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Electronically delivered
November 21, 2019
Administrator
Presbyterian Homes Of Bloomington
9889 Penn Avenue South
Bloomington, MN 55431
RE:

245556
Cycle Start Date: October 30, 2019

Dear Administrator:
On October 30, 2019, a survey related to a complaint investigation was completed at your facility by
the Minnesota Department of Health to determine if your facility was in compliance with Federal
participation requirements for skilled nursing facilities and/or nursing facilities participating in the
Medicare and/or Medicaid programs. This survey found the most serious deficiency in your facility to
be isolated deficiencies that constituted actual harm that was not immediate jeopardy (Level G). A
copy of the Statement of Deficiencies (CMS‐2567) is electronically enclosed.
This letter provides important information regarding your response to these deficiencies and addresses
the following issues:
Remedies ‐ the type of remedies that will be imposed with the authorization of the Centers for
Medicare and Medicaid Services (CMS);
Appeal Rights ‐ the facility rights to appeal imposed remedies;
Informal Dispute Resolution ‐ your right to request an informal reconsideration to dispute the
attached deficiencies.
DEPARTMENT CONTACT
Questions regarding this letter should be directed to:
Eva Loch, Unit Supervisor
Metro D Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
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85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota 55164‐0900
Email: eva.loch@state.mn.us
Phone: (651) 201‐3792
Fax: (651) 215‐9697
The current survey found the most serious deficiency in your facility to be isolated deficiencies that
constituted actual harm that was not immediate jeopardy (Level G). Therefore this department will
recommend to the CMS Regional V Office, the following remedy:


Civil Money Penalty (42 CFR 488.430 through 488.444).

If the Centers for Medicare and Medicaid Services (CMS) decides to impose this recommended remedy
they will send you a notice of imposition of the remedy and appeal rights.
APPEAL RIGHTS
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
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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.
INFORMAL DISPUTE RESOLUTION
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 Policy, Information and Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota 55164‐0900
This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm
You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
Feel free to contact me if you have questions.
Sincerely,

Douglas Larson, Enforcement Specialist
Minnesota Department of Health
Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118 Fax: 651‐215‐9697
Email: doug.larson@state.mn.us
cc: Licensing and Certification File
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On 10/29/19, through 10/30/19, an abbreviated
standard survey was completed at your facility by
the Minnesota Department of Health to determine
if your facility was not in compliance with
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.
Complaint H5556029C was found to be
substantiated with no deficiency cited.
Complaint H5556030C was found to be
substantiated at F689, at past non-compliance.
Although no plan of correction is required for a
finding of past non-compliance, it is required the
facility acknowledge receipt of the electronic
documents.
F 689 Free of Accident Hazards/Supervision/Devices
SS=G CFR(s): 483.25(d)(1)(2)

F 689

§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.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and record
review, the facility failed to implement fall
interventions and provide supervision to reduce
the risk of accident hazards for 1 of 3 residents
(R1) reviewed for accidents. R1 sustained harm
when care planned interventions were not
followed and R1 fell sustaining a hip dislocation. It

Past noncompliance: no plan of
correction required.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Electronically Signed
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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was determined the facility had implemented
corrective action prior to the survey, therefore this
is an example of past noncompliance.
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Findings include:
Family member (FM)-B was interviewed via
telephone on 10/29/19, at 10:26 a.m. and stated
in September 2019, R1 fell and fractured (fx) her
left hip. FM-B further stated two weeks later, R1
fell again, landing on the hip she had replaced,
which required hospitalization to have the hip
realigned because it was dislocated. FM-B stated
R1 had dementia and would forget to use her call
light and ask for help, and had experienced six
falls in the past few months due to her
forgetfulness.
A Falls Care Area Assessment (CAA) dated
5/9/19, identified R1 was at risk for fall due to
prior history, impaired cognition, incontinence,
confusion, impaired balance, medication and
diagnoses of depression and anxiety. The CAA
also indicated R1 required therapy for gait training
and endurance. R1's Urinary Incontinence CAA
dated 5/9/19, indicated R1 had urinary
incontinence and worked with therapy for
strengthening and endurance.
R1's Care Plan revised 10/8/19, identified R1 was
at risk for falls due to a fall with a fx 9/11/19. The
Care Plan directed staff to place a non-skid liner
on R1's bedside table with desired items, reacher
nearby, alert R1 to changes of environment, large
signs on walker and bathroom door to remind her
to use call light, assistance with toileting every
two to three hours "24 hours a day," inform me
and family about safety reminders, monitor for
side effects of medications, scheduled and as
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needed medications for nausea and vomiting,
observe for acute illness, offer R1 to bed at 7:00
p.m., call light within reach and answer promptly,
emesis basin/ waste basket at bedside, therapy
to eval and treat.
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R1's quarterly Minimum Data Set (MDS) dated
10/30/19, identified R1 had severe cognitive
impairment and diagnoses which included
dementia and anxiety. The MDS indicated R1
required extensive assistance from staff with
activities of daily living and was always
incontinent of urine, frequently incontinent of
bowel and no toileting program was used.
R1's Occurrence Reports, Falls Follow Up Forms,
progress notes and hospital discharge notes were
reviewed from 6/11/19, through 10/14/19, and
revealed the following:
On 6/11/19, R1 was found on the floor in her
room near her bed. The occurrence form listed
an intervention for reminder signs to use call light
placed in R1's room;
On 6/17/19, R1 was found next to her bed. The
occurrence form listed an intervention for staff to
wake and offer toileting at 3:30 a.m. if R1 hadn't
called yet;
On 7/5/19, R1 was found on the floor in her room.
The occurrence form listed an intervention for
staff to offer toileting at 2:30 p.m.;
On 8/8/19, R1 was found on the floor in her room
with emesis next to her. The occurrence form
listed interventions which included for staff to
administer saline nasal spray to thin secretions,
and leave emesis basin on bedside table;
On 8/10/19, R1 was found next to her bed. The
occurrence form listed intervention for staff to
offer to help put R1 to bed at 7:00 p.m.;
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On 9/9/19, R1 was found on the floor next to her
bed. The occurrence form listed an intervention
for staff to toilet every two to three hours to
regulate bowel and bladder;
On 9/11/19, a progress note indicated R1
complained about left leg pain, x-ray revealed
displaced left femoral neck fx, the provider was
updated, pain medication was ordered until
primary provider available on 9/12/19, family in
agreement;
On 9/12/19, a progress note indicated an order
was obtained to send R1 to the emergency room
for evaluation due to acute fx per family request;
R1's Discharge Summary dated 9/16/19,
identified R1 was admitted to the hospital for a
closed left hip fracture which had an arthroplasty
(joint replacement/ remodel) performed;
On 10/5/19, R1 was found on the floor in her
room. The occurrence form listed interventions
for staff to educate on use of reacher, ensure
bedside table within reach, non-stick material to
table for all desired items;
On 10/14/19, an occurrence report indicated at
12:00 a.m. R1 was found on the floor next to her
bed with emesis on the floor, and R1's pants
were "soaked with urine." The report indicated R1
was last seen in bed sleeping at 11:00 p.m., and
was last toileted at 8:00 p.m. The occurrence
form listed interventions which included: coaching
nurses and aids on care plan, provide emesis
basin at bedside, monitor and assess for nausea/
vomiting, started on scheduled medication for
acid reflux and sleep monitoring for one week;
A Discharge Summary dated 10/15/19, identified
R1 was admitted to the hospital for a left hip
dislocation following a fall which required
reduction of the dislocation.
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Nursing assistant (NA)-A was interviewed on
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10/29/19, at 11:57 a.m. and verified she had
worked with R1 on 10/14/19. NA-A explained
before leaving her shift around 11:00 p.m., NA-A
saw R1 in bed with her eyes closed. NA-A stated
she did not get close to R1 as she appeared to
have been "sleeping." NA-A stated she did not
receive report from NA-B when NA-B left at 10:00
p.m.
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NA-B was interviewed on 10/29/19, at 12:16 p.m.
and explained she had put R1 to bed on
10/14/19, around 6:30 p.m. or 7:00 p.m. and had
taken R1 to the bathroom at that time. NA-B
further stated around 8:00 p.m., she checked on
R1 who was in bed "sleeping." NA-B confirmed
she had not offered R1 to use the bathroom after
she'd put her to bed, because "she was sleeping."
NA-B stated R1 normally would have woken up
and asked if she needed to go to the bathroom.
NA-B indicated her shift ended at 10:00 p.m., and
verified she had not toileted R1 prior to leaving
her shift. NA-B stated she had left her shift at
10:00 p.m. without reporting off to another staff
member.
When NA-C was interviewed on 10/29/19, at
12:38 p.m. she stated on 10/14/19, she'd begun
her shift at 11:00 p.m. NA-C stated she had first
seen R1 on 10/14/19, at 11:45 p.m. laying on the
floor next to her bed. NA-C explained R1 had her
pants half way down and they were "wet from
urine."
Registered nurse (RN)-A was interviewed on
10/29/19, at 12:53 p.m. and stated around 11:45
p.m. on 10/14/19, she was called to R1's room
and found R1 laying on the floor next to her bed
in "excruciating pain." RN-A stated R1 was not
wearing her bedtime clothes, but had been put to
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bed in her regular clothing and had her pants
down part way and the pants were wet from urine.
RN-A stated she had called R1's provider and
obtained an x-ray which came back showing a
dislocation of R1's left hip.
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R1 was observed on 10/30/19, at 6:43 a.m. to be
in bed with her eyes closed. Her body was
positioned to the right side of the perimeter
mattress on the bed, and the bed was in the low
position. R1 was calm and not attempting to get
out of bed.
An attempt was made to interview R1 on
10/30/19, at 7:13 a.m. but R1 was unable to
answer questions.
The director of nursing (DON) and administrator
were interviewed on 10/30/19, at 8:57 am. The
DON stated R1's left hip dislocation was
investigated and it had been determined there
was a discrepancy between what staff did for
residents who were to be toileted, versus what
they did for residents who were checked and
changed. The DON stated they'd identified staff
needed further education, which they began
providing on 10/21/19. During a subsequent
interview with the DON at 9:54 a.m. that same
day, the DON stated the facility occurrence report
had indicated R1 was last toileted at 8:00 p.m.
The DON stated R1 should have been woken up
and toileted at 10:00 p.m., but no later than 11:00
p.m. because R1's care plan indicated she
required assist to toilet every two to three hours
24 hours per day. The DON stated it had also
been determined NA-B had not communicated
with NA-A prior to leaving her shift on 10/14/19,
so NA-A did not know when R1 needed to be
offered toileting.
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NA-E was interviewed on 10/30/19, at 10:08 a.m.
and verified there had been recent education
regarding toileting, how often to toilet R1, that
staff should follow a resident's care plan for
toileting which would also indicate if we should
wake up a resident to offer toileting.
NA-F was interviewed on 10/30/19, at 10:24 a.m.
and stated there had been recent education
about following toileting care plans and to make
sure residents were woken up depending on their
care plan.
NA-I was interviewed on 10/30/19, at 10:36 a.m.
and stated there had been recent education
regarding toileting resident's every two to three
hours and to ensure and wake up resident's to
offer toileting depending on their care plan.
The administrator was interviewed on 10/30/19,
at 11:09 a.m. and stated majority of the staff were
re-educated about ensuring they would read and
follow resident toileting care plans.
The DON was interviewed on 10/30/19, at 1:16
p.m. and stated it was her expectation staff would
follow and implement scheduled toileting per
each resident's care plan.
The facility's Fall Prevention and Management
Program Policy modified 9/2018, indicated the
policy was to provide procedure for resident at
risk for falls which included all staff were
responsible for implementing the intent and
directives within the policy and creating a safe
environment of care. The policy indicated care
plan would include resident specific interventions
to prevent falls and the nursing staff would
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implement interventions.
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Although R1 fell on 10/14/19, as a result of the
staff not offering toileting every two to three hours
per R1's care plan, it was verified the deficient
practice had been corrected prior to the survey.
Through record review and staff interviews, it was
determined re-education of all staff had been
completed to correct the deficient practice to
ensure resident care plan interventions for falls
were implemented, and residents were toileted
per the care plan. The provider had provided
re-education to the majority of non-licensed
nursing staff prior survey began as of 10/21/19,
and had a plan in place to complete any
remaining staff re-education as staff reported to
duty moving forward.
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Administrator
Presbyterian Homes Of Bloomington
9889 Penn Avenue South
Bloomington, MN 55431
Re:

Event ID: GCNI11

Dear Administrator:
The above facility survey was completed on October 30, 2019 for the purpose of assessing compliance with
Minnesota Department of Health Nursing Home Rules. At the time of the survey, the survey team from the
Minnesota Department of Health ‐ Health Regulation Division noted no violations of these rules promulgated
under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.
Electronically posted is the Minnesota Department of Health order form stating that no violations were noted at
the time of this survey. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Please disregard the heading of the fourth column which states, "Provider's Plan
of Correction." This applies to Federal deficiencies only. There is no requirement to submit a Plan of Correction.
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,

Douglas Larson, Enforcement Specialist
Minnesota Department of Health
Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118 Fax: 651‐215‐9697
Email: doug.larson@state.mn.us
cc: Licensing and Certification File
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*****ATTENTION******
NH LICENSING CORRECTION ORDER
In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.
Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.
You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.
INITIAL COMMENTS:
On 10/29/19 through 10/30/19, surveyors of this
Department's staff visited the above provider and
the the facility was found in compliance.
Complaints H5556029C and H5556030C were
investigated and were found to be substantiated
with no correction orders issued.
You have agreed to participate in the electronic
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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/inf
obul.htm.
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