to the
right breast on the morning of 11/29/18. The
injury was found during R2's morning cares. The
report indicated the bruise measured 14 cm x 8
cm starting at the nipple and traveling towards the
right axilla. The raised area above the right axilla
measured 10 cm x 6.5 cm. The report indicated
R2 was unable to state what happened and
guarded the area during the examination. R2's
nurse practitioner (NP) and family were updated
on the incident.
A review of the facility's NHIR five day report to
the SA dated 12/6/2018 indicated NP-G
completed an exam of R2 on 11/29/2018 and
ordered x-rays and an ultrasound to be taken of
the area of injury. The NHIR five-day report
further indicated the facility conducted interviews
with staff members working around the time of
the incident. Staff interviews revealed R2
received a bed bath on 11/28/2018 with no noted
areas of concern. A skin check was also
completed with the bed bath on 11/28/2018 and
no areas of concerns were documented.
However, when staff member RN-C was
questioned about the skin assessment of R2's
chest area, RN-C indicated he did not visualize
the area due to R2 becoming resistive and
holding towels over the area. R2's refusal to allow
visualization of the chest area was not
documented as part of the skin check by RN-C.
The report indicated RN-C would receive a
written warning due to his failure to document the
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skin check appropriately.
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Review of the facility's internal investigation of
R2's bruising of unknown origin from 11/29/2018
included interviews with staff members who
worked with R2 in the days surrounding the first
observation of her injury. Interviews were
conducted with RN-C, nursing assistants (NA)-B
and NA-G, and trained medication aide (TMA-C)
which indicated R2's care plan was not followed
during transfers with R2.
During the facility's interview on 11/29/2018 at
3:00 p.m., NA-B indicated R2 transfers with
assistance of two staff members with one on
each side holding her under the armpit and by her
pants. NA-B stated he did not use a gait belt upon
transfer of R2 yesterday (11/28/2018).
During the facility's interview on 11/29/2018 at
3:20 p.m., RN-C indicated he worked on the P.M.
shift of 11/28/2018 and had documented a skin
check of R2. RN-C admitted in the interview that
he did not visualize R2's breasts or chest area
due to her resistance and covering the area with
towels. He acknowledged this was not written in
his documentation.
During the facility's interview on 12/4/2018 at 1:15
p.m., TMA-C indicated she was shocked when
she saw R2's bruising when she returned to work.
TMA-C indicated she provided cares to R2 last
Wednesday (11/28/2018), but did not see any
bruising on R2. TMA-C further indicated R2 was a
two-person transfer with one staff under each
arm reaching around her back and one arm at
her waist. TMA-C indicated that a transfer belt
was not usually used because it migrates up R2's
chest/neck area. TMA-C indicated that R2 is "like
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a ball" and is transferred like a baby and cradled.
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During the facility's interview (no date and time
indicated on the interview notes), NA-G indicated
she gave a bed bath to R2 on 11/28/2019 and
indicated R2's skin was fine at the time. NA-G
indicated R2 transfers with the assistance of two
people; one on each side under the armpit and
one hand on the pants. NA-G's interview
indicated a gait belt was not utilized with R2
during transfers.
Further review of the facility's internal
investigation notes indicated facility management
pursued no further follow-up with the staff
interviewed who indicated transfers with R2 were
completed without the use of a transfer belt and
not in accordance with her care plan. This
information was not included in the five day NHIR
report to the SA, which indicated R2's plan of
care was followed at the time the injury was
observed. There was no follow-up
documentation or coaching indicated related to
RN-C's failure to complete R2's skin check or
accurate documentation of the skin check. There
was no follow-up documentation in the internal
investigation notes that that the facility provided
further assessment, re-training or monitoring of
resident transfers with those staff who indicated
they did not utilize a gait belt for R2's transfers.
Review of the employee files of the staff
members interviewed during the facility's internal
investigation of the incident with R2 indicated the
facility provided no assessment, re-training or
monitoring of resident transfers with those staff
who indicated they did not utilize a gait belt for
R2's transfers.
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Review of RN-C's employee file included review
of RN-C's 12/13/2018 Performance Review Plan.
The document was not signed by the facility
administrative staff, human resource staff or
RN-C. The Performance Improvement Plan
contained documented occurrences from
12/6/2017, 12/24/2017, 2/28/2018, and the
incident from 11/28/2018 regarding R2. These
occurrences indicated concerns with
skin/wound/pressure ulcer documentation.
Additional concerns were noted regarding RN-C's
change of condition reporting and assessment
dated 12/5/2017 and 3/26/2018, and facility safety
related to missing residents and medications on
7/17/2018 and 11/27/2018. At one point,
additional coaching had been provided by RN-A.
On the back of the Performance Improvement
Plan, it was noted there was a handwritten
statement and signature by assistant director of
nursing (ADON-C) that RN-A met with the ADONs
on 12/13/2018 to review RN-C's performance
concerns and issue the Performance
Improvement Plan. Prior to meeting with RN-C,
RN-C resigned and recognized he was not
performing as he should related to a personal
issue. RN-C was encouraged by facility
management to consider an FMLA (family
medical leave) and will alert human resources
with his final decision. RN-C's employee file
included no follow-up, monitoring, re-education or
additional supervision upon his return to work at
the facility or documentation to support that the
Performance Improvement Plan was discussed
or initiated.
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During an interview with the surveyor on
5/31/2019 at 1:25 p.m., ADON-C indicated she
completed the facility's internal investigation for
R2's bruising of unknown origin on 11/29/2018.
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ADON-C confirmed she had completed and
documented the interviews with staff who
indicated they did not follow the R2's plan of care
with appropriate transfers and did not utilize a gait
belt. ADON-C stated she discussed following the
care plan with staff after the interviews; however,
she confirmed this was not documented
anywhere in the internal investigation notes, staff
employee files or on the facility's coaching log
used to track these types of occurrences.
Additionally, ADON-C indicated that prior to the
interview with RN-C, human resources had
planned to put RN-C on a Performance
Improvement Plan due to his nursing
performance issues. ADON-C indicated RN-C
resigned his position, but was convinced by
Administration to take FMLA instead of
terminating his employment. RN-C decided to
take FMLA and has since returned to working at
the facility. ADON-C confirmed since RN-C's
return to the facility, the Performance
Improvement Plan was not initiated and no
additional supervision was provided to RN-C.
However, a copy of the Performance
Improvement Plan was placed in his employee
file. When questioned about how many times
verbal coaching, warnings or re-education could
be completed prior to it being documented in an
employee's file, ADON-C could not confirm the
number, but provided a facility policy of the
details. The ADON could not confirm why RN-C's
Performance Improvement Plan and discussion
with RN-C regarding these issues was
documented on 12/13/2018 and contained the
11/28/2019 concerns and was not dated prior to
RN-C's interview on 11/29/2018 as the ADON-C
had previously indicated. By the end of the
interview, ADON-C could not provide an answer
as to why RN-C's Performance Improvement
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Plan was not implemented upon his return after
FMLA leave.
A facility policy entitled Performance Standards
and Work Rules Policy dated 2004 indicated the
facility recognized the difference between
developing performance skills and supervising
work rules and recognized sometimes they
require more follow-up than education. The
policy indicated disciplinary notices will include
the improper conduct or performance notices and
associated consequences would be documented
on a Disciplinary Action Report placed in the
personnel file and a copy provided to the
employee.
F 684 Quality of Care
SS=J 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 appropriately assess, monitor and
intervene for 1 of 1 resident (R1) reviewed who
experienced a significant change of condition. R1
had an elevated blood pressure, temperature,
and pulse with emesis. After discovering R1's
change in condition, facility staff failed to take
immediate action to address her change in
condition for approximately 1 hour and 30
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7/5/19

The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
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minutes. R1 subsequently fell out of her
wheelchair and was sent to the emergency
department where she was diagnosed with a
subarachnoid hemorrhage (brain bleed).
This resulted in an Immediate Jeopardy (IJ) at
F684 related to the facility's failure to
appropriately assess, monitor, and intervene, with
an immediate risk to resident health and safety. In
addition, the facility failed to ensure staff were
re-educated to prevent re-occurrence. The IJ
began on 11/19/18, at 8:10 a.m. The facility
administration were notified of the IJ on 5/31/19,
at 3:45 p.m. The immediacy was removed on
6/3/19, at 3:20 p.m. but non-compliance
remained at the lower scope and severity of D,
potential for actual harm that was not Immediate
Jeopardy.
Findings include:
R1's quarterly Minimum Data Set (MDS)
assessment dated 9/28/18, indicated R1 had
severe cognitive impairment and required
extensive staff assistance with transfers and
toileting.
R1's care plan dated 7/2/18, indicated R1
required assistance from one staff with activities
of daily living (ADLs), and staff were supposed to
ensure the resident's call light was within reach.
R1's Progress Note dated 11/19/18, at 7:47 a.m.
indicated the nurse [licensed practical nurse
(LPN)-A] was called by the nursing assistant at
6:25 a.m. and stated R1 was having emesis. The
nurse [LPN-A] checked R1's vital signs twice.
The first check results were blood pressure (BP)
235/138, pulse (P) 127, respirations (R) 20,
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of State and Federal law. Without waiving
the foregoing statement, the facility states
that:
F684
It is the policy of Lyngblomsten that based
on a comprehensive assessment, all
residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive
person-centered care plan and residents
choices. To assure continued compliance
the following plan has been implemented:
Regarding cited residents:
With respect to resident R1, the resident
has discharged.
Actions taken to identify other potential
residents having similar occurrences:
All other residents have the potential to be
similarly affected if not properly assessed
and provided care according to
professional standards, the
person-centered care plan and personal
choices.
Measures put in place to ensure deficient
practice does not occur:
Licensed nursing staff have been trained
defining what constitutes a significant
change in condition, the protocol for
notifying the provider of a significant
change, and how staff communicate a
significant change to one another,
including the plan for responding to that
change. Likewise, Trained Medication
Aides and Nursing Assistants, have been
trained on what constitutes vital sign
abnormalities and the importance of
immediately reporting to a nurse. Facility
Notification of Change policy has been
Facility ID: 00501
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temperature (T) 102.1 F., and an oxygen
saturation level (O2) of 94% on room air (RA).
The second check results (unknown time of
check) were BP 203/127, P 118, R 19, and O2 of
95% on RA. An apical pulse was also checked
which was 116. The progress note indicated
LPN-A gave report to registered nurse (RN)-A
who would follow up on R1.
R1's Fall Report dated 11/19/18, documented by
RN-A, indicated R1 fell at 8:10 a.m. The report
indicated R1's most recent vital signs results
were obtained on 11/19/18, at 8:25 a.m., and the
results were T 101 F., R 20, and O2 of 90% on
RA, there was no indication a blood pressure was
checked at that time. At 9:06 a.m., BP 211/111
and P. 106. The report indicated R1 hit her head;
attempted to self-transfer from one surface to
another; did not respond to questioning; did not
have her call light within reach; had no recent
changes in condition; had a stable condition
during the past few months; and was incontinent
at the time of the fall.
R1's Progress Note dated 11/19/18, at 10:47 a.m.
indicated R1 was found face down on the floor by
her bed. She was alert and spoke to the writer
when asked questions. R1's vital signs were
checked and the results were T 101 F, P 106, R
20, BP 211/111, and O2 of 90 % on RA. R1's
family member (FM)-H was updated and wanted
R1 sent to the hospital. R1's physician was
contacted and gave the order to call 911.
R1's Progress Note dated 11/19/18, at 10:59 a.m.
indicated paramedics assisted R1 onto a
stretcher and transported R1 to the hospital at
9:45 a.m.
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updated to reflect the use of the
INTERACT tool, Change in Condition:
When to report to the MD/NP/PA as
guidance for identifying what constitutes a
significant change. Licensed nursing staff
have been trained on new facility protocol
that directs the nurse first discovering a
significant change of condition to make
the initial notification of the physician and
representative. Additionally licensed
nursing staff were retrained on the
importance of completing a thorough
assessment, implementing appropriate
interventions, and necessary ongoing
monitoring of a change in condition.
Effective implementation of actions will be
monitored by:
Nursing Administration will be responsible
for auditing for proper change in condition
notification through observations, report
and record review. Audits will be
documented. If a failure to properly notify
a physician or representative is noted
Nursing Administration will implement
corrective actions to prevent
reoccurrence, including retraining and/or
disciplinary action.
Those responsible to maintain compliance
will be:
The Director of Nursing and/or designee
will review the audit data collected, noting
any trends or concerns and conducting a
root cause analysis and adjusting the plan
accordingly. The data and analysis will be
presented and discussed monthly at the
Quality Assurance Committee meetings
by the Director of Nursing. At that time
the Quality Assurance committee will
make the decision/recommendation
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R1's Fall Report dated 11/19/18, revised on
12/4/18, indicated R1 was found that day face
down on the floor next to her bed. She was
awake and alert. R1 was assessed on the floor
and assisted by three staff members with the
Hoyer sling/lift to bed. R1 was oriented to person
only. She was confused, incontinent, and the call
light was not within reach. R1 stated she fell out
of bed, but the trained medication assistant
(TMA) stated she fell out of the wheelchair.
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regarding any necessary follow-up studies
or actions.
Completion date for certification purposes
only is July 5th, 2019

The facility investigation notes dated 11/27/18,
indicated R1 was found on the floor in her room
at 8:10 a.m. on 11/19/18, with some blood noted
coming from her mouth. There was no visual or
palpable raised areas noted on her head. R1
was alert and talking to the nurse. R1 had an
elevated blood pressure, pulse, and temperature.
FM-H was contacted and directed staff to send
R1 to the hospital. After sending R1 to the
hospital, it was noted the night nurse, LPN-A, had
documented at 6:25 a.m. that morning that R1
had an elevated BP 235/138, P 127, and T 102.1
F. When the facility interviewed LPN-A, she
stated she was concerned about R1's elevated
vital signs and called the house supervisor and
registered nurse (RN)-B to assist with
assessment of R1. She stated RN-B directed
LPN-A to check R1's vital signs again (unknown
time) and at that time, they were BP 203/127, P
118, and T 99.9 F. LPN-A stated R1 was gagging
and throwing up a little amount of clear white
liquid. LPN-A stated she took R1's vital signs
again at about 6:25 a.m. and noted an elevated
BP 235/138, P 127, and T 102 F. She stated
RN-B went to R1's room at the same time
morning report was going on. LPN-A updated
RN-A about R1 gagging and the elevated vital
signs. RN-A directed the TMA to keep R1 up in
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the chair to decrease the likelihood of aspiration
and to "keep an eye on [R1]." During the facility
investigative interview, TMA-A stated she
checked on R1 the morning of the fall and found
her up in a chair and quiet. Around 8:10 a.m.,
TMA-A stated she was going to provide cares to
another resident when she observed R1 on the
floor. During the facility investigative interview,
RN-A stated she was updated on R1 gagging, but
did not remember hearing about the elevated vital
signs. It was documented on the report the day
nurse (RN-A) was hard of hearing. However, the
investigation indicated when RN-A completed an
assessment of R1 after the fall, she also noted
R1 had elevated vital sign results with BP
211/111, P 106, T 101 F, R 20, and O2 90% on
RA. RN-A had instructed TMA-A to administer
R1's blood pressure medication which was
completed. R1 had a small amount of blood
coming out of her mouth, but no signs of trauma
or raised areas on her head. R1 was transported
to the hospital at 9:45 a.m. The facility
investigation concluded there was no indication
R1's representative or physician was contacted
regarding the change of condition until R1 fell
from the wheelchair.
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R1's hospital intensive care admission note dated
11/19/18, indicated R1 was admitted to the
hospital with altered mental status after a fall at
the nursing home. R1 was diagnosed with a
subarachnoid hemorrhage and sepsis secondary
to a urinary tract infection. The diagnoses
involved trauma from her fall and/or uncontrolled
hypertension. R1's admitting physician note
included; R1 "did receive enalapril [blood
pressure medication] this morning and per
neurosurgery this is likely from her fall." R1 "was
found down in her nursing home this morning
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after being placed in a chair. Per phone call to
her nursing home, [facility name] she was found
face down this morning around 8:00 a.m. She
received Enalapril 20 mg ... She was nauseated
and gagging and so she was being put in a chair
and was left in the room, and then was found
down. She was alert and talkative after the fall
and was responding appropriately to questions."
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R1's hospital progress note dated 11/24/18,
indicated R1 was admitted on 11/19/18, for
subarachnoid hemorrhage (brain bleed) in the
setting of trauma from her fall and/or uncontrolled
hypertension. Her plan of care included blood
pressure checks two to three times daily with
directions if R1's systolic blood pressure was less
than 80 or greater than 185, staff were to call
R1's primary care provider and, if persistently
hypertensive, consider taking to her to the
emergency department for evaluation.
Along with the facility investigation an untitled
written statement indicated RN-A was interviewed
on 11/19/18, at 2:15 p.m.. RN-A indicated LPN-A
reported to her the morning of 11/19/18 that R1
was gagging but didn't mention the elevated
blood pressure or temperature. RN-A told the
TMA if R1 was gagging they need to ensure R1
was sitting up in the chair. After the fall, R1's
face was flushed and her temperature was 101F
and oxygen saturations were low at 90%. RN-A
stated she contacted R1's family member
following the fall and the family member
requested R1 be sent to the hospital. R1 was
talking to the paramedics when she left the
facility.
Along with the facility investigation an untitled
written statement indicated LPN-A was
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interviewed on 11/20/18, at 7:30 a.m. LPN-A
indicated on 11/19/18, at about 6:25 a.m., the
nursing assistant (NA) took R1 to the bathroom
and stated she was throwing up a little clear white
liquid. R1 was in her wheelchair at this time.
LPN-A indicated she checked R1's vital signs
which were high so she called RN-B. RN-B
directed LPN-A to recheck the vital signs and the
apical pulse. LPN-A gave report to the oncoming
nurse and RN-B arrived at the unit. LPN-A told
RN-B she checked the vital signs for a second
time, and RN-B went into R1's room. R1 was not
talking but nodding to LPN-A's questions. She
stated, "I was worried. That's why I called
[RN-B]." After report, LPN-A went to R1's room,
and RN-B was still in the room. LPN-A stated
RN-B took R1's vital signs again [no
documentation of vital sign check]. During report,
LPN-A stated she told RN-A that R1's vital signs
"were really, really high" but RN-A did not ask her
which ones were high. LPN-A stated she told
RN-A that R1 was up in her chair. LPN-A stated
other staff were around when she gave report.
When she told RN-A she would put R1's
information on the 24 hour report, RN-A told her,
"No. I will follow up on it." LPN-A stated she did
not hear RN-A direct anyone to go to R1's room.
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Along with the facility investigation an untitled
written statement indicated RN-B was interviewed
on 11/20/18, at 8:00 a.m. RN-B indicated LPN-A
contacted him on 11/19/18, at about 6:20 a.m.
and stated there was a resident who threw up and
had high blood pressure. RN-B asked who the
resident was and LPN-A indicated it was R1 and
told him the blood pressure and pulse results.
RN-B stated he thought they were pretty high and
it could be high for number of reasons, possibly
the blood pressure machine. RN-B directed
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LPN-A to take the blood pressure on the other
arm and check the apical pulse and call him
back. RN-B stated he did some other staffing
things and after about 10 minutes, he went up to
see LPN-A. He stated staff were in report, and
LPN-A told him the vital signs had "come down."
RN-B went to R1's room to check on her. He
stated R1 was in a wheelchair next to the bed.
RN-B asked how she was doing. He stated she
was awake, but would not respond verbally. RN-B
indicated she looked, "OK, maybe looked a little
tired." RN-B stated he tried to listen to lung
sounds, the left side was clear, but he could not
hear anything on the right side. He stated he was
unable to get her to lean forward. He stated R1
"started to gag- emesis on bed- I gave to her [the
emesist basin]- she could not hold [the emesis
basin]- I held it for her and she had emesis thick
clr [clear] liquid- about 30 cc- I emptied emesis
basin- [LPN-A] returned- I asked her how much
she had thrown up- she said not much." LPN-A
stated RN-A told her R1 "does this" and that RN-A
told her not to put it on report. LPN-A asked
RN-B if she should put it on report [R1's change
of condition] and RN-B told her "no" if RN-A
knows about it. RN-B stated he would inform the
day supervisor. RN-B indicated he was aware R1
had hypertension, and he was mostly concerned
with the pulse and fever. "I thought the machine
was not working right or it was anxiety." RN-B
stated R1 was not on hospice care. Although
RN-B stated he thought the blood pressure
machine was not working, he indicated he did not
do a manual blood pressure check nor did he
indicate in his statement that he checked R1's
vital signs.
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Along with the facility investigation an untitled
written statement indicated TMA-A was
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interviewed on 11/21/18, at 10:15 a.m. TMA-A
indicated on 11/19/18, she heard R1 was not
feeling good and had thrown up. TMA-A stated
RN-A and "the nurse" were talking about R1, but
she did not hear what they were saying. TMA-A
stated LPN-A and RN-B came out of R1's room,
and she asked LPN-A what to do. LPN-A said
RN-A was aware of it, and she would keep an eye
on R1. TMA-A stated R1 was in her pajamas and
very quiet which was not usual for R1. She stated
she usually did not get up early in the morning.
TMA-A stated R1 can be loud but that morning
she was not. TMA-A stated she knew something
was wrong because R1 was throwing up. TMA-A
stated she did not put R1 back into bed because
she thought she might aspirate. TMA-A stated
she got some toast for R1 to see if she could eat
something [unknown if R1 ate the toast]. TMA-A
stated nursing assistant (NA)-A came and got her
and said R1 was on the floor. While R1 was on
the floor, TMA-A stated she observed some
pinkish liquid coming from her mouth. After R1
was assisted in bed following the fall, TMA-A
attempted to give R1 her pills, and R1 threw up
clear mucous.
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Along with the facility investigation an untitled
written statement indicated NA-A was interviewed
on 11/21/18, unknown time. NA-A indicated
during report the morning of 11/19/18, she heard
R1 was having episodes of emesis, gagging, and
her vital signs were high. After report, RN-B went
into R1's room. NA-A stated she was in the hall
and saw RN-B standing in front of R1 with a
basin. NA-A stated she continued to take care of
other residents and noticed R1 on the floor when
walking by her room. NA-A indicated she went
into R1's room and touched her and she moaned.
She located RN-A in the office and told her R1
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had fallen. NA-A stated RN-A was asking R1
questions, but R1 was not making sense. When
R1 was rolled over on the floor, NA-A stated they
both noticed R1's left arm was behind her and
"kind of blue." NA-A stated after she knew R1
was going in to the hospital, R1 was "just
moaning." NA-A stated she did not see RN-A
check vital signs on R1.
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During interview with the surveyor on 5/31/19, at
9:00 a.m., FM-H stated when R1 fell in November
2018, R1's blood pressure was high, and the
facility did not notify her or the physician until after
R1 fell.
During interview with the surveyor on 5/31/19, at
10:00 a.m., RN-A stated on 11/19/18, LPN-A
informed her R1 had an emesis earlier that
morning, but she was not informed about R1's
high blood pressure or increase in vital signs.
RN-A stated she directed TMA-A to ensure R1
was sitting up in her wheelchair so she did not
aspirate if she had another emesis. RN-A stated,
at about 8:00 a.m., TMA-A told her R1 had fallen
out of her wheelchair in her room. RN-A stated
she checked R1's vital signs after the fall and her
blood pressure was "really high." After assessing
R1 and assisting her into bed, RN-A stated she
contacted FM-H to notify her of R1's fall and
change in condition. FM-H requested R1 be sent
to the hospital. RN-A stated if LPN-A had notified
her of R1's high blood pressure, she would have
called the physician immediately. RN-A stated
the facility interviewed her as part of the facility
investigation, but she was not aware of the
outcome of the investigation and stated she
recieved no further coaching or education
regarding the incident with R1. RN-A stated R1's
change of condition was a "critical situation." She
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stated LPN-A or RN-B should have contacted the
on-call physician after discovering R1 had high
vital signs and a change of condition.
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During interview with the surveyor on 5/31/19, at
10:57 a.m., the director of nursing (DON)-A
stated on 11/19/18, he spoke with RN-B that
morning at about 7:30 a.m. RN-B told him R1's
vital signs were elevated and R1 had emesis.
DON-A stated RN-B reported RN-A was aware of
the situation. DON-A stated he was "comfortable
with it, that my staff was on top of it." DON-A
stated after the facility management reviewed the
incident, they felt it was just staff
miscommunication. DON-A stated there was no
coaching or education provided, but LPN-A was
told to speak up when giving report as RN-A was
"hard of hearing."
During interview with the surveyor on 5/31/19, at
1:05 p.m., RN-B stated he did not remember
anything about the incident with R1 on 11/19/18.
However, RN-B stated he had not received any
additional training or coaching since November
2018. When presented with the scenario of a
resident having emesis, BP 235/138, P 127, and
T 102.1 F, RN-B stated he would re-check the
resident's vital signs in half an hour and notify the
physician if the vital signs were still elevated.
RN-B stated if the incident did not occur during
day time hours, he would contact the on-call
physician.
The immediate jeopardy that began on 11/19/18,
was removed on 6/3/19, at 3:20 p.m. when it
could be determined by interview and document
review, the facility had implemented an
acceptable removal plan:
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All licensed staff were trained on the following
changes prior to beginning their shift:
- Using the electronic portal, an interactive tool
called, Change of Condition: When to report to
the medical director, nurse practitioner, and/or
Physician assistant.
- Defining what constitutes a significant change of
condition.
- Defining the protocol of notifying the provider of
a significant change.
- How staff communicate a significant change to
one another, including the follow up plan for
addressing the change.
- No TMA or NA can assess or gather vital sign
information until they are properly trained on
identification and reporting of significant values.
- The facility policy titled, Notification of Changes
was updated on 5/31/19, and indicated changes
in a resident's condition or treatment are
immediately shared with the resident and the
resident representative, and reported to the
appropriate physician/provider. Nurses and other
care staff are educated to identify changes in a
resident condition, including those requiring
notification of the resident and/or their
representative, and the physician/ provider.
F 689 Free of Accident Hazards/Supervision/Devices
SS=D CFR(s): 483.25(d)(1)(2)
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7/5/19

§483.25(d) Accidents.
The facility must ensure that §483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and
§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
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This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure 1 of 3 residents (R2) was
free of accidents when R2 developed a
hematoma, swelling, and large areas of bruising
of unknown origin to her breast. The facility failed
to provide adequate assessment, monitoring and
supervision, to ensure staff completed safe and
appropriate transfers of R2 after learning through
internal investigation R2's care plan was not
followed during transfers.
Findings include
R2's admission record indicated R2 had been
admitted to the facility on 12/21/17, with
diagnoses including vascular dementia and adult
failure to thrive.
R2's care plan dated 1/11/18, indicated R2's
communication was impaired as she had difficulty
comprehending what was said, and stating her
wants. R2's care plan further indicated R2's
primary language was Spanish. She could
understand some English and required the use of
an interpreter. R2's care plan also indicated R2
did not ambulate and had impaired physical
mobility. She required the assistance of one to
two staff members for transfers and the
assistance of one staff member for bed mobility,
repositioning and sitting up. The 1/11/18 care plan
also indicated R2 was at risk for impaired skin
integrity. The care plan noted a licensed nurse
would check R2's skin weekly with her bath and
staff would assist with toileting and monitor her
skin condition. R2's care plan further indicated R2
was at risk for hemorrhage or bruising due to her
medications. The care plan directed staff to
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The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
of State and Federal law. Without waiving
the foregoing statement, the facility states
that:
F689
It is the policy of Lyngblomsten that the
resident environment remains as free of
accidents/hazards as is possible and each
resident receives adequate supervision
and assistance devices to prevent
accidents. To assure continued
compliance the following plan has been
implemented:
Regarding cited residents:
With respect to resident R2, the resident
is deceased.
Actions taken to identify other potential
residents having similar occurrences:
All other residents have the potential to be
similarly affected if not provided adequate
supervision and assistive devices to
prevent accidents.
Measures put in place to ensure deficient
practice does not occur:
Nursing staff have been retrained on
proper transfer techniques, including the
use of assistive equipment and the
process for reporting a change in resident
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document the severity if bruising occurred; avoid
situations that had a potential for injury like
bumping her wheelchair into objects; provide
gentle assistance to avoid injury; and regularly
inspect for signs of bruising or bleeding. An
update made to the care plan on 9/11/18,
indicated R2 was on comfort care measures
related to pain, decline in mobility, and decreased
intake and activity. Interventions included on the
9/11/18 update, directed staff to assess and
monitor R2's skin for any redness during cares,
encourage R2 to shift positions in bed and the
chair, and provide assistance with mobility as
indicated.
Review of a nursing home incident report (NHIR)
made to the state agency (SA) dated 11/29/18,
indicated R2 was found with bruising and swelling
to the right breast on the morning of 11/29/18.
The injury was found during morning cares of R2,
and the report indicated the bruise measured 14
cm (centimeters) x 8 cm starting at the nipple and
traveling towards the right axilla. The raised area
above the right axilla measured 10 cm x 6.5 cm.
The report indicated R2 was unable to state what
happened and guarded the area during the
examination. R2's nurse practitioner (NP)-G and
family were updated on the incident.
Review of an Incident/Accident Report dated
11/29/18, included documented findings of R2's
bruising and indicated notification to R2's family
and administrative staff were made. The report
included possible causes/contributing factors for
the bruising, such as R2 refusing to use the EZ
Stand and Hoyer lift (mechanical transfer
assistance devices); needing one to two people
for lift assistance, and her use of Plavix (blood
thinning medication).
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transfer ability, the importance of following
the care plan for transfers and what to do
if the resident is unable or refuses to
transfer according the assessed level of
assist needed. Facility transfer policy was
developed, titled Safe Assisted Resident
Transfers, that defines: facility use of
assistive devices, types of transfer assist,
levels of assist, and procedure for use of
a transfer belt. Nursing staff have been
trained on the new policy and have signed
an attestation statement of understanding.
Routinely the Resident Care Sheets will
be reviewed by the Clinical Manager with
the direct care staff for resident
preferences or changing abilities and
updated accordingly. Likewise, direct
care staff were retrained on how to
communicate resident preference or
ability changes needed to the Resident
Care Sheets outside the routine review
with Clinical Manager. Licensed Nursing,
Health Information, and Contracted
Therapy staff have been retrained on the
facility process for referring, screening
and communicating transfer assist
recommendations.
Effective implementation of actions will be
monitored by:
Nursing Administration will audit the
process through direct observations of
nursing staff performing resident
transfers, Care Sheet and Therapy
referral and communication sheet review.
Nursing Administration will address any
concerns related to or improper transfers
observed through coaching,
demonstration, retraining, and/or
disciplinary action
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A review of the facility's NHIR five-day report to
the SA dated 12/6/18, indicated NP-G completed
an exam on 11/29/18 with a translator present.
The report indicated R2 had verified she was not
abused, but was unable to indicate how the injury
occurred or when it was first observed. R2 did
indicate the bruising was painful and did not want
to be further questioned about the injury. NP-G
ordered an x-ray of the area which was negative
for fracture. NP-G then ordered an ultrasound of
the right chest area which indicated a likely
hematoma of the muscle. The NHIR five-day
report further indicated staff members who
worked with R2 around the time the injury was
first observed, were interviewed. Staff interviews
revealed R2 had received a bed bath on
11/28/19, with no noted areas of concern. Staff
indicated a skin check was also completed with
the bed bath on 11/28/19, and documentation
revealed no areas of concerns were noted.
However, when registered nurse (RN)-C was
questioned about R2's skin assessment of the
chest area, RN-C indicated he did not visualize
the area due to R2 becoming resistive and
holding towels over the area. R2's refusal to allow
examination of her chest area was not
documented as part of the skin check by RN-C.
The report indicated RN-C would receive a
written warning due to his failure to document the
skin check appropriately. Further interviews with
staff members indicated R2 was transferred with
assistance of two staff members, one on each
side placing a hand at her waist and one under
her upper arm. Administrative nursing staff
concluded R2's bruising was of unknown origin
and all elements of the care plan were followed.
The five-day report also indicated that it is
possible that while being transferred into bed or
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while using the mobility bars for repositioning,
R2's injury could have occurred. R2's care plan
was updated to include mode of transfer to a full
mechanical lift with the assistance of two staff
members.
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Review of the facility's internal investigation notes
of R2's bruising of unknown origin from 11/29/18,
included interviews with staff who worked with R2
in the days surrounding the first observation of
her injury. RN-C, nursing assistants (NA), and
trained medication aides (TMA) were interviewed.
The facility concluded NA-B, NA-G, and TMA-C
did not follow R2's plan of care during transfers.
Corresponding employee statements from the
facility's internal investigation indicated the
following:
During the facility's interview on 11/29/18 at 3:00
p.m., NA-B indicated R2 transfers with assistance
of two staff members with one on each side
holding her under the armpit and by her pants.
He stated he did not use a gait belt to transfer R2
on 11/28/18.
During the facility's interview on 11/29/18 at 3:20
p.m., RN-C indicated he'd worked on the p.m.
(evening) shift on 11/28/18 and had documented
a R2's skin check. RN-C admitted in the interview
that he did not visualize R2's breasts or chest
area due to her resistance and covering the area
with towels and acknowledged this was not
written in his documentation.
During the facility's interview on 12/4/18 at 1:15
p.m., TMA-C indicated NA-2 was shocked when
she saw R2's bruising when she returned to work.
TMA-C indicated she provided cares to R2 last
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Wednesday (11/28/2018), but did not see any
bruising on R2. TMA-C further indicated R2 was a
two person transfer with one staff under each arm
reaching around her back and one arm at her
waist. TMA-C indicated that a transfer belt was
not usually used because it would migrate up
R2's chest/neck area. TMA-C indicated that R2
was "like a ball" and had to be transferred like a
baby and cradled.
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During the facility's interview (no date and time
indicated on the interview notes), NA-G indicated
she gave a bed bath to R2 on 11/28/2019, and
stated R2's skin was fine at the time. NA-G
indicated R2 transfers with the assistance of two
people; one on each side under her armpit and
one hand on her pants. NA-G's interview
indicated a gait belt was not utilized during
transfers.
Further review of the facility's internal
investigation notes included no follow-up with the
staff interviewed who indicated R2's transfers
were completed without the use of a transfer belt
and not in accordance with R2's care plan. This
information was not included in the five-day NHIR
report to the SA, which indicated R2's plan of
care was followed at the time the R2's injury was
observed. No follow-up documentation or
employee coaching by the facility was indicated
on the five-day report related to RN-C's failure to
complete R2's skin check or to provide accurate
documentation of the skin check. No further
assessment, re-training or monitoring of transfers
with the staff involved in R2's injury was
completed.
Review of RN-C's employee file included review
of RN-C's 12/13/18 Performance Review Plan.
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F 689 Continued From page 41
The document was not signed by the facility
administrative staff, human resource staff or
RN-C. The Performance Improvement Plan
contained documented occurrences from 12/6/17,
12/24/17, 2/28/18, and the incident from 11/28/18,
regarding R2. These occurrences indicated
concerns with skin/wound/pressure ulcer
documentation. Additional concerns were noted
regarding RN-C's change of condition reporting
and assessment dated 12/5/17 and 3/26/18, and
facility safety related to missing residents and
medications on 7/17/18 and 11/27/18. At one
point, additional coaching had been provided by
RN-A. On the back of the Performance
Improvement Plan, it was noted there was a
handwritten statement and signature by assistant
director of nursing (ADON-C) that RN-A met with
the ADONs on 12/13/18 to review RN-C's
performance concerns and issue the
Performance Improvement Plan. Prior to meeting
with RN-C, RN-C resigned and recognized he
was not performing as he should related to a
personal issue. RN-C was encouraged by facility
management to consider an FMLA (family
medical leave) and to alert human resources with
his final decision. RN-C's employee file included
no follow-up, monitoring, re-education or
additional supervision upon his return to work at
the facility or documentation to support that the
Performance Improvement Plan was discussed
or initiated.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

ID
PREFIX
TAG

(X5)
COMPLETION
DATE

F 689

Interview with RN-A on 5/31/19 at 11:16 a.m.,
indicated RN-A was working the day the bruise
was discovered on R2. RN-A indicated she
thought an aide came to inform her about finding
R2's bruise on the morning of 11/29/2018. RN-A
stated she observed the bruising to R2's chest
area and stated, "It was horrible" and that she
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had never seen anything like it. RN-A stated after
observation of the bruise, she immediately
informed administrative staff, R2's family, and
NP- of R2's injury. RN-A stated R2 indicated the
bruise was not from abuse, but did not know the
origin of the bruise. RN-A stated she didn't know
if the bruise was due to transfers or repositioning
as R2 could be resistive with transfers and often
refused the EZ-Stand mechanical lift. Following
this incident, RN-A stated she changed R2's
transfer status to full assistance with two staff
members and a mechanical Hoyer lift. When
RN-A was questioned regarding staff transfers of
R2, she indicated staff often determined how to
transfer R2 based on her ability that day or R2's
request. RN-A stated staff often transferred R2
utilizing a "queen's chair lift." She explained this
lift included two people lifting R2 with one on each
side with one arm under R2's arm and one under
R2's leg and lifting R2 in a chair position. RN-A
further stated that during this type of transfer,
staff did not utilize a gait belt and she was aware
of this. RN-A confirmed she had not assessed
this type of transfer to be safe, and no formal
assessment of this type of transfer had been
completed. RN-A stated if any assessment was
completed on safe transfers of R2 it would have
only been regarding the EZ-Stand that R2 often
refused. RN-A stated the therapy department
often does the transfer assessments for
residents, but she did not know who had
completed R2's assessment. RN-A stated staff
had completed no safe resident transfer training
even with knowledge that resident transfers were
not completed according to the care plan. RN-A
was further questioned regarding RN-C's failure
to complete or document R2's skin check
accurately on 11/28/18. RN-A expressed being
unaware of this issue with RN-C. RN-A confirmed
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the facility had provided no further staff
reeducation regarding accurate assessment and
documentation of resident skin checks.
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During interview with the assistant director of
nursing (ADON)-C on 5/31/19 at 1:25 p.m.,
ADON-C stated she completed the facility's
internal investigation for R2's bruising of unknown
origin on 11/29/18. ADON-C confirmed the
facility was unable to determine how the bruising
occurred, but stated in response to the bruising,
R2's transfer assistance had increased from one
to two staff assistance to a full Hoyer lift with two
staff assistance. ADON-C confirmed she had
completed and documented the interviews with
the staff who had indicated they did not
implement R2's plan of care by not utilizing
appropriate transfer technique and gait belt for
R2's transfers. ADON-C stated she had
discussed following the care plan with staff after
the interviews; however, she confirmed this was
not documented anywhere in the facility's internal
investigation notes nor were these interviews
included in any of the staff employee files or
coaching logs the facility utilized to track these
occurrences. ADON-C stated she did not formally
interview or discuss R2's bruising with RN-A
during the internal investigation and had not
questioned RN-A regarding staff transfers of R2.
ADON-C stated she did not know about the
"queen's chair lift," was unaware that staff
transferred R2 in this manner, and stated this
was not an proper transfer technique.
Additionally, ADON-C stated that prior to
interview with RN-C, human resources was going
to put RN-C on a Performance Improvement Plan
due to nursing performance issues. ADON-C
indicated RN-C had initially resigned his position
however, was convinced by Administration to take
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FMLA instead of terminating his employment.
RN-C had then decided to take FMLA and has
since returned to working at the facility. ADON-C
confirmed since RN-C's return to the facility, the
Performance Improvement Plan was not initiated,
but a copy was placed in his employee file.
When questioned on how many times verbal
coaching, warnings or re-education could be
completed prior to it being documented in the
employee's file, ADON-C could not confirm the
number, but provided a facility policy of these
details. Furthermore, the ADON could not
confirm why RN-C's Performance Improvement
Plan and discussion with RN-C regarding these
issues was documented on 12/13/18, and
contained the 11/28/18 concerns, but was not
dated prior to RN-C's interview on 11/29/18 as
ADON-C had indicated. In addition, ADON-C
could provide an answer as to why RN-C's
Performance Improvement Plan was not
implemented upon his return after FMLA leave.
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During interview with R2's family member on
6/3/19 at 4:31 p.m., she stated she was informed
of R2's bruising the day it was discovered by the
facility. R2's family stated she'd assumed the
bruise was caused by a transfer of R2 and stated
staff transferred R2 by picking her up under her
arms and legs to move her between the bed and
chair. R2's family member stated she was given
no further information about the bruise, but stated
the bruising was extensive and R2 was still
bruised at the time of her death when the family
came to visit her around 1/29/19.
The facility's Transfer (Gait) Belt - Proper Use
and Application policy dated 2/2013, indicated a
transfer belt was an assistive safety device used
to transfer residents from one surface to another
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and was used to assist in safe transfers to
prevent possible injury to residents and staff. The
policy further indicated a transfer (gait) belt was
to be used in all assisted and/or supervised
transfers and ambulation. Failure to use a
transfer belt may result disciplinary action.
F 730 Nurse Aide Peform Review-12 hr/yr In-Service
SS=F CFR(s): 483.35(d)(7)
§483.35(d)(7) Regular in-service education.
The facility must complete a performance review
of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these
reviews. In-service training must comply with the
requirements of §483.95(g).
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure annual performance
reviews were completed on an annual basis for 5
of 7 employees reviewed which included three
nursing assistants (NA-B, NA-C, NA-D) and two
trained medication aides (TMA-A, TMA-B).
This had potential to affect all 207 residents who
resided in the nursing home who could receive
care from these staff.
On 6/3/19, the facility provided personnel files
documenting the start dates of the following NAs
and TMAs:
-NA-B hired on 1/15/13. No annual performance
review identified in the last 12 months.
-NA-C hired on 2/14/17. No annual performance
review identified in the last 12 months.
-NA-D hired on 3/10/17. No annual performance
review identified in the last 12 months.
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7/5/19

The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
of State and Federal law. Without waiving
the foregoing statement, the facility states
that:
F730
It is the policy of Lyngblomsten that the
facility conduct annual performance
reviews for every Nursing Assistant at
least once every 12 months and provide
regular in-service education based on
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-TMA-A hired on 6/10/02. No annual performance
review identified in the last 12 months.
-TMA-B hired on 4/14/14. No annual performance
review identified in the last 12 months.
During interview on 6/3/19 at 3:15 p.m., the
facility's Human Resource director (HR)-D, stated
employee performance reviews are stored in the
employee's personnel files. She further stated if
the performance reviews are not in the personnel
files, it is because the annual performance
reviews were not completed.
An undated facility-provided document entitled,
Lyngblomsten Nurse Aide and TMA Clinical Skill
Competency Annual Performance Review,
indicated NAs and TMAs should have a
performance review yearly.
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F 730
issues identified by the performance
reviews. To assure continued compliance
the following plan has been implemented:
Regarding cited individuals:
With respect to the 3 Nursing Assistants
and 2 Trained Medication Aides identified
to not have performance reviews
complete, all have had an annual
performance review completed.
Actions taken to identify other staff having
similar occurrences:
Employee personnel files have been
reviewed and those Nursing Assistants
and Trained Medication Aides found to not
have current Performance Evaluations
have been identified and scheduled to
have a Performance Evaluation
conducted.
Measures put in place to ensure deficient
practice does not occur:
All identified Nursing Assistants and
Trained Medication Aides without a
current Performance Evaluation are being
evaluated.
Effective implementation of actions will be
monitored by:
Nursing Administration will manage and
oversee the successful completion of all
needed Performance Evaluations.
Those responsible to maintain compliance
will be:
The Director of Human Resources and/or
designee will monitor the completion of
Nursing Assistant and Trained Medication
Aide Performance Evaluations assuring
all are completed as required. The
completion data will be presented and
discussed monthly at the Quality
Assurance Committee meetings by the
Facility ID: 00501
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Director of Nursing. At that time the
Quality Assurance committee will make
the decision/recommendation regarding
any necessary follow-up studies or
actions.
Completion date for certification purposes
only is July 5th, 2019.

F 760 Residents are Free of Significant Med Errors
SS=D CFR(s): 483.45(f)(2)
The facility must ensure that its§483.45(f)(2) Residents are free of any significant
medication errors.
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure 1 of 2 residents (R3)
reviewed for medication errors were free of
significant medication errors when vancomycin
(an antibiotic) was not administered according to
physician orders.
Finding include:
R3's medical diagnoses included bacteremia,
methicillin resistant staphylococcus aureus
infection (MRSA), bipolar disease, and heart
failure.
R3's physician order dated 3/30/19, indicated R3
was prescribed vancomycin 1500 milligrams (mg)
intravenously (IV) every day for 28 days for a
diagnosis of sepsis.
R3's medication administration record (MAR)
dated 4/1/19, indicated R3 received vancomycin
1500 mg IV during the day shift.
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The preparation of the following plan of
correction for this deficiency does not
constitute and should not be interpreted
as an admission nor an agreement by the
facility of the truth of the facts alleged on
conclusions set forth in the statement of
deficiency. The plan of correction
prepared for this deficiency was executed
solely because it is required by provisions
of State and Federal law. Without waiving
the foregoing statement, the facility states
that:
F760
It is the policy of Lyngblomsten that all
residents remain free from any significant
medication errors. To assure continued
compliance the following plan has been
implemented:
Regarding cited residents:
With respect to resident R3, the resident
remains at the facility and received IV
medication through 6-25-19 according to
Facility ID: 00501

If continuation sheet Page 48 of 51

PRINTED: 07/10/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245347

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

1415 ALMOND AVENUE

LYNGBLOMSTEN CARE CENTER

SAINT PAUL, MN 55108

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 760 Continued From page 48
R3's progress note dated 4/1/19, at 2:00 p.m.,
indicated facility staff reported a critical laboratory
result of low hemoglobin and updated R3's nurse
practitioner (NP)-E.
R3's progress note dated 4/1/19, at 2:30 p.m.
indicated R3 transferred to the hospital
emergency department (ED) for low-grade fever
and low hemoglobin.
R3's ED records dated 4/1/19 at 6:04 p.m.,
indicated R3 received vancomycin 1.5 grams IV
while at the ED.
R3's progress note dated 4/1/19 at 10:57 p.m.,
indicated R3 returned to the facility around 9:00
p.m. with no new orders. Licensed practical nurse
(LPN)-G re-started R3's IV vancomycin.
R3's MAR dated 4/1/19, indicated R3's
vancomycin 1500 mg IV was scheduled for the
evening shift; however, there was no staff
signature on R3's MAR indicating facility staff had
administered the vancomycin dose.
During an interview on 5/29/19 at 1:25 p.m.,
Assistant Director of Nursing (ADON)-B stated
R3 received vancomycin IV three times on 4/1/19:
the first dose during the day shift while at the
facility, a second dose while at the ED, and a third
dose upon return to the facility on the evening
shift. ADON-B stated that although the 4/1/19
MAR did not reflect the IV vancomycin dose was
administered, she had learned from interviewing
staff that licensed practical nurse (LPN)-G had
administered the third dose of IV vancomycin
because LPN-G thought the vancomycin was
continuous.
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F 760
orders successfully.
Actions taken to identify other potential
residents having similar occurrences:
All other residents who have received IV
medications have been audited and no
concerns noted. All residents with IV
medication orders are at risk.
Measures put in place to ensure deficient
practice does not occur:
Facility protocol following the facility
self-report was changed to require that all
residents who receive IV medications
must have 2 licensed staff present when
processing and administering the
medication. That process continues and
has been effective in preventing
significant medication errors. Licensed
nursing staff have been retrained on IV
medication administration, including
specific instructions for the most common
IV medications administered at the facility,
the various types of delivery systems, and
correct physician order interpretation and
implementation. Licensed nursing staff
have been instructed to contact the
Nursing Supervisor if they are unfamiliar
with an IV medication, question the
interpretation of an IV medication order, or
are uncertain about the administration of
an IV medication.
Effective implementation of actions will be
monitored by:
Nursing Administration will oversee and
manage the training of licensed nursing
staff assuring all are competent in IV
medication orders and administration.
Nursing Administration will routinely
monitor the use of IV medications in the
facility and audit the order implementation.
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A document entitled, Lyngblomsten Care Center
Medication Incident Form, dated 4/2/19, indicated
the facility informed NP-E of R3's vancomycin
medication error. This document noted under the
heading "Summarize Physician Responses" that
R3's medication error had potential for harm and
indicated that the 4/2/19 vancomycin dose should
be held, and R3's vancomycin level be checked
prior to administration of the next dose on 4/3/19.
R3's Lab Results Report dated 4/1/19, indicated
R3's vancomycin level blood test result was 13.1
micrograms per milliliter (ug/ml). The same
document indicated a goal vancomycin blood
concentration level was 15.0 to 20.0 ug/mL, and a
toxic blood level concentration would be greater
than 25.0 ug/ml.
R3's Lab Results Report dated 4/3/19, indicated
R3's vancomycin level blood test result was 21.9
ug/ml.
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Nursing Administration will conduct
observational audits of IV medication
administration and use audit data to
determine if additional training is
necessary.
Those responsible to maintain compliance
will be:
The Director of Nursing and/or designee
will review audit findings and make any
additional recommendations necessary to
assure compliance. The data collected
will be presented and discussed monthly
at the Quality Assurance Committee
meetings by the Director of Nursing. At
that time the Quality Assurance committee
will make the decision/recommendation
regarding any necessary follow-up studies
or actions.
Completion date for certification purposes
only is July 5th, 2019.

During an interview on 5/29/19 at 12:35 p.m., the
consulting pharmacist (PHD) stated the purpose
of monitoring vancomycin blood levels was to
avoid toxicity.
During interviews on 5/30/19, ADON-B,
ADON-C, and the Director of Nursing (DON)-A
stated a review of facility education/training
documents revealed LPN-G and LPN-B had been
trained to start IVs and use IV pumps, but there
was no documention either LPN had training on
IV medication administration prior to April 1, 2019.
A facility-provided document entitled, Omnicare
LTC Facility Pharmacy Services and Procedures
Manual, dated January 1, 2013, indicated facility
staff should verify each time a medication is
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 7QRU11

Facility ID: 00501

If continuation sheet Page 50 of 51

PRINTED: 07/10/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245347

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

1415 ALMOND AVENUE

LYNGBLOMSTEN CARE CENTER

SAINT PAUL, MN 55108

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 760 Continued From page 50
administered that it is the correct medication, at
the correct rate, and at the correct time.
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Electronically delivered

June 20, 2019

Administrator
Lyngblomsten Care Center
1415 Almond Avenue
Saint Paul, MN 55108
Re: State Nursing Home Licensing Orders ‐ Project Numbers H5347096, H5347098, H5347099,
H5347100C, H5347101C, and H5347102C
Dear Administrator:
The above facility was surveyed on May 29, 2019 through June 3, 2019 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes and to investigate
complaint numbers H5347096, H5347098, H5347099 that were found to be unsubstantiated and
H5347100C, H5347101C, and H5347102C that were found to be unsubstantiated. At the time of the
survey, the survey team from the Minnesota Department of Health, Health Regulation Division, noted
one or more violations of these rules or statutes that are issued in accordance with Minn. Stat. §
144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the deficiency or
deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule and/or statute of the Minnesota
Department of Health.
To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.
You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14‐01, available at
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm . The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.
The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the
An equal opportunity employer.

Lyngblomsten Care Center
June 20, 2019
Page 2
statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.
PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.
Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text. You must then indicate in the electronic State licensure process, under the
heading completion date, the date your orders will be corrected prior to electronically submitting to
the Minnesota Department of Health. We urge you to review these orders carefully, item by item, and
if you find that any of the orders are not in accordance with your understanding at the time of the exit
conference following the survey, you should immediately contact:
Maria King, RN, APM
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Mankato Place
12 Civic Center Plaza, Suite 2105
Mankato, Minnesota 56001‐7789
Email: maria.king@state.mn.us
Phone: (507) 344‐2716
Fax: (507) 344‐2723
You may request a hearing on any assessments that may result from non‐compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.
Please note it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.
Please feel free to call me with any questions.

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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*****ATTENTION******
NH LICENSING CORRECTION ORDER
In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.
Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.
You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.
INITIAL COMMENTS:
An abbreviated standard survey was conducted
on 5/29, 5/30, 5/31 and 6/3/19 to investigate
complaints #H5347096,# H5347098,
#H5347099C, #H5347100C, #H5347101C, and
#H5347102C.
Complaints #H5347096, #H5347098, and
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#H5347099C were substantiated and correction
orders were issued.
Complaints #H5347100C, #H5347101C, and
#H5347102C were not substantiated.
Please indicate in your electronic plan of
correction that you have reviewed these orders,
and identify the date when they will be completed.
The facility is enrolled in the electronic Plan of
Correction (ePoC) and therefore a signature is
not required at the bottom of the first page of the
State form. Although no plan of correction is
required, it is required that you acknowledge
receipt of the electronic documents.
2 265 MN Rule 4658.0085 Notification of Chg in

7/5/19

2 265

Resident Health Status
A nursing home must develop and implement
policies to guide staff decisions to consult
physicians, physician assistants, and nurse
practitioners, and if known, notify the resident's
legal representative or an interested family
member of a resident's acute illness, serious
accident, or death. At a minimum, the director of
nursing services, and the medical director or an
attending physician must be involved in the
development of these policies. The policies must
have criteria which address at least the
appropriate notification times for:
A. an accident involving the resident which
results in injury and has the potential for requiring
physician intervention;
B. a significant change in the resident's
physical, mental, or psychosocial status, for
Minnesota Department of Health
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example, a deterioration in health, mental, or
psychosocial status in either life-threatening
conditions or clinical complications;
C. a need to alter treatment significantly, for
example, a need to discontinue an existing form
of treatment due to adverse consequences, or to
begin a new form of treatment;
D. a decision to transfer or discharge the
resident from the nursing home; or
E. expected and unexpected resident deaths.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
facility failed to notify the physician and/or the
resident's representative of a significant change
of condition for 1 of 1 resident (R1) reviewed who
had elevated vital signs and a significant change
of condition. R1 had an elevated blood pressure,
temperature, pulse, and was having emesis. The
facility did not notify R1's representative and/or
physician until R1 fell out of a wheelchair
approximately one and half hours after the
change of condition was identified.

corrected

Findings include:
R1's quarterly Minimum Data Set (MDS)
assessment dated 9/28/18, indicated R1 had
severe cognitive impairment and required
extensive staff assistance with transfers and
toileting.
R1's care plan dated 7/2/18, indicated R1
required assistance from one staff with activities
of daily living (ADLs), and staff were supposed to
Minnesota Department of Health
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ensure the resident's call light was within reach.
R1's Progress Note dated 11/19/18, at 7:47 a.m.
indicated the nurse [licensed practical nurse
(LPN)-A] was called by the nursing assistant at
6:25 a.m. and stated R1 was having emesis. The
nurse [LPN-A] checked R1's vital signs twice.
The first check results were blood pressure (BP)
235/138, pulse (P) 127, respirations (R) 20,
temperature (T) 102.1 F., and an oxygen
saturation level (O2) of 94% on room air (RA).
The second check results (unknown time of
check) were BP 203/127, P 118, R 19, and O2 of
95% on RA. An apical pulse was also checked
which was 116. The progress note indicated
LPN-A gave report to registered nurse (RN)-A
who would follow up on R1.
R1's Fall Report dated 11/19/18, documented by
RN-A, indicated R1 fell at 8:10 a.m. The report
indicated R1's most recent vital signs results
were obtained on 11/19/18, at 8:25 a.m., and the
results were T 101 F., R 20, and O2 of 90% on
RA, there was no indication a blood pressure was
checked at that time. At 9:06 a.m., BP 211/111
and P. 106. The report indicated R1 hit her head;
attempted to self-transfer from one surface to
another; did not respond to questioning; did not
have her call light within reach; had no recent
changes in condition; had a stable condition
during the past few months; and was incontinent
at the time of the fall.
R1's Progress Note dated 11/19/18, at 10:47 a.m.
indicated R1 was found face down on the floor by
her bed. She was alert and spoke to the writer
when asked questions. R1's vital signs were
checked and the results were T 101 F, P 106, R
20, BP 211/111, and O2 of 90 % on RA. R1's
family member (FM)-H was updated and wanted
Minnesota Department of Health
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R1 sent to the hospital. R1's physician was
contacted and gave the order to call 911.
R1's Progress Note dated 11/19/18, at 10:59 a.m.
indicated paramedics assisted R1 onto a
stretcher and transported R1 to the hospital at
9:45 a.m.
R1's Fall Report dated 11/19/18, revised on
12/4/18, indicated R1 was found that day face
down on the floor next to her bed. She was
awake and alert. R1 was assessed on the floor
and assisted by three staff members with the
Hoyer sling/lift to bed. R1 was oriented to person
only. She was confused, incontinent, and the call
light was not within reach. R1 stated she fell out
of bed, but the trained medication assistant
(TMA) stated she fell out of the wheelchair.
The facility investigation notes dated 11/27/18,
indicated R1 was found on the floor in her room
at 8:10 a.m. on 11/19/18, with some blood noted
coming from her mouth. There was no visual or
palpable raised areas noted on her head. R1
was alert and talking to the nurse. R1 had an
elevated blood pressure, pulse, and temperature.
FM-H was contacted and directed staff to send
R1 to the hospital. After sending R1 to the
hospital, it was noted the night nurse, LPN-A, had
documented at 6:25 a.m. that morning that R1
had an elevated BP 235/138, P 127, and T 102.1
F. When the facility interviewed LPN-A, she
stated she was concerned about R1's elevated
vital signs and called the house supervisor and
registered nurse (RN)-B to assist with
assessment of R1. She stated RN-B directed
LPN-A to check R1's vital signs again (unknown
time) and at that time, they were BP 203/127, P
118, and T 99.9 F. LPN-A stated R1 was gagging
and throwing up a little amount of clear white
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liquid. LPN-A stated she took R1's vital signs
again at about 6:25 a.m. and noted an elevated
BP 235/138, P 127, and T 102 F. She stated
RN-B went to R1's room at the same time
morning report was going on. LPN-A updated
RN-A about R1 gagging and the elevated vital
signs. RN-A directed the TMA to keep R1 up in
the chair to decrease the likelihood of aspiration
and to "keep an eye on [R1]." During the facility
investigative interview, TMA-A stated she
checked on R1 the morning of the fall and found
her up in a chair and quiet. Around 8:10 a.m.,
TMA-A stated she was going to provide cares to
another resident when she observed R1 on the
floor. During the facility investigative interview,
RN-A stated she was updated on R1 gagging, but
did not remember hearing about the elevated vital
signs. It was documented on the report the day
nurse (RN-A) was hard of hearing. However, the
investigation indicated when RN-A completed an
assessment of R1 after the fall, she also noted
R1 had elevated vital sign results with BP
211/111, P 106, T 101 F, R 20, and O2 90% on
RA. RN-A had instructed TMA-A to administer
R1's blood pressure medication which was
completed. R1 had a small amount of blood
coming out of her mouth, but no signs of trauma
or raised areas on her head. R1 was transported
to the hospital at 9:45 a.m. The facility
investigation concluded there was no indication
R1's representative or physician was contacted
regarding the change of condition until R1 fell
from the wheelchair.
R1's hospital intensive care admission note dated
11/19/18, indicated R1 was admitted to the
hospital with altered mental status after a fall at
the nursing home. R1 was diagnosed with a
subarachnoid hemorrhage and sepsis secondary
to a urinary tract infection. The diagnoses
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involved trauma from her fall and/or uncontrolled
hypertension. R1's admitting physician note
included; R1 "did receive enalapril [blood
pressure medication] this morning and per
neurosurgery this is likely from her fall." R1 "was
found down in her nursing home this morning
after being placed in a chair. Per phone call to
her nursing home, [facility name] she was found
face down this morning around 8:00 a.m. She
received Enalapril 20 mg (milligrams) ... She was
nauseated and gagging and so she was being put
in a chair and was left in the room, and then was
found down. She was alert and talkative after the
fall and was responding appropriately to
questions."
During interview on 5/31/19 at 9:00 a.m., FM-H
stated when R1 fell in November 2018, R1's
blood pressure was high, and the facility did not
notify her or the physician until after R1 fell.
FM-H stated she was upset the facility did not
contact the physician immediately after
discovering R1's elevated blood pressure as it
could have prevented R1 from falling.
During interview with the surveyor on 5/31/19, at
10:00 a.m., RN-A stated on 11/19/18, LPN-A
informed her R1 had an emesis earlier that
morning, but she was not informed about R1's
high blood pressure or increase in vital signs.
RN-A stated she directed TMA-A to ensure R1
was sitting up in her wheelchair so she did not
aspirate if she had another emesis. RN-A stated,
at about 8:00 a.m., TMA-A told her R1 had fallen
out of her wheelchair in her room. RN-A stated
she checked R1's vital signs after the fall and her
blood pressure was "really high." After assessing
R1 and assisting her into bed, RN-A stated she
contacted FM-H to notify her of R1's fall and
change in condition. FM-H requested R1 be sent
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to the hospital. RN-A stated if LPN-A had notified
her of R1's high blood pressure, she would have
called the physician immediately. RN-A stated
the facility interviewed her as part of the facility
investigation, but she was not aware of the
outcome of the investigation and stated she
recieved no further coaching or education
regarding the incident with R1. RN-A stated R1's
change of condition was a "critical situation." She
stated LPN-A or RN-B should have contacted the
on-call physician after discovering R1 had high
vital signs and a change of condition.
During interview with the surveyor on 5/31/19 at
10:57 a.m., the director of nursing (DON)-A
stated on 11/19/18, he spoke with RN-B that
morning at about 7:30 a.m. RN-B told him R1's
vital signs were elevated and R1 had emesis.
DON-A stated RN-B reported RN-A was aware of
the situation. DON-A stated he was "comfortable
with it, that my staff was on top of it." DON-A
stated after the facility management reviewed the
incident, they felt it was just staff
miscommunication. DON-A stated there was no
coaching or education provided, but LPN-A was
told to speak up when giving report as RN-A was
"hard of hearing."
During interview with the surveyor on 5/31/19 at
1:05 p.m., RN-B stated he did not remember
anything about the incident with R1 on 11/19/18.
However, RN-B stated he had not received any
additional training or coaching since November
2018. When presented with the scenario of a
resident having emesis, BP 235/138, P 127, and
T 102.1 F, RN-B stated he would re-check the
resident's vital signs in half an hour and notify the
physician if the vital signs were still elevated.
RN-B stated if the incident did not occur during
day time hours, he would contact the on-call
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physician.
The facility policy titled, Notification of Changes
dated 11/2018, and revised on 4/2018, indicated
changes in a resident's condition or treatment are
immediately shared with the resident and the
resident representative, and reported to the
appropriate physician/provider. Nurses and other
care staff are educated to identify changes in a
resident's condition, including those requiring
notification of the resident and/or their
representative, and the physician/provider.
SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designee can review
policies and procedures, revise as necessary,
educated staff on revisions, and monitor to
ensure compliance.
TIME PERIOD FOR CORRECTION: Fourteen
(14) days.
2 285 MN Rule 4658.0100 Subp. 2 Employee

7/5/19

2 285

Orientation and In-Service Education
Subp. 2. In-service education. A nursing home
must provide in-service education. The in-service
education must be sufficient to ensure the
continuing competence of employees, must
address areas identified by the quality
assessment and assurance committee, and
must address the special needs of residents as
determined by the nursing home staff. A nursing
home must provide an in-service training
program in rehabilitation for all nursing personnel
to promote ambulation; aid in activities of daily
living; assist in activities, self-help, maintenance
of range of motion, and proper chair and bed
positioning; and in the prevention or reduction of
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incontinence.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure annual performance
reviews were completed on an annual basis for 5
of 7 employees reviewed which included three
nursing assistants (NA-B, NA-C, NA-D) and two
trained medication aides (TMA-A, TMA-B).

corrected

This had potential to affect all 207 residents who
resided in the nursing home who could receive
care from these staff.
On 6/3/19, the facility provided personnel files
documenting the start dates of the following NAs
and TMAs:
-NA-B hired on 1/15/13. No annual performance
review identified in the last 12 months.
-NA-C hired on 2/14/17. No annual performance
review identified in the last 12 months.
-NA-D hired on 3/10/17. No annual performance
review identified in the last 12 months.
-TMA-A hired on 6/10/02. No annual performance
review identified in the last 12 months.
-TMA-B hired on 4/14/14. No annual performance
review identified in the last 12 months.
During interview on 6/3/19 at 3:15 p.m., the
facility's Human Resource director (HR)-D, stated
employee performance reviews are stored in the
employee's personnel files. She further stated if
the performance reviews are not in the personnel
files, it is because the annual performance
reviews were not completed.
An undated facility-provided document entitled,
Lyngblomsten Nurse Aide and TMA Clinical Skill
Competency Annual Performance Review,
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indicated NAs and TMAs should have a
performance review yearly.
SUGGESTED METHOD OF CORRECTION:
The administrator, director of nursing or designee
could develop/revise and implement policies and
procedures related to timely completion of staff
performance reviews. The quality assessment
and assurance committee could perform random
audits to ensure compliance.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
2 830 MN Rule 4658.0520 Subp. 1 Adequate and

7/5/19

2 830

Proper Nursing Care; General
Subpart 1. Care in general. A resident must
receive nursing care and treatment, personal and
custodial care, and supervision based on
individual needs and preferences as identified in
the comprehensive resident assessment and
plan of care as described in parts 4658.0400 and
4658.0405. A nursing home resident must be out
of bed as much as possible unless there is a
written order from the attending physician that the
resident must remain in bed or the resident
prefers to remain in bed.

This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
facility failed to appropriately assess, monitor and
intervene for 1 of 1 resident (R1) reviewed who
experienced a significant change of condition. R1
had an elevated blood pressure, temperature,
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and pulse with emesis. After discovering R1's
change in condition, facility staff failed to take
immediate action to address her change in
condition for approximately 1 hour and 30
minutes. R1 subsequently fell out of her
wheelchair and was sent to the emergency
department where she was diagnosed with a
subarachnoid hemorrhage (brain bleed).
In addition, the facility failed to ensure 1 of 3
residents (R2) was free of accidents when R2
developed a hematoma, swelling, and large areas
of bruising of unknown origin to her breast. The
facility failed to provide adequate assessment,
monitoring and supervision, to ensure staff
completed safe and appropriate transfers of R2
after learning through internal investigation R2's
care plan was not followed during transfers.
Findings include:
R1's quarterly Minimum Data Set (MDS)
assessment dated 9/28/18, indicated R1 had
severe cognitive impairment and required
extensive staff assistance with transfers and
toileting.
R1's care plan dated 7/2/18, indicated R1
required assistance from one staff with activities
of daily living (ADLs), and staff were supposed to
ensure the resident's call light was within reach.
R1's Progress Note dated 11/19/18, at 7:47 a.m.
indicated the nurse [licensed practical nurse
(LPN)-A] was called by the nursing assistant at
6:25 a.m. and stated R1 was having emesis. The
nurse [LPN-A] checked R1's vital signs twice.
The first check results were blood pressure (BP)
235/138, pulse (P) 127, respirations (R) 20,
temperature (T) 102.1 F., and an oxygen
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saturation level (O2) of 94% on room air (RA).
The second check results (unknown time of
check) were BP 203/127, P 118, R 19, and O2 of
95% on RA. An apical pulse was also checked
which was 116. The progress note indicated
LPN-A gave report to registered nurse (RN)-A
who would follow up on R1.
R1's Fall Report dated 11/19/18, documented by
RN-A, indicated R1 fell at 8:10 a.m. The report
indicated R1's most recent vital signs results
were obtained on 11/19/18, at 8:25 a.m., and the
results were T 101 F., R 20, and O2 of 90% on
RA, there was no indication a blood pressure was
checked at that time. At 9:06 a.m., BP 211/111
and P. 106. The report indicated R1 hit her head;
attempted to self-transfer from one surface to
another; did not respond to questioning; did not
have her call light within reach; had no recent
changes in condition; had a stable condition
during the past few months; and was incontinent
at the time of the fall.
R1's Progress Note dated 11/19/18, at 10:47 a.m.
indicated R1 was found face down on the floor by
her bed. She was alert and spoke to the writer
when asked questions. R1's vital signs were
checked and the results were T 101 F, P 106, R
20, BP 211/111, and O2 of 90 % on RA. R1's
family member (FM)-H was updated and wanted
R1 sent to the hospital. R1's physician was
contacted and gave the order to call 911.
R1's Progress Note dated 11/19/18, at 10:59 a.m.
indicated paramedics assisted R1 onto a
stretcher and transported R1 to the hospital at
9:45 a.m.
R1's Fall Report dated 11/19/18, revised on
12/4/18, indicated R1 was found that day face
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down on the floor next to her bed. She was
awake and alert. R1 was assessed on the floor
and assisted by three staff members with the
Hoyer sling/lift to bed. R1 was oriented to person
only. She was confused, incontinent, and the call
light was not within reach. R1 stated she fell out
of bed, but the trained medication assistant
(TMA) stated she fell out of the wheelchair.
The facility investigation notes dated 11/27/18,
indicated R1 was found on the floor in her room
at 8:10 a.m. on 11/19/18, with some blood noted
coming from her mouth. There was no visual or
palpable raised areas noted on her head. R1
was alert and talking to the nurse. R1 had an
elevated blood pressure, pulse, and temperature.
FM-H was contacted and directed staff to send
R1 to the hospital. After sending R1 to the
hospital, it was noted the night nurse, LPN-A, had
documented at 6:25 a.m. that morning that R1
had an elevated BP 235/138, P 127, and T 102.1
F. When the facility interviewed LPN-A, she
stated she was concerned about R1's elevated
vital signs and called the house supervisor and
registered nurse (RN)-B to assist with
assessment of R1. She stated RN-B directed
LPN-A to check R1's vital signs again (unknown
time) and at that time, they were BP 203/127, P
118, and T 99.9 F. LPN-A stated R1 was gagging
and throwing up a little amount of clear white
liquid. LPN-A stated she took R1's vital signs
again at about 6:25 a.m. and noted an elevated
BP 235/138, P 127, and T 102 F. She stated
RN-B went to R1's room at the same time
morning report was going on. LPN-A updated
RN-A about R1 gagging and the elevated vital
signs. RN-A directed the TMA to keep R1 up in
the chair to decrease the likelihood of aspiration
and to "keep an eye on [R1]." During the facility
investigative interview, TMA-A stated she
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checked on R1 the morning of the fall and found
her up in a chair and quiet. Around 8:10 a.m.,
TMA-A stated she was going to provide cares to
another resident when she observed R1 on the
floor. During the facility investigative interview,
RN-A stated she was updated on R1 gagging, but
did not remember hearing about the elevated vital
signs. It was documented on the report the day
nurse (RN-A) was hard of hearing. However, the
investigation indicated when RN-A completed an
assessment of R1 after the fall, she also noted
R1 had elevated vital sign results with BP
211/111, P 106, T 101 F, R 20, and O2 90% on
RA. RN-A had instructed TMA-A to administer
R1's blood pressure medication which was
completed. R1 had a small amount of blood
coming out of her mouth, but no signs of trauma
or raised areas on her head. R1 was transported
to the hospital at 9:45 a.m. The facility
investigation concluded there was no indication
R1's representative or physician was contacted
regarding the change of condition until R1 fell
from the wheelchair.
R1's hospital intensive care admission note dated
11/19/18, indicated R1 was admitted to the
hospital with altered mental status after a fall at
the nursing home. R1 was diagnosed with a
subarachnoid hemorrhage and sepsis secondary
to a urinary tract infection. The diagnoses
involved trauma from her fall and/or uncontrolled
hypertension. R1's admitting physician note
included; R1 "did receive enalapril [blood
pressure medication] this morning and per
neurosurgery this is likely from her fall." R1 "was
found down in her nursing home this morning
after being placed in a chair. Per phone call to
her nursing home, [facility name] she was found
face down this morning around 8:00 a.m. She
received Enalapril 20 mg ... She was nauseated
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and gagging and so she was being put in a chair
and was left in the room, and then was found
down. She was alert and talkative after the fall
and was responding appropriately to questions."
R1's hospital progress note dated 11/24/18,
indicated R1 was admitted on 11/19/18, for
subarachnoid hemorrhage (brain bleed) in the
setting of trauma from her fall and/or uncontrolled
hypertension. Her plan of care included blood
pressure checks two to three times daily with
directions if R1's systolic blood pressure was less
than 80 or greater than 185, staff were to call
R1's primary care provider and, if persistently
hypertensive, consider taking to her to the
emergency department for evaluation.
Along with the facility investigation an untitled
written statement indicated RN-A was interviewed
on 11/19/18, at 2:15 p.m.. RN-A indicated LPN-A
reported to her the morning of 11/19/18 that R1
was gagging but didn't mention the elevated
blood pressure or temperature. RN-A told the
TMA if R1 was gagging they need to ensure R1
was sitting up in the chair. After the fall, R1's
face was flushed and her temperature was 101F
and oxygen saturations were low at 90%. RN-A
stated she contacted R1's family member
following the fall and the family member
requested R1 be sent to the hospital. R1 was
talking to the paramedics when she left the
facility.
Along with the facility investigation an untitled
written statement indicated LPN-A was
interviewed on 11/20/18, at 7:30 a.m. LPN-A
indicated on 11/19/18, at about 6:25 a.m., the
nursing assistant (NA) took R1 to the bathroom
and stated she was throwing up a little clear white
liquid. R1 was in her wheelchair at this time.
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LPN-A indicated she checked R1's vital signs
which were high so she called RN-B. RN-B
directed LPN-A to recheck the vital signs and the
apical pulse. LPN-A gave report to the oncoming
nurse and RN-B arrived at the unit. LPN-A told
RN-B she checked the vital signs for a second
time, and RN-B went into R1's room. R1 was not
talking but nodding to LPN-A's questions. She
stated, "I was worried. That's why I called
[RN-B]." After report, LPN-A went to R1's room,
and RN-B was still in the room. LPN-A stated
RN-B took R1's vital signs again [no
documentation of vital sign check]. During report,
LPN-A stated she told RN-A that R1's vital signs
"were really, really high" but RN-A did not ask her
which ones were high. LPN-A stated she told
RN-A that R1 was up in her chair. LPN-A stated
other staff were around when she gave report.
When she told RN-A she would put R1's
information on the 24 hour report, RN-A told her,
"No. I will follow up on it." LPN-A stated she did
not hear RN-A direct anyone to go to R1's room.
Along with the facility investigation an untitled
written statement indicated RN-B was interviewed
on 11/20/18, at 8:00 a.m. RN-B indicated LPN-A
contacted him on 11/19/18, at about 6:20 a.m.
and stated there was a resident who threw up and
had high blood pressure. RN-B asked who the
resident was and LPN-A indicated it was R1 and
told him the blood pressure and pulse results.
RN-B stated he thought they were pretty high and
it could be high for number of reasons, possibly
the blood pressure machine. RN-B directed
LPN-A to take the blood pressure on the other
arm and check the apical pulse and call him
back. RN-B stated he did some other staffing
things and after about 10 minutes, he went up to
see LPN-A. He stated staff were in report, and
LPN-A told him the vital signs had "come down."
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RN-B went to R1's room to check on her. He
stated R1 was in a wheelchair next to the bed.
RN-B asked how she was doing. He stated she
was awake, but would not respond verbally. RN-B
indicated she looked, "OK, maybe looked a little
tired." RN-B stated he tried to listen to lung
sounds, the left side was clear, but he could not
hear anything on the right side. He stated he was
unable to get her to lean forward. He stated R1
"started to gag- emesis on bed- I gave to her [the
emesist basin]- she could not hold [the emesis
basin]- I held it for her and she had emesis thick
clr [clear] liquid- about 30 cc- I emptied emesis
basin- [LPN-A] returned- I asked her how much
she had thrown up- she said not much." LPN-A
stated RN-A told her R1 "does this" and that RN-A
told her not to put it on report. LPN-A asked
RN-B if she should put it on report [R1's change
of condition] and RN-B told her "no" if RN-A
knows about it. RN-B stated he would inform the
day supervisor. RN-B indicated he was aware R1
had hypertension, and he was mostly concerned
with the pulse and fever. "I thought the machine
was not working right or it was anxiety." RN-B
stated R1 was not on hospice care. Although
RN-B stated he thought the blood pressure
machine was not working, he indicated he did not
do a manual blood pressure check nor did he
indicate in his statement that he checked R1's
vital signs.
Along with the facility investigation an untitled
written statement indicated TMA-A was
interviewed on 11/21/18, at 10:15 a.m. TMA-A
indicated on 11/19/18, she heard R1 was not
feeling good and had thrown up. TMA-A stated
RN-A and "the nurse" were talking about R1, but
she did not hear what they were saying. TMA-A
stated LPN-A and RN-B came out of R1's room,
and she asked LPN-A what to do. LPN-A said
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RN-A was aware of it, and she would keep an eye
on R1. TMA-A stated R1 was in her pajamas and
very quiet which was not usual for R1. She stated
she usually did not get up early in the morning.
TMA-A stated R1 can be loud but that morning
she was not. TMA-A stated she knew something
was wrong because R1 was throwing up. TMA-A
stated she did not put R1 back into bed because
she thought she might aspirate. TMA-A stated
she got some toast for R1 to see if she could eat
something [unknown if R1 ate the toast]. TMA-A
stated nursing assistant (NA)-A came and got her
and said R1 was on the floor. While R1 was on
the floor, TMA-A stated she observed some
pinkish liquid coming from her mouth. After R1
was assisted in bed following the fall, TMA-A
attempted to give R1 her pills, and R1 threw up
clear mucous.
Along with the facility investigation an untitled
written statement indicated NA-A was interviewed
on 11/21/18, unknown time. NA-A indicated
during report the morning of 11/19/18, she heard
R1 was having episodes of emesis, gagging, and
her vital signs were high. After report, RN-B went
into R1's room. NA-A stated she was in the hall
and saw RN-B standing in front of R1 with a
basin. NA-A stated she continued to take care of
other residents and noticed R1 on the floor when
walking by her room. NA-A indicated she went
into R1's room and touched her and she moaned.
She located RN-A in the office and told her R1
had fallen. NA-A stated RN-A was asking R1
questions, but R1 was not making sense. When
R1 was rolled over on the floor, NA-A stated they
both noticed R1's left arm was behind her and
"kind of blue." NA-A stated after she knew R1
was going in to the hospital, R1 was "just
moaning." NA-A stated she did not see RN-A
check vital signs on R1.
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During interview with the surveyor on 5/31/19, at
9:00 a.m., FM-H stated when R1 fell in November
2018, R1's blood pressure was high, and the
facility did not notify her or the physician until after
R1 fell.
During interview with the surveyor on 5/31/19, at
10:00 a.m., RN-A stated on 11/19/18, LPN-A
informed her R1 had an emesis earlier that
morning, but she was not informed about R1's
high blood pressure or increase in vital signs.
RN-A stated she directed TMA-A to ensure R1
was sitting up in her wheelchair so she did not
aspirate if she had another emesis. RN-A stated,
at about 8:00 a.m., TMA-A told her R1 had fallen
out of her wheelchair in her room. RN-A stated
she checked R1's vital signs after the fall and her
blood pressure was "really high." After assessing
R1 and assisting her into bed, RN-A stated she
contacted FM-H to notify her of R1's fall and
change in condition. FM-H requested R1 be sent
to the hospital. RN-A stated if LPN-A had notified
her of R1's high blood pressure, she would have
called the physician immediately. RN-A stated
the facility interviewed her as part of the facility
investigation, but she was not aware of the
outcome of the investigation and stated she
recieved no further coaching or education
regarding the incident with R1. RN-A stated R1's
change of condition was a "critical situation." She
stated LPN-A or RN-B should have contacted the
on-call physician after discovering R1 had high
vital signs and a change of condition.
During interview with the surveyor on 5/31/19, at
10:57 a.m., the director of nursing (DON)-A
stated on 11/19/18, he spoke with RN-B that
morning at about 7:30 a.m. RN-B told him R1's
vital signs were elevated and R1 had emesis.
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DON-A stated RN-B reported RN-A was aware of
the situation. DON-A stated he was "comfortable
with it, that my staff was on top of it." DON-A
stated after the facility management reviewed the
incident, they felt it was just staff
miscommunication. DON-A stated there was no
coaching or education provided, but LPN-A was
told to speak up when giving report as RN-A was
"hard of hearing."
During interview with the surveyor on 5/31/19, at
1:05 p.m., RN-B stated he did not remember
anything about the incident with R1 on 11/19/18.
However, RN-B stated he had not received any
additional training or coaching since November
2018. When presented with the scenario of a
resident having emesis, BP 235/138, P 127, and
T 102.1 F, RN-B stated he would re-check the
resident's vital signs in half an hour and notify the
physician if the vital signs were still elevated.
RN-B stated if the incident did not occur during
day time hours, he would contact the on-call
physician.
The immediate jeopardy that began on 11/19/18,
was removed on 6/3/19, at 3:20 p.m. when it
could be determined by interview and document
review, the facility had implemented an
acceptable removal plan:
All licensed staff were trained on the following
changes prior to beginning their shift:
- Using the electronic portal, an interactive tool
called, Change of Condition: When to report to
the medical director, nurse practitioner, and/or
Physician assistant.
- Defining what constitutes a significant change of
condition.
- Defining the protocol of notifying the provider of
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a significant change.
- How staff communicate a significant change to
one another, including the follow up plan for
addressing the change.
- No TMA or NA can assess or gather vital sign
information until they are properly trained on
identification and reporting of significant values.
- The facility policy titled, Notification of Changes
was updated on 5/31/19, and indicated changes
in a resident's condition or treatment are
immediately shared with the resident and the
resident representative, and reported to the
appropriate physician/provider. Nurses and other
care staff are educated to identify changes in a
resident condition, including those requiring
notification of the resident and/or their
representative, and the physician/ provider.
R2's admission record indicated R2 had been
admitted to the facility on 12/21/17, with
diagnoses including vascular dementia and adult
failure to thrive.
R2's care plan dated 1/11/18, indicated R2's
communication was impaired as she had difficulty
comprehending what was said, and stating her
wants. R2's care plan further indicated R2's
primary language was Spanish. She could
understand some English and required the use of
an interpreter. R2's care plan also indicated R2
did not ambulate and had impaired physical
mobility. She required the assistance of one to
two staff members for transfers and the
assistance of one staff member for bed mobility,
repositioning and sitting up. The 1/11/18 care plan
also indicated R2 was at risk for impaired skin
integrity. The care plan noted a licensed nurse
would check R2's skin weekly with her bath and
staff would assist with toileting and monitor her
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skin condition. R2's care plan further indicated R2
was at risk for hemorrhage or bruising due to her
medications. The care plan directed staff to
document the severity if bruising occurred; avoid
situations that had a potential for injury like
bumping her wheelchair into objects; provide
gentle assistance to avoid injury; and regularly
inspect for signs of bruising or bleeding. An
update made to the care plan on 9/11/18,
indicated R2 was on comfort care measures
related to pain, decline in mobility, and decreased
intake and activity. Interventions included on the
9/11/18 update, directed staff to assess and
monitor R2's skin for any redness during cares,
encourage R2 to shift positions in bed and the
chair, and provide assistance with mobility as
indicated.
Review of a nursing home incident report (NHIR)
made to the state agency (SA) dated 11/29/18,
indicated R2 was found with bruising and swelling
to the right breast on the morning of 11/29/18.
The injury was found during morning cares of R2,
and the report indicated the bruise measured 14
cm (centimeters) x 8 cm starting at the nipple and
traveling towards the right axilla. The raised area
above the right axilla measured 10 cm x 6.5 cm.
The report indicated R2 was unable to state what
happened and guarded the area during the
examination. R2's nurse practitioner (NP)-G and
family were updated on the incident.
Review of an Incident/Accident Report dated
11/29/18, included documented findings of R2's
bruising and indicated notification to R2's family
and administrative staff were made. The report
included possible causes/contributing factors for
the bruising, such as R2 refusing to use the EZ
Stand and Hoyer lift (mechanical transfer
assistance devices); needing one to two people
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for lift assistance, and her use of Plavix (blood
thinning medication).
A review of the facility's NHIR five-day report to
the SA dated 12/6/18, indicated NP-G completed
an exam on 11/29/18 with a translator present.
The report indicated R2 had verified she was not
abused, but was unable to indicate how the injury
occurred or when it was first observed. R2 did
indicate the bruising was painful and did not want
to be further questioned about the injury. NP-G
ordered an x-ray of the area which was negative
for fracture. NP-G then ordered an ultrasound of
the right chest area which indicated a likely
hematoma of the muscle. The NHIR five-day
report further indicated staff members who
worked with R2 around the time the injury was
first observed, were interviewed. Staff interviews
revealed R2 had received a bed bath on
11/28/19, with no noted areas of concern. Staff
indicated a skin check was also completed with
the bed bath on 11/28/19, and documentation
revealed no areas of concerns were noted.
However, when registered nurse (RN)-C was
questioned about R2's skin assessment of the
chest area, RN-C indicated he did not visualize
the area due to R2 becoming resistive and
holding towels over the area. R2's refusal to allow
examination of her chest area was not
documented as part of the skin check by RN-C.
The report indicated RN-C would receive a
written warning due to his failure to document the
skin check appropriately. Further interviews with
staff members indicated R2 was transferred with
assistance of two staff members, one on each
side placing a hand at her waist and one under
her upper arm. Administrative nursing staff
concluded R2's bruising was of unknown origin
and all elements of the care plan were followed.
The five-day report also indicated that it is
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possible that while being transferred into bed or
while using the mobility bars for repositioning,
R2's injury could have occurred. R2's care plan
was updated to include mode of transfer to a full
mechanical lift with the assistance of two staff
members.
Review of the facility's internal investigation notes
of R2's bruising of unknown origin from 11/29/18,
included interviews with staff who worked with R2
in the days surrounding the first observation of
her injury. RN-C, nursing assistants (NA), and
trained medication aides (TMA) were interviewed.
The facility concluded NA-B, NA-G, and TMA-C
did not follow R2's plan of care during transfers.
Corresponding employee statements from the
facility's internal investigation indicated the
following:
During the facility's interview on 11/29/18 at 3:00
p.m., NA-B indicated R2 transfers with assistance
of two staff members with one on each side
holding her under the armpit and by her pants.
He stated he did not use a gait belt to transfer R2
on 11/28/18.
During the facility's interview on 11/29/18 at 3:20
p.m., RN-C indicated he'd worked on the p.m.
(evening) shift on 11/28/18 and had documented
a R2's skin check. RN-C admitted in the interview
that he did not visualize R2's breasts or chest
area due to her resistance and covering the area
with towels and acknowledged this was not
written in his documentation.
During the facility's interview on 12/4/18 at 1:15
p.m., TMA-C indicated NA-2 was shocked when
she saw R2's bruising when she returned to work.
TMA-C indicated she provided cares to R2 last
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Wednesday (11/28/2018), but did not see any
bruising on R2. TMA-C further indicated R2 was a
two person transfer with one staff under each arm
reaching around her back and one arm at her
waist. TMA-C indicated that a transfer belt was
not usually used because it would migrate up
R2's chest/neck area. TMA-C indicated that R2
was "like a ball" and had to be transferred like a
baby and cradled.
During the facility's interview (no date and time
indicated on the interview notes), NA-G indicated
she gave a bed bath to R2 on 11/28/2019, and
stated R2's skin was fine at the time. NA-G
indicated R2 transfers with the assistance of two
people; one on each side under her armpit and
one hand on her pants. NA-G's interview
indicated a gait belt was not utilized during
transfers.
Further review of the facility's internal
investigation notes included no follow-up with the
staff interviewed who indicated R2's transfers
were completed without the use of a transfer belt
and not in accordance with R2's care plan. This
information was not included in the five-day NHIR
report to the SA, which indicated R2's plan of
care was followed at the time the R2's injury was
observed. No follow-up documentation or
employee coaching by the facility was indicated
on the five-day report related to RN-C's failure to
complete R2's skin check or to provide accurate
documentation of the skin check. No further
assessment, re-training or monitoring of transfers
with the staff involved in R2's injury was
completed.
Review of RN-C's employee file included review
of RN-C's 12/13/18 Performance Review Plan.
The document was not signed by the facility
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administrative staff, human resource staff or
RN-C. The Performance Improvement Plan
contained documented occurrences from 12/6/17,
12/24/17, 2/28/18, and the incident from 11/28/18,
regarding R2. These occurrences indicated
concerns with skin/wound/pressure ulcer
documentation. Additional concerns were noted
regarding RN-C's change of condition reporting
and assessment dated 12/5/17 and 3/26/18, and
facility safety related to missing residents and
medications on 7/17/18 and 11/27/18. At one
point, additional coaching had been provided by
RN-A. On the back of the Performance
Improvement Plan, it was noted there was a
handwritten statement and signature by assistant
director of nursing (ADON-C) that RN-A met with
the ADONs on 12/13/18 to review RN-C's
performance concerns and issue the
Performance Improvement Plan. Prior to meeting
with RN-C, RN-C resigned and recognized he
was not performing as he should related to a
personal issue. RN-C was encouraged by facility
management to consider an FMLA (family
medical leave) and to alert human resources with
his final decision. RN-C's employee file included
no follow-up, monitoring, re-education or
additional supervision upon his return to work at
the facility or documentation to support that the
Performance Improvement Plan was discussed
or initiated.
Interview with RN-A on 5/31/19 at 11:16 a.m.,
indicated RN-A was working the day the bruise
was discovered on R2. RN-A indicated she
thought an aide came to inform her about finding
R2's bruise on the morning of 11/29/2018. RN-A
stated she observed the bruising to R2's chest
area and stated, "It was horrible" and that she
had never seen anything like it. RN-A stated after
observation of the bruise, she immediately
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informed administrative staff, R2's family, and
NP- of R2's injury. RN-A stated R2 indicated the
bruise was not from abuse, but did not know the
origin of the bruise. RN-A stated she didn't know
if the bruise was due to transfers or repositioning
as R2 could be resistive with transfers and often
refused the EZ-Stand mechanical lift. Following
this incident, RN-A stated she changed R2's
transfer status to full assistance with two staff
members and a mechanical Hoyer lift. When
RN-A was questioned regarding staff transfers of
R2, she indicated staff often determined how to
transfer R2 based on her ability that day or R2's
request. RN-A stated staff often transferred R2
utilizing a "queen's chair lift." She explained this
lift included two people lifting R2 with one on each
side with one arm under R2's arm and one under
R2's leg and lifting R2 in a chair position. RN-A
further stated that during this type of transfer,
staff did not utilize a gait belt and she was aware
of this. RN-A confirmed she had not assessed
this type of transfer to be safe, and no formal
assessment of this type of transfer had been
completed. RN-A stated if any assessment was
completed on safe transfers of R2 it would have
only been regarding the EZ-Stand that R2 often
refused. RN-A stated the therapy department
often does the transfer assessments for
residents, but she did not know who had
completed R2's assessment. RN-A stated staff
had completed no safe resident transfer training
even with knowledge that resident transfers were
not completed according to the care plan. RN-A
was further questioned regarding RN-C's failure
to complete or document R2's skin check
accurately on 11/28/18. RN-A expressed being
unaware of this issue with RN-C. RN-A confirmed
the facility had provided no further staff
reeducation regarding accurate assessment and
documentation of resident skin checks.
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During interview with the assistant director of
nursing (ADON)-C on 5/31/19 at 1:25 p.m.,
ADON-C stated she completed the facility's
internal investigation for R2's bruising of unknown
origin on 11/29/18. ADON-C confirmed the
facility was unable to determine how the bruising
occurred, but stated in response to the bruising,
R2's transfer assistance had increased from one
to two staff assistance to a full Hoyer lift with two
staff assistance. ADON-C confirmed she had
completed and documented the interviews with
the staff who had indicated they did not
implement R2's plan of care by not utilizing
appropriate transfer technique and gait belt for
R2's transfers. ADON-C stated she had
discussed following the care plan with staff after
the interviews; however, she confirmed this was
not documented anywhere in the facility's internal
investigation notes nor were these interviews
included in any of the staff employee files or
coaching logs the facility utilized to track these
occurrences. ADON-C stated she did not formally
interview or discuss R2's bruising with RN-A
during the internal investigation and had not
questioned RN-A regarding staff transfers of R2.
ADON-C stated she did not know about the
"queen's chair lift," was unaware that staff
transferred R2 in this manner, and stated this
was not an proper transfer technique.
Additionally, ADON-C stated that prior to
interview with RN-C, human resources was going
to put RN-C on a Performance Improvement Plan
due to nursing performance issues. ADON-C
indicated RN-C had initially resigned his position
however, was convinced by Administration to take
FMLA instead of terminating his employment.
RN-C had then decided to take FMLA and has
since returned to working at the facility. ADON-C
confirmed since RN-C's return to the facility, the
Minnesota Department of Health
STATE FORM

6899

7QRU11

If continuation sheet 29 of 35

PRINTED: 07/10/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________
B. WING _____________________________

00501
NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

LYNGBLOMSTEN CARE CENTER

1415 ALMOND AVENUE
SAINT PAUL, MN 55108

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2 830 Continued From page 29

ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

C
06/03/2019

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

2 830

Performance Improvement Plan was not initiated,
but a copy was placed in his employee file.
When questioned on how many times verbal
coaching, warnings or re-education could be
completed prior to it being documented in the
employee's file, ADON-C could not confirm the
number, but provided a facility policy of these
details. Furthermore, the ADON could not
confirm why RN-C's Performance Improvement
Plan and discussion with RN-C regarding these
issues was documented on 12/13/18, and
contained the 11/28/18 concerns, but was not
dated prior to RN-C's interview on 11/29/18 as
ADON-C had indicated. In addition, ADON-C
could provide an answer as to why RN-C's
Performance Improvement Plan was not
implemented upon his return after FMLA leave.
During interview with R2's family member on
6/3/19 at 4:31 p.m., she stated she was informed
of R2's bruising the day it was discovered by the
facility. R2's family stated she'd assumed the
bruise was caused by a transfer of R2 and stated
staff transferred R2 by picking her up under her
arms and legs to move her between the bed and
chair. R2's family member stated she was given
no further information about the bruise, but stated
the bruising was extensive and R2 was still
bruised at the time of her death when the family
came to visit her around 1/29/19.
The facility's Transfer (Gait) Belt - Proper Use
and Application policy dated 2/2013, indicated a
transfer belt was an assistive safety device used
to transfer residents from one surface to another
and was used to assist in safe transfers to
prevent possible injury to residents and staff. The
policy further indicated a transfer (gait) belt was
to be used in all assisted and/or supervised
transfers and ambulation. Failure to use a
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transfer belt may result disciplinary action.
SUGGESTED METHOD OF CORRECTION:
The director of nursing or designee, could
review/revise policies and procedures related to
resident changes in condition and falls to ensure
appropriate care and supervision, proper
assessment and interventioins are implemented.
They could re-educate staff on the policies and
procedures. A system for evaluating and
monitoring consistent implementation of these
policies could be developed, with the results of
these audits being brought to the facility's Quality
Assurance Committee for review.
TIME PERIOD FOR CORRECTION: Fourteen
(14) days.
21545 MN Rule 4658.1320 A.B.C Medication Errors

7/5/19

21545

A nursing home must ensure that:
A. Its medication error rate is less than five
percent as described in the Interpretive
Guidelines for Code of Federal Regulations, title
42, section 483.25 (m), found in Appendix P of
the State Operations Manual, Guidance to
Surveyors for Long-Term Care Facilities, which is
incorporated by reference in part 4658.1315. For
purposes of this part, a medication error means:
(1) a discrepancy between what was
prescribed and what medications are actually
administered to residents in the nursing home; or
(2) the administration of expired
medications.
B. It is free of any significant medication
error. A significant medication error is:
(1) an error which causes the resident
discomfort or jeopardizes the resident's health or
safety; or
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(2) medication from a category that usually
requires the medication in the resident's blood to
be titrated to a specific blood level and a single
medication error could alter that level and
precipitate a reoccurrence of symptoms or
toxicity. All medications are administered as
prescribed. An incident report or medication
error report must be filed for any medication error
that occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.
C. All medications are administered as
prescribed. An incident report or medication error
report must be filed for any medication error that
occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.

This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure 1 of 2 residents (R3)
reviewed for medication errors were free of
significant medication errors when vancomycin
(an antibiotic) was not administered according to
physician orders.

corrected

Finding include:
R3's medical diagnoses included bacteremia,
methicillin resistant staphylococcus aureus
infection (MRSA), bipolar disease, and heart
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failure.
R3's physician order dated 3/30/19, indicated R3
was prescribed vancomycin 1500 milligrams (mg)
intravenously (IV) every day for 28 days for a
diagnosis of sepsis.
R3's medication administration record (MAR)
dated 4/1/19, indicated R3 received vancomycin
1500 mg IV during the day shift.
R3's progress note dated 4/1/19, at 2:00 p.m.,
indicated facility staff reported a critical laboratory
result of low hemoglobin and updated R3's nurse
practitioner (NP)-E.
R3's progress note dated 4/1/19, at 2:30 p.m.
indicated R3 transferred to the hospital
emergency department (ED) for low-grade fever
and low hemoglobin.
R3's ED records dated 4/1/19 at 6:04 p.m.,
indicated R3 received vancomycin 1.5 grams IV
while at the ED.
R3's progress note dated 4/1/19 at 10:57 p.m.,
indicated R3 returned to the facility around 9:00
p.m. with no new orders. Licensed practical nurse
(LPN)-G re-started R3's IV vancomycin.
R3's MAR dated 4/1/19, indicated R3's
vancomycin 1500 mg IV was scheduled for the
evening shift; however, there was no staff
signature on R3's MAR indicating facility staff had
administered the vancomycin dose.
During an interview on 5/29/19 at 1:25 p.m.,
Assistant Director of Nursing (ADON)-B stated
R3 received vancomycin IV three times on 4/1/19:
the first dose during the day shift while at the
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facility, a second dose while at the ED, and a third
dose upon return to the facility on the evening
shift. ADON-B stated that although the 4/1/19
MAR did not reflect the IV vancomycin dose was
administered, she had learned from interviewing
staff that licensed practical nurse (LPN)-G had
administered the third dose of IV vancomycin
because LPN-G thought the vancomycin was
continuous.
A document entitled, Lyngblomsten Care Center
Medication Incident Form, dated 4/2/19, indicated
the facility informed NP-E of R3's vancomycin
medication error. This document noted under the
heading "Summarize Physician Responses" that
R3's medication error had potential for harm and
indicated that the 4/2/19 vancomycin dose should
be held, and R3's vancomycin level be checked
prior to administration of the next dose on 4/3/19.
R3's Lab Results Report dated 4/1/19, indicated
R3's vancomycin level blood test result was 13.1
micrograms per milliliter (ug/ml). The same
document indicated a goal vancomycin blood
concentration level was 15.0 to 20.0 ug/mL, and a
toxic blood level concentration would be greater
than 25.0 ug/ml.
R3's Lab Results Report dated 4/3/19, indicated
R3's vancomycin level blood test result was 21.9
ug/ml.
During an interview on 5/29/19 at 12:35 p.m., the
consulting pharmacist (PHD) stated the purpose
of monitoring vancomycin blood levels was to
avoid toxicity.
During interviews on 5/30/19, ADON-B,
ADON-C, and the Director of Nursing (DON)-A
stated a review of facility education/training
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documents revealed LPN-G and LPN-B had been
trained to start IVs and use IV pumps, but there
was no documention either LPN had training on
IV medication administration prior to April 1, 2019.
A facility-provided document entitled, Omnicare
LTC Facility Pharmacy Services and Procedures
Manual, dated January 1, 2013, indicated facility
staff should verify each time a medication is
administered that it is the correct medication, at
the correct rate, and at the correct time.
SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designated person to
review policies and procedures, revise as
necessary, educated staff on revisions, and
monitor to ensure compliance.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
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