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CERTIFIED MAIL #:

FROM: Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division

1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970
Licensing and Certification Program

Ellie Laumark, Unit Supervisor (651) 643-2566

Mr. Alan C. Saatkamp , DATE August 29, 2005

TO

PROVIDER MN Veterans Home Minneapolis COUNTY _Hennepin
ADDRESS 5101 Minnehaha Avenue South, Minneapolis, Minnesota 55417

On July 26, 27, 28, & 29, 2005, surveyor(s) of this Department's staff, visited the above provider and the

following correction orders are issued. When corrections are completed please sign and date, make a copy of

the

......

form for your records and return the original to the above address.

..............................................................................................................................................................................

In accordance with Minnesota Stat. section 144.653, Minnesota Stat. section 144A.10, or Minnesota Stat.
section 144A.45, this correction order has been issued pursuant to an inspection (survey)./an inspection (survey)
including a complaint investigation./a complaint investigation. 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 of the Minnesota Department of Health.

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.

T

1. MN Rule 4658.0110

Based on staff interview and record review the facility failed to complete a detailed incident report for 1 out of 1
Resident in the sample (#34) with a feeding tube. Findings include:

Resident #34 was treated at the hospital for dehydration and had a percutaneous endoscopic gastrostomy (PEG)
feeding tube surgically implanted on 5/12/05. The resident returned to the facility 5/13/05.

On 5/15/05 the medical record progress notes documented that the resident “pulled his PEG tube out. The reside:
transported to the hospital, and remained at the hospital until 6/28/05. The medical record did not contain an incic
the unit clerk and social worker were not able to locate an incident report. The assistant director of nursing was i
7/29/05 at 10:15 AM and was not aware of an incident report. She agreed that a report should have been filled ou
able to locate a report.

TO COMPLY: All persons providing services in a nursing home must report any accident or injury to a
resident, and the nursing home must immediately complete a detailed incident report of the accident or

injury and the action taken after learning of the accident or injury.
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SUGGESTED METHOD OF CORRECTION: The Administrator and the Director of Nursing could
review the current policies and procedures for reporting accident/injuries, revise as needed and instruct all
personnel in the revisions. The Administrator could designate a staff person to do ongomg monitoring to
ensure compliance with accident /injury reporting.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

2. MN Rule 4658.0300 Subp. 4.

Based on observations, interviews, and record review, the facility failed to ensure that that the decision to
apply restraints was based on a comprehensive assessment to ensure the restraint was the least restrictive, a
plan for progressive removal, physician’s order and appropriate consents for 4 out 7 re51dents in the sample
with restraints. (#s 4, 9, 30 & 31). Findings include:

A lap buddy restraint was bemg used on resident #9 without a physician’s order or a clear indication for its
use. During evening observations on 7/26/05 from approximately 4:40 PM until 7:45 PM, resident #9 was
observed to have a lap buddy type restraint on his wheelchair in addition to a re-closure type seat belt. Both
devices remained on the resident during the meal. The registered nurse on the unit when questioned as to
the reason for the lap buddy at 6:10 PM did not know and referred the surveyor to the LPN. The LPN
interviewed at approximately 6:20 PM about the lap buddy did not know why the lap buddy was on thought
that it had been discontinued. A review of the resident’s current physician’s orders indicated that the
resident had orders for a lap buddy but it had been discontinued on 7/18/05. The current plan of care still
referenced the lap buddy. The human service technician (HST) assignment sheet dated 7/22/05 indicated
that the lap buddy had been taken off and was no longer needed. A review of the nursing policies and
procedures for the facility as of 5/1990 related to resident safety, “Restraints are used only with GNP/MD
(geriatric nurse practitioner/medical doctor) orders”.

Resident #4 was not assessed for the least restrictive restraint, and did not have a program of progressive remova
physician’s order for the restraint to be used only when the resident was attempting to ambulate. Resident # 4 we
7/26/05 at 4:30 PM in a wheelchair with thigh straps between his legs that were fastened by a belt behind his wai
PM the Human Service Technician (HST) who unfastened the clip on the belt before transferring the resident ind
resident could not unfasten the belt by himself. Review of the resident’s medical record contained no comprehen:
assessment of the need for the restraint or attempts at least restrictive alternatives. The record did not contain a p]
allowed for progressive removal of the restraint. The nurse practitioner ordered on 6/2/05 a “Broda “chair at all t;
padded thigh belts “only if the resident is attempting unsafe ambulation .” The care plan did not specify allotted
removal. During observations of the resident on 7/26/05 from 4:30 PM to 7:15 PM the resident

Slept in the chair, watched television and ate dinner with the restraint on. He made no attempt to ambulate durin
At 7:15 PM the resident was taken to his room. An interview 7/27/05 at 11 AM with the registered nurse (RN) or
revealed that the resident only walking a few steps in the bathroom. The RN stated that the resident should *e rel
the restraint every two hours.

The facility failed to ensure lap buddies for residents #30 & #31 were assessed for less restrictive devices or
evaluated for progressive removal.
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Resident #30 had diagnoses that included Alzheimer’s disease, and history of falls. The resident had
physician orders for a lap buddy dated 1/28/05, which stated, “Lap buddy when in wheelchair to prevent
unsafe attempts to stand due to gait instability with dementia.” The comprehensive assessment (MDS)
dated 5/30/05 indicated the resident had a trunk restraint. The care plan dated 5/31/05 directed staff to apply
the lap buddy when in the wheelchair to prevent unsafe attempts to stand. There was no indication in the
record the resident had been assessed for the use of a less restrictive device such as a wheelchair alarm. The
care plan did not contain any provision for the periodic release of the device or planned attempts at removal.
Resident #30 was observed with the lap buddy on 7/26/05 (dinner), and 7/27/05 (breakfast, lunch.). Staff
did not attempt to remove the restraint when the resident was supervised.

Resident #31 had diagnoses that included Parkinson’s disease and history of falls. Physician orders dated
4/8/05 included the lap buddy to be on when the resident was in the wheelchair as a reminder not to lean
forward. The resident’s RAP (resident assessment profile) dated 7/5/05 indicated the resident could and did
remove the lap buddy. However during observations on 7/26/05 at approximately 6:55 PM the resident was
observed attempting to remove the lap buddy for 3-4 minutes without success. During observations on
7/26/05 at 5:40 PM the resident was assisted to the bathroom. The resident began to stand immediately after
the lap buddy was removed. When the surveyor questioned how she felt about the lap buddy she replied, “I
hate it”. The resident’s comprehensive MDS date 7/5/05 failed to identify the use of the lap buddy as a-
restraint and therefore failed to assess less restrictive alternatives or implement a plan for the progressive
removal of the device. The lap buddy was in place on 7/26/05 at dinner, and 7/27/05 at breakfast at times
when the resident was supervised and could have been released.

Review of the Resident Safety policy dated 5/10/02 identified the “lap buddy” as a restraint. The policy
stated all residents who had a restraint would be reviewed on a quarterly basis to determine if they were
candidates for restraint reduction, less restrictive restraining measures, or total restraint elimination. The
ultimate goal was elimination of restraints or reduction to the least restrictive device. Upon interview with
the nurse on 7/27/05 at approximately 9 AM she reported the lap buddies had not been assessed on a regular
basis. She reported the lap buddies could probably be taken off at meal times.

TO COMPLY: The decision to apply a restraint must be based on the comprehensive resident assessment.
The least restrictive restraint must be used and incorporated into the comprehensive plan of care. The
comprehensive plan of care must allow for progressive removal or the progressive use of less restrictive
means. A nursing home must obtain an informed consent for a resident placed in a physical or chemical
restraint. A physician's order must be obtained for a physical or chemical restraint, which specifies the
duration, and circumstances under which the restraint is to be used, including the monitoring interval.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for assessment of resident restraints, revise as necessary and instruct the appropriate
personnel in the revisions. The Director of Nursing could designate a staff person to do ongomg monitoring
to ensure compliance of resident assessment with use of restraints.

TIME PERIOD FOR CORRECTION : Fourteen (14) days.

3. MN Rule 4658.0300 Subp. 5 C.
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Based on observation and interview the facility failed to ensure resident an opportunity for motion, exercise
and elimination every 2 hours while restrained 4 out 7 residents (#s 4, 9, 11 & 18) in the sample. Findings
include:

Resident #18 was not released from the restraint every two hours.

Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile
delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor was -
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift
at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant
confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said,
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated " I’m just too busy to get all the cares done." Ihave 12 residents that I
am giving care to today by myself.

Resident #9 was observed the evening of 7/26/05 from approximately 4:40 PM until 7:45 PM (3 hours 5 -
" minutes) with a lap buddy restraint on his wheelchair as well as a seat belt. The restraints were not relcased
to provide the resident with free movement.

Resident # 4 was observed on 7/26/05 from 4:30 PM to 7:30 PM in a wheelchair with thigh straps between
his legs that were fastened by a belt behind his waist. At 7:30 PM the Human Service Technician (HST)
who unfastened the clip on the belt before transferring the resident indicated the resident could not unfasten
the belt by himself. The restraint was not released every two hours.

Resident #11 had diagnoses that included anoxic brain damage, and history of falls. The care plans directed
staff to release and reposition the resident every 2 hours. The resident had physician orders dated 5/29/05 for
a locked Posey belt when in bed and wheelchair to enhance safety. The physician directed staff to monitor
and release every 2 hours. Resident #11 was continuously observed on 7/26/05 from 4:30 PM until 7:50'
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PM without being toileted or repositioned, (3 hours, 20 minutes). The surveyor alerted staff at 7:30 PM, and
at 7:50 PM the resident was assisted to bed. The resident’s incontinent pad was wet.

TO COMPLY: Ata minimum for a resident placed in a restraint a nursing home must also provide an
opportunity for motion, exercise, and elimination for not less than ten minutes during each two-hour period
in which a restraint is employed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for assessment of resident restraints, revise as necessary and instruct the appropriate
personnel in the revisions. The Director of Nursing could designate a staff person to do ongoing momtormg
to ensure compliarce of resident assessment with use of restraints.

TIME PERIOD FOR CORRECTION: Fourteen (14) days

4. MN 4685.0400 Subp.2 1.

Based on record review the facility failed to assess dental needs for 1 out of 27 residents in the sample
(#20). Findings include:

Resident #20 was not assessed for dental needs.

Resident #20 was admitted to the facility on 5/22/00 with Huntington’s chorea. Per record review the
resident’s dental condition had not been assessed and oral cares were not listed on the nursing assistant
sheets. The resident was totally dependent on staff for all cares. -

TO COMPLY: The comprehensive resident assessment must include I. Dental condition.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident assessment policies and procedures, revise as needed and instruct appropriate personnel. The
Director of Nursing could designate a staff person to do ongoing monitoring to ensure assessment
compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

5. MN Rule 4658.0405 Subp. 1.

Based on interview and record review, the facility failed to develop comprehensive plans for care for 2 out
of 27 residents in the sample (#s 19 & 35). The findings include:

Resident #35 did not have a care plan to address risky smoking behaviors.

Resident #35 was admitted to the facility with the diagnoses of dementia, Parkinson’s disease, and stroke.
An incident report dated 4/14/05 revealed that the resident was found smoking in the hallway near the
nurses’ station ( a non smoking area) and that he attempted to light a cigarette for another resident as well.
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The resident known to be a frequent smoker, and according to the care plan dated 6/05 he “leaves the meal
early to seek cigs.” Some behaviors documented on the care plan include wandering, resistance to care,
refusal of assistance, and both short term and long term memory loss. A notation was made on the resident’s
care plan dated 4/14/05 “incident of unsafe smoking.” No specifics were detailed. One approach was
listed; “enc. to not take cig out till off the floor.” The specific smoking care plan form used by the facility
was not evident in the chart.

|

On 7/28/05 at approximately 10:30AM the RN covering for the nurse manager stated that she would expect
to see the smoking assessment form and the specific smoking care plan in the chart. When asked if this
information was available in the computer she stated that it was not. Resident #19 had a history of
dehydration to include be hospitalized dehydration. Staff was not monitoring and recording fluid intake.

The facility did not develop a care plan to monitor fluid intake for resident #19 with a recent history of
dehydration. )

Resident #19 was transferred to this facility in 10/04 due to increased need for skilled care. The resident was
observed during the meal on 7/26/05 at 5:45 PM. The resident’s skin and mucus membranes appeared dry.
The Nurse Practitioner’s note dated 2/10/05 stated: will increase scheduled free water to 250 cc 4 times a
day times 3 days . The assessment/plan by the nurse practitioner on 2/14/05 was urinary tract infection, .
continue quinolone until 2/19/05 and continue scheduled free water. On 4/5/05 the nurse practitioner
assessed the resident with possible dehydration. On 4/13/05, the nurse practitioner spoke with family about
resident’s likely hood of becoming dehydrated because of his poor fluid intake of thickened water. The
family wished for the resident to receive thin free water and thin coffee at meals for quality of life. There
was no documentation that the resident was offered or took in the scheduled water.

Per interview with the nurse manager of the unit on 7/27/05 at approximately 5:30 PM it was confirmed that
the resident should be on fluid tracking in order to assess the resident’s intake.

TO COMPLY: A nursing home must develop a comprehensive plan of care.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures, revise as needed and instruct appropriate personnel. The Director of Nursing could
designate a staff person to do ongoing monitoring to care plans are complete.

TIME PERIOD FOR CORRECTION: Twenty-(20) days

6. MN Rule 4658.0405 Subp. 3.

Based on observation, interview and record review 15 out of 27 residents in the sample (“#2, #5, #6, #7, #9,
#10, #11, #12 , #13 , #15, #17, #18, #20, 33 & 36) and 5 out 5 in the expanded sample (#50, 51, 52, 53, &
54) did not receive services in accordance with their plan of care and policies. Findings include:

Resident #17 did not have his catheter bag emptied as needed. Per record review, resident #17 was admitted
to the facility on 08/26/03 with diagnoses that included neurogenic bladder, and diabetes. According to the
residents care plan, the staff was to empty and record Foley catheter output every shift and complete
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catheter care per physician order. The nursing assistant sheet instructed the nursing assistant to empty
Foley every shift and report and to “check bag often — fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage
happens so often that I don’t feel real good about it. The night staff went home today without emptying my
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM
cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why
don’t you empty my bag first?” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capacity of the leg bag was 500 milliliters.

The nursing assistant was interviewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff. Resident #9 who required thickened liquids
was given unthickened juice.

A review of the current physician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was
noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident
proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

During observations of resident #6 and #7 on 7/26/05 from 4:40 PM until 7:55 PM, it was noted that the
residents were not repositioned or toileted during that time. Both residents were totally dependent on others
to reposition and toilet. According to their plans of care (#6 — 1/10/05) and (#7 — 12/7/04) staff were
directed to toilet and reposition the residents every two hours. An interview with the human service
technician (HST) at 7:55 PM, who had been assigned to these residents, revealed that the last time the
residents had been repositioned or toileted was around 4:30 PM just before dinner.

Observations of resident #10 on 7/26/05 from 4:40 PM until 7:45 PM revealed that the resident was not
toileted, checked or changed. The resident was totally dependent on others for toileting, check and change
at intervals of at least every two hours and as needed related to incontinence of bowel and bladder,
according to the current plan of care dated 12/30/04. An interview with the HST at 7:45 Pm revealed that
the HST had not toileted, checked or changed the resident since the resident’s nap at approximately 3:30
PM. (4 hours and 15 minutes).
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Observations of resident #10 on 7/27/05 from approximately 7:30 Am until 10:25 AM revealed that the
resident was not toileted, checked or changed. The resident did have a Broda-type wheelchair and position
changes had been observed during breakfast and afterwards when the resident had been wheeled back to her
room and the hospice nurse spent time with the resident. An interview with the hospice nurse, at 9:50 A

to follow up on what was done for the resident revealed the hospice nurse adjusted the resident’s position in
the Broda —type wheelchair but did not toilet, check or change the resident at the time. The nurse stated that
usually the resident was placed in bed after meals as a preventative measure for skin breakdown. An
interview with the HST at approximately 10:25 AM revealed that the resident had not been checked or
changed since before breakfast at approximately 7:30 AM

Resident #11 was not repositioned, toileted for checked for incontinence every two hours.

Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. According to the care
plan dated 5/12/05, the resident was to be repositioned, toileted or checked for incontinence every 2 hours.
Resident #11 was observed on 7/26/05 from 4:30 PM until 7:50 PM without being released or repositioned,
for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human Services Technician
(HST), who then assisted the resident to bed at 7:50 PM. The resident’s incontinent pad was changed, and
was noted to be wet.

Resident #12 was not repositioned in a timely manner. Resident #12 had diagnoses that included dementia,
and Alzheimer’s disease. The RAP (resident assessment profile) identified the resident’s skin as being at
risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
wheelchair. According to the care plan dated 7/8/05 the resident was to be repositioned every 2 hours. On
7/26/05 at 4:30 PM, resident #12 was observed visiting with her husband in her room until 6 PM, at which
point she was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had
arrived at 2:45 PM. Upon further discussion with the husband he reported staff had not changed the
resident’s position since his arrival. At approximately 7:15 PM the surveyor questioned when resident #12
was repositioned, and was told it was at 3:45 PM. The surveyor informed the HST the husband reported he
had arrived at 2:45 PM and resident #12 had not been repositioned. The HST acknowledged resident #12
was past due for repositioning and assisted the resident to bed.

Resident #12 did not receive assistance with oral cares. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately 7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste

" Resident #13 with a pressure sore was not repositioned for over 2 hours. Resident #13 had diagnoses that
included Parkinson’s disease and arthritis. The resident was identified on 7/14/05 as having a stage 2
pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion, blister, or crater) on his
coccyx. According to the care plan dated 5/20/05 the resident was to be repositioned while in the
wheelchair every 2 hours. The care plan identified the resident as having fragile skin and at risk for
breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2 hours, 45 minutes)
without being repositioned. The surveyor entered another resident’s room at 7:15 PM. Resident #18 was
not released from the restraint every two hours.
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Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile

. delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor was
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift

.at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant
confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said, -
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated, I’m just too busy to get all the cares done. I have 12 residents that I am
giving care to today by myself. , )

The facility did not follow the comprehensive care plan for resident #20 by not documentmg fluid intake on
a form in resident’s room and did not complete oral cares.

Resident #20 was admitted to the facility on 5/22/00 diagnosed with Huntington’s chorea, failure to thrive,
dysphasia, and dementia without behaviors. The resident was admitted into the hospital on 2/16/05 for
failure to thrive with concerns of malnutrition and dehydration. Resident #20 was observed on 7/26/05 at
approximately 6:10 PM in the dining room. The nursmg assistant fed the resident. The resident had sunken
eyes and was very thin. :

The physician ordered on 2/28/05 honey thick water 200 milliliters 4 times a day and as needed and to
encourage fluids. The resident’s care plan and nursing assistant sheet stated to document fluids on the form
in resident’s room. Honey thickened water was to be given whenever staff was with resident.

On 7/28/05 at 8:45 AM there was no intake record posted in the resident’s room and there were no fluids
available to offer the resident. The nursing assistant taking care of resident #20 on 7/28/05 was interviewed
at approximately 8:45 AM in the resident’s room. The nursing assistant confirmed that there was no sheet
in the resident’s room to document fluids and there were no fluids in the room to offer the resident. The
nursing assistant stated she only documented the output at the end of the shift.
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The HUK was interviewed on 7/28/05 at approximately 9:10 AM and confirmed that there were no oral
intake records in the resident’s chart, only the output sheets were in the chart.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. The resident’ s sister stated
that she was concerned that when she was not in the facility the staff did not offer fluids to the resident. The
resident’s sister stated that when she visited her brother, staff did not come in and offer fluids. The
resident’s sister stated that she had talked to the nurse manager in the past about her concerns.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. Both the resident and his sister
were in the resident’s room. The resident’s sister was-concerned that the staff did not give her brother oral
care and stated that she did not think it was being done because the resident did not like staff getting close to
his face and mouth and had become agitated in the past during mouth cares.

During record review it was noted that neither the nursing assistant care sheet states nor care plan listed oral
cares as aneed. The dental consults listed that the resident was resistive to exams and the exams could not
be completed. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the residents oral care this AM. This surveyor asked the nursing assistant
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by parting his
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. The
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported back to
me that she had not completed the resident’s oral care.

Resident #15°s teeth were not brushed. Resident #15 had diagnoses that included dementia, and esophageal
reflux. The nursing assistant assignment sheet indicated the resident was total care for grooming. During
observations of bedtime cares on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed.
Upon interview with the HST immediately following cares she reported the resident did have natural teeth.
The HST reported she used glycerine swabs for oral care, instead of brushing her teeth.

Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she would expect
resident’s teeth brushed, if they have them.

Review of the facilities oral care policy, dated 4/16/04 directed natural teeth to be brushed at least twice
daily.

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of current
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that a"
needed assist to shave. A review of the standards of practice for the nursing department related to quality
resident care, which was received from the administrator on 7/28/05, indicated, “Shaving daily and as
needed”.

Resident #33 was not transferred with the mechanical lift in accordance with the plan of care.
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A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety’’; “12/29/04, May use mechanical lift as
needed due to residents inability to stand.”

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was
observed to be dangling over a trash can while attached to a manual Sara-type standing lift The fleece sling
was located directly underneath the resident’s armpits and the resident was not holding onto the lift bar.

The resident was not bearing any weight on the lift stand that left the resident unsupported in the air (no
safety belt was noted). The resident’s face was reddened, eyes open and his expression was a frowning type
scowl.

An interview with the HST when the evening cares had been completed to follow up on what the usual
' practice was the resident for repositioning and toileting to find that usually the HST would have a second
HST to assist but the HST stated my partner was on break and the resident needed to be changed.

An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
picture as the evening before; the resident was again hanging over the trash can while attached to the manual
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake
and stated to the HST, “what in the hell do you think you’re doing?”” and the HST replied, “just cleaning you
up”. ”An interview with a second HST on 7/28/05 at 10:30 AM, that had cared for the resident on both the
day and evening shifts in the past, as to how resident #33 was transferred revealed that the electric Sara or
hand (manual) lift could be used. The HST preferred to use the electric Sara as it had a safety belt. The
resident required assistance of 1-2 staff depending on mood, behavior or sleepiness. The manual (hand)
Sara was totally unsafe for the resident and if used would definitely need another staff to assist.

Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening packages ar
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his breal
was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been serv
and resident #36 had his breakfast, there was no staff near him to assist with eating. His milk and juice

had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:0¢
the resident had eaten just two bites of food on his own and had been unable to open his beverage containers. Af
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foo
charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance v
set up of his meal and had his beverages opened

TO COMPLY:: all personnel involved in the care of the resident must use a comprehensive plan of care.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident care plan policies and procedures, revise as needed and instruct appropriate personnel. The
Director of Nursing could designate a staff person to do ongoing monitoring to ensure compliance of
resident care plans. ‘
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TIME PERIOD FOR CORRECTION: Fourteen (14) days.

7. MN Rule 4658.0405 Subp. 4.

Based on record review and staff interview the facﬂlty failed to revise the plan of care for 1 out 1 resident’s in th
a change of diet texture, (# 34 ). Findings include: -

Resident #34 had been hospitalized for dehydration and removing his feeding tube. He was returned to the facil
6/28/05. Review of the record for resident #34 revealed that his plan of care that included thickened liquids and 1
ground foods. A swallowing guide dated 7/12/05 signed by the speech therapist recommends nectar thickened |
six times a day, and remain upright 60 minutes after meals. Review of the care plan updated 7/12/05 stated modi
with regular fluids contradicting the thickened liquid plan. Interview with the nurse on the unit revealed she was
assigned to this resident, and was not familiar with this resident’s needs.

TO COMPLY: A comprehensive plan of care must be reviewed and revised by an interdisciplinary team
that includes the attending physician, a registered nurse with responsibility for the resident, and other
appropriate staff. v

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident care plan policies and procedures, revise as needed and instruct appropriate personnel. 7
Director of Nursing could designate a staff person to do ongoing monitoring to ensure resident care plan
compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

8. MN Rule 4658.0470 Subp. 2.

Based on observation and interview the facility failed to assure that the current medical records were stored to
safeguard confidential information in one out of three buildings surveyed #6. Findings include: .

During the initial tour of Building 6 on 7/26/05 at 1:40 PM on the second floor the nurses station was unattende
any staff, all of the medical records for the 28 residents on that unit were located on a rack behind the nurse’s de
There was no door to the nurse’s station or a lock on the cart to protect the medical records, the records were eas
accessible and in plain view. There was no staff around this area; several residents were in the area, five in the d
room and two in the hallway. A staff was located leaving room 245 at 1:53 PM. On 7/27/05 between 11 AM anc
11:30 AM on the third floor of Building 6 it was observed that the staff were not available at the nurses station a
medical records were not secured. A half door with a latch was on the nurse station but this was not secur: ~ -whe
left the desk area. The Director of medical records was interviewed 7/29/05 at 10:15 AM and stated that tu..e w
policy about leaving the medical records unsecured in the nurse stations.

TO COMPLY: Space must be provided for the safe and confidential storage of residents’ clinical records.
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SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident record storage procedures, revise as needed and instruct appropriate personnel. The Director of
Nursing could designate a staff person to do ongoing monitoring to ensure resident record security or
provide secure areas for records to be stored.

TIME PERIOD FOR CORRECTION: Seven (7) days.

9. MN Rule 4658.0505 Subp. I. Based on observation, interview and record review the Director
of Nursing failed to ensure that the comprehensive plan of care was carried out for 15 out of 27
residents in the sample. ( #2, #5, #6, #7, #9, #10, #11, #12 , #13 , #15, #17, #18, #20, 33 & 36)
and 5 out 5 in the expanded sample (#50, 51, 52, 53, & 54). Findings include:

Resident #17 did not have his catheter bag emptied as needed. Perrecord review, resident #17 was admitted
to the facility on 08/26/03 with diagnoses that included neurogenic bladder, and diabetes. According to the
residents care plan, the staff was to empty and record Foley catheter output every shift and complete
catheter care per physician order. The nursing assistant sheet instructed the nursing assistant to empty
Foley every shift and report and to “check bag often — fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage
happens so often that I don’t feel real good about it. The night staff went home today without emptying my
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM
cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why
don’t you empty my bag first?” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capacity of the leg bag was 500 milliliters. ’

The nursing assistant was interviewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff. Resident #9 who required thickened liquids
was given unthickened juice.

" A review of the cﬁrrent physician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was
noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident
proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
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7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

During observations of resident #6 and #7 on 7/26/05 from 4:40 PM until 7:55 PM, it was noted that the
residents were not repositioned or toileted during that time. Both residents were totally dependent on others
to reposition and toilet. According to their plans of care (#6 — 1/10/05) and (#7 — 12/7/04) staff were
directed to toilet and reposition the residents every two hours. An interview with the human service
technician (HST) at 7:55 PM, who had been assigned to these residents, revealed that the last time the
residents had been repositioned or toileted was around 4:30 PM just before dinner.

Observations of resident #10 on 7/26/05 from 4:40 PM until 7:45 PM revealed that the resident was not
toileted checked or changed. The resident was totally dependent on others for toileting, check and change at
intervals of at least every two hours and as needed related to incontinence of bowel and bladder, according
to the current plan of care dated 12/30/04. An interview with the HST at 7:45 Pm revealed that the HST had
not toileted, checked or changed the resident since the resident’s nap at approximately 3:30 PM. (4 hours
and 15 minutes).

Observations of resident #10 on 7/27/05 from approximately 7:30 Am until 10:25 AM revealed that the
resident was not toileted checked or changed. The resident did have a Broda-type wheelchair and position
changes had been observed during breakfast and afterwards when the resident had been wheeled back to her
room and the hospice nurse spent time with the resident. An interview with the hospice nurse, at 9:50 AM,
to follow up on what was done for the resident revealed the hospice nurse adjusted the resident’s position
the Broda —type wheelchair but did not toilet, check or change the resident at the time. The nurse stated that
usually the resident was placed in bed after meals as a preventative measure for skin breakdown. An
interview with the HST at approximately 10:25 AM revealed that the resident had not been checked or
changed since before breakfast at approximately 7:30 AM

Resident #11 was not repositioned, toileted for checked for incontinence every two hours.

Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. According to the care
plan dated 5/12/05, the resident was to be repositioned, toileted or checked for incontinence every 2 hours.
Resident #11 was observed on 7/26/05 from 4:30 PM until 7:50 PM without being released or repositioned,
for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human Services Technician
(HST), who then assisted the resident to bed at 7:50 PM. The resident’s incontinent pad was changed, and
was noted to be wet.

Resident #12 was not repositioned in a timely manner. Resident #12 had diagnoses that included dementia,
and Alzheimer’s disease. The RAP (resident assessment profile) identified the resident’s skin as being at
risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
wheelchair. According to the care plan dated 7/8/05 the resident was to be repositioned every 2 hours. Or
7/26/05 at 4:30 PM, resident #12 was observed visiting with her husband in her room until 6 PM, at which
point she was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had
arrived at 2:45 PM. Upon further discussion with the husband he reported staff had not changed the
resident’s position since his arrival. At approximately 7:15 PM the surveyor questioned when resident #12
was repositioned, and was told it was at 3:45 PM. The surveyor informed the HST the husband reported he
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had arrived at 2:45 PM and resident #12 had not béen repositioned. The HST acknowledged resident #12
was past due for repositioning and assisted the resident to bed.

Resident #12 did not receive assistance with oral cares. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately 7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste

Resident #13 with a pressure sore was not repositioned for over 2 hours. Resident #13 had diagnoses that
included Parkinson’s disease and arthritis. The resident was identified on 7/14/05 as having a stage 2-
pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion, blister, or crater) on his
coccyx. According to the care plan dated 5/20/05 the resident was to be repositioned while in the
wheelchair every 2 hours. The care plan identified the resident as having fragile skin and at risk for
breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2 hours, 45 minutes)
without being repositioned. The surveyor entered another resident’s room at 7:15 PM. Resident #18 was
not released from the restraint every two hours.

Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile
delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor was
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift
at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant

- confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said,
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated, I’'m just too busy to get all the cares done. I have 12 residents that I am
giving care to today by myself.

The facility did not follow the comprehensive care plan for resident #20 by not documenting fluid intake on
a form in resident’s room and did not complete oral cares.
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Resident #20 was admitted to the facility on 5/22/00 diagnosed with Huntington’s chorea, failure to thrive,

dysphasia, and dementia without behaviors. The resident was admitted into the hospital on 2/16/05 for

failure to thrive with concerns of malnutrition and dehydration. Resident #20 was observed on 7/26/05 at

approximately 6:10 PM in the dining room. The nursing assistant fed the resident. The resident had sunken
~ eyes and was very thin.

The physician ordered on 2/28/05 honey thick water 200 milliliters 4 times a day and as needed and to
encourage fluids. The resident’s care plan and nursing assistant sheet stated to document fluids on the form
in resident’s room. Honey thickened water was to be given whenever staff was with resident.

On 7/28/05 at 8:45 AM there was no intake record posted in the resident’s room and there were no fluids
available to offer the resident. The nursing assistant taking care of resident #20 on 7/28/05 was interviewed
at approximately 8:45 AM in the resident’s room. The nursing assistant confirmed that there was no sheet
in the resident’s room to document fluids and there were no fluids in the room to offer the resident. The
nursing assistant stated she only documented the output at the end of the shift.

The HUK was interviewed on 7/28/05 at approximately 9:10 AM and confirmed that there were no oral
intake records in the resident’s chart, only the output sheets were in the chart.

Resident #20°s sister was interviewed on 7/27/05 at approximately 6:45 PM. The resident’ s sister stated
that she was concerned that when she was not in the facility the staff did not offer fluids to the resident. The
resident’s sister stated that when she visited her brother, staff did not come in and offer fluids. The
resident’s sister stated that she had talked to the nurse manager in the past about her concerns.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. Both the resident and his sister
were in the resident’s room. The resident’s sister was concerned that the staff did not give her brother oral
care and stated that she did not think it was being done because the resident did not like staff getting close to
his face and mouth and had become agitated in the past during mouth cares.

During record review it was noted that neither the nursing assistant care sheet states nor care plan listed oral
cares as aneed. The dental consults listed that the resident was resistive to exams and the exams could not
be completed. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the residents oral care this AM. This surveyor asked the nursing assistant
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by parting his
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. The
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported back to
me that she had not completed the resident’s oral care.

Resident #15’s teeth were not brushed. Resident #15 had diagnoses that included dementia, and esophageal
reflux. The nursing assistant assignment sheet indicated the resident was total care for grooming. During
observations of bedtime cares on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed.
Upon interview with the HST immediately following cares she reported the resident did have natural teeth.
The HST reported she used glycerine swabs for oral care, instead of brushing her teeth.
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Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she would expect
resident’s teeth brushed, if they have them.

Review of the facilities oral care policy, dated 4/16/04 directed natural teeth to be brushed at least twice
daily. : ‘

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of current
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that all
needed assist to shave. A review of the standards of practice for the nursing department related to quality
resident care, which was received from the administrator on 7/28/05, indicated, “Shaving daily and as
needed”.

Resident #33 was not transferred with the mechanical lift in accordance with the plan of care.

A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-_
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety”; “12/29/04, May use mechanical lift as
needed due to residents inability to stand.”

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was
observed to be dangling over a trash can while attached to a manual Sara-type standing lift The fleece sling
was located directly underneath the resident’s armpits and the resident was not holding onto the lift bar.

The resident was not bearing any weight on the lift stand that left the resident unsupported in the air (no

safety belt was noted). The resident’s face was reddened, eyes open and his expression was a frowning type
scowl.

An interview with the HST when the evening cares had been completed to follow up on what the usual
practice was the resident for repositioning and toileting to find that usually the HST would have a second
HST to assist but the HST stated my partner was on break and the resident needed to be changed.

An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
picture as the evening before; the resident was again hanging over the trash can while attached to the manual
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake

* and stated to the HST, “what in the hell do you think you’re doing?” and the HST replied, “just cleaning you
up”. ”An interview with a second HST on 7/28/05 at 10:30 AM, that had cared for the resident on both the
day and evening shifts in the past, as to how resident #33 was transferred revealed that the electric Sara or
hand (manual) lift could be used. The HST preferred to use the electric Sara as it had a safety belt. The
resident required assistance of 1-2 staff depending on mood, behavior or sleepiness. The manual (hand)
Sara was totally unsafe for the resident and if used would definitely need another staff to assist.
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Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening packages a
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his breal
Was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been sers
And resident #36 had his breakfast; there was no staff near him to assist with eating. His milk and juice

Had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:(
The resident had eaten just two bites of food on his own and had been unable to open his beverage containers. A
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foc
Charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance
set up of his meal and had his beverages opened

TO COMPLY: The written job description for the director of nursing services must include responsibility
for: '
~ Assuring that a comprehensive plan of care is established and implemented for each resident.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
scheduling and resident care plan policies and procedures, revise as needed and instruct appropriate
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensure
compliance of resident care plans. '

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

10. MN Rule 4658.0510 Subp. 1.

Based on observations, record review and family, staff and resident interviews the facility failed to provide
sufficient staff to meet the needs of 21 out of 27 residents in the sample (#s 2,4, 5,6, 7, 8,9, 10, 11, 12, 13,
17, 18, 19, 20, 30, 31, 33, 34, 35, 36) plus 6 of 6 in the expanded sample (#s 50, 51, 52, 53, 54 & 55)
Findings include:

A. Staff reported there were with insufficient staff to meet resident needs.

During an interview with a Human Service Technician (HST) on 7/27/05 at approximately 10:25 AM
related to resident #10 not being checked and changed for approximately 3 hours the HST reported that they
were responsible for 14 residents and that they were short one HST today. The HST stated they had not
been able to change a resident’s clothing who had spilled juice on his pants. The HST reported that
management staff was aware of the frustrations related to the heavy workload and that HST would skip
breaks in order to do their best to try to meet the needs of the residents. The HST stated that the
administration had known that the current nursing care model for the unit had not been working was looking
at a new care model.

In an interview with a HST on unit 17-3 on 7/29/05 at 10:30 AM, the HST reported that 4 HSTs were not
adequate to care for 50 residents who needed “lots of care”. The HST reported that over the last two weeks
the unit had been staffed with 2 nurses and 3 HSTs. The HST stated that there are approximately 10
residents who would need assistance to eat on the unit and their tray’s are served but no one helps them to
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eat until all are served this is especially true of the breakfast meal. “Eventually everyone gets fed, but no
one should have to sit with a try in front of them and watch others eat.” The HST relayed an incident from
an evening shift as 2 days ago. “A pool HST had worked on the night shift and the day HST noted that
during rounds that all the residents in the group were soaked (with urine). The HST discovered that the
night HST not only came late to the shift but did not do the work.”

A review of the human service technician (HST) assignment sheets updated as of 7/22/05 on unit 6-1
indicated that there were 3 workgroups for the day and evening shifts. Group 1 consisted of 9 residents, 4 of
the 9 required a Sara-type standing lift or full mechanical lift with 1-2 staff to assist; 8 of the 9 residents
required assistance with toileting or a check and change at intervals of every two hours related to
incontinence of bowel and bladder. Group 2 consisted of 8 residents, 4 of the 8 required a Sara-type
standing lift with 1-2 staff to assist; 7 of the 8 residents required assistance with toileting or a check and
change at intervals of at least every two hours and as needed, related to incontinence of bowel and bladder.
Group 3 consisted of 14 residents, 3 of the 14 required a Sara-type standing lift or full mechanical lift with
1-2 staff to assist; 10 of the 14 residents required assistance with toileting -or a check and change at intervals
of at least every two hours and as needed, related to incontinence of bowel and bladder. In interviews with
various staff throughout the survey staff reported that residents who required assistance of two for a lift
transfer were being transferred with the assistance of one because of being short of staff or there partners
were on their breaks.

A staff member on 3 North approached this surveyor on 7/26/05 at approximately 6:10 PM. During the
interview, the staff member stated, “We are real short of help” and indicated that sometimes residents wait
up to 30 minutes before a staff member can assist the resident’ s who require assistance with feeding.
Residents have to wait on a daily basis to receive assistance. The staff reported that the previous Sunday,
7/24/05 there were 2 nursing assistants between 6:30 — 8:00 AM and we were told that a third aide would
start at 8:00AM. The third nursing assistance never showed up. The staff reported that during the survey
there were people helping that never come up to the floor. The staff stated “You can ’t give adequate care
and I go home feeling guilty. I go home in tears because residents ask for help and I can’ t give it to them
because we are short on help.” The indicated that there was a lot of falls occurring.

An interview with a licensed practical nurse (LPN) on 7/26/05 at approximately 6:20 PM revealed that there
was no consistency with staffing and that they worked “short staff” on a regular basis.

An interview with an administrative staff on 7/29/05 at approximately 10:10 AM related to staffing
concerns, mandated overtime and the staff’s ability to meet the needs of the residents. The staff stated that
there are staff who have jobs outside of the home and they may have already worked 8 hours prior to their
shift at the facility and then may be mandated to work an extra shift on top of that. The staff indicated that
if a day shift staff worked into the evening shift the officer of the day would allow the staff to go home as
soon as the work was done. The staff indicated that the mandated overtime staff would hurry to get their
residents to bed and forgo the evening cares so they wouldn’t have to work the full second shift. The
administrative staff stated that residents have been receiving poor care over the last 5 months. The staff
indicated that residents weren’t being shaved, soiled clothes weren’t changed, and nourishments were not
being passed.
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B. The Resident Council in the February 16, 2005, April 6, 2005, and May 4, 2005 meetings reported that
snacks were not being passed out on the unit. The resident group interviewed on 7/27/05 at 10:00 AM
although composed of residents who were independent in their cares reported that they had concerns about
the evening shift. “Don’t seem to care.” They also indicated the pool staff were not very good.

A nurse manager interviewed on 7/27/05 at 2:15 PM reported there were 67 current vacant shifts for nurses
and HSTs on the schedule to be filled for the weeks 8/10/05 — 8/23/05. During the period of 7/27-8/9/05
there were 56 vacant shifts.

C. Family Members reported msufﬁ01ent staff to meet resident needs.

During an interview on 7/29/05 at 12:50 PM a family member stated that oral cares and shaving are not given da
“Sometimes there is not enough staff to get things done.” It was stated the resident is not changed every two hot
And that he had not been changed since before breakfast today until the family member left the unit at
12:30 PM.

During a meeting with representatives from the family council on 7/27/05 at 1:40 PM when asked if their
grievances were being resolved reported that this was a problem with regard to the “short staff issue”.
Seven out of seven family members present stated that they were frustrated about staffing on the units and
gave several examples of care not being completed for their residents. Examples included toileting not being
done every two hours or according to individual needs, oral care not being done daily, and baths not
completed weekly or more often if requested, and call lights not being answered. The family indicated that
all they were asking for was “basic care”. They also indicated there was a lack of supervision of the Hum
Service Technicians and the pool staff were short and abrupt. The families reported that follow-up to their
concerns is slow. A family member indicated that the administrator indicated concerns about not enough
help on the unit to assist with toileting needs at mealtimes should be referred to the nurse. The family
member indicated that talking to the nurse was not improving the care. The family reported that they often
had to be the one to assist with toileting.

The family members stated that problems related to care issues have not been resolved and that there were conce
short staffing. The families reported that when staffing concerns are raised they hear about future plans as solutn
. "solutions are not being 1mplemented to correct the issue in the meantime.

The Minnesota Veterans’ Home Family Council minutes from April 3, 2005 indicated families were concerned :
“Mandatory overtime, second shift. Members expressed concern that their loved one would be shortchanged by
staff working 16 hours in a row. The current growth of this practice appeared to be worrisome. “ The March m:
indicated that a concern was brought up that some of the residents are not getting baths and were “falling throug

During the “Minnesota Veterans Home-Minneapolis Resident Council/Administration Meeting” June 1, 2005 th
brought up concerns about nursing regarding staff following care plans. No specifics were included in the minu
reflected that the Director of Nursing found the information “disturbing.” The July 6, 2005 minutes repor’ ' the
issues about the number of staff on weekends.

D.) Administrative staff when interviewed on 7/28/05 at 1:00 PM indicated that some of the empty shifts were v
from the supplemental nursing service agencies (pools) and that mandated overtime and in-house volunteers. TI
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administrator indicated that they were aware the current staffing model wasn’t working and they were trying the
model to increase HST hours.

E.) throughout the course of the survey the surveyors observed resident needs were not being met. Fifteen out of
in the sample (#2, #5, #6, #7, #9, #10, #11, #12 , #13 , #15, #17, #18, #20, 33 & 36) and 5 out 5 in the expandec
51, 52, 53, & 54) did not receive services in accordance with their plan of care. Services not performed include:

e Residents in restraints were not released and given opportunity for motion and exercise every two
hours

e Residents did not receive timely services with incontinent cares and one resident did not receive
those services in a dignified manner.

e Residents did not receive assistance with shaving.
e Residents did not receive oral cares.
e Residents did not receive assistance with nail care. : -

e Residents who were unable to change their own position did not receive assistance with
repositioning.

e The facility did not ensure that residents with a history of dehydratlon were receiving adequate
hydration.

e Residents did not receive assistance with eating in a manner that enhanced their dignity.

e Residents who were incontinent did not receive timely assistance with toileting and incontinence
cares. '

TO COMPLY: A nursing home must have on duty at all times a sufficient number of qualified nursing
personnel, including registered nurses, licensed practical nurses, and nursing assistants to meet the needs of
the residents at all nurses' stations, on all floors, and in all buildings if more than one building is mvolved
This includes relief duty, weekends, and vacation replacements.

SUGGESTED METHOD OF CORRECTION: The Administrator and the Director of Nursing could
review the current staffing pattern and resident needs, revise the number of staff to meet the resident needs
and instruct all appropriate personnel in the revisions. The Administrator could designate a staff person to
do ongoing monitoring to ensure compliance with meeting resident’s personal needs. '

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

10. N Rule 4658.0520 Subp. 2. A.
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Based on observation, interview, and record review, the facility failed to provide adequate and kind and
considerate treatment at all times for 1" out of 27 residents in the sample (#33) during repositioning and in
continence cares. Findings include:

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was
observed to be dangling over a trash can while attached to a manual Sara-type standing lift with no shirt on
and his pants down around his ankles (mostly naked). The fleece sling was located directly underneath the
resident’s armpits and the resident was not holding onto the lift bar. The resident was not bearing any
weight on the lift stand that left the resident unsupported in the air (no safety belt was noted). The human
service technician (HST) was standing behind the resident and removed the incontinence pad and dropped it
into the trashcan located underneath the resident. The HST then cleansed the resident’s peri-area as the
resident had been incontinent of bowel and bladder, the resident continued to dangle during the process.
The resident’s face was reddened, eyes open and his expression was a frowning type scowl. An interview
with the HST when the evening cares had been completed to follow up on what the usual practice was the
resident for repositioning and toileting to find that usually the HST would have a second HST to assist but
the HST stated my partner was on break and the resident needed to be changed.

An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
picture as the evening before; the resident was again hanging over the trash can while attached to the manual
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake
and stated to the HST, “what in the hell do you think you’re doing?”” and the HST replied, “just cleaning ¥

2

up”.

A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety”’; “12/29/04, May use mechanical lift as
needed due to residents inability to stand”. An interview with a second HST on 7/28/05 at 10:30 AM, that
had cared for the resident on both the day and evening shifts in the past, as to how resident #33 was
transferred revealed that the electric Sara or hand (manual) lift could be used. The HST preferred to use the
electric Sara as it had a safety belt. The resident required assistance of 1-2 staff depending on mood,
behavior or sleepiness. If the resident was antsy then two staff was needed to assist the resident with

“transfers and incontinence care. The HST stated the resident was able to sometimes sit on the toilet
depending on the level of agitation and that two staff to toilet the resident was a good idea. The manual
(hand) Sara was totally unsafe for the resident and if used would deﬁmtely need another staff to assist. The
HST indicated that the remdent was never changed over the trash.

A review of the facility policy and procedure related to use a Sara lift transfer, dated 9/1993, indicated; “The
Sara lift is used for residents who can bear weight through one or both lower extremities but require
moderate to maximal assistance of 1-2 persons to stand and /or pivot. Resident transfers in which a Sara 1...
is used will require the assistance of one person unless otherwise indicated on the resident’s care plan.” A
picture with instructions on how to apply the sling was also included in the procedure and indicated, “Lower
the support arms and place the sling around the resident’s back so that it lies 1”” of so horizontally above the
waist line. If possible, the resident should now hold onto the padded frame with one or both hands. Be
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careful not to raise the resident too high or this could cause pressure under the arms. Release brakes and
move resident and Sara lift to desired location; commode, toilet, wheelchair, bed, etc.” The procedure went
onto to state, “ Residents who have had a stroke and can only hold with one hand, or who cannot hold on at
all, may still be lifted by Sara but a second staff person should support the arm(s) or hold the resident’s arms
in front of the body during the lift. The Sara is designed for quick easy transfers from one sitting position to
another and to elevate a resident for toileting, repositioning, changing of incontinence pads, wound
dressings, etc. It is not intended for long periods of suspension or transportation.

TO COMPLY: The criteria for determining adequate and proper care include: Evidence of adequate care
and kind and considerate treatment at all times. Privacy must be respected and safeguarded.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the policies and
procedures for all areas of treatment with resident care, revise as needed and instruct all appropriate
personnel. The Director of Nursing could designate a staff person to do ongomg monitoring to ensure
compliance of considerate and adequate resident personal needs.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

11. MN Rule 4658.0520 Subp. 2. D.

Based on observation, interview, and record review, the facility failed to provide assistance with or
supervision of shaving of 9 residents ( #6, #9, #50, #5, #51, #52, #53, #2, #54) observed randomly in
building 6 as necessary to keep them clean and well groomed. Findings include:

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of current
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that all
of the residents identified needed assistance to shave. A review of the standards of practice for the nursing
department related to quality resident care, which was received from the administrator on 7/28/05, indicated,
“Shaving daily and as needed”.

TO COMPLY: The criteria for determining adequate and proper care include: D. Assistance with or
supervision of shaving of all residents as necessary to keep them clean and well groomed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for resident care needs, revise as needed and instruct the appropriate personnel. The

Director of Nursing could designate a staff person to do ongoing monitoring of residents personal needs to
ensure compliance. .

TIME PERIOD FOR CORRECTION: Fourteen (14) days.
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12. MN Rule 4658.0520 Supb. 2. E.

Based on observation, interview and record review the facility failed to ensure that 5 out of 27 residents ir
the sample (#s: 12, 15, 18, 19, & 20) received assistance with oral care. Findings include:

Resident #12 and #15°s teeth were not brushed.

Resident #12 had diagnoses that included Alzheimer’s disease. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately 7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste. '

Resident #15 had diagnoses that included dementia, and esophageal reflux. The nursing assistant
assignment sheet indicated the resident was total care for grooming. During observations of bedtime cares
on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed. Upon interview with the HST
immediately following cares she reported the resident did have natural teeth. The HST reported she used
glycerine swabs for oral care, instead of brushing her teeth. .

Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she
would expect resident’s teeth brushed, if they have them. Review of the facility’s oral care polic
dated 4/16/04 directed natural teeth to be brushed at least twice daily.

Oral cares were not done for residents #18, #19, and #20 resulting in plaque build up and reddened gums.

Per record review, resident #18 was admitted to the facility on 6/10/03 diagnosed with senile delusions,
history of myocardial infarction and strokes. According to the resident’s care plan the staff was to brush
teeth after each meal. Resident #18 saw the dentist on 3/22/05 and recommended tooth brushing each
morning and evening. Brush teeth and gums for 2 minutes using soft brush and fluoride toothpaste. Be sure
that teeth are brushed 2 times a day. The nursing assistant care sheets stated: electric toothbrush use after
meals.

Resident #18 was observed during evening cares on 7/26/05 from 7:00 PM through 7:25 PM. During
observation, the nursing assistant toileted the resident, put a night gown on, placed a call light in reach and
placed the appropriate alarms on. At no time was the resident given oral cares. At 7:25 PM on 7/26/05 the
nursing assistant who gave resident #18 evening cares was interviewed. The nursing assistant confirmed
that he did not give the resident any oral care since he started his shift at 3 PM. The surveyor asked the
nursing assistant to glove and check the resident’s mouth. The nursing assistant gloved and checked the
resident’s mouth. The nursing assistant confirmed that the resident had a large amount of plaque build up
and that the resident’s gums both top and bottom were very reddened. The nursing assistant stated, he w.__
sorry for not doing the oral cares and would do it right now. :

Resident #18 was observed on 7/27/05 at approximately 12:45 PM to 1:05 PM in the dining room. At 1:05
PM when the nurse manager pushed the resident to her room and positioned the broda chair with the
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resident by the resident ’s bed and left.. At 1:13 PM the nursing assistant went into the resident’s room and
put the resident to bed at 1:20 PM. When asked about oral cares the nursing assistant stated that he had not
done any oral cares on the resident. The surveyor asked the nursing assistant if he would show the surveyor
the resident’s toothbrush. The nursing assistant looked in the resident’s drawer and found a regular.
toothbrush. The surveyor then asked if the resident had an electric toothbrush and the nursing-assistant did
not know. The nursing assistant looked in the resident’s top drawer in the bedside stand and found the
electric toothbrush in the back of the drawer. This surveyor requested the nursing assistant to put on gloves
and check the resident’s mouth. The nursing assistant confirmed that there was a large build up of plague
and the gums were very red. The nursing assistant then stated “I’m too busy, I did not do her oral cares
today. The nursing assistant stated he wasn’t aware that he was to do oral cares after each meal.

Resident #19 was transferred to this facility on 10/19/04 due to increased needs for continued skilled
nursing care. The resident had been diagnosed with the dementia and paraplegia. Per the resident’s care
plan 11/3/04; the resident was totally dependent on staff for all grooming/hygiene needs. The nurse
manager was interviewed on 7/28/05 at approximately 10:15 AM concerning resident #19’s oral care. The
nurse manager checked the resident’s mouth after donning gloves and agreed that the resident had a large
build up of plague. The resident screamed “ouch” as the nurse manager was looking into the resident’s
mouth. The nurse manager was questioned about the resident’s oral care and confirmed by the appearance
of the resident’ s mouth that the resident had not been receiving oral cares.

Resident #20 was admitted to the facility on 5/22/00 Huntington’s chorea, fallure to thrive, dysphasia, and
dementia without behaviors.

Resident #20°s sister was interviewed on 7/28/05 at approximately 6:45 PM. Per the resident’s sister, she
stated that she visited every day and indicated that she was concerned staff did not give her brother oral
care. She stated that she did not think it was being done because he does not like staff getting close to his
face and mouth and can become agitated.

During record review it was noted that neither the nursing assistant care sheet stated nor care plan listed oral
cares as a need. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the resident’s oral care this AM. This surveyor asked the nursing assistant
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by parting his
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. The
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported back to

the surveyor that she had completed the resident’s oral care and got most of the build up food off the gums
and teeth.

TO COMPLY: The criteria for determining adequate and proper care include: E. Assistance as needed
with oral hygiene.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for providing oral care to residents, revise as needed and instruct the appropriate
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.
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13. MN Rule 4658.0520 Subp. 2 F.

Based on obscr\}ation, interview, and record review, the facility failed to provide nail care for 3 out 27
residents in the sample (#6, #33, #55)). Findings include:

During random observations on Tuesday 7/26/05 at approximately 1:40 PM a male resident wearing a green
plaid shirt, located in the dining room by the nursing station on unit 6-2, was noted to have long, jagged
fingernails. Observations of the evening meal in the north dining room on unit 6-1 at approximately 5:31
PM revealed that residents (#55, #33 , #6) had long, jagged fingernails. A review of the bath schedule for
resident #55 indicated, “Monday PM”; resident #33 “Wednesday PM”; and resident #6 “Tuesday PM”. The
facility-nursing standard of practice related to quality resident care indicated that nail care was completed -
. weekly and as needed (clean and trim). The current plan of care for resident #33 as of 11/3/04 indicated,
“nail care after bath”; the current plan of care for resident #6 as of 1/10/05 indicated, “nail care after bath”.
Observations of res1dent #6 on 7/28/05 at 4:25 PM revealed that the resident’s fingernails continued to be
approximately one and a quarter inch long and jagged.

TO COMPLY: The criteria for determining adequate and proper care mclude F. Fingernails must be kept
clean and trimmed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for resident hand/foot care, revise as needed and instruct the appropriate personnel.
The Director of Nursing could designate a staff person to do ongoing monitoring of resident hand/foot care
to ensure compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

14. MN Rule 4658.0525 Subp. 4.

Based on observation, interview, and record review, the facility failed to provide a change of position at
least every two hours for 6 out of 24 residents in the sample (#6, #7, #11, #12, # 13, and #18) who were
unable to change their own position without assist. Findings include:

Resident #6, #7, #11, #12, #13 and #1 8‘were bno‘t repositioned as directed by their care plans.

A review of the current plan of care for resident #6 as of 1/10/05 indicated that the resident was to be
repositioned every two hours when in the Broda chair. The current plan of care for resident #7 as of 12/7/04
indicated that the resident was to be repositioned every two hours and as needed. A review of the facility
standard of nursing practlce related to quality resident care stated, “Turning and repositioning is done ever

2 hours”.

During evening observations on 7/26/05 from apprbximately 4:40 PM until 7:55 PM resident #6 and #7
were both observed continuously to be seated in Broda-type wheelchairs. No observations were made of



HE-01239-03 Rev. 1/97 CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division
1645 Energy Park Drive, Suite 300, St. Paul, MIN 55108-2970 Page 27 of 42

Orders to MN Veterans Home Minneapolis

staff repositioning the residents in or out of their chairs during this period. An interview with the human
service technician (HST) responsible for the residents at approximately 7:55 PM revealed that neither
resident had any position changes since gotten up from their naps before dinner at approximately 4:30 PM

Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. Physician orders
directed the restraint to be released for repositioning every 2 hours. According to the care plan dated
5/12/05, the resident was to be repositioned every 2 hours. The RAP (resident assessment profile) dated
5/12/05 described the resident as at risk for skin breakdown, with a stage 1 pressure sore on his left outer
ankle. Resident #11 was continuously observed on 7/26/05 from 4:30 PM until 7:50 PM without being
released or repositioned, for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human
Services Technician (HST), who then assisted the resident to bed at 7:50 PM.

Resident #12 had diagnoses that included dementia, and Alzheimer’s disease. The RAP dated 7/7/05
described the resident as being severely cognitively impaired. The RAP identified the resident’s skin as
being at risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
Wheelchair. Physician orders dated 6/10/03 directed staff to monitor the coccyx daily for signs of irritation.

On 7/26/05 at 4:30 PM resident #12 was observed visiting with her husband in her room until 6 PM and
then was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had arrived
at 2:45 PM and reported staff had not changed the resident’s position since his arrival. At approximately
7:15 PM the surveyor questioned when resident #12 was last repositioned, and was told it was about 3:45
PM. The surveyor informed the HST the husband reported he had arrived at 2:45 PM and resident #12 had
not been repositioned. The HST acknowledged resident #12 was past due for repositioning and assisted the
resident to bed.

Resident #13 had diagnoses that included Parkinson’s disease and arthritis. The resident was identified on
7/14/05 as having a stage 2-pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion,
blister, or crater) on his coccyx. According to the care plan dated 5/20/05 the resident was to be
repositioned while in the wheelchair every 2 hours. The care plan identified the resident as having fragile
‘'skin and at risk for breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2
hours, 45 minutes) without being repositioned. The surveyor ended the observation at 7:15 PM. to follow-
up on another resident.

Resident #18 was observed from 5:10 PM through 7:40 PM. Throughout the observation the resident was
not repositioned. Per record review, resident #18 was admitted to the facility on 6/10/03 and diagnosed with
senile delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and
history of pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living.
Lay down the resident three times a day due to pressure area. The resident’s care plan states to check seat
belt when in wheelchair every half hour and release, reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning off
center to the right 7:00 PM a nursing assistant woke up and took the resident to her room. When transferred
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to toilet . The resident’s buttock was observed and was reddened. The incontinent product the resident had
been wearing before she was toileted was soaked with urine and a strong urine odor was present.

The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know when th
resident had last been toileted or repositioned. The nursing assistant stated that he started his shift at 3 PM
and this was the first time he toileted the resident and repositioned her.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at the resident’s assigned dining room
table in her broda chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident
and said, “it’s time for your nap” and wheeled the resident to her room in the broda chair. At 1:13 PM the
nursing assistant went into the resident’s room, woke the resident up, and gloved before starting cares. The
incontinent pad that was removed by the nursing assistant was soaked with urine. After cares were
completed the nursing assistant was interviewed at 1:20 PM on 7/27/05. The nursing assistant confirmed
that the resident’s incontinent pad was soaked and also additional cares such as oral cares, repositioning had
not been done for this resident. The nursing assistant stated, I’'m just too busy to get all the cares done. I
have 12 residents that I am giving care to today by myself.

TO COMPLY: Residents must be positioned in good body alignment. The position of residents unable to
change their own position must be changed at least every two hours,

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures on resident positioning/repositioning, revise as needed and instruct appropri
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensure
compliance of residents positioning needs.

TIME PERIOD FOR CORRECTION: Fourteen (14 ) days.

15. MN Rule 4658.0525 Subp. 9.

Based on record review and interview the facility failed implement a system to ensure that 3 out of 3
residents in the sample with a history of dehydration ( #19, #20 & 34) were recelvmg adequate hydration.
Findings include:

The facility failed to document intake of fluids for 3 out 3 residents in the sample (#19, #20, & #34) at high risk
dehydration.

Resident #34 had been hospitalized on 5/9/05, review of the hospital intake records dated 5/9/05 reveal he had
decreased oral intake at the nursing home and was dehydrated with a high potassium level and low blood pressu
facility medical record progress note reveal the resident returned to the facility, 5/13/05 with a feeding tut  whi
accidentally pulled out by the resident, and was again hospitalized from 5/1/5/05 until 6/28/05. Review ot ...e re
since 6/28/05 revealed the resident’s intake was not being monitored and recorded by the staff at the facility, altl
the output was recorded. The resident had a weight loss of nine pounds in less than a month, and was having an
ongoing assessment of his ability to swallow. His caloric and fluid intake was not recorded in the medical recorc
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Resident #20 was admitted to the facility on 5/22/00 and diagnosed with Huntington’s chorea and failure to
thrive, dysphasia, and dementia. The resident was admitted into the hospital on 2/16/05 for failure to thrive
with concerns of malnutrition and dehydration. The Nurse Practitioner’s note dated 3/22/2005 documented
that the resident’s sister’s goal was not to have her brother die of dehydration. Per the Nurse Practioner’s
note on 3/17/05 the resident’s sister wants to “Just keep pushing fluids.” Care conference notes, dated
4/14/05 documented that even after the resident came out of the hospital for IV hydration that the resident
was not maintaining his hydration status and in fact was still dehydrated.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM stating that she was concerned
that when she was not in the facility the staff was not offering fluids to the resident. The resident’s sister
stated that while she visited she did not see staff come in and offering fluids.

Per record review the nursing assistant sheet stated, “document fluids on the form in resident’s room.”
Honey thickened water to be given whenever staff was with resident for cares. Per physician’s orders on

2/28/05 and carried forward to present stated honey thick water 200 milliliters 4 times a day and as needed
and to encourage fluids

Resident #20 was observed on 7/26/05 at approximately 6:10 PM in the dining room at the table sitting in a
wheelchair eating, fed by a nursing assistant. The resident had sunken eyes and was very thin. The nursing
assistant taking care of the resident on 7/28/05 was interviewed at approximately 8:45 AM in the resident’s
room. There were no fluids in the room to offer the resident. The nursing assistant stated she only
documented the output at the end of the shift but did not document fluids taken. Shortly after the interview
at 9:00 AM, the Licensed Social Worker from the floor was seen hanging up a sheet in the resident’s room
to track the resident’s fluid intake. The health unit coordinator was interviewed on 7/28/05 at approximately

9:10 AM and confirmed that there were no oral intake records in the resident ’s chart, only the output sheets
were in the chart. '

Per resident #20’s care plan, the resident was to be weighted according to the physician’s order. The MAR
dated 7/05 documented that the resident’s weight was to be done first Tuesday every month. Resident’s
weight on 7/19/05 was 95.3 pounds, 7/13/05 was 108.4 pounds, and 7/5/05 was 100 pounds. The weight
recorded on 12/14/04 was 116.4 pounds. The weight for the resident was documented as 928 pounds on
3/22/05 without a reweigh.

Resident #19 was transferred to this facility on 10/19/04 due to an increased need for skilled nursing care.
The resident was diagnosed with the following: diabetes type II with neuropathy, dementia with behavior,
paraplegia, and renal failure. Cognition level per the quarterly MDS on 7/11/05 was a 3, which indicated
severe cognition deficit. Per hospital discharge summary, 4/4/05, the resident was initially admitted with
hypotension and received aggressive fluid resuscitation. At discharge from the hospital his blood pressure
was normal. On 4/12/05 the resident had a diet change to honey thick secondary to progression of
dysphagia. Assessment — possible dehydration and urinary tract infection . Per the resident’s care plan,
11/3/04; the resident needed staff assist of one with set up of the meal tray, pouring liquids, cutting meat,
applying condiments, and buttering bread. Resident #19 was observed on 7/26/05 at approximately 5:45
PM in the dining room. The resident’s skin and mucus membranes appeared dry.
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The Nurse Practioner’s care plan dated 2/10/05 stated: will increase scheduled free water to 250 cc 4 times
a day times 3 days. On 2/19/05 the plan by the nurse practitioner indicated staff were to continue scheduled
free water. Per record review, resident #19’s nursing assistant sheet documented the resident had a Foley
catheter and output every shift was to be done. On 4/13/05, the nurse practitioner spoke with family abou:
resident’s likely hood of becoming dehydrated because of his poor fluid intake of thickened water. The
family wished for the resident to receive thin free water and thin coffee at meals for quality of life.

Per interview with the nurse manager of the unit on 7/27/05 at approximately 5:30 PM it was confirmed that
the resident should be on fluid intake in order to assess the resident’s intake. The nurse manager agreed that
the resident has a history of dehydration, frequent urinary tract infections, and should be on fluid intake not
just output. , :

On the general environment tour, on 7/27/05 at 10:00 AM, the staffs of building six, third floor were
observed filling replaceable insert and placing them inside of water pitchers at bedside without cups or
glasses. During interview with the Assistant Administrator and Assistant Director of Nurses (ADON), on
7/29/05 at 9:00 AM, in the ADON’s office related to the use of water pitcher at the residents beside the
assistant administrator indicated that staff would need to access the kitchenette or get cups from the
medication carts in the halls to assist the resident with hydration.

TO COMPLY: Residents must be offered and receive adequate water and other fluids to maintain proper
hydration and health, unless fluids are restricted.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the resident
hydration policies and procedures to ensure residents are receiving adequate hydration, revise as needed and
instruct the appropriate personnel. The Director of Nursing could designate a staff person to do ongoing
monitoring to ensure resident hydration compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

16. MN Rule 4658.0530 Subp. 1.

Based on observations and interview, the facility failed to assist 2 out of 27 residents (#10, #56) in the
sample with assistance to eat in a manner that was unhurried and that enhanced their dignity. Findings
include:

During observations of an evening meal on unit 6-1 in the north dining room on 7/26/05 at approximately
6:00 PM it was noted that a human service technician (HST) had been standing to assist resident #10 to eat.
The HST then walked over to resident #56 to continue to assist with beverages as another resident. HST
had left the dining room to assist another resident that had wandered out. After approximately one minut-
the other HST returned to sit down and assist resident #56 while the HST returned to assist resident #10 a...
remained standing. An interview with the HST while offering a chair to sit in revealed that the HST was
more comfortable standing to feed resident #10 related to the height of the resident’s wheelchair. A review .
of the nursing standard of practice for the facility related to quality of care indicated that nursing care and
services are performed in such a manner as to provide for and maintain resident dignity.
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Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening packages ar
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his break
was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been serve
and resident #36 had his breakfast, there was no staff near him to assist with eating. His milk and juice

had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:0¢
the resident had eaten just two bites of food on his own and had been unable to open his beverage containers. Af
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foo
charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance v
set up of his meal and had his beverages opened

TO COMPLY: Residents needing help in éating must be promptly assisted upon receipt of the meals and
~ the assistance must be unhurried and in a manner that maintains or enhances each resident's dignity and
respect.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the resident dining
policies and procedures, revise as needed and instruct appropriate personnel. The Director of Nursing could
designate a staff person to do ongoing monitoring of resident meal assistance to ensure compliance.

TIME PERIOD FOR CORRECTION: Seven (7) days.

17. MN Rule 4658.0530 Subp. 3.
Based on observation, interview, and record review, the facility failed to monitor to prevent the risk of
choking for resident #9 who required thickened liquids. Findings include:

Resident #9 who required thickened liquids was given unthickened juice.

A review of the current physician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was
noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident
proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

TO COMPLY: A resident identified in the comprehensive resident assessment, and as addressed in the
comprehensive plan of care, as being at risk of choking on food must be continuously monitored by nursing
personnel when the resident is eating so that timely emergency intervention can occur if necessary.

SUGGESTED METHQOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for dispensing of thickened liquids, revise as needed and instruct appropriate
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personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensure
compliance for resident’s fluid needs.

TIME PERIOD FOR CORRECTION: Seven (7) days.

18. MN Rule 4658.0610 Subp. 7.

Based on observation and interview, the facility failed to maintain sanitary conditions at all times in the
kitchen. The findings include:

During the initial kitchen tour on 7/26/05 at 12:30PM 3 garbage containers were noted in the food prep area
without lids. Food waste was evident by inspection. The dietary manager confirmed these findings. On the
subsequent kitchen inspection on 7/27/05 at 1:15 PM the garbage containers were once again noted to be
coverless. The dietary manager stated that covers had been ordered.

During the initial kitchen tour on 7/26/05 at 12:30PM the hand scoop was stored inside the sugar bin.

TO COMPLY: Sanitary procedures and conditions must be maintained in the operation of the dietary
department at all times.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the current sanitation polic’
and procedures, revise as needed and instruct appropriate personnel. The Dietician could designate a stair
person to do ongoing monitoring to ensue sanitization compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

19. MN Rule 4658.0670 Subp. 2

Based on observation and mterv1ew the facility failed to thoroughly clean equlpment used in the serving of
food. Findings include:

During the kitchen inspection on 7/27/05 at 1:30 PM three steam tables were observed to have built up.
grease and food residue on the underside of the shelf that was directly over the steam table pans from which
food was served. The dietary manager agreed with these findings and requested staff to clean the steam
tables immediately. A

TO COMPLY: All equipment must be thoroughly cleaned and must be given sanitization treatment and
must be stored in such a manner as to be protected from contamination.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the current sanitation policies
and procedures, revise as needed and instruct appropriate personnel. The Dietician could designate a staff
person to do ongoing monitoring to ensue sanitization compliance.
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TIME PERIOD FOR CORRECTION: One (1) day. -

20. MN Rule 4658.0675 Subp. 7.

Based on observation and intefview, the facility failed to air-dry pans after sanitizing and prior to storing
them in cupboards. Findings include:

During the kitchen inspection on 7/27/05 at 1:30 PM 5 small baking pans and 7 medium baking pans were
observed to be stored wet in the cupboard. The dietary manager agreed that the pans should be dry and
removed the pans to be rewashed. On a subsequent visit to the kitchen on 7/28/05 at 7:30 AM 2 large pans
were observed to be stored wet in the same cupboard.

TO COMPLY: All dishes and utensﬂs must be air-dried before being stored or must be stored in a self-.
draining position.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the equipment
cleaning/sanitization policies and procedure, revise as needed and instruct appropriate personnel. - The
Dietician could designate a staff person to do ongoing monitoring to ensure compliance.

TIME PERIOD FOR CORRECTION: Seven (7) days.

21. MN Rule 4658.0720 Subp. 1 B.

Based on observation, interview and record review the facility failed to ensure that 5 out of 27 residents in
the sample (#s: 12, 15, 18, 19, & 20) received assistance with oral care. Findings include:

See #14. MN Rule 4658.0520 Supb. 2. E

TO COMPLY: A nursing home must provide a resident with the supplies and assistance necessary to carry
out the resident’s daily oral care plan.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for providing oral care to residents, revise as needed and instruct the appropriate
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

22. MN Rule 4658. 0725 Subp. 1

Based on observation, interview and record review the facility failed to ensure that 1 out 27 residents in the
sample #19 received routine dental care. Findings include:
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Resident #19 was transferred to this facility on 10/19/04 due to increased needs for continued skilled
nursing care. The resident had been diagnosed with the dementia and paraplegia. Per the resident’s care
plan 11/3/04; the resident was totally dependent on staff for all grooming/hygiene needs. The nurse
manager was interviewed on 7/28/05 at approximately 10:15 AM concerning resident #19’s oral care. Tl
nurse manager checked the resident’s mouth after donning gloves and agreed that the resident had a large
build up of plague. The resident screamed “ouch” as the nurse manager was looking into the resident’s
mouth. The nurse manager was questioned about the resident’s oral care and confirmed by the appearance
of the resident’ s mouth that the resident had not been receiving oral cares.

The record did not contain any reports of dental visits. The nurse manager also confirmed that the resident
did not have a scheduled dental appointment.

TO COMPLY: A. A nursing home must provide, or obtain from outside resource, routine dental services
to meet the needs of each resident.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident dental policies and procedures, revise as needed and instruct appropriate personnel. The Director of
Nursing could designate a staff person to do ongoing monitoring to ensure compliance.

TIME PERIOD FOR CORRECTION: Thirty (30) days.

23. MN Rule 4658.0800 Subp. 3.

Based on observation, interview, and record review, the facility failed to provide adequate infection control
for 5 out of 27 residents in the sample (#8, 11, 15, 18 & 33) . Findings include:

Gloves were not changed when going from a contaminated area to clean area, and a wet incontinent pad was
placed on the floor.

Resident #15 had diagnoses that included dementia. The resident had a Foley catheter in place, with a leg
bag on during the day, and a drainage bag during night hours. On 7/27/05 at approximately 7:30 PM
personal cares were observed. The Human Services Technician (HST) assisted with changing an
incontinent pad, which was soiled with stool. The HST applied gloves and washed the buttocks with
disposable cleansing pads, which were then tossed into garbage. Without changing gloves, a new cleansing

- pad was retrieved from the container and used to clean the resident, a clean incontinent pad was then placed
on the resident, the leg bag tubing was disconnected from the catheter and the drainage bag connection
tubing wiped with alcohol and hooked to the catheter.

Upon review of the facilities Employee Exposure Control Plan, dated 4/01 it dlrected staff to change glov
between each site being cared for, on an individual resident.

Resident #11 had diagnoses that included anoxic brain injury, and history of MRSA (methicillin resistant
staphylococcus aureus). During observations of personal cares on 7/27/05 at approximately 7:45 PM the
HST assisted with incontinent care. The resident’s incontinent pad was removed, which was wet, and
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placed on the floor. Upon review of the care plan dated 7/12/05 it stated the resident had MRSA in the
urine, and to utilize precautions for MRSA. Upon interview with the HST immediately following cares she
reported she usually placed soiled incontinent pads in the garbage.

Observations were made of resident #33 during evening cares on 7/26/05 at approximately 7:06 PM. The
human service technician (HST) was changing the resident’s incontinence pad after episodes of bowel and
bladder incontinence.. The HST had gloves on as the process was started and finished but did not change
the gloves after cleaning up the resident’s soiled peri-area before proceeding with the rest of the resident
cares. While wearing the same gloves the HST lowered the resident back into his chair and touching all
areas of the Sara lift during the process, placed a clean hospital type gown on the resident and removing the
resident’s clothes. The HST then removed the gloves to adjust the resident in the wheelchair. The HST re-
gloved, no hand washing had been observed and preceded to remove the soiled linen and incontinence
product from the trashcan to place into separate garbage bags. The HST touched the handle of the door to
leave the room with the gloved hand that had touched the soiled linen and incontinence pad. The HST then
went down the hall to the soiled bins and disposed of the soiled items and then removed the gloves; again no
hand washing had been observed.

Observations of toileting cares for resident #8 on 7/27/05 at approximately 8:45 AM revealed that the
resident had placed himself on the toilet and an incontinent bowel movement all over the toilet seat and-on
his socks. The HST was assisting the resident with peri-care to clean up the mess wearing gloves. Wearing
the same gloves the HST replaced the incontinence pad with a clean one, pulled up the resident’s protective
hip pads and resident’s pants. The HST then proceeded to clean off the toilet seat with a disposable type
washcloth and then dried the seat with a paper towel. The HST then removed the gloves, no hand washing
observed, and reapplied clean gloves. An interview with the HST after the toileting cares the HST stated he
would normally change gloves after cleansing the soiled peri-area, complete hand washing and reapply
clean gloves to clean the toilet.

Resident #18’s had blood on finger and nail bed and her hands were not washed before she was served her
meal tray

Per record, resident #18 was admitted to the facility on 6/10/03 diagnosed with senile delusions, history of
myocardial infarction and strokes, basal cell carcinoma of the face, incontinence of bowel and bladder, and
Methicillin resistant organisms in the urine on 10/13/04. Per the resident’s care plan, the resident needed
assistance for all activities of daily living. .

Resident #18 was observed in the dining room on 7/26/05 at approximately 5:10 PM sitting at her assigned
table. The resident had dried red blood on her right pointer finger and under her nail bed. The resident had a
dark black scab on the tip of her nose. At 5:40 PM the resident was served her evening meal on a tray. A
RN set up the dining tray for the resident but did not wash the resident’s hands.

At 5:50 PM on 7/26/05 the surveyor asked the RN about the finger. The RN confirmed that she was not
aware that the resident had blood on her finger nor had she looked at the resident’s hands.

A review of the standards of nursing practice for the facility related to quality of resident care indicated that,
“Personal protective equipment to be worn during toileting. Wash hands after toileting/changing resident”.
A review of the policy related to personal protective equipment as of 4/01 indicated, “Gloves should be
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changed (and hands washed) between each resident contact and between each site being cared for on an
individual resident.”. A review of the hand washing policy as of 4/01 indicated when to wash hands:
“before and after procedures, before and after gloving, before and after direct resident contact, before and
after handling equipment/supplies/laundry”. ”

TO COMPLY: Personnel must be assigned to assist with the infection control program, based on the needs
of the residents and nursing home, to implement the policies and procedures of the infection control
program.

SUGGESTED METHOD OF CORRECTION: The Infection Control nurse could review the current
policies and procedures for standard infection control during resident cares, revise as needed and instruct
appropriate personnel. The Infection Control nurse could designate a staff person to do ongoing monitoring
to ensure infection control compliance.

24. MN Rule 4658.1340

Based on surveyor observation and staff interview, the facility failed to assure medications were secured in
one out of three buildings surveyed, Building #17. Findings include

During observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor of building seventeen,
the two south and two north carts, were observed to be unlocked and unattended. The unit staff failed to
locate the nurse assigned to the two-north cart that was located in the hallway unattended until 9:05 AM
when the nurse returned from break. The two-north medication cart contained medications for 15 residents,
topical diabetic supplies, and stock medications. The two south unit medication cart was parked at the
nurses station 9:08 AM were it remained unattended and unlocked until 9:13 AM when the assigned nurse
returned. The two-south medication cart contained medications for 15 residents.

TO COMPLY: A nursing home must store all drugs in locked compartments under proper temperature
controls, and permit only authorized nursing personnel to have access to the keys.

Subp. 2. Storage of Schedﬁle IT drugs. A nursing home must provide separately locked compartments,
permanently affixed to the physical plant or medication cart for storage of controlled drugs listed in
Minnesota Statutes, section 152.02, subdivision 3.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
medication storage policies and procedures, revise as needed and instruct appropriate personnel. The
Director of Nursing could designate a staff person to do ongoing monitoring to ensure medication storage
compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

25. MN Rule 4658.1345
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Based on surveyor observation and staff interview, the facility failed to assure medications labeled.
Findings include: :

An open unlabeled multi-dose bottle of lidocaine was located in the two south medication cart. During
observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor of building seventeen were
reviewed. The second floor staff provided the documentation in the resident’s medication administration

record that the lidocaine was ordered to dilute the Rocephin (an injectable antibiotic) as ordered by the
physician.

During the interview with the facility pharmacist, on 7/29/05 at 9:30 AM, indicated that the pharmacy
usually labels the lidocane, and that the bottle may have been used from the facility’s E-Kit that isn’t

labeled. The facility’s policy requires multi-dose bottles to be labeled with expiration date and the date
opened.

TO COMPLY: Drugs used in the nursing home must be labeled in accordance with part 6800.6300.

SUGGESTED METHOD OF CORRECTION: The Consultant Pharmacist and the Director of Nursing
could review the current medication labeling policies and procedures, revise as needed and instruct -

appropriate personnel. The Director of Nursing could designate a staff person to do ongoing momtorlng to
ensure compliance of medication labels.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

26. MN Rule 4658.1415 Subp. 2

Dufing the environment tour, on 7/27/05 at 9:00 AM, with the assistant administrator and the director of
physical maintenance department observation of the following areas of concerns were noted.

Building six
Male and female bathrooms next to the activity room (G13) were open to the corridor, the

door hardware included a locking mechanism. Observation of both bathrooms with the
assistant administrator verified no call light systern was installed.

Through out the ground floor corridor the areas near doorways and corners had a build up
of dust, debris and wax.

The smoke room (G24) had streaked areas of brown tar stains on walls and windows. The
floor, chairs and tabletops had multiple areas of cigarette burns and the ceiling tiles and air
supply ducts were covered with brown tar stains. The area had an internal air filter system

that the director of physical maintenance stated had filters that were changed on a 1-2
month rotation.
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Building 17

The dining rooms (332 and 312) had multiple chairs observed to be soiled and stained with
unidentified substance, the executive housekeeper indicated that the chairs where cleaned
on a monthly schedule but many were stained and no longer cleanable.

Window frames in the dining room (332) had areas of dents and chips exposing the metal
corner bead. When interviewed the director of physical maintenance stated that painting
and wall repair was not part of the preventive maintenance program and that the staff
identified areas of need using the facilities computer program.

Tub rooms on third and second floors contained fubs that had the rubber bumpers repaired
with tape, the tape was coming loose in many areas leaving a sticky residue that collected
water, soap and other unidentified substances. The second floor tub had gray flaked
substance covering the horizontal surface of the seat and the bottom near, director of
physical maintenance explained that it was a nursing duty to clean the tubs after use.

The kitchenette on second floor had areas of damage on the walls and corners.

Resident room (213) had the thermostat pushed through the dry wall, bed #2’s clbset had
areas to both sides of the door frame damaged exposing the metal corner beading.

The tub rooms on all floors have accumulations of dust and debris under the whirlpool
tubs. Tub room floors have collection of white and brown substances in the corners under
sinks and behind the stool. The three south tub room had broken tiles in the shower area. In
the second south tub room baseboard area tiles had come off the wall exposing the drywall

~ and a dark gray substance along the floor.

The floor surface of building 17 are vinyl sheet that was curled up around the walls
forming a baseboard, per the director of physical maintenance this was a poor instillation
currently the plan was to fix areas that became loose by reattaching and screwing the vinyl
to the walls. Areas of detached vinyl observed during the tour: hall areas near rooms # 439,
247, and 286 and the bathroom of room 247.

The smoking area of building 17 had areas of tar staining on walls, windows, and ceilings.
The executive housekeeper indicated the room was cleaned twice on days and once
evenings. Furnishings in the smoke room have areas if cigarette burns, when approached,

- the director of physical maintenance stated in the last 16 months he has not identified a

need to replace furnishings in the smoke room. The facility’s plan with damaged or unsafe
furnishings would be for staff to take it out of service and notlfy physical maintenance
through a work order. :

Resident Room 367 had damage to the walls by the windows exposing metal beading.
Resident Room 288 had a strong urine odor noted throughout the room and into the hall
both on initial tour 7/26/05 and during the environment tour on 7/27/05."
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Main dining area of building seventeen had four suspended ceiling tiles in the center of the
room over a resident tables had areas of brown stains. The director of physical maintenance
stated the stains could have been caused by condensation on overhead pipes.

TO COMPLY: A nursing home must provide a safe, clean, functional, comfortable, and homelike physical
environment, allowing the resident to use personal belongings to the extent possible.

SUGGESTED METHOD OF CORRECTION: The Environmental Director could review the current
cleaning/maintenance policies and procedures, revise as needed and instruct appropriate personnel. The
Environmental Director could designate a staff person to do ongoing monitoring to ensure compliance.

TIME PERIOD FOR CORRECTION:  Thirty (30) days.

27. MIN Statute § 144A.04 Subd. 11

Based on observation, interview, and record review, the facility failed to residents every two hours with
incontinence care for 5 of 27 residents in the sample (#6, #7, #10, #11, #18 ). Findings include:

During evening observations on 7/26/05 from approximately 4:40 PM until 7:55 PM resident #6 and
resident #7 were not observed to be toileted, checked or changed. An interview with the human service
technician (HST) at approximately 7:55 PM revealed that the two residents had not been toileted, checked
or changed since before dinner at approximately 4:30 PM. The HST assignment sheet last updated as of
7/22/05 indicated that both residents are incontinent of bowel and bladder and are to be toileted, checked
and changed every two hours. A review of the current plan of care for resident #6 as of 1/10/05 indicated,
“Resident incontinent of bowel and bladder. Wears incontinence pad at all times. Toilet/change q (every)
2hrs and prn (as needed).”. A review of the current plan of care of resident #7 as of 12/7/04 indicated,
“Toilet/change q 2hrs and prn”.

Evening observations of resident #10 on 7/26/05 from approximately 4:40 PM until 7:45 PM revealed that
the resident had not been toileted or checked and changed. An interview with the HST at 7:45 PM revealed
that the last time the resident had been checked and changed was at approximately 3:30 PM. Morning
observations of resident #10 on 7/27/05 from approximately 7:30 AM until 10:25 AM revealed that the
resident was not observed to be checked and changed. An interview with the HST at 10:25 AM revealed
that the last time the resident was checked and changed was at approximately 7:30 AM before breakfast. A
review of the HST assignment sheet updated as of 7/22/05 indicated that the resident was incontinent of
bowel and bladder and was to be toileted, checked and changed every two hours. A review of the current
plan of care for resident #10 as of 12/30/04 indicated, “Toilet/change q 2hrs and prn”.

A review of the standards of nursing practice for the facility related to quality of resident care indicated, “
Promptly assist resident on and off toilet as needed. Offer toileting a minimum of every two hours to
resident requiring assistance. Incontinent residents to use disposable garment at all times with disposable
padding under the resident while in bed (check care plan for proper garment size). Change wet/soiled
garment, wash peri-rectal area with periwash and disposable wash cloth; and replace disposable garment.
Follow this procedure every 2 hours. Provide privacy throughout procedure.”
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The facility failed to ensure resident #11 was toileted as directed on the care plan.

Resident #11 had diagnoses that included anoxic brain damage, and history of falls.

Physician orders dated 5/29/05 included a locked Posey belt when in the wheelchair to enhance safety.
According to the care plan, dated May 12 2005 the resident was described as requiring total assistance with
toileting. The minimum data set (MDS) dated 5/12/05 described the resident as having inadequate control of
the bladder, with multiple daily episodes of incontinence. The care plan directed staff to assist with toileting
every 2 hours, and to check for incontinence every 2 hours. Resident #11 was observed on 7/26/05 from
4:30 PM until 7:50 PM without being toileted (3 hours, 20 minutes). The surveyor alerted staff at 7:30 PM,
and at 7:50 PM the res1dent was assisted to bed. The resident’s incontinent pad was changed, and was noted
to be wet.

The facility failed to toilet resident #18 according to needs.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to the her room. The restraint
was released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent
product the resident had been wearing before she was toileted was soaked with urine and a strong urine odor
was present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not
know when the resident had last been toileted or repositioned. The nursing assistant stated that he started
his shift at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing
assistant confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her broda
chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said, “it’s

time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing assistant
went into the resident’s room, woke the resident up and started cares. The incontinent pad that was
removed by the nursing assistant was soaked with urine. ' :

After cares were completed the nursing assistant was interviewed at 1:20 PM on 7/27/05. The nursing assistant «
the resident’s incontinent pad was soaked. The nursing assistant stated, I'm Just too busy to get all the cares done
residents that I am giving care to today by myself.

TO COMPLY: An incontinent resident must be checked according to a specific time interval written in the
resident’s care plan. The resident’s attending physician must authorize in writing any interval longer than
two hours unless the resident, if competent, or a family member of legally appointed conservator, guardian,
or health care agent of a resident who is no competent , agrees in writing to waive physician involvement -
determmmg this interval.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the policies and
procedures for all areas of treatment with resident care, revise as needed and instruct all appropriate
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personnel. The Director of Nursing could designate a staff person to do ongoing momtormg to ensure
compliance of considerate and adequate resident personal needs.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

28. MN Statute §144.651 Subd. 5.

Based on observation, interview, and record review, the facility failed to treat residents with courtesy and
respect for their individual differences. Findings include:

During random observations during the initial tour on 7/26/05 multiple call lights in resident rooms in
building 6 were noted to be out of reach, hanging behind the bed, hanging over a recliner, hanging on a
nightstand towel bar, and wrapped around the call light unit on the wall. An interview with the HST on unit
6-1 on 7/29/05 at 8:40 AM related to call lights observed that morning in resident #57 and #58 rooms that
were not in reach revealed that resident #58 will use the call light and the resident #57 the HST was not sure
if the resident could use the call light or not. Another interview with and HST from unit 6-2 on 7/29/05 at
9:30 AM related to a call light that was not in reach for resident #59 that morning revealed that the resident
was able to use the call light. A review of the policy and procedures for resident safety indicated, “Always
make sure call light is positioned within resident reach.”. A review of the standards of nursing practice for
the facility related to quality resident care indicated, “ Call lights are accessible to residents”.

Observations of incontinence care for resident #33 on 7/26/05 at 7:06 PM revealed that resident #33 was
dangling from a manual Sara-type lift stand with only the fleece sling under his arms holding the weight of
his body, while the human service technician (HST) changed the soiled incontinence pad and gave the
resident peri- care over the trash can. An interview with a licensed practical nurse (LPN) on 7/28/05 at
10:10 AM related to the above mentioned observation of the resident dangling, the LPN stated that the HST
should not have used the Sara lift if the resident could not hold on and should not have done this over a trash
can. A review of the standards of practice for nursing related to quality resident care indicated, “Provide for
and maintain resident dignity”. A review of the policy and procedure related to use of the Sara lift as of
9/1993 indicated, “The Sara is designed for quick easy transfers from one sitting position to another and to
elevate a resident for toileting, repositioning, changing of incontinence pads, wound dressings, etc. It is not
intended for long periods of suspension or transportation”. Resident #17 did not have his catheter bag
emptied as needed. Per record review, resident #17 was admitted to the facility on 08/26/03 with diagnoses
that included neurogenic bladder, and diabetes. According to the residents care plan, the staff was to empty
and record Foley catheter output every shift and complete catheter care per physician order. The nursing
assistant sheet instructed the nursing assistant to empty Foley every shift and report and to “check bag often
— fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage
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CcC:

happens so often that I don’t feel real good about it. The night staff went home today without emptymg my
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM

cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why

don’t you empty my bag first?” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capacity of the leg bag was 500 mllhhters

The nursing assistant was interviewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff.

TO COMPLY: Patients and residents have the right to be treated with courtesy and respect for their

. individuality by employees of or persons providing service in a health care facility

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for courteous/respectful resident treatment, revise as needed and instruct the

appropriate personnel. The Director of Nursing could designate a staff person to do ongoing resident
treatment to ensure compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

Original - Facility

Licensing and Certification File

Records and Information

Ellie Laumark, Unit Supervisor

Minnesota Department of Human Services
Hennepin County Social Services

Mr. Frank Budd, MD, President Governing Body
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STATE OF MINNESOTA

Office of Governor Tim Pawlenty -
130 State Capitol ¢ 75 Rev. Dr. Martin Luther King Jr. Boulevard ¢ Saint Paul, MN 55155

September 20, 2005

Dr. Frank Budd, Chair
Minnesota Veterans Home Board
Veterans Service Building

20 W. 12th Street, Room 122

St. Paul, MN 55155

Dear Dr. Budd:

I know we share a deep belief in serving all of Minnesota’s veterans, particularly those at
Veterans Home Board facilities who require professional and dignified care. That is why the
deficiencies of the Minneapolis Veterans Home outlined in the recent Department of Health
inspection are so troubling. Our veterans deserve better.

Along with the immediate steps taken by the Board at the Minneapolis facility, I believe a
broader review of all our veterans’ facilities is appropriate.

For this reason, I am directing the Veterans Home Board to conduct a comprehensive review
of the quality of care at all Minnesota’s Veterans Homes. A system-wide analysis of
Minnesota’s veterans home program should include patient care, staffing, financing,
governance, quality assurance, and other issues identified by the Board. I would like a
report on the results of the review, modifications taken to ensure ongoing quality of care,
and recommendations for further changes by January 15, 2006.

We need to make certain that the Veterans Home Board is well positioned to give
Minnesota’s veterans the compassionate care they so well deserve. Thank you for your
prompt attention to this important matter. ‘

Sincerely,

\;-:_\>

Tim Pawlenty
Governor ) :

c: Stephen J. Musser, Executive Director

Voice: (651) 296-3391 or (800) 657-3717 Fax: (651) 296-2089 TDD: (651) 296-0075 or (800) 657-3598
Web site: http:/ /www.governor.state.mn.us An Equal Opportunity Employer

Printed on recycled paper containing 15% post consumer material




. STATE OF MINNESOTA .
% VETERANS HOMESBOARD = . . -
-MINNESOTA VETERANS HOME — M]NNEAPOLIS
SE 5101 MINNEHAHA AVENUE SOUTH :

MINNEAPOLIS, MINNESOTA 55417-1699
(612) 721-0600

-,

September 7, 2005

Ms Elhe Laumark Umt Superwsor
Minnesota Department of Health , :

- Health Policy, Information and Compliance Momtonng Division
Licensing and Certification Program :
1645 Energy Park Drive, Suite 300
-St. Paul, MN 55108-2970

‘ RE aneapohs Veterans Home — Plan of Con'ectron

Dear Ms Laumar]g

Attached is the plan of correctron for the Minnesota Department of Health survey that “Was = =
conducted on July 26 — 29®, 2005 at the Minnesota Vetérans Home — Minneapolis. As the
result of the survey, the Minnesota Board of Director’s responded with an action plan that
was deliberate and decisive to respond to the citations and make significant changes in key
personnel at the facility." The'Administrator was replaced by Stephen Musser, Executive
Director and the Director of Nursing replaced by Diane Vaughn, RN. In addrtron one
Assistance Administrator and the quality manager were removed .

We believe. that the actrons taken in the plan of correction demonstrate a thoughtful and
-comprehensive appro ach to.correcting those items that require immediate attention and a .~
longer range plan for ensuring that there are systems in place to proper momtormg and
compliance with Health Department standards.

We look forward to your return visit so we can demonstrate that we have corrected the
‘citations and installed procedures to ensure that ongoing compliance is met.

- Sincerely,

Stephen J.

Executive D: ctor/Administrator

«

Equal Opportunity / Affirmative Action Employer
MN Relay Service 1-800-627-3529 -



MN Veterans Home aneapolls
MDH Survey Plan of Correction

" July 25-29, 2005

Abbreviation legend:
RNM: Registered Nurse Manager
IDT: Interdisciplinary Team

PCN: Position Control Number -

+RTF: Request to Fill form

- - . -Licensing Violation . Plan -of Correctlon Goal Date Person(s) Follow-up
' ) : : Responsible '
1. 4658'0;10 INCIDFN? AND ACCIDEN: REPOR?ING' The incident treport has 8/8/05 RNM 2N See
All persons providing services in a nursing ' bee?-completed on . attachments:
home must report any accident or injury .to a resident #34. The'RNM' }a
resident, and the nursing home must immediately has received a review of . (Incident
‘complete a detailed incident report of the - the expectations of Report)
accident or injury and the action taken after -Incident reportlng
. learning of the accident or injury. | procedures,
: 1b
IR not completed on‘#34: To ‘improve monitoring of ‘| Electronic IR.| Assistant (Incident
: incident reports, an’ initiated . | Administrator. Report
electronic incident 9/1/05- of Resident procedure)
| report is being initiated ’ Life Services : a
-through the clinical .
software program. ' This ..
allows for “real time”
monitoring of incident
reports.
Incident reports will be’ 9/1/05 Director of lc
-| continued to be tracked ' Nursing (Sample of
and trended on an on- : electronic
going basis. ‘ incident
: report

tracking list)




| care.

Licensing Violation

Plan of Correction

‘Goal Date

Person(s)
Responsible

:Follow-up

2. 4658.0300 USE OF RESTRAINTS

Subp. 4, Decision to apply restraint.

The dec151on to apply a restralnt must be based
on the comprehen51ve resident assessment.  The
least restrictive restraint must be used and
incorporated into the comprehensive plan of
The comprehensive plan of care must
allow for progressive removal or the
progres51ve use of less restrictive means. A
| nursing home wmust obtain an informed consent
for a resident placed in a phys1ca1 ‘or chemical
restraint. A physician's order must be,
‘obtained for a physical or chemical restraint
which specifies the duration and circumstances
under which the restraint is to be used,
including the monitoring intexval. Nothlng'in'
this part requires a resident to be awakened
during the resident's normal sleeping hours’
strictly for the purpose of releasing
restralnts.

Lap Buddies.without doctor’s orders - residents

#'s 4,9,30, 31, 18, 19

’

No assessment of least restrictive device
14 days ' ' '

| Those residents noted -in

the survey . requlrlng
documentation;
reassessment, ‘and/or.a
plan for reductlon were

brought to the individual,

resident’s clinical
rounds (IDT) team for
reassessment.

The social workers and
behavioral analysts
performed a complete
house audit of all
dev1ces to assure that
requlred documentatlon is
present

The audits. were reviewed
by the clinical Rounds
(Interdisciplinary Team -
IDT). Reviews and
reassessments were
completed as 1nd1cated

To continue a restraint
reduction process the
Resident safety Workgroup

will add restraint rounds -
to its process  to ensure -

reduction is occurring
throughout the facility.

Resident Safety, processes

were reviewed and
updated.

| On-going education re: -

“restraint proper
environmentsg” will be
developed through thls
rounds team. An

| educational event is

scheduled for’
9/14 and 15/05.

‘9/2/05

8/25-30/05

8/31/05 to
9/2/05

9/2/05.

9/14 & 15/05

Director of

Nursing

See
attachments:
#2a
_ (Team
instructions)

#2b
(Device audit)

#2¢
(Team
instructions
for
reassessment)

£




Licensing Violation Plan of Correction Goal Date Person(s) Follow-up
Responsible
3. 4658.0300 USE OF RESTRAINTS A
Subp. 5 C. Phy51ca1 restralnts. Unit by unit education - 9/2/05 " Director of .See also
; : : was ‘given:to.ensure the Nursing Licensing .
At a minimum, for a r651dent placed in a - expectation.that all- violation #:
10-2

physical restraint, a nursing home nmust ‘also:

C. prov1de an opportunlty for motlon,
exercise, and ellmlnatlon for not less than
ten minutes durlng\each two-hour period in
which a restraint is employed; and

Rep051tlon1ng - residents not repositioned for
greater than 3 hours #4, 11, 9, 18

14 days

residents are provided .an
opportunity for motion,
exercise, and. :
elimination for not less
than ten minutes during -
each two-hour period.in
which a restraint is
employed.

Monitors (Inhternal
surveyors) are in place
to cobserve this occurs

"and intervene to
‘eliminate the barriers.

when this is challenged.




Licensing Violation Plan of Correction ‘Goal Date Person(s) Follow-up
‘ : ‘ ' ' ‘ Responsible
4 465870400 Subp 21 Dental . We respectfully dlsagree . : ) See
Subp 2. Information gathered. The with this citation as the. 9/2/05 Director of °| attachments #4
comprehensive resident assessment must ‘include existing system does meet ' Health a and #4b
dt least the follow1ng information:. ‘the’ regulatory.' = ' Information (oral exam
. . | requirements. The Management - forms)
I. dental condition; residents in the survey
- sample had an initial
| oral exam by Appletree _ #4c
| Dental. (scheduling
14 days » procedures -
An'excel file exists that changes .
\ tracks resident derital circled)
visits. ' o
‘ o - #4d
To continuously improve (existing
service, the existing Dental
‘| policy was modified. Services
‘ ‘ ' Protocol)
#4e Dental
Director

Program




Licensing Violation . ‘Plan of Correction Goal Date Person (s) FolloWFup
) . Responsible
| Individual resident 9/8/05 ‘| Director of | See attachment

5. 4658.0405 Subp 1 Failure to develop care:
plans ' : -

_Subpart 1. Assessment. A nursing home must
conduct a comprehensive assessment of each
resident's needs, which describes. the
resident's capability to perform daily life
functions and significant impairments in
functional capacity. A nursing assessment
conducted according ‘to Minnesota Statutes, .
section 148.171, subdivision 15, may be 'used as
part of the comprehensive resident assessment.
‘The results of_ the comprehensive resident

"assessment must be used to develop, review, and

revise the resident's comprehensive plan .of
care as defined in part 4658.0405.

No.smoking assessment #35
General lack of assessment #20, 27
20 days : T

s

agsessments .have been
completed.

Met with the IDT
department managers and

- | reviewed the

documentation -policy -
which remains compliant

with the regulations.

IDT depértments are
reviewing the expectation
with their staff. '

On-going surveillance for

.timeliness of assessment

and for re-assessments is
instituted.

Nursing
and-
Agsistant
Administrator
of ‘Resident
Life Services

Quality
Manager

#5a
(meeting
* | minutes) .
#5b (related
policies)




Licensing Violation

"Plan of Correction

Goal Date

Person(s)

Responsible

Follow-up .

6. 4658.0405'COMPREﬁENSIVE PLAN OF CARE.

Subp. 3. Use. A comprehensive plan of. care
must be 'used by all personnel involved in the
care of the resident. '

Toileting

Repositioning

Oral care

I&0 .

| Residents: 20, 17,. 11, 13, 12, 7, 10, 6

14 days

The plan of care and HST-

| worksheets were reviewed

for completeness on the
noted residents.

Educational review and
enforcemént = with HST's.
and staff nurses

'HST sheets are care plan

based :

on-going surveillance for
timeliness  of assessment

| and for re-assessments is

instituted.

9/2/05

Director of
Nursing

Quality
Manager




Licensing. Violation - Plan of Correction Goal Date Person (s) Follow-up
] : Responsible :
7. 4658.0405 COMPREHENSIVE PLAN OF CARE. ) :
| subp. 4. Revision. A comprehensive plan of - Director of See
care must be reviewed and revised by an . 9/2/05 Nursing attachments #
interdisciplinary team that includes the IDT review of -individual ' ‘ . . 5b
attending physician, a registered nurse with' | resident. case. ' Assistant (documentation-
’ ‘Administrdtor - policy)

responsibility for the resident, and other

| appropriate staff in disciplines as determined
by the resident's needs, and, to the extent
‘practicable, with the participation of the -
resident, the resident's legal guardian .or
-chosen representative at least quarterly and
within seven days of the revision of the

comprehensive resident assessment required by

part 4658.0400, .subpart 3, item B.

| Not revised resident #34 (thickened liquid
diet change - ) ’

14 days

Review and enforcement of
IDT responsibilities to
update care.plan as

.orders are ob;ained.

of Resident
Life Service




Licensing Violation Plan of Correction- Goal Date Person (s) Follow-up
3 ‘ ' : : Responsible .
8. 4658.0470 Subp 2 . L R . :
: oo : The charts racks-at . A Director of - " Completed
'4658.0470 RETENTION, STORAGE, AND RETRIEVAL. building 6 nursing 8/26/05 ‘Health '
. : . e .stations have been : Information
relocated to the charting - Management

| subp. 2. Storage. Space must be provided for
the safe and confidential storage of residents'
clinical records. Records of " current
residents must be stored on site.

.7.days

room which has a locked
door. IDT members will

have key access..




Follow~up.'

| carried ‘out

14 days

| education.was given to

review the basic methods
of care plan .
implementation involving.

'HST duties.

‘The dailybHST sheets are

care plan based. RNMs
reviewed them for
completeness.

Liéensihg Violation . Plan of Correction Goal Date person(s)
' ' : ' Responsible
- A . : . : : Director of Completed
.9.4658.0505 Subp 1 Comprehensive care plan Unit by unit on all shift 9/2/05. Nursing S




Licensing Violation

Plan of Correction

GOal Date

‘Person (s)
Responsible

'Follow~up

'10. 4658.0510 sp 1: <Staffing requirementsL

A nursing home must have on duty at all times a
sufficient number of qualified nursing
'personnel including registered nurses,
licensed practical nurses,’ and nursing
assistants to meet the needs of the residents
at all nurses' stations, on all floors, and in
all buildings if more than one building is
involved. This includes relief duty, weekends,
and vacation replacements

14 days

Staffing Needs: through interviews and
observations, -staff were unable to meet
regident needs; toileting, reposgitioning,
shaving, nail care and nourishments not being
passed. ' :

Major administrative

|.¢changes were made. The

administrator, assistant

administrator of resident
.clinical services, -

| Director of Nursing, and
Quality Manager have

Separated employment.

An interim admlnlstrator

- and interim DON are.in

place.

Initially 4 HST shifts

1 were added te building 6;

On 8/26/05 14 shifts of
HST’s per 24 hours was
added W1th1n the nur31ng

,home care units.

Meeting was held with

‘,temporary agency vendors
to improve availability
j-and continuity of care
‘givers on 8/31/05.

Priority of replacing

shift vacancies is:
- volunteers for extra

hours, temporary agency,
and as a last resort -

‘mandation.

The system of RTF’'s and
PCN was reviewed and the
process improved to
decrease the time a

.vacahcy is open.

| Absenteeisn pOllCleS are

belng enforced

We are continuing to
refine staffing patterns

8/30/05

8/29 and
30/05

.8/26/05

8/31/05

8/22/05

9/2/05

On-going

'On;going

Administrator
,Director of.

Nursing, and |

Director of
Human
Resources

/ distribution of staff




4+ 10-2.

Licensing Violation

pPlan of Correction

Goal Date-

Person(s)
Responsible

Follow—up

4658.0520 ADEQUATEIAND PRO?ER NURSING
| CARE. R :

‘Subp. 2.A. Crlterla for determlnlng adequate
and proper care. .

The criteria for determlnlng adequate and
proper care include:

A. Evidence of adequéte care and kind and
considerate treatment at all times. Privacy
| must be respected and safeguarded.

14 days

T011et1ng, mechanical 11ft transfers,‘oral
hygiene, repositioning, and clean clothing.

Nursing care. standards

were reviewed. .Unit by
unit - all shift
inservicing was done to
review expectations of

care and resident

| treatment.

A care audit was designed
| and is used on ‘every

shift to ensure cares are
being delivered. :

Intermittent monitors are
1 scheduled to assure cares

are being delivered
properly and with
regpect.

A comprehensive inservice
| is - being designed by

social services for use -

| in additional HST

training and to replace,
current general
orientation educaticn on

| resident dignity and

respectful treatment.

‘| HST orientation

competency processes are
being revised.

Current HST’s will go
through re-competency

‘testing over the next two

quarters

Leadership training for.
licensed nurses will be
presented within the next
2 quarters. - -

9/2/05

9/2/05

Started

8/30/05

10/1/05

10/1/05

1/1[06

" 1/1/06

Director of
Nursing

" See
attachments
10-2a
(standards)

10-2b
(audit) .

10»éc
(monitox
packet)




Goal Date

Person (s)

F. Proper.care and attention to hands and
feet. Fingernails and toenails must be kept
clean and trimmed. .

14 days .

Nursing

Licensing Violation plan of Correction ( Follow-up
' - Responsible . .
11. 4658.0520 ADEQUATE AND 'PROPER NURSING |'see #10-2 above 9/2/05 Director of
CARE. Subp 2 D , Nursing
D. Assistance with or supervision- of shaving
of all residents as necessary to keep them
clean and well groomed
14 days
2. 4658. 0520 ADE UATE AND PROPER NURSING CARE. ' . . B
:ubp gsE Q See #10-2 above 9/2/05 Director of
- ‘ Nursing
E. Assistance as needed with oral hygiene to
keep the mouth, teeth, or dentures clean.
Measures must be used to prevent dry, cracked
lips.
14 days
13. 4658. 0520 ADEQUATE AND PROPER NURSING CARE. 4 . . B
Subp 2F See #10-2 above 9/2/05 Director of




Licensing Violation’ Plan of Correction- Goal Date Person(s) .Follow-up
. : . ' ‘Responsible
"14. 4658.0525 REHABILITATION NURSING CARE. .
C 9/2/05 Director of

Subp. 4. Positioning. Residents must be
| positioned in good body alignment. The .
position of residents unable to change their -

own position must be changed at least every two -

‘hours, -including periods of time after the.
resident has been put to bed for the night,
unless the physician has documented that .
repositioning every two hours during this time
‘period is unnecessary or the physician has
ordered a different interval.

- 14 days )
Residents # 6, 7, 12, 18

See #10-2 above

The individual residents

noted in the survey

sample have been reviewed
by the nurse manager.

 Nursing




Licensing Violation . Plan of Correction Goal Date Person(s) Follow-up
) ‘ Responsible
| 15. 4658. 0525 REHABILITATION - NURSING CARE. ' ' o :
. The individual residents 8/24/05 Director of

Subp. ‘9. "Hydration. Re51dents must be offered
and recelve adequate water and other fluids to
maintain proper hydration and health, unless
fluids are restricted. :

No I & 0
No cups prov1ded with water pitchers

Residents # 34, 20, 19

1 day

‘noted in the’ survey were

reviewed by the RNM. ‘
These.situations are
remedied. . .

“An interdisciplinary team
including Speech Therapy

Nursing, Medical

‘Director, and Dietitians

met to review the
hydration procedures.

The following decisions

were made:

The current water passing
procedure will be
continued and the RNM and

OD’s are accountable to -
enforce that it is

followed.

See also # 17

Nursing




‘Licensing Violation

Plan of Correction

-Goal Date

Person(s)

" Responsible

Follow-up

16. 4658.0530 ASSISTANCE WITH EATING.

Subpart 1. Nursing personnel. Nursing . )

‘| personnel must determine that residents are
.served diets as prescribed. ‘Residents needlng
‘help in eating must be promptly assisted upon
receipt of the meals:and the assistance must be
unhurried and in a manner that maintains or
enhances each resident's dignity and respect.
Adaptive self-help devices must be prov1ded to -
contribute to the resident's 1ndependence in
eating. Food and fluid intake of residents
must be observed and deviations from normal
| reported to the nurse responsible for the
resident's care during the work perlod the
observation of a devlatlon was made.

v

Pers1stent unresolved problems must be reported
to the attendlng physician. .

7 days ' i

Staff standing while feeding residents
Staff not assisting with feedlng residents
| Resident # 10 , 36

See also #10—2

A Meal A551stance ‘Program '

was developed to increase
the a551stance avallable
to the residents.

aA paging system was
developed to- page for

additional. assistance if -

an individual units
mealtime is challenged.

‘It was reviewed with

staff regarding proper
feeding assistance (e.g.
do not stand while

| assisting a resident with |

feeding.)

Long—term Pians:

Tray-line meal .service is-|

being changed .to buffet
style dining-after the

‘ dlnlng rooms are

renovated. There are
funds encumbered for the
required construction .
required. When ‘ NS
completed, this will

allow greater flexibility

in schedule meals and

'Settlng up unit routines

as compared to the tray
line system.

8/26/05

"9/9/05

Summer 2006

_ Director of

Nursing
‘Director of.
Dietary

Administrator




Licensing Violation

Plan of Correction

Goal Date

Person(s)
Responsible

Follow-up

17. Subpart 3. Risk of Choking

A resident identified in the comprehensive
resident assessment, and as addressed in the
comprehensive plan of care, as belng at risk of
choking on food must be continuously monitored
by nursing. personnel ‘when the resident is ’
'eatlng so that timely emergency intervention
‘can occur if necessary. .

| #9 given regular juice' when an order for
thickened liquid was in place

7 days

An interdisciplinary team
including -Speech Therapy

,Nur51ng, ‘Medical

Director, and pietitians
met to review the
hydration procedures.

| An improved system for

| identification of
| residents who require
:,thickened liquids was
| designed.

The Resident. Dining and

Nutrition Committee will
be revitalized to address:

on-going issues related
to nutrition and
hydration.

Residents with thickened
liquids will have this

noted on the individual

resident guide in the MAR

1 in additional to the

existing diet order
locatlons

8/26/05 and
8/31/05

Designed

'8/31/05, to

be
implemented
by 10/1/05

8/31/05

, 9/9/05.

Director of

_ Nursing,
Director of
Rehab and
Director of
Dietary

See attachment’

17-a
(Thlckened
Liquids
procedure)

+




—

Licensing Violation Plan of Correction Goal Date’ .Person (s) Follow-up
: Responsible
. .0610 Subp 7 o o
18. MN.4658.0610 Subp Immediate Coxrrection: 8/20/05 Director of

Sanitary. conditions.

. Sanitary procedures and conditions must be
‘maintained in the operation of the dietary
department at all times. o

1~déy

Based on observations and interview, the
‘facility failed to maintain sanitary conditions
at all times in the kitchen.. The findings
include: 3 garbage containers without lids.
Also, a hand scoop was stored inside a sugar
bin. '

| concern.

Garbage can lids were

| ordered, please see

attached invoice. An in-

‘service was given on 8-4-

05 and 8-10-05. Please

see attachments.

‘Long term correction:

| A sanitation rounds

checklist was developed
and will be completed
monthly by a dietitian.
Immediate correction will
follow for any areas. of
Please see the
attached checklist.

Dietary




Licensing Violation Plan.of Correction Goal Date . Person (s) “Follow-up
. Responsible |
19. 4658.0670 Sutp £ Tag #4658.0670 Subp. 2 8/20/05 ' Director of

) Sanltlzatlon, storage.

All utersils and equlpment must be thoroughly
cleaned, and food-contact surfaces of utensils
and equipment must be given sanitization

' treatment and must ‘be stored- in such a manner
as to be protected from contamination. Cleaned
and sanitized equipment and utensils must be
handled in a way that protects them from
contamlnatlon.

Based on observations and interview .the
facility failed to thoroughly clean equipment
used in the sérving of food. Findings include:
the under part of the shelves over the steam
tables. and prep-area was found to be soiled
with food debris.

1 day

Immediate correction:

A staff member was
ordered to clean the area
and was checked by the
Dietary Director and -
found to be cleaned. An
in-service was given on
8-4-05 to discuss this
procedure. Please see

attachment.

Long term correction:

A sénitatibn rounds
checklist -was developed
and will be completed

| monthly by a dietitian.
‘Immediate correction will’

follow for any areas of-
concern. Please see' the
attached checklist.

.

. Dietary




Licensing Violation Plan of Correction Goal Date Person(s) Follow-up
Responsible
. 6 bp 7 » ' .
20. 4658.0 75 Subp |~Tag #4658.0675 Subp. 7 Director of

4658.0675 MECHANICAL CLEANING AND SANITIZING.
.Subpart 7 Air drylng. "Dishes
and utensils must be air dried before being
stored or must be stored in a self-draining
position.
utensils may complete air drying in proper
storage places, if available.

Based on observations and 1nterview, the
facility failed to air-dry pans after
sanitizing and prior to storlng them in the
cupboard. Findings inelude: baking pans were
‘observed to be stored wet in the cupboard.

7 days

Properly racked -sanitized dishes and .

Immedidate correction:

| All wet pans’ were
.removed, sent through .the.

dishmachine and properly
air-dried before putting
away. A&n in-service was
given on 8-4-05 and 8- 10~
05. Please see
attachments.

Long term correction:

A sanitation rounds
checklist was developed
and .will be completed
monthly by a dietitian.

Immediate correction will’

follow for any areas of
concern. Please See.the
attached checklist.

8/26/05

Dietary




policy'was'mbdified.

Licensing Violation Plan of Correction Goal Date Person(s) Follow-up
Responsible
21. 4658.0720 PROVIDING DAILY ORAL CARE. The individual residents 5/2/05 Director of
Subpart 1.  Daily oral care plan.. A nursing noted.in'the survey have Nursing
home must establish a daily oral care plan for been ?ev1ewed and‘ .
each resident consistent with the results of supplied are provided.
the comprehensive resident assessment. '
L ' See.also #10-2
B. A nursing home must provide a resident with
the supplies and assistance necessary to carry
out the resident's daily oral care plan. .The-
supplies must include at a minimum:
toothbrushes, fluoride toothpaste, mouth
rinses, dental floss, denture cups, denture
| brushes, denture cleaning products, and
denture adhesive produdts.
Not prov1ded for resident # 19, 20, 18, 12, 15
14 days
22. 4658.0725 PROVIDING ROUTINE AND EMERGENCY :
ORAYL, HEALTH SERVICES. See
‘ ] We respectfully disagree 9/2/05 Director of | attachments #4
Subpart 1. Routine dental services. A nursing with this citation as the Health a and #4b
home must provide, or obtain from an outside’ existing system does meet Information (oral exam
resource, routine dental services to meet the the regulation Management forms)
needs of each resident. Routine dental: ) requirements. We ~and Director
services include dental examinations and apologize that the survey " of Nursing :
cleanings, fillings and crowns, root canals, team was not made aware ' o #4c
periodontal care, oral surgery, bridges and of the existing system {(scheduling
removable dentures, orthodontic procedures, and | and tracking. procedures -
adjunctive services that are provided for . . , ~ changes -
similar dental patients in the community at The residents in the circled)
large, as limited by thlrd party relmbursement survey sample had an
policies. , initial oral exam by #4d
Appletree Dental. An (existing
5 excel file exists that Dental
Not done on all residents tFa?ks resident dental. Services
30 days ‘ . VlS'l.tS. Protocol)
o To conﬁinuously improve #4e Dental
service, the existing Director

Program




Goal Date

Person (s)

Follow-up’

‘# 15 gloves not changed from‘dirty to clean

# 11 incontinent pad on floor

Licensing Violation Plan of Correction
A ’ Responsible

23. 4658.0800 INFECTION CONTROL. : . , T
Subp. 3. Staff assistance with infection A handout was designed to 9/2/05 Director of See
control. Personnel must be assigned to assist review propersglove use : Nursing attachments .
with the infection control program, based on Aand 1n?luded in the 10-2a
the needs ‘of -the residents and nursing home, to educgtlon~notedn1n #10-2- (standards),
implement the policies and procedures -of the 10—?b
infection control program.’ (audit)

, . and #23a
No timeframe listed (Glove use

handout)




| Drugs used in the. nursing home must be labeled
in accordanceé with part 6800.6300.

14 days

Uﬁlabeled meds 2" f£1 bldg 17

All vials for individual
residents will be labeled
individually versus
labeling only the larger
container of the vials.

- Pharmacy

Licensing Violation - Plan of Correction Goal Date Person (s) Follow-up
, ‘ ' Responsible
-J24"4658‘1340‘MEDICINE.CABINETV ?REPARA?I?Nn Current policy réquirés ,8/24/05-' Director of See attachment
AREA. the securing of the Nursing #24a
{Subpart 1. Storage of drugs. A nursing home Tedica?ion carts 1 (audit)
| must store all drugs in locked compartments including the double '
under proper temperature controls,.and permit locking of narcotics.
1 thorized nursin ersonnel to have )
'chZs:uto the keys. 9P . To enforce the policy and Director of
. . monitor medication / - Pharmacy
Subp. 2. Storage of Schedule II drugs. A treatment cart . :
nursing home must provide separately locked compliance, a routine
compartments, permanently affixed to the | audit will be done by‘the
physical plant or medication cart. for storage pharmacy. Random audits
of controlled drugs listed in Minnesota will be done by the
.| statutes, section 152.02, subdivision 3. Quality Manager, Officers.
: ' . : of the Day, and RNM's
1 day . :
Unlocked med carts bldg 17, 2* and 3™
25. 4658.1345 LABELING OF DRUGS. ‘
: . : . 9/2/05 Director of




. Person(s)

.Licensing Viblation Plan of Correction " Goal Date . Follow-up
: : Resgponsible:
26. 4658.1415 Subp 2 o : Physical
4658.1415 PLANT HOUSEKEEPING, OPERATION, anp | Se@ individual items . _See Plant Manager.
: individual ., :

MAINTENANCE.

Subp. 2 ‘Physical plant. The physical plant,
including walls, floors, ceilings, all
furnishings, systems, and equipment must be
kept in a continuous state of good repair.and
operation with regard to the health, comfort,
safety, and well-being of the residents
dccording to a written routine.maintenance and
repair program. .

30 days

listed below.:

: Dally rounds are belng
_conducted :

" items below

'BﬁILDING 6 4658.1415 ) : . . .
G-13 bathroqms No call light system. . 9/17 Maint Sup -9/2/ Quote to
1. Get quotes from T : arrive Can be
vendor & install .installed 10
’ days after
A _ aproval.
Benit. Corridor & area near doorways Build up of dust, debris
and wax. ‘ : : 8/26 . Hskp Done
_ ‘ 1. Clean corridor : '
Smoke RM G24 "Brown stains on walls, Centracts for
- windows; ceiling tiles & ) work being
air dquets. Burns on J10/7 obligated and
. floor, chairs and . ’ Chief Eng work on both-
tabletops. smoking lounge
. * See overall plan for Bldg 9 & 17
- _ ‘ - both. lounges. :
Dining RMS -332 & 312 (include all dining rooms Stalned & s01led chalrs
and overflow areas) o ; ' : va/zs Hskp oist
2. Rédistribu e good Hskp _ Recover.
ghaLrs. ’ Project Mgr seats/backs
. ' 3. Recover. or replace?
- | Dining RM 332 _inncor ' '
_ ing RM. . " Dents &ichips in window 9/30 ‘Maint Sup, Contact
' frames exposing metal ' '

obligated

corner bead.

<




Licensing Violation

pPlan of Correction

Goal Date

Person (s).
Responsible

Follow-up

2% 5. 3% FL, tub rooms

Tubs had ‘rubber bumpers
repaired with" tape that
was loose leav1ng

B re81due

1. Repair bumpers w/

" adhesive

.9/27

Maint Sup

In progress

2™ pI, Kitchenette

Damaged walls and
corners on . laminate.

- 1. Repair sheetrock &

- paint.
2. Repalr or replace
laminate.

9/27

‘Maint Sup

In progress

Resident RM 213

Damaged -door . frame'

w/exposed metal corner . .
i beadlng

1. Repair sheetrock

2. Paint :

3. ‘Install corner
protectors.:

9/217.

Maint Sup

In progress

BUILDING 17

Tub Rooms all floors

. Dust & debris under

tubs. :
1. Clean all tub rooms

" 8/30.

Hskp.

-*Gtatus:
4" floor done
3™ floor done
1 on 2™ floor

done.

3-North Tub Room

Repair all broken, crack
& chipped wall tiles in’

shower & toilet rm. .

9/17

Maint Sup

In prdg;ess

3-South Tub Room

Repair broken tiles in
shower.

9/17

Maint Sup

In progress

2-North .Tub Room

Repair crack corner on
wall/base.

9/1

Maint Sup

Done.

2-South Tub Room

Replace tile baseboard.

8/30

Maint ‘Sup

'Hall areas near RMS 439,247, 286 & bathroom of
RM 247"

Detached vinyl that has
curled up around the
walls forming a
baseboard. )

9/17

Project Mgr

Iﬁ progress

Smoking area

Tar stains on walls, -
windows & celllngs
Damaged/unsafe
furniture.

* ‘See overall plan for

.9/17

Chief Eng

In progress

correctlon



panel for future
inspections &
cleaning

3. Write a PM to
Archibus.

: . Licensing Violation Plan of Correctioq Goal Date Personfs) Follow-up
: . Responsible : .
Resident RM 367 Damaged walls by w%ndowa 9/17 MainF'Sup | S/l,geaéy for
‘ s exposed metal beading. painting
Résident RM 288 Strong ﬁrine-odo; 9/17 Hskp :In progresg
throughout room into
hall. . : A
Main‘dining-RM Brown stains on 8/31 Maint Sup Completed
‘ ' suspended ceiling tiles. .8/31/05
. ) ] 9/27 Work  In-~
4655:4110 Safety issue - Lack of non-slip strips : | process
' ' ‘ ’ on floor in shower Maint Sup : o
Review all showers in Replace all -
DOMS, THP for loose or loose and
no strips - Replace missing strips
immediately immediately or
Incorporate this into- . . } after .
Environmental  and Nursing and regrouting has
'Nursing Rounds Environ- occurred
' mental.
Services
, , 8/31/05 Chief Eng Repairs 100%
| MsFC 703.1 ' Bldg 6,9: Repair wall : Maint Sup complete
Repair damage or seal openlng to fire- re51st1ve penetrations from wires
construction with approved materials and and pipes throughout the
methods.- : buildings | Plant Mgr
1. Seal penetratlons Mgt Action:
2. Policy to manage p/P draft
construct projects completed for
- : _ construction
' mgt.

. o Mgt Action:
‘MSFC.304.1 "'Remove all lint and New inspection
Remove combustible material from dryers and combustibles from behind : access to be
vent pipes. . the dryers and clean - ) installed & PM

vent piping from dryers 8/31/08_ | Chief Eng written in
in building .17. o o | Chief Eng Archibus

1. Clean ducting

2. Install new access . Chief 'Eng




: - - p T - .
i i i i ' Plan of Correction GO 1 Date Person(s) : AO ow-up
Licensing Violation ’ a ' Foll u
- PIé '|ec:t Plant ‘Mgré& &; ) Study in .

MSFC 1010 5

Emergency 11ght1ng ‘shall be prov1ded 1nsta11ed L

.| and 'maintain operational in the following areas.
| where two or more means. of. egress are reguired.
This includes the following areas: 1.
‘interior corridors passageways aisles and
spaces, 2) exit stairways, 3) windowless areas
having student occupancy, an d4) shops and
laboratories. . -

‘buildings.

Provide' emergency
lighting for ‘all
Emergency
lighting shall provide

‘at least one foot candle

power at the floor
throughout all means of
egress. At this time, -

_ the emergéncy generator

comes on-line only if
the public utility power
supply is interrupted.
If the electrical power

+is interrupted to a

single building or
section or a building,
no emergency power is
provided for -the

| 'included 'in -
| FY07 Bonding

request to
State

'legislature-f

Project Mgr

progress to

construct time

extension.
Meeting with .
state
architect

office has
been-set-up..

Major project
~ will need
extension

Cost $800K for

-fix $1.2 mil.

effected bulldlng or To do it ‘
section. right. - Bond
' request .

MSFC 3006.4
Medical gas (Liquid oxygen) shall comply with

NFPA 99 Bldg. 16 Because it is occupled and MVH

is the owner

Building 6,9,16, 17:

Liquid oxygen is
transferred in resident:
rooms. - Fire Marshal

omitted B16 for orders.

This project

is in

| progress and

will be -
funded once a
design work

. complete - in

Project Mgr

Asst Admin

Project design

in progress

1 for asset

preservation
resources for
Bldg. 6

progress
‘ o : Plant Mgr & Work to begin
MSFC 903.2 : - Building 17, 17 are not 9/29 Project Mgr week of
Provide an- approved automatic fire sprinkler .fully sprinklered. . 9/12/05.

system. Such system shall be installed in
accordance with NFPA standards 13, 13-R, and
13-D, as approprlate

Provide automatic
sprinkler coverage in
walk-in type coolers and
freezers. Building 17
Electrical/Telephone
Room ig not sprlnklered
1l.. Get bids. for
contractor to repalr

Chief Eng




Goal- Date

Person (s)

Subd. 5. . Courteous treatment.
residents have the right to be treated with
courtesy and respect for their individuality by
employees of or persons providing service in a
health care fac111ty

-

14 days

Patients and

is being designed by
social services for use
in additional HST )
training and to replace
current general

‘orientation .education on

resident dignity and
respectful treatment.

See also #10-2

Social
Services

Administrator’

Licensing Violation Plan of Correction - ( Follow-up
' : Responsible
27. MN Statute 144A.04 Subd 4 (reissued at Subd See # 10-2 9/2/05 kNM See attachment
11) ‘ T # 27a
‘Sﬁbd ‘11 inéontinent reéidents : Individual residents were .9/2/05 Director of (Uz Magagement
; . i - ‘ - ’ Nursin procedures -

Notwithstanding Minnesota Rules, part - reviewed by the RNM. .' g p draft 2)
4658.0520, .an incontinent resident must be - _ e 23/06 :
checked according to a specific time interval. The ngrsg'praztltigperS,_ 2/.3/
written in the resident's care plan. The lﬁteflm '1r§c';?d‘velo ed
resident's attending physician must authorize nursing, an 0 t'e éep
in writing any intefval longer than two hours & urinary ilncon 1neﬁ be
unless the resident, if competent, or a family |Management process ,Z s
member or legally appointed conservator, 1@p1emented ﬁor.re51te2,s
guardian, or health care agent of a resident with UI over Fhe next.
who is not competent, agrees in writing to Tothﬁ as their 1o
waive physician involvement in determining this individual quarterly
interval, and this waiver is documented in the assessments or
resident's care plan. significant change

‘ ‘ assessnents come due.

14 days :
28. MN Statute 144.651 Subd 5 courtes S ' : : .
. . . Y. A comprehensive inservice ‘;10/1/05 D;rector of




Licensing Violation

Boarding Care Rules:

Plan of Correction

_.Goal batg

Person(s)

Responsible
'“%’“ﬂ?z I

%)

1. 4655.4700 Physical Exams
Subpart 1

Subpart 1. Physical examination at admission.
Each patient or resident shall have an
admission medical history.and complete physical
.examination performed and recorded by a
physician within five days. prior to or. within
72 hours after admission. . The medical.record
shall include: the report of the admission
history and physical examination; the admitting
diagnosis and report of subsequent physical
examinations; a report of a standard Mantoux
tuberculin test ox, if the Mantoux test is
positive or contraindicated, a chest X ray
within three months in advance of admission and
as indicated thereafter; reports of appropriate
laboratory examinations; general medical
‘condition including disabilities and
limitations; instructions relative to the ]
patient's or resident's total program of care;
written orders for all medications with stop
dates, treatments, special diets, and for
extent or restriction of activity; physician's
orders and progress notes; and condition on
discharge or transfer, or cause of death.

14 days.

‘A procedural review was
performed by the DON and
DOM’s NP.

The HIM will audit all
admissions by day 2 of
admission to ensure the
MD has ‘signed the H&P.

‘Medical
Director

HIM Director




Goal Date

Person (s)

Licensing Violation Plan of Correction Follow-up.
: Responsible '
The individual residentsi 9/2/05 RNM

2. 4655 4000

Subp 2. Types of 1nformat10n reported The
care record for each resident shall contain the
resident's weight at the: tlme of admission and
at least once each month thereafter and a
summary completed at least monthly by the
person in charge indicating the resident's
general condition, actions, attitude, changes
in sleeplng habits or appetite, and any
complaints. -A detailed incident report of any
accident or. injury and the action taken shall
be recorded immediately. All dates and -times

| of visits by physicians or podiatrists and
vigits to-clinics, dentists, or hospitals shall
be recorded. -

No monthly progress notes for 1 of 6 residents

|14 days

review was . completed

A full house audlt was
done to determine that
all residents monthly

reviews are being done.

The RNM will monitor this
through the electronic

1 medical record to ensure
that all are completed

timely.

Director of )

“Nursing




| 4. Clean return grill. &

3. Preplace cover.

vent.

Licensing Violation Plan of Correction Goal Date Person (s) ‘Follow-up
' . ) Responsible
3.4655.7000 Resident Rooms All beds .havebeen marked 8/1/05 Physical -
Subpart g | with resident names. Plant
! : Director
J. All furnlshlngs and equlpment shall be
‘maintained in a usable,-safe, and -
sanitary condition. All rooms and beds
shall be numbered. All beds shall be
identified with the name of the patient
or resident.
Beds not marked with resident names
| 27 days
4. 4655.9000 Env:ronment ;
Subpart 1. General reguiremehts; The entire S§e individual items \ ?eF Physical
facility, including walls, floors, ceilings, listed. below }nd;v1dual Plant
registers, fixtures, equipment, and furnishings , ) . items below Director
shall be maintained in a clean, sanitary, and Daily 3 rounds will  be
orderly condition throughout and shall be kept conducted
free from offensive odors, dust, rubbish, and
 safety hazards. Accumulation of combustible
material or waste in unasslgned areas is
prohlblted
Urine smell'MMS 311 & 307 Resident relocated’ Complete Housekeeping
- : . . : o Supervisor
RM 114 bath/ shower rm. Black on floor & Walls, ' 4 '
;EP.dlngX - 8/26 ‘Housekeeping
"9/1 Supervisgor
Maintenance
Supervisor
- 3. . Clean return grlll &
i - vent.
R% 214 bath/ shower rm. One' 1ldose tile. Tub black
areas, metal disc on : : ‘
ceiling rusted. " 8/26 Housekeeping
1. Remove old caulklng & S Supérvisor
- clean. Maintenance
2. Regrout "shower & caulk Supervisor - ’
tub. . '




Licensing Violation Plan of Correction Goal Date . Person (s) Follow-up
' . S ’ - : Responsible
RM 314 bath/ shower rm. Black in grout, tub *Verit cleaned.
' ‘ dingy, black grout under” Need help of
sink. Rust on radiator . 9/27 Howard behind
cover. Dust in vent by . o - vent grid.
shower.- Non- Sllp Housekeeping Work order
missing. . Supervisor sent: for
1. Remove old Maintenance radiator needs
caulking & clean. Supervisor repainting.
.2 Regrout, shower &
caulk tub. Preplace,
cover. )
3. Clean return grill
& vent.
4. Paint radiator ‘
cover ) ' :
3rd Floor lounge. Soiled carpet, couch & ) Housekeeping Replace
pillow. 8/25 Supervisor carpet? .
1. Clean carpet. 8/26. "Maintenance’ Pictures
2. Remove exiting Supervisor taken.
- o furniture. . ] . ’
3™ Floor phone Plaster peellng around 9/27 Maintenance Ready for
: i window ) ) Supervisor paint 9/1/05
2" Floor alcove Plaster peellng around’ - 9/27 ~ Maintenance Ready for
- window S Supervisor final coat.
1st? Floor alcove Plaster peéling -around 9/27 Maintenance ~ Reddy for
_ _ .window Supervisor final coat
1 dayspace Plaster peellng around 9/27 Maintenance Ready for
. window ‘Supervisor final coat
-Paint chipped In lobby & dayroom. 9/27 Maintenance In pxqgfeSS’
. : : : Supervisor
RM 315 lounges " Soiled carpet o Housekeeping | Replace caxpet
1. Clean.carpet 8/25 Supervisor -




\ .
Licensing Violation Plan of Correction Comp Date . Personfs) Follow~up
S : Responsible
OVERALL PHYSICAL PLANT CORRECTION ACTIVITIES . TS o AStionT Taaining
Tub Rooms 1. Repair chemical pumps to .all tubs. L P : ALL
2. -Repair all tile walls/floors Maint Sup fpr-hskp re?ognltlon of
3. Deep clean floors Hskp needed,reQalrs. 'New
4, 'Replace all rusty metal ob]ects Hskp construction project '
5. - Replace any worn curtains. Hskp planned for tub room in
6. Replace worn soap/towel dlspensors Hskp B17.
: ~ 7. Replace old vents. Chief Eng
Plaster work (Bldg 9) Repair walls & paint ‘ | Create alwall chart to
1. Develop daily tracking 1og Update : | track daily work. Work
daily Maint Sup | possible till midnight’
2. Weekly access workload. Maint ' and on wegkends.
. . B Sup/Plant
Painting 1. Develop plan Mgr |-
a. Door frame & Handralls (B17) | Mgt Acbﬁon: Develop
b. Lower B17 corridor walls. plan tol address needs of
c. Door & Frames in B6 & B9. facility
d. Follow plastering
..e. Day 'spaces
f.. Main Dining Room
, g. Resident rooms .
| Ballways (all) ‘ o ‘Maint Sup
‘BLD 6 Mudding 4 Maint Sup ) A
Housekeeping Assess all areas. Attention to Hskp | Document daily rounds.
o S baseboards and corners, Condition of | Use Susan T-C as
- furniture. Clean all tubs. additional auditor.
Smoke Rooms 1. Replace ceilings & grid. | chief Eng | Use contractor to do
2. 'Order new metal furditure. work. Copy Env.
. 3. Paint with Epoxy. Secretary with all POs
4. 1Install 2™ cleaner in both ‘for contracted work.
5., Remove vinyl in B6. R
6. Install new fan in B6 ' .o
7. Create monthly GI cleaning day. Mgt Action: Create
' . : monthly deep ¢leaning
day. Shutdown lounge.
Coordination -Safety Mgr for up to 8 hours.
Flooring Issues StP Linoleum -to repair? Project 8/29 - StP Linoleum due
- B17 hallways? Eng in.
| ©. Resident rooms '
‘- B6 Nurses sta.
- B6 dayrooms.
- B9 vending areas/VCT .




Minnesota Veterans Home - Minneapolis - - Attachmehf 1:
Res:dent lncndentl\/anance Report .

Employee s Descr pt on of Vanancellnctdent S
Date/Time of report B/¢] /& 75,0 ' * Date/Time of Vanance (lf different) I / Ey / 0% 7/9

~ “sident's name  Bldg/Rm # /@12 . MR# ! *Fe3  pos_ | ?’*“‘}5‘ "175}
Jme/ﬁﬂe of witness(es) ' ‘ " ~ ,
" Type of V’arxance' .
Non-Falls: (check only one) .
____ Behavioral altercation: ____Biting - ____ Superficial Soft Tlssue Injury unrelated to a faﬂ
Burn o -'__'_;'Choking __ Unsafe Smokmgp o Restraint mcrdent
_ET OH/Chemlcal Use ___ Elopement ' | ' e _X._ Other -
. Fal!s : ' ~' unwrtnessed fall or found onfloor - __ witnessed f'allm
. Location of Varxance (check only one) L 4
_‘ﬁ_, Bedroom __- Bathroom l ___ Ot'her'Resident’é. Room ____ Unit Hallway
___ Elevator: _-___ - . Other Unit ___ Outdoors _ . Méin'Dining Room 17
__ Unit Dining Room - UnitDay Room - ___ Smoking lounge - » ___ Chépel of Peace
___ Tub/Shower Room ___ Other: _ - |
~ Situational information ,
From bed o - ___ Fromtoilet - . —- Mechanical Lift lnvolved
'Froﬁx chair or@ . ___ Other: . . : Tub/shower equnpment lnvolved .
__[}%eglf:écz’ngﬁﬁgic}sﬁ?3221?123)7‘5 wvw/ P1%)) dJ\&Q P u[M @Jf 9{£ au‘f‘v 5*”4\'(’“ TLé
VHBRMC per fransportation and sdmites 1w FFE N ‘ Was
sfing:and/or incontinence a factor? Na .. If so, last time reSIdent toﬂeted o
™ ‘at tifie did resident last eat? TE and have fluids? ‘T"F . :
vVas resrdent standmg walking 'reachmg up , _ reaohmg'down ‘ ?.

Any env1ronmen§al issues? (i.e. poor lrgh’ung, wet floor, efc.) )\} O
- Immediate Triage: Head fo Toe exam: ‘ ’
.Did resident hit head? (@ [ Yes If yes, initial neuro exam:

* Temperature: 100 5~ Pulse: 1y .. Respiration: }C) BIP: [2-8/ J0 (Usual B/P: kol

- Describe any injury: bl»e,aicme -@rm»\ p{\ SL‘;LG wa s @w\~{~ [[,@9*5 ppf_ssupet
CLOT}“IAC: sceovreds Are_zn wﬁﬁ e_lvécs_w\.Sed’ c?‘“dr\gg/c:‘cpplzue% o

Action Taken: None - FirstAid}K : Eme‘rgenoy room__- Hospitalized X

~Comments:” _ s
Physician notified: Person notn’ sd/Datefime (2 Ll [6 5 IV\D a_vO( o /Q/& L //}z,-w/) ‘
F'amlly notified: Date/time 3 //5’“ /4>5‘ 7,Q Namefreiaﬁonsth f/\)z{:c ,0 FﬁSerﬁL W[r\.f/\ L U—%»:\ _D@C uf

C/P updated or temporary CP started'? MW}Z&&ZQ /2?«-» ,/ - Nurses’ Note made: Yes No o )
~se Slgnature/}\/\/\/a’/m/t —%WQ L«JD ’\J : Date/Time _5~ / ! 5/ 3 2\;; )7[/

REV11-01 /7
MVH01-02 :

-

MO1-131F .
1IM01-131F.doc S .

-



24 Hour review of mcrdentlvanance revea!s / i _
: t No Injury - Minor Injury Complicatéd Minor Injury _~_ Major Injury -

ADescnbe Doy ﬁ/lf %Q/M Lrozer. T /%@// A’/m?yé:w =z Me«éz

A4
- Take vital srgg when reproducmg circumstances of a fall (e g., at same fime of day as fall orif resxdent fell 10 minutes aﬁer

: 'eatmg a large meal, take vital signs 10 minutes after the resident eats):

‘ Lymngfandmg B/P: .. Lying: ‘ . Pulse . k
«;» 72 / 1 minute &fter standing: - S T _Pulse__-
' / ___Pulse __

‘ '3 minutes after standing :

-..Changes’in resndent requiring reassessment of the care plan:

/Mm/’ ,é//(/ /M/Ma& //%zw%m)

L. 8a7 ﬂ/ﬂmmjﬂ //;7 a _Z 0 o
[nterdxscrglmary Dlscussxon of Vanan,!e 7 //V’ ﬂ’/ ggj / , 7/2{,«@/@?/

Slgnature /)’/ //- poze ,/,,,/,:4 v Datéw]zzg-’f ime /0’ =

Route to Nurse- Manager

Revnew for quahty rmp rovement N . '
Dxd the care plan address potentral for this type of varlance? Yes@ﬁ yes; was the care plan fo[lowed? Yes/ No
- Forfalls only: s ' . A

Intérnal Factors .
Neurological

#  pastfalls(0-180 days)  __ .- Isolated event . ;;__‘Cardidvascular
Orthopedic y o _;Percethal : ‘ ______ Psychologlcal /cogmtxve _____ New illness / onset
Ehmlnatlon needs V S Pain - Does the resndent have an identified pain management plan? Yes/No.
'Comments ‘ o - . - N .
" Externa[ Factors b A | ' | ’ N .' ' ' (
_ Medications .. - ___. _ Appliances/ devices . __-__ Environmental Isituational hazards

anfianxiety/hypnotics ._._.-_ anfidepressants .

Is resident receiving: L anﬁpsjrchqﬁg_s
___. diuretics

cardiovascular medications

Comments:

For any fype of varlance
Modn’ cations fo the Resident Care Plan Yey/ Ng (descnbe changes or why no change is made W W

/é/%@%ﬂ Agaz. ,////Oﬁ/M/ /Mm%w 47 .Z/%V

Referral Necessary . 4 -
OT/PTIST _Vision - C " Audio

Medical-

.Commen’c - SR | .
RN Manager (when section complete) MWMC’Z/ / %éz) ﬂ’(/ .Da.te: X/ / % / 5 :

Summary of Contributing factors: /ﬁ/ é’ﬁ/u% M/‘
Corrective Action: /@/«%,Eg/w M - (WW g,éfj éé?%

//Zif i@/mm 7 vt el byl [“vinze )
? e gy s J ok 7 LT L

s Ké\r’

Vuinerable AduftAct Is exte al report requrred? Yes No 1/ o .

Date/tlme/name report made fo CEP: / : - .. Date original repotter notified: - - / .

Comments: __ ‘ S : A . &

.S!gnature. : / g//umf z/‘-/ ' - Date Lf-pE-25

MOT-131F : I . . REV 1101 -
MVHAT.ND

H:\01\M01-131F.doc



" Attachment 1

Momentus IF
| STATE OF MINNESOTA |
VETERANS HOME MINNEAPOLIS
OPERATING POLICY AND PROCEDURES
'I;itle:‘ o (Agency) - Resident Incident Report o ‘ | Number: 01-06
- Approyals: Admimistrator . R ]jate:'DRAFT 8/30/05

Page 1 ~ of 3

OBJECTIVE:: ~

To define the role/respon51b111ty of staff for reporting. resident m01dents/acc1dents

To describe the procedure for completing an electronic resident incident report.

To establish a method that will provrde direction for the assessment and appropriate medical
intervention when a resident incident occuts. :

To assure that appropriate persons are notified of mc1dents i.e., staff, physmrans famlly
members, etc.

To assess the cause of mcrdents and 1mp1ement correctrve/preventwe action when mdrcated

v 'v.' vV Vv

POLICY : . ‘ :
All resident incidents/accidents, and injuries must be reported. An incident report that details the

©° circumstances surroundmg/leadmg up to the accident/injury must be completed. The report shall also

define the action taken after learmng of the incident/accident or injury.

> A resident mCIdent report shall be completed for any incident/accident occurring on or off the
facility campus :
© > Theperson arriving first on the scene or first to be. made aware of the incident shall initiate the
~ Observation Report.  The only exception‘is for medication errors. Observation forms will be’
completed for medication errors only by pool staff, pharmacy staff and all non-nursing staff. A
nurse finding a medication error will complete the Resident Incident Report: '
> Licensed nurse intervention/assessment should be souglit as soon as possible after the incident:
> All incident reports are to be reviewed by the Director/Assistant Director of Nursing and the
' Quahty Manager to determine the need for further assessment, mvesugatlon to identify possible
" vulrierable adult issues, and to ensure approprlate follow-up action. : -
> Incuient reports WllI be retamed according to the Agency Record Retention Schedule

- FORMS: ‘
"~ Momentum Agency Incident Report

DEFINITIONS: ' ‘
Staff: Any person employed by or volunteering for the M*nneapohs Veterans Home including
persons providing contract "erwces/care



" Title: (Resident) — Incident Variance Report o " Number: 01-06. ‘
. . S : ..Page2o0f3. . _.

Incident: ‘A sudden, unforeseen, and unexpected occurrence or event. Any unusual occurrence that

causes harm or has the potential for causing harm to a'resident. Any resident behavior which may put
the resident or others at risk (i.e., physical/verbal aggression, unauthorized leave, use of non- o
prescribed mood altering substances, etc.). Any physmal injury (with or w1thout a known cause) noted .
~ upon examination of a resident. . :

. PROCEDURE:
. When a staff member is made aware of or witnesses an mc1dent the following steps are to be taken

1. Immediate intervention to ensure the Safety of the residerit. NOTE: In the case of a physical threat
to safety, such as a fall or noted injilry, a licensed nurse/nurse practitioner should do an -
assessment and initiate follow-up. In emergency situations stay with the resident while
surmnomng a hcensed nurse; prov1de first-aid to the resident within the scope “of training and
ability. - . :

2. Immediately report the incident to the unit nurse.

3. The hcensed nurse will initiate the Res1dent Incident Report Rehab staff will initiate a resident

. incident report for incidents occurring while in therapy Recreational Therapy staff will initiate a
resident incident report for incidents occurring while at an RT Program Social Service will
imitate a resident incident report for behavioral incidents

NOTE: -
¢ Altercations/incidents involving two or more re81de11ts requlre a separate incident report’ for
. each resident, -
¢ Identify residents by full name and. medical record number.
Complete Incident Report for observations from a mandated reported
¢ Contact the ADON during regular business hours and the Nursmg Superv1sor durmg off-hour
shifts for lmmedrate triage for Vulnerable Adult concerns. ‘

L 4

-4, Tnage the resident situation
- A.  Handle any acute issues for the resident’s. status using emergency nursing procedures ‘
Once the resident is determined to be in a stable situation initiate the completion of the report
B.  For non-acute incidents refer to attachment one for éxamples of types of incidents.???2?
C. Contactthe ADON during regular business hours and the Nursing Supervisor durmg off-hour
~ shifts for Jmmedlate tnage for Vulnerable Adult CONCerns.

5. Imﬁate the Re51dent Incident Report
Section A for all incidents
Section B for all falls .
Section C for all medication/pharmacy incidents
Section D for all behavioral related incidents
Section E for all other incidents including mandated reporter observations Sectlon F fcr all
incidents : '

wwowe



- ‘Title: (Re31dent) Incident Variance Report = Number: 01-06
o ’ . Page3 of 3

, Completlcm and Routing Gu1delmes :
D.  The nurse manager/designee/nursing superv1sor - will review the incident report on the shlft of
- occurrence or as soon as possible arid note review in the Section F comment box. The review
shall'include care plan adjustments to meet the needs of the resident.

E.  The assistant director of nursing/ designee will complete Section G — Nursing Adrmmstratlon
review within 24 hotrs of occurrence. The nursing supervisor will complete Section G for
mghts/weekends/hohday within 24 hours of occurrence. Section G includes rewewmg all’

. incidents for CEP/DA Criteria.

F.  Pharmacist will review and sign off all incident reports, related to med1cat10n/pharmacy 1n01dents
on the shift of occurrence or as soon as possible..

G- Assistant Director of Nursmg will trigger administration to review specific mc1dents
reports via Morning meeting. Assistant Director of Nursing w1ll approve the electronic
TIncident report m%thiﬁ—%%eufs-ef—eeeuﬁe&ee—

H:\DRAFT\POL—PROC\O 1-05 8-30-05.doc




‘ Listing of Incidents ' o © Attachment
Patient:  <All> ‘ -  Incident Category:  <All>
o Unites <A Daté Range: - Sep 6, 2004.to Sep 6, 2005

" Incident Category Resident Name

: {1 unit {Date Occuredfﬁ Status
" Abusive/Aggressive. ' e 2N 08/31/2005 Entered  [a}
Abusive/Aggressive . _ . 2N 08/31/2005 Entered” |
" Abusive/Aggressive - .~ <3N °  08/31/2005 . Entered-
CFalls | 2N . 09/05/2005 - Entered
alls 4N 09/01/2005 . Entered
Falls 2N .- 09/05/2005 - Entered
Falls . 38 © 09/05/2005  Entered
"Falls 3S ©  09/03/2005 Entered
Falls 3N 09/05/2005  Entered
‘Falls 4N  09/02/2005  Ertered
Falls us-62 09/02/2005 - Entered -
Falls 4N - 09/02/2005  Entered
Falls . 2S - 09/02/2005 - Entered
Falls, 4N 09/05/2005  Entered
Falls 2N " 09/04/2005  Entered
Falls - 4N - .. 09/02/2005  Entered
Falls - U3-63 09/03/2005 - Entered’
Falls 2N 7 09/02/2005 Entered
Falls 2N 09/02/2005  Entered -
Falls ut-61" 09/05/2005  Entered -
Falls U2-62 | 09/05/2005  Entered.
S U2-62 09/01/2005 *  Entered
Falls U363 - 09/03/2005  Entered
Falls . U2-62 © 09/03/2005  Entered
Falls U2-62 09/02/2005 . Entered
Falls 'U2-62 - 09/05/2005  Entered
' Falls 3s . 09/02/2005  Entered
Falls 3s 09/01/2005  Entered
Medieations 2N 09/05/2005 Entered
Medications - 2N 09/05/2005  Entered
Medications 2N 09/02/2005 - Entered
Medications 2N 09/03/2005  Entered
Medications U3-93 00/01/2005 - Entered
Misc. 3s- 09/06/2005 Entered
Misc. 2N 09/01/2005  Entere
Misc. Ui-12  09/02/2005  Entered
. Misc. 2N " 09/05/2005 Entered
Miea, u2-62 . 09/04/2005 ~ Entered
Mo 3N © . 09/05/2005 Entered

Page 1'.of 1 T Sep-06-2005 07:08



Attachment

““August 25, 2005

To: Interdisciplinary Team Members' (IDT).
From: ~ 'Diane Vaughn
- Re: " Restraint Audits

Thank you for letting me alter the routine of your day in regardS,té
survey follow-up. I appreciate your willingness to participate in this
urgent process. o . :

¢

4

- The goal of ‘this audit'is to{

‘Inventory the actual dev1ces each resident is uSLng

Ensure that proper assessment -and documentatlon were. done 1n the
selection of this intervention .

Assess the needs for immediate reassessment of any 1nd1v1dual

‘resident by the IDT

Ensure the care plan coveys requlred documentatlon

Ensure residents have a ‘documented plan for reassessment for least
restrlctlveness :

The methodology.is:

Utilize the restraint audit and device 'listing
Evaluate each resident on the unit as to if they are ut11121ng any

- devices

If the resident is utlllzlng a device, complete the audit and update
the device llstlng

. Note which res1dents require follow-up and what type (e.g. ‘need MD

order, or care plan changes, etc)

What happens then:

L4

4"

L4

The resident’ specific ¢linical rounds team will convene to. reassess
the items requiring follow—up :

We' are assured the residents are in the least restrictive deVlce and
are aware of the risks of a device: -

We regain survey compliance .

Examples of devices:

* ¢ . ¢ @

. Alarms

Siderails
Belts '
Lap buddy’s

‘Chairs that prevent rising

Other individualized devices



Restraint Audit

Attachment 2t

_| Documentation Requirement

Compliance

Comments for
Varlances___

Follow-up

Type of Device(s)

Confirm is actual device

in use

L Required | . .

Device is an enabler

Device is a positioner

Device is a restraint

Medical Syﬁptom of device

List Med. Symptom:

Goal of device

List Goal:

Pain assessmént was
completed prior to the -
initiation of a device

Rehab was constilted

Date Rehab consulted:

OT recommended -device

Yes / No

| Least restrictive steps

of device

taken prior to 1nlt1atlon'

Please list:

Documentatlon exists that
. the medical decision
maker.has been informed
of the risks- of the
device including serious
injury and death

Date/Location of
information

Progress notes indicate
the resident’s tolerance
to the device

Date(s) of progress
--note: .

CARE PIAN DOCUMENTATION'

Device is on the care
plan 1ncludlng

Goal and Medical Symptom

Time out from being in’. -
device (e.g. to walk)

Interventions to meet
toileting needs

"Interventions to meet
repositioning needs-

Interventions to meet
‘hydration / nourishment
needs :

The care plan contains

r of the device over time

steps to decrease the use

Other comments regarding
the device use:

. Resident:

Unit:

Date:




Attachment 2¢

August 31 2005

To: Clinical Rounds Teams
From: . Diane Vaughn
RE: . Restraint Audit / Review

‘Thank you to the social erkers‘and behavior analysts'that
wOrked SO diligently on the restraint documentation audits.

Our next step is to have an IDT review of the audlts. The
IDT should rev1ew for: ‘

» Is the dev1ce 1dent1f1ed a pOSLtloner/enabler/or

restraint

Is medical symptom present

Is there a goal for the device-

Are there parameters set as to when to use .
Is there informed consent for devices that can cause harm
- if it says, Yarchived” we need to re-do 1t

Is there a.progress note for re31dent tolerance to the
device :

Are all of the details on the ‘care. plan : _
1nterventlons to meet toileting, repositioning,- hydratlon‘w
Do they have a restralnt reductlon plan

. YVYY V¥ vVvv

,Most of this is done on the audit — where items are .
m1531ng, unclear or archlved please write a IDT progreSS‘
~note. . Here is an example: ~

IDT met to reV1ew the use of device).  The IDT continues to
find this device to be the least -restrictive device
‘(include previous attempts if relevent) , the resident is
tolerating it well (examples are best). Reduction plan:

We will COntlnue this device for the next’ quarter at which
time will reassess the dévice.




Attachment 4 =

[ R

Fae—lhty—Cede«...V m e
_Screening Date: "( "5’@ "DL% -

Facmty Staff Please complete thls sectxon . Type of Screening
‘ pinital [ JAnnual [ ] Status Charige

First Name & MI: Soc Sec #—_- |

Room & Bed# ” ‘4ate of Burth jo-31-3Y9 . Gender [F] Payment Type: | IMA [1PVT []PPS
Dietiand' Nutﬁition'PfoblemS. { ]Welght Loss [ }Nutrition Problem ©  ['] Feedmg"l‘.ube . [ ]Mechanlcally Altered Dlet

> " Oral Hea,lfh Screening Eorm.

' ,Res:dent Last Name:

(1) Mmlmum Data Set lnformatlon L o P SECTION K: ORAL/ NUTRITIDNAL STATUS
e . 1. | a. Chewing Problems . a.
- : o - —— : b b.
- a. Heavy Dabis . b, URone [ Dentures . ' 2 3\::3:!\;:3 Pro“ tems b )
| HeavyPlaque - Upper | []Ful []Patial | = - d. NONE OF ABOVE S el
Hedvy. Calculus R . - "Lower | [ ]Full (-]Partial :
A ; i : : SECTION L: ORAL/DENTAL STATUS
' = : - [7 "a. Debris (soR, easily mavable substances)
: / . ; . R ’ present in mouth prior to goiag ta bed at L
c. | . A Missing Teeth w/o Replacement d. |. Loose Teeth night P -E -
| Doesn't wear Dentures or Partlals ’ .Decayed Teeth © ] b H entures and/or removable bridge b. )
| Pratilems wilh Dentures or Partials | Broken Teeth/Fillings | o HomePall.natural, keetrélos't does not * ial L .
LA Natural Teeth are Present _ \ - | Root -r,p_,t Present - Ly - Wﬁw. en ures (oie_;:a_ T
- , S . r d. Broken, loos, or carious teelh N
e 1 Swoller or Bleeding Gums . Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas T — i bleeding gums:.oral abscesses ulcers U
Ulcerations, Denture Sores . - f "Daily Oral Care Needed . |- -«or rashes . e
Soft or Hard Ti Lesion = £ L l/{ - y‘ - . J — f. Daily cleaning of teelhldenlures or daily A
Ssue ‘esuons - . ‘moulh care — by rasident or staff f. .
’ g. NONE OF ABQVE
. . . . & . : - . -
. (2) Daily Oral Care Plan }/\j? . -[-] Resi jent Mamtams Oral Care Independently .
C o R = (ﬁ’: C 1 esident Needs Staff Supervision - L -

[ ] Resxdent Needs Direct Staff Assistance

The ftems checked below are recommended to mamtam the oral health of this reSIdent

[M oothbrushmg Each morning arid evenmg, brush teeth.and gumis for 2 mmutes using a soft toothbrush and ﬂuonde toothpaste. ]
[ ] Remove Partlal(s) before brushing teeth [ ] Provide dental floss | ]E{ectnc toothbrush recommended .
[ ] Each morning and evemng. swish with 2-3 teaspoons of Fluongard or ACT ﬂuonde nnse for one minute, then spit out. -

A '[ ]. "Denture and Partial Dénture Care- Once daly,- usea toothbrush ordenture brush and mild soap ta brush dentures and parhals
. —soaking alone will not remove harmful plaque. At bedtime, remove and.brush dentures then soak them in a denture cup avernight.
. Soak dentures in plain water, oruse a dleaning product such as Efferdent or Polident but do not let the dentures dry out.

. ' 1 Apply a denture adhesive, such as Fixodent or Polygrip each moriing
o CJ/ % At ”MMC‘CW e p 7T S A
. (3) Dental Cate Referral Recommendations’ / /La/w /:;L/mj_//u
. [T Ng ental Referral. Resident has no'need for dental referral at this hme ) d/.g_/ WU fy(

{ (- Routine Dental Referral. ‘Resident has routine dental care needs.
; {1 lmmedaate Dental Referral. Resident has urgentdental needs.

Screening and Referrax Notes: ,d;m 2 J, [Q/C, /&,{/mok — /(/Uf/u/- ,O.,l /1_,&, K’f /Z’W\, y
' [6—>6 oY .
A@A,&ueu/( cz/u’ 2 trpe z&bcauf //"‘23 22, Q/ A

/@ /()JWA r | Vicki Cuno (6123 721-0690

AppMexScreener e : Facility Staff Responsible for Referrals

Cﬁ Apple Tree Dental . T -
Bringing Smiles to People with Special Dental dccess Needs - Form OHSv3




g K o - . S o © 7 Attachment 4t

-L—~Qr &I—H ea4 th-Se reening Form —— “Facility’Code: \/A
Screenmg Date \ g O}‘

Facnhty Staff Please complete this section ' R Tvpe of Screening

Resident Last Name - [ 1initial © W] Annual [ ] Status Chan’ge
First Name & Ml - B — S Soc Sec#

' Room & Bed el te of Birth; /«2//7/5 3 " Gender: N (F] -Payment Type: {] MA [1PVT ] PPS
Dle'( and Nutrmon Problems [ JWeightLoss [ ]/Nutrmon Problem . | ].Feeding Tube [ ]Mechaiﬁcally Altered Diet

(1) Mlmmum Data Set Information o L SECTION K: ORAL/ NUTRITIONAL STATUS _

1. | a. Chewing Problems a.
- - — : b. Swallowing Problems - b.
a. '\,f’/Heavy Debns b Wne _ Dentures B i c. Mouth Pa\g Ry =
[[aATHeavy Plaque Upper | []Full []Partial d. NONE OF ABOVE . d\~
‘Heavy Caleulus - . _ Lower [ JFull [ ]Partial . ’ )
; i : i N SECT!ON L. ORAL/DENTAL STATUS -
o . . X : — P N\, | 1 | @ Debris (soft, easily movable substances) 1.
: " - . - present in mouth prior to gomg to bed at - V
C. Missing Teeth'w/o Replacément = {. d. " | Loose Teeth A night a.
’ Doesn't wear Dentures or Partials i Decayed Teeth = - ] ‘b. Has dentures and/or removable bridge b:
Problems with Dentures or Partials., Broken Teeth/Fillings | | - | & ’-Shome ! ag natura{ teetrélosttu doz(as m::i.m : .
—— ? : y - ave or does not use dentures (or partia
71 Natural Tee_lh_a'rePres'ent \ : Roet Tips Present -4 . denture;s) P .
: // : ,A . : . > d." Broken, loose, of Garious teeth d
e. | '\ A Swollen or Bleeding Gums » - . .| e. Inflamed gums (gingiva); swollen or N
Co Oral Abscesses, fistulas : T A > bleeding gums; oral abscesses; uicers 1%
Ulcetations, Denture Sores © +f. |¥ | Daily Oral Gare Needed ~ | . g"flaszles < isettvdent da e
- - - - . - . Dalily cleaning of téeth/dentures or daily
Soft or Hard Tissue Lesions mouth care ~ by resident or staff f.
-1 g. NONE OF ABOVE s
(2') Daily Oral Care Plan ?/\) ] Resident Maintairs Oral Care Independently
— A e S ( Q- {]R sxdent Needs Staff Supervision
: es:dent Needs Direct Staff Assistance .

The items checked below are recommended fo ma/ntam ‘the ora! health of th(s reszdent
{/j//Toothbrushmg -Each mornmg and evening, brush teeth and gums for 2 minutes’ usmg a soft toothbrush and fluaride toothpaste
. [ 1Remove Partial(s) before brushing teeth [ ] Provide dental floss ] Electric toothbrush-recommended )
[ 1Each mornlng and evening, swish with 2-3 leaspoons of Fluongard or ACT ﬂuonde rinse for one mmute ‘then spit: out cee L e e

[1. Denture and Partial Denture Care Once daily, usé a toothbrush or denture brush and mild soap to brush dentures and partials
- —soaking alone will not remove harmiful plaque. At bedtime, remove and brush dentures then soak them in a denture cup ovemlght
" Soak deritures in plain water, or use a cleaning product such as Efferdent or Polidént, but do not let the dentures dry out
[1 Apply a denture adhesxve such as Fixodent or Polygrip | each mormng : .

-

(3)‘ Dental CareﬁReferral Recommendations

%/]}yo Dental Referral. Resident has no need for dental referral at this time.
‘Routine Dental Referral. Resident has routine dental care needs.
[ ] Immediate Dental Rgfqira}. Resident has urgent dental needs.

Screening and Referral Notes:”

SA/JC&’ %D/ﬁzﬂ,w;‘li’ - . Vicki 6un0..(6123:721-—0690'

Apple Tree Scréener .o Facility Staff Responsible for Referrals

o .
W Apple Tree Denial
‘Bringing Smiles to }’.zop?z_wifllx Special Déulal Acecess Naad-




.

“Oral H -&aJ-LHgS—é:F&%ﬁ—PFFQ—E@—F e —— Clivke Odg_ —)6" =
' Screening Date: —,é’7 f).(-/

Facility Staff - Please complete this section . . TJypeof Screenfnd

| Resident Last,Nanie: [ ]!nitial D(Annual [ ] Status Change

Room & Bedmate of Birth:"/a? a9 Genaer: M [F . Payﬁent Type: [IMA [1PVT | 1PPS
Diet and Nutritic roblems: [ ]WeightLoss . { ] Nutrition Problem [ 1Feeding Tube’ { ]Mechar;ically Altered Diet

(1) Minimim D afa Set l.nform'ati on ' B ' SECTION K: ORAL/ NUTRITIONAL STATUS

First Néme & M]:

1. | a. Chewing Problems . a.
. - g o | . b.
a. Heavy Debris : b. | [ ]None . Dentures - . g a‘,ﬁﬁ “;Z]ﬁ Pmb}emf c. -
Heavy Plaque - . Upper [ JFull [ } Partial d. NONE OF ABOVE d.
‘Heavy Calculus Lower | [ ]Full [ )Partial B - - .
B T - ; SECTION L: ORAL/DENTAL STATUS
’ P~ 1 1. | a. Debris (soﬂ easily movable substances)
. s - - . presentin mouth prior to going to bed at
c. |. | Missing Teeth w/o Replacement .ode Loose Teeth . night a.
1 Doesn't wear Dentures or Partials - : Decayed Teeth ﬁ "1 b. Has dentures and/or removable bndge b.
Problems with Dentures or Partials - . Broken Teeth/Fillings . c. 'Some / all natural teeth lost - does nat :
Natural Teeth are Present ] \ ] Root Tips Present L . EZK?U?Q goes r.\ot use dentures (or pamal. i ’c;
e e———t — > | Braken, foose, or cariqus teeth - la -
e. Swalien or Bleeding Gums .| e Inflamed gums {gingiva); swollen or
Oral Abscesses, fistulas — — g > bleeding gums; oral abscesses; ulcers
*Ulcerations, Denture Sores f. | | Daily Oral Care Needed . | } . g’ "133",33  toottyderit daily - €.
" : : Lo - — - . Daily cleaning 0 eeth/dentures or daily
Soft or ngd Tissue Lesions ' ’ mouth care - by residet or staff i RA
g. NONE QF ABQVE . g

[ 1 Resident Maintains Oral Care Independently
[ ] Resident Needs Staff Supervision
[ 1 Resident Needs Direct Siaff Assistance

. ) Dallv Oral Care Plan }/\)?
,:}

The ltems cheécked below are recommended to malm‘am the oral health of this res:dent

- [] Toothbrushing Each morning and evening, brush teeth. and gums for 2 minutes tising a soft toothbrush and ﬂuonde toothpaste
. [ ]Remove F’amal(s) before brushing teeth [ 1 Provide dental flass [ }Electnc toothbrush recommended
- [-]1Each mommg and evening, swnsh wsth 2-3 teaspoons of Fluorigard or ACT ﬂuonde rinse for one mmute, then spit out.

[1 Denture and Partial Denture Care Once da;ly, use a toothbrash or denture brush and mild soap to brush dentures and partials
~soaking alone will not remove harmful plague. At bedtime, remove and brush dentures, then soak them in a denture cup ovem\ght
Soak dentures in plain water, or use a cleaning product such as Efferdent or Polident, but da not let the dentures dry out. ”

[ 1 Apply a denture. adhes:ve such as anodent or Polygnp each mormng '

'(3) Dental Car‘eReferra} Recommgndations'

[ -No Dental Refeiral. Resident has no need for dental referral at this tirrie.
[ 1 Routirie Dental Referral, Resident has routine dental care needs.
[1. !mmediate Dental Referral. Resxdent has urgent dental needs.

Screening and Referral Notes: &)CL(,(,Q.;L M:f mmm 7¢@\_ Wg»‘?@:]—@y

PN oo . \
) (( M/Zb-h‘” : Vicki Cuno (6123 721-0690
: Ap%areener . ’ ‘ Facility Staff Re_spo.nsable for Referrals:

W Apple Tree Dental .
Bringing Smiles to People with Special Dental Access Needs Form AWE->



'—Code';::“ "'VL SoTmiommI
Scréenin‘g Date: /5‘7 [ L/
' S SEIE

Facmty Staff Please comp}ete thxs section . Typeof Screemnq

Resident Last Name

[ ]lnitial‘ %nnual [ 1" Status Change

* First Name & MI: Soc Sec #

Rooni & Bedg D'ate’ of Birthy 7;’{//9/ a3 Genﬁér,: N IF] Payment Type ]MA [ ]PVT [ ]PPS

| Diet and Nutri roblems: [ ]Weight Loss [ ] Nutrition Problem T ] Feeding Tube [ ] Mecharnically Altered Die
.(1)' Minimum Data Set Information . s SECTION'K: ORAL/ NUTRITIONAL STATUS
- - - - . | 1. | a. Chewing Problems a.
a. Heavy Debris b. | [INone Dentures 2 3:3:?;:;2 Problems 2
Heavy Plaque ) . Upper I,] Full [.]Partial . 1 d. NONE OF ABOVE 14
Hedyy Calculus Lower [ TFull [ ]Partial - S
. T - ] X - - SECTION L: ORAL/DENTAL STATUS
. : P —P 1. | a. Debris (soft, easily movable substances)
; - 3 _ - i * present in mouth prior to gomg to bed at
‘e | Missing Teeth w/g Replacement . |. d. LooseTeeth - night - a,
" Daesn't-wear Dentures or Partials Decayed Teeth © . | R b. Has dentures and/or removable bridge b.
Problems with Denlures or Partials, : Broken Teeth/Fillings | - ¢."Some / all hatural teeth lost - does not
Natural Teeth are Present ~ D Root Tips Present by ha_ve'or does nat use dentures (or partial
: = \ - - dentures) . o C.
. - S 'b. d. Broken, laose; or carious teeth d.
e. Swollen or Bleeding Gums | e. Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas ~ - - ) > bleeding gums; oral abscesses; ulcers
Ulcerations, Denture Sores~ | * . f. | | Daily Oral Care Needed | N ‘f B‘ rlashtes ' ¢ teeth/dent daily - e..
T - - : — e —P | 1. Daily cleaning of teeth/dentures or daily
- Soft or Haré Tissug Lesions . :. mouth care — by resident or staff f.
’ : ' g NONE OF ABOVE . g.
(2) DallV Oral Ca re Plan }[\),/., [ 1 Resident Mamtalns Oral Care !ndependently
. ( 0‘, [ ] Resident Needs Staff Supervision .
- [ ] Resident Needs Direct Staff Assistance

The items checked bélow aré recommended to maintain the oral heafth of this resident. .-

[1] Toothbrushmg 'Each morming and evemng, brush teeth and gums for2 mmutes using a soft toothbrush and fluoride toothpaste.
: [ 1Remove’ Partxal(s) before brushing teeth [ ]Provide dental floss [ ] Electric toothbrush recommended '
~ [ }Each mommg and evemng, swish with 2-3 teaspoons of Fluorigard or ACT fluoride rinse “for one mmute then | spitout.

[] Dentureand Partlal Denture Care  Once dally, use a toothbrush or denture brush and mild soap to brush dentures and partials
"—soaking alone will not remove harmful plaque. At bedtime, remove and brush dentures, then soak then in a denture cup overmght
.. Soak dentures in plam water, of Use a cleamng product such as Efferdent or Polident, but do not let the dentures’dry out.
: [1Applya denture adhesive, such as F|xodent or Polygrip each momning

(3) Dental Care Referral \Réco‘mmendations

[ 7 No Dental Referral. Resident has no need for dental referral at this time.
[ ] Routine Dental Referral. Resident has routine dental care needs.
[ ] Immediate Dental Referral. Resident has urgent dental needs

Screening and Referral Notes: (1)pod Jat, (,049414/\ J £ ’/ﬁ—@\- Mﬁmmrxz—é?—@
" SRR /lel ) n S Amﬂ;w» TLa Z)gﬂ\, oc /u/{,wpg ——3/@;/

- ‘ )( ( )/&/{%/Zbﬁ“ Vicki Cuno (6123 721-0690

Apple Wee Screener - Facility Staff Responsible for Referrals

. C\') ‘Applte Tree Den.tal . .
Bringing Smiles to People with Speécial Dental Access Needs . Form OHSv3



“Oral H ealt h~8_cfpe.e g Foerm—— -l*aom*Lv“Code S VA 4 M
| Screening Date: _. 7/ ) D L/
' PRI

Facility Staff - Please complete this secﬁoﬁ ) A o " Type of 8 ocreemnq B"?Oy .
"|'Resident Last Name: . [ 1inital %nnual { ] Status Change

Flrst Name & MI

Room & Bed# Date of Bitth;_/2//9/5.3 _ Gender: Mm PayméntType: [1MA [1PVT [1PPS |
Dxet and Nutrntth" Problems: [ ] Weight Loss | { 1Nutrition Problem | ] Feeding Tube []MechamcallyAltered Dlet

(1) Mlmm um Data Set [nformatlon o SECTION K: ORAL/ NUTRITIONAL STATUS
- : 1. | a. Chewing Problemns a.
" oa. . Heavy Debiis b, | [ ]None Dentures 2 a‘:sg}”‘g:g Prablems 2
Heavy Plaque -~ | . Upper | [ JFull [ ]Partial d. NONE OF ABOVE d.
Heavy Calculus . lower.] [1Full [)Partial’.
T . . : SECTIQN L: ORAL/DENTAL STATUS
L ) oo ER g g 1. | a. Debris (soﬂ easily movable subs(ances)
" - S - S N\ present in mouth prior to gomg to bed at
c. Missing Teeth w/o Replacement  _ |. d. Loose Teeth . night - a.
Daesn't wear Dentures or Partlals. ) Decayed Teeth - b. Has dentures andfor removable bridge b.
Problems wih Deplures or Partials Brokén Teeth/Fillings - | c."Somé / all hatural teeth lost - does nat
~ : < E " have or does. not use dentures (or partial
Natural Teeth are Presgnl R \\ Ruot’ﬁps ‘PresenlA by - déntures) - . c
R - - T "'. -1 d. Broken, loose, or carious leeiﬁ . d..
é. |- Swo{len. or Bleeding Gums | ‘e Inflamed gums (gingiva); swollen or
QOral Abscesses, fistulas - X P bleeding gums; oral aﬁscesses; ulcers
Ulceralions, Denture Sores - f. | | Dally Oral Care Needed | b | g r;ash'es ind of teethident dail e
: ; T — ; o . " Daily cleaning of teeth/dentutes or daily -
Soft or Hard Tissue Lesions “mouth care — by resident ar slaff A
- g. NONE OFABOVE - R

[ 1 Resident Maintains Oral Care Iridependently
[ ] Resident Needs, Staff Supervision
[ ] Resident Needs Direct Staff Assnstance

2) Daily Oral Care Plan s -

The items checked below are recommended fo malntam the oral health of thls reszdent

1 Toothbrushmg Each morming and evemng, brush teeth and gums for 2 minutes usmg a soft toofhbrush and ﬂuonde toothpaste
‘[ ] Remove Partial(s) before brushing teeth [ ] Provide dental floss {] Electric toothbrush recommended
{ 1Each marning and evenmg. swish with 2-3 teaspoons of Fluongard or ACT ﬂuonde rinsé for one mmute then spit aut.

1 Denture and Partial Denture Care .Once daily, use a toothbrush or denture brush and mxld soap to brush dentures and partials
© " -soaking alone will not remove harmful plaque. At'bedtime, remove and brush dentures, tfien soak them in a denlure cup ovemxght
. Soak dentures in plain-water, or use a cleaning product such as Efferdent or Polident, but do notlet the dentures dry out. *
T - 01 Apply a denture adhesxve, such as Fixodent or Polygrip each morning -

(3) Dental Care Referral Récommendations

['] No Dental Referral. Resident has no need for dental refeiral at this time. . W Waﬂ

[ 1 Routine Dental Referral. Resident has routine dental care needs.
[ ] Immediate Dental Referral Resident has urgenl dental needs

Screening and~Referrat Notes: [,( ) Wg& /l,d_‘zf’ C,dﬂ.»/lé/\m *7(.,6\ mer/%-;;—@c
: L ' (ULl d NAHS . /'m«whztu »ﬂd\ arnisn S 2 K25 }/
» {/{)u(;c/b /}J‘" /LM,@«(,UL« Q»Amméya OF "E}X'O
PN

_— &) (( M/&Mf _ Vicki Cuno (6123 721- -0690

Apple Wee Sereener . Facility Staff Re.sponS(ble% for,Refeljrals

05 Apple 'I‘rce.Den'tﬁal
Bringing Smiles to People with Special Dental Access Needa“ . Form OHSy3
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~OFaT Health Screen:nq Form

Screemng Date: 5 9‘ ?

Res:dent Last Name

First Name & Mi: -

‘| Room & Bed#g
Diet ahd"N'ugrity Pro !ems

Facmty Staff Pleasermle‘te this secuon ‘

[ 1Weight Loss

Date of Birth; /,,?//C) /5ﬁ Gender

. " Type of Screening
[ ]lnfﬂal MAnnua! [ ] Status Change -
'Soc Sec #:

[Fl Payment Tybe: ' [.]M'A [.]PVT' [1PPS

:.(1) Mlmmum Data Set lnformatxor"

[ I Nutrition Problem

[. 1 Feeding Tube

[r Meehanicélly Altered Diet

'

SECTION K: {ORAL/ NUTRITICNAL STATUS

1. a. Chewing Prablems a.
: = ) b, I
a. - | Heavy Debns b [‘i’ﬁone . Dentures c fn:itt? g:g Problems 2 .
. Heavy Plaque = . : Upper | '[ 1Full [']Partidl , 1a NONE OF ABOVE d. 4__,/
| Heavy Calculus : CLower | [ 1Full [ ]Partial . ) ’
- . E— ) . S ECTION ‘L. ORALJDENTAL STATUS
) - P 1. | a.-Debris {soft, easily movable substances)
P . — NS présent in mouth prior to going to bed at
C. - Missing Teeth w/o Replacement - d.- Loose Teeth -~ - N ) night. . 1 a.
Doesn't wear Dentures or Partials Decayed Teeth ) ) .' _b. Has dentures and/or removable bndge b. ~
.| Broblems with Dentures or Partials, “Broken Teeth/Fillings ¢ ’Shome { ag natural leel?‘:jlost doesnat
% ~ g 5 REVY Eaa 0 T i . 3 ave ordoes not use dentures {or pamal IR
LA Natural Teem ere Present \ Root Tips Preser?t ,( ‘dentures) } i .
- - S - o ™ -d. Broken, loose, or carious-teeth’ d.
e Swallen or Bleeding.Gums - - : .| e. Inflamed gums (gingiva); swallen or
Oral Abscesses, fistulas . 7 T T - L S bleeding gums; oral abscesses; ulcers .
Ulceralions, Denture Sores f. | A DallyOral Care Needed | |. or rashes e
Soft or Hard Tissue Lesions — - ~ == 1 f. Dailycleaning of teeth/denmres or daily
chiuBl ’ ) 2 miouth-caré ~ by resident or staff - f.
- . NONE OF ABOVE g.

. (2) Daily Oral Care Plan

/4
. A
N 7%

’

[-] Résident Maintains Oral Care lndepend.entl.y' :
[ ] Resident Needs S aff upervision . ~ -
(G- esxdent Need taff Assistance

The ltems checked be/ow are recommended to mairitain the oral health of this res:dem‘ E

- Toothbrushmg Each mornmg and evening, brush téeth and gums for 2 minttes usmg a soft toothbrush and ﬂuonde toothpaste
. { 1Rémove Partxal(s) before brushing teeth [ ] Provide dental ﬂoss { ] Electric foothbrugh recommended ~
[ 1 Each morning and evemng. swnsh with 2-3 teaspooas of- Fluongard or ACT ﬂuonde rinse for one minute, then sp«t out.’
‘['] - Denture and Partial Denture Care Once daily, use a toathbrush or denture brush and mild soap to brush. dentures and partials

—soaking aloné will not remove harmful plaque. At bedtime, remove and bush dentures, then soak them in & denturé cup ovemtght
Soak dentures in plain water, or use a cleaning product such as Efferdent or Polident, but do not let the dentures dry out

[1 Apply a denture adhesxve such as Fi xodent or Polygnp ‘each morning
'(3) Dental Care Referral Recommendatlons

{ 1 NoDPental Referral.. Resident has no need for dental referral at this hme
[U-Routine Dental Referral. Resident has routine dental care needs.
{ 1 Immediate Dental Referral. Resident has urgent dental needs.

W Eeaysty

Screenmg and Referra! Notes:

s prhalioe ptn Oineoriig
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State Of Mlnnesota Veterans Homes Board - S . A-19-003-C (6/98)
' Minnesota Vetérans Home - aneapeh : )

5101 Viimrehalia Avenue South T T AUTHORIZATION.
~ Minneapolis, MN 55417 - .~ - T - . -FORRELEASE OF

' “ADDRESS: CBM \}Aemvn‘( Nbrw&

6]2—721 0600 Fax 612 728-1259 MNRelay I~800—627—3529 . 'MEDICAL INFORMATION

Please Return Informatxon to the Attentxon of:

E’i’O: - V V:\MC;

.Namjé of Residept/Pati

(Y\D\ 4 PON sy (’7 DateofBirts 1214 | 1463
Social Secunty Number |
Date Admxtted to MVH—

Y, zZz "Zoz:sh

ThlS is your full and sufﬁcxent authorlzatlon to release to the anesota Veterans HOmes Board of :
Directors, its agents, representatxves or employees, the HOSPITAL OR MEDICAL information checked

_below. This authorization spec1ﬁcally includes records prepared prior to and after the date of this
_ :authorlzatlon I authorize conversations between the bearer of this authorization and medical,
. psychiatric, psychological and social services personnel. This authorization includes the release of -

information concernmg drug abuse, alcohohsm, psychmtnc/psychologlcal mformatwn and HIV/AIDS.

. ucw&.«»fw/l

"Informatlon is necded for the- followmg dates of stay

Dlscharge Summanes R '
‘Outpatient Records, Summanes Interdlscxphnary Notes Physman and Nurses Notes’
Labs/X-rays
Medical, physical, socil, psychologlcal/psychlamc hlstones and assessments

. Statements regardinig applicant's participation in programs, including compliance with treatment
plans, rules, care plan and abstmence from mood-altering substances

"% Other, including the fqllowmg TeSendm b mi«_s : J%nmfbec, 205"-\ “M@QCD('@

oonaoao

. 4 Informaz‘zon collected through use of thzs release szZ not be disclosed or dzssemznated to zndzvzduals

business, entities or state or federal government agenczes wzz‘hout your informed consent, except as:
 required/permitted by law. ‘ ]

B."  This release will expire one (1) year from - ‘the dare of your szgnarure Attentlon Public Facilities:
Minnésota Statutes §13.05, subd. 4(d)(7) requlres automatic explratlon of this, authonzatmn one year
from the date of its executiomn. - :

Information will be used to determine your eligibility for admzsszon and continued stay at z‘he Mznnesota
Veterans Homes. - ~ :

D. . Youmay refuse to sign this reléase of information, but suc}z refusal may. result ina denzal of your

aa’mzs;zo_n to a‘anesota Veterans Home or in the Homes inability to meet your care needs.

: I have read and 'unde‘rsfand the conditions of this release of information as stated on this form. I hereby

worize you (NAMED ABOVE) to disclose the ;equested'infonhaztio to the MN Veterans Homes Board.

\v

8/ =¢

Applicant/Resident Signature - . Date

. S POLSIDIE Tty St efR@latmnsth Pater .
~ Reason Applicant/Resident Cannot Sign' ; ’

\'\Wm\uns kA NSeang)

- THE MOINNESOTA VETERANS HOMES BOARD IS AN EQUAL OPPOR’I‘UNITY/AF FIRIYIATIVE ACTION
EMPLOYER.




“Note Text -
TITLE: PATIENT CONTACT NOTE

DATW OF NOTE: DEC 21, 2004@15:45 ENTIRY DATE: DEC ‘21, 2004¢15: 45 10
AUTHOR: OFSTEHAGE,JOHN C EXP COSIGNER:
URGENCY : ) : o 'STATUS:. COMPLETED

Nam jatiooship of Contact if other than Veterant
: - pt’'s sister e

Date & T:Lme of Contact Dec 21, 2004@15 45

Type of Contact Telephone

Reason £0zus . t: I spoke with Pt's ‘sisterE regarding dental‘
care for - o . : o
Option?s ssed :.nclude 1. o treatment. ’

2. Admzl,ss:.on to va med:.cal center for evaluatxon in
the OR of dental problems and necessary tooth extract:.ons.

! is go,:.ng to meet w:.th— Hosplce team in the near future
at™ - N L . . .

the MVH. Follow:.ng a discussion of Ptis comfort issues, risks and. Benefn.ts of
Dental surgery in the OR -we will® determ:.ne if we should adm:x.t for
dental treatment

Next -w:.li call me following her meeting with the Hospice team

/es/ JOHN C OFSTEHAGE

STAFF DENTIST -
-‘Signed: 12/21/2004 15:53
Facility: MINNEAPOLIS VAMC




. Attachment
anesota Veterans Home o
- Minneapolis

~Dental Program

Schedulmg Adm:ssnonlAnnual Exanis

Admissions

1.

An admission referral for a'dental exam is completed when an admtssron dental
packet is compiled and sent to Apple Tree Dental (ATD). An admission dental -
packet includes an oral health plan, dental referral form, current physician order
sheet, history and physrcal and dlagnosrs list.. Date the admission dental packet is
sent will be tracked in the Excel Tickler Denfal File '
Upon receipt of the packet ATD will schedule the admission dental exam

ADT will-fax the appomtment list to HIM. ' :

HIM will provide nursing with the list.

. Nursing will offer the dental appointment to the resrdent and involve the Socral

Worker, as indicated, if a responsible party is involved.

" Nursing will return the list to Unit HIC indicating the resident acceptance/refusal of

the dental appointment. Unit HIC will inform the HIM dept. of refusals. Refusals
are to be documented in the Excel Tickler Dental File, Momentum progress notes .
and Health Maintenance Monitoring form. If the resrdent/representatxve accepts
the appointment the HIC will note the appointment on the calendar.

ATD will be notified of the refusal and schedule the resrdent for another dental
exam.

Resrdents will be offered three consecutlve opportunities to accept a dental
appointment. After the third refusal; ATD will place the resident on an' lnactxve list

" and HIM will track for the next annual- appomtment

Annua! Exams

' Dept HIC will track and refer all residents due for an annual dental exam. ATD

will track/schedule annual dental exam and fax the appointment list to HIM
approximately one week prior to the visits. HIM distributes the list to the units.
Nursing will offer the dental appomtment to the resident and lnvolve the Social -
Worker, as indicated, if a responsible party is involved.

* Nursing will return: the list to Unit HIC indicating the resident acceptance/refusal of

the dental appointment. Unit HIC will inform the HIM dept of refusals. Refusals
are to be documented in the Excel Tickler Dental File, Momentum progress notes
and Health Maintenance Monitoring form. If the resident/representative-accepts

" the appointment the HIC will note the appointment on the calendar.

. ATD will be notified of the refusal and re—schedule the resrdent for another dental

exam. -
Residents will be offered three consecutlve opportunltzes to accept a dental
appointment. After the third refusal, ATD will place the resident on an inactive Ils’t~
and HiM will track for the néxt annual appointment.

. Unlt HIC will track in Excel Dental Tickier File all annual dental visits refused by

residents. By the fifth working day of every month the Dept. HIC will generate a
Dental Referral Exam list for residents who refused the last annual exam and
residents due for an annual exam. Dental packeta will be completed upon request
by ATD..

H\POL-PROCIP-P19\dental doc | © _MVH 8-30-05




MINNESOTA VETERANS HOME = " Attachment
Mirnneapolis- '

APPLE TREE DENTAL SERVICES PROTOCOL
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—Adwiissions © © - . e B
Residents will be referred for a dentsl examination within 90 days after. admxssron

- *Admission Dental Packet = Oral Health Plan, Dental Referral Form 'Physrcran Order -

- Sheet, History and Physzca and Diagnosis list

**Documentation in the progress notes to include: “Resident rmssed/reﬁlsed dental

" appointment on (date). See ATD pro gress note” Or, “Resident seen by ATD on (date)

See ATD progress note’:
1. On Admission, the Unit HIC will initiate the Oral Health Plan-and Dental Referral by
- noting the resident name, room number and medical record number on the bottom of
. the form. The Oral Health Plan will be sent to the Social Worker for completlon
The Dental Referral will be sent to Nursing for completron '

2. MVH Social Worker will be responsible to meet with the new resident or resident’s
representative to complete the Oral Health Plan by or at the time of the Initial Care
Conference. Social Worker will complete the Oral Health Plan indicating a

" .determination to receive dental sérvices from Apple Tree or other dental provider and
identifying who will make treatment dec1s1ons "The Oral Health Plan will be grven to
the Unit HIC.

3. Nursing will complete the Dental Referral by the Initial Care Conference The
Dental Referral will be given to the Unit HIC,

4. A copy of the Oral Health Plan and Dental Referral is placed in the *adrmssron dental
packet and the originals are filed in the medical record under consultation.-

5. Admission Derital Packet* is completed for the admission annual dental referral and

0PN

sent to the Dept HIC who will deliver the packet to Apple Tree Dental during the next '

'visit, Referral will be entered in Momentum by the Dept. HIC .

Upon receipt of the packet ATD will schedule- the admission dental exam.

ADT will fax the appomtment list to HIM :

HIM will provide nursing with the list.

Nursing will offer the dental appointment to the resident and, mvolve the Social -

Worker, as indicated, if a responsible party is involved.

10. Nursing will return the list to Unit HIC indicating the resident acceptance/refusal of

_ the dental appointment. Unit HIC will inform the HIM dept. of refusals. Refusals are

to be documented in the Excel Tickler Dental File, Momentum progress notes and
Health Maintenance Monitoring form by the unit HIC. If the resident/representative
accepts the appointment the Unit HIC will note the appointment on the calendar.

11. ATD will be notified of the fefiisal and schedule the resident for another derital exam..

" 12. Residents will be offered three consecutive opportunities to accept a dental

B.

L.

- appointment. After the third refusal, ATD will place the resident on an 1nact1ve hst
and HIM will track for the next annual appointment.

13. The medical record and a copy of the current medlcatron/treatment sheet accompany
the resident for admission exams.

A14 Nursmg will initiate the Oral Care Plan by the time of the Tnitial Care Conference

ANNUAL EXAMINATIONS :
Residents will be referred for an annual dental examination every 12 months.

Dept. HIC will track and refer all residents due for an annual dental exam. Referral will
be documented in thé progress notes by the Dept. HIC.

2. 'ATD will track/schedule annual dental exam and fax the appomtment list to H]IV.[

approximately one week prior to the visits.

3. HIM distributes the list to the units.
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4~5—Nuxsmg—w111-offer thedental—appo,ntfnent-to—the-remdent—and-mvohtethesomnT Worker,

. 5.'

~as-indicated, if a respensible party-is-involved. - - - e

Nursing will return the list to Unit HIC- md1eat1ng the res1dent acceptanee/reﬁlsal of the

-dental appointment. Unit HIC will infotm the HIM dept. of refusals. Refusals are to be

documented inthe Excel Tickler Dental File, Momentum progress notes and Health
Maintenance Momtormg form.by the Unit HIC. Ifthe remdent/repres entatwe accepts the

-appointment the HIC will note the appointment on the calendar. -
. ATD will be notified of the refusal and re-schedule the resident for another dental exam.

Re81dents will be offered three consecutive opportunities to accept a dental appointment.
Aftet the third refusal, ATD will place the res1dent on an inactive list and HIM w111 track

. for the next annual appointment.

A,

Unit HIC will track in Excel Dental T 1ck1er Fﬂe all annual dental visits refused by
residents. By the fifth working day of every month the Dept. HIC will generate a Dental

N Referral Exam list for residents who refused the last annuial exam and residents due for an
' annual exam. Dental packets w111 be completed upon request by ATD.. '

TI. RETURN FROM DENTAL APPOINTN[ENT

Apple Tree Dental will complete a progress note for every re31dent seen that mcludes the .
name of the dentist or dental hygienist, date of service, specific dental services provided
(documentation needs to reflect if this appointment included an annual exam),

" medications adrmmstered, medwal or dental consultatlons follow-up orders and follow~

‘up appomtments
Nursing will review progress notes and foIlow-up thh any orders accordmg to policy and

- procedure for transcribing physician orders. (Attendmg phys1c1an shall venfy/clanfy all

orders prior to 1mp1ementat10n)

. Dept HIC will provide the unit HIC with the appointment hst noting if the resident was

- seen foran annual exam. The unit HIC will document the admission/ annual dental ws1ts
"on the Health Maintenance Monitoring form and in the progress notes. ** '

. Unit HIC will file the dental (nursing) referral and dental progress notes under the

consultation tab in the medical record . Unit HIC will note dental visit in the pro gress
notes 4

I]I EMZERGENCY/DENTAL CONCERNS

. Al

C.

D

A

Emergency/Dental Conéerns will be initiated by Nursmg on the Request for Dental Exam
Form and given to the Unit HIC. Nursing will document request in the progress notes
Unit HIC will send the request to the Dept HIC. : ,

Dept. HIC will fax the request to Apple Tree Dental or call 1t in dependmg on the

. s1tuat10n/t1me until the next visit.

Apple Tree Dental will schedule the appomtment and not1fy the Dept. HIC via a phone
call or 0n the next schedule. .

. IV. MISCELLANEOUS

After every examination or check-up Apple Tree Dental prov1des a Wntten treatment plan
" fo the resident or their representative. The resident or their representative signs a consent
form, a tear-off section which is part of the treatment plan letter. Consent forms must be

. téceived by Apple Tree Dental before treatment is started. Treatment plans will not be

. sent out for emergency visits.

B.

C.

. D.

Unit HIC notifies the Department HIC of cancellauons Department rIIC W111 notify .
Apple Tree Dental.

All missed appointments will be noted on the Health Maintenance Momtonng form and
in the progress notes the Unit HIC. ‘

Oral Health Plan will be undated hv tha Qaninl W7o — PR
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' make);chanm '

S ~The Dept: HIC-will- berthe, contact bctw/eemMVH-MplsandApple Tree Dental FOr-- e Lo ...

scheduling all dental appomtmcnts and all scheduling concerns. Clinical concerns will be
" directed to the DON and admmstranva concerns to the Dxrector of HIM and/or the

Assistant Administrator. . ..
~ F." Dept. HIC will notify Apple Tree Dental of all adrmssmns d1scharges and room changes
"~ onamonthly basis. - p
- H: \16\Dental\ATDPROTOCOL doc S ‘ MVH 3/20/00

REV 08/31/0505
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MINNESOTA VETERANS HOME
aneapohs

AS" part of your admission to the anesota Veterans ‘Home, you are béing offered demai
services through-Apple Tréee Dental, a private, non- profit, contracted dental service.

An Apple Tree dental hygienist wrll provide an initial oral health screening within the first two
months after admission and an oral health screening annually. Should additional dental work -
be needed, a referral will be made and Apple Tree will provide you or your responsible party a

. 'detalled  plan of treatment for approval before any work is mn‘.lated At present, most dental
services are at no cost to you. :

* Admission and annual dental exams will be provided as services ellow You may wish to

- continue seeing your present dentist, espemally if you are cu*rently havmg dental problems
which your dentlst is addressing. _

To be completed by/at initial care conference.
Date of last dental exam (check-up):

] Iauthorize Apple Tree Dental to provide dental exannnauons and routine preventwe and

_ diagnostic services. Following each exam, as indicated, I understand that.I will be
provided with a treatment plan, and treatment will not be started without further consent.
[] . Iwill make arrangements with my dentist, Dr. ___ ,to provuie oral
 health care and will also provide this health care facility with a written record of a dental
exam provided within the last year. (Required by MN Health Department Regulations)
[] . Irefusean admission dental examination. Iunderstand that a dental examination to
include routine preventive and diagnostic services will be offered to me on an annual
bases. Serv1ces wﬂl be prov1ded by Apple Tree Dental.

Resident"s/Residen’t Representative’s Signature - . Date
TREATMENT DECISIONS
1. “Does the resident make treatment decisions? No - Yes

If yes, the resident must sign below.

. Resident’s Slgnature - ' ' -~ Date '
2. Does the resident’s representative make treatment decisions? __. No Yes
* Ifyes, the resident’s representative must sign below:

Representative’s 'Signatu're Relationship = - Date

Representative’s Name (PRINTED)

Address - . ' ~ - . Phone Number
City - n State Zip Code
Resideﬁt Name = . Bldg/Rm# ‘MR# Social Security # Birth Date

. Distribution: Original- Resident Chart/ Consultation Tab

Copy — Medical Record Clerk/Apple Tree Dental

1642C : MVH 10/97
HADRAFT\I6PC16-42Cdrafid.dos ; L Rev 3/04



MINNESOTA VETERANS HOME
Minneapolis

e ORALHEALTHPLAN~ ‘BOARDINF CA—R—E~

“As parl’: of your admission to the Mlnnesota Veterans Home, you are being offered dental-
services through AppleT ree Dental, a ‘private, non-prof;':, contracted dental service.

Admission and annual dental exams will be provided as services allow Should addntxonal
dental woik be needed, Apple Tree will previde you or your responsible party a detailed plan
of treatment for approval before any work is initiated. At present, most dental services are at
* no cost'to you. You may wish to continue seeing your present dentist, especially if you are
current!y havmg dental problems which your dentlst is addressmg

To be completed by/at mmal care conference.
Date of last dental exam (check-up): :
[ ] Tauthorize Apple Tree Dental to provide dental exammatmns and routine preventive and
- diagnostic services. Following each exam, as indicated, I understand thatI will be -
. provided with a treatment plan, and treatment Wwill not be started without further consent.’
[ ] - Iwill make arrangements with my dentist, Dr. R . ,toprovide oral.
-+ health care and will also provide this health care facility thh a written record of a dental
exam provided within the last year. (Required by MN Health Department Regulations)
[]  Irefuse an admission dental examination. Iunderstand that a dental examination to
' include routine preventive and diagnostic services will be offered to me on an annual
.bases Services will be provided by Apple Tree Dental :

Resident’s/Resident Representative’s Signgt@ré “ Date
TREATMENT DECISIONS
1. Does the resident make treatment decisions? No Yes

’ Ifyes, the'resident mus't sign below.

: Re51dent’s Slgnature : e ' } Date
2. Does the resident’s representative make treatment decisions? ___ No “Yes
If yes, the resident’s representative must 51gn below ' :

' Representative’s ‘Signature Relationship - ' Date

Representative’s Name (PRINTED)

‘ Addreés ‘ ‘ : o Phone Number
City o | : ‘ State le Code
:ReSIdent Name F Bldg/Rm# MR#:  Soclal Security # - - Birth Date

Distribution: Ongmal- Resident Chart/ Consultation Tab )
Copy Medical Record Clerk/Apple Tree Dental

1642C ' " - . MVH10M7
H\DKAFF\IG\PCIG-42Cdraﬁ4 doc ‘ ' L . Rev3/04



MINNESOTA VETERANS HOME

.- Minneapolis
DEN.T AL REF ERRAL
- Resident N.ame:‘ e "Bldg/Rm#: B - MR#: |
Attgndi’ng Pliysician: A . Date of Appoinﬁ'nent:_
| | . COMPLETED BY. MVH STAFF-
PROBLEMS TO BE EVALUATED S ‘
'Reisonfor Appointment (V) [JAdmissionBxem [ JAnnual Bxhm [JOther (Explain)
Check all that appiy:_ Q) | [JOwnTeeth [JDenture
o : . CJUpper Full
CLower Full
i [JUpper Partial
o : - OLower Partial
. MEDICAL ALERTS . ‘ o
' AJIérgies/Sensiti\'rities; ~ ‘ o Other Alerts: () . [INone .
[[]No Known Allergies/Sensitivities . /o [JPremed, heart -~ [ ]Chemotherapy: .
[ Penicillin - [ Codeine [INSAID: | [JPremed, joint [[JHead/Neck Radiation
[JAmoxicillin - ] Aspirin ] Other: . '[JPacemaker - [JCoumadin '
- | OErythromycin []Lidocaine  [] Other: ‘ [IDNRDNI = [] Other:
'| OTetracycline [INovocaine  [] Other: ] [CISteroids [Cother:
Osulfa . [latex [(other: e o

| _See Attached; Current medical history /Cﬁrrept medications / Current diagnosis list -

Reqiﬁres monitoring for wandering Q) DYes [[INo (fyes, mak:e arrangements for an eséort) :
Ambulatory? (V) [JYes [[JNo Needs assistance with transfers? () [J¥es [INo

" Special Needs:
. Mental Status and Decision Making . - . S
o Slightly Severely [] This Cliént makes their own treatment decisions.
Normal Impaired Impaired [1 This Client's Representative makes treatment decisions.
. Memory 4 . . Representative Name:
Odentaton [ - [0 O ~ Phone#___

- Judgement | |l -

Cooperation, Communication, Behavior Management ' .
- [] Generally Cooperative Approaches for managing behavior:
[[] Sometimes Uncooperative : . L

[[1 Usually Uncooperative .
[[] Always Uncooperative

DATE:

SIGNATURE:_ o .
(Nurse Completing Request) _
.. 1643C . - o o o MVH 7/99
H\16\PC16-43C.doc : ST REV 3/00




‘Minnesota Veterans Home

e ..A._.._i__;____]),{[i.n,neapolis. - BEEE [

3 Health Care Maintenance Monitoring

- Infiuenza Vaccine © | - Pneumococcal | Tetanus Vaccine -
‘ Vaccine ‘ o '
" Other Immunizations
Maritoux 1% Step - | Mantoux 2™ Step” | Chest X-ray
Date = . ' 1 Date ~ . A
1 Read : : - " | Read .
| Induration" N o - 1 | Induration
(mm) ] : - : (mm)

‘ Health Maintenance (ecord date of lab/test in box) .
'| Guaiac @atefresults) ' : 4 | T

Dental Examination

Date of Exam | Admission
: Date of Refusal

Date of Missed Appt o

Resident Name | C "~ Room# . MR#
. M16-48C S o "MVH 11-30-01 -

H:\16\PCM16-48C.doc ' " REVISED 08/05
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Apple Tree Dental Phone: 763-784-7993 . F ax: 763-784-597¢

P y Dental Concern: Request For Dental Exam ,
““Résidents T — ——Facility:Minneseta-Veterans Home .. .. ... ____ ... --|-Bldgh ~
' S 5101 Minnehaha Ave. So. ' Runt
Minneapolis, MN 55417 - Phone # : 612-721-0656
Attention: Health Information Fax #:612-728-1237 | MR#

Is res:dent cmrently an Apple Tree Patient? D Yes [ | No ** Ifno, send a copy of the following to ‘V‘VH dental liaison: OHP, Physician
. Order Sheet, H&P, Dlagn0815 List .

[] Denture Concern ) . : ) T D Tooth Concern ‘
l:] Upper Full - ___Broken Denture o - [] Upper ___Pain .
[ . Lower Full ___ Broken/BentClasp ) [] Lower ___. Swelling .
[] UpperPartial . . __ Broken/MissingTooth .. [JPFront ' __.Chipped/Broken Tooth/Teeth
[:l Lower Partial - __Ill Fitting Denture . - [ ] Back -  ___Sensitive Tooth/Téeth
___Sore/Bleeding Gums "+ [JLeft: : __-Loose Tooth/Teeth.
Pauent Lost Denture . [ Right =~ __ LostFilling
Staff LostDenture - ___LostCrown -
___ Check-Up (12 month) ' . Cleaning Needed
___ Other - Other

FOR DENTAL LIAISION USE ONLY

Requested on Oral Health Screenmg Form by Apple Tree Dental Daté ATD contacted: - - Contacted:
‘Screener - Date: Date DC Faxed to ATD: : ’

) . Attention: Sharon Pederson_or Marcia- Marks
Reported Notes:

" |By: . _ ) ) Date: L
; 4 MVH Dental Liaison: Vicki Cuno, Health Infbrmation

??Sénd completed form to MVH Department Health Information Clerk

For MVH Dental Liaison Use
’ Appointment Date

. 16-41F - ' ' : - MVH10-97/ev 05/03
HAIS\pel6-41F. doo : ‘ 4




v 3

»

Minnesota Veterans Home -

Minneapolis

Dental Progiress Note Fﬂe

Resident Name:

RM.#:

16-24C

HAI6\pe16-024C.doc

MVH 3700 -
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 Attachment
MINNESOTA VETERANS HOME N[mneapohs - )
DENTAL DIRECTOR PROGRAM '

4 e e s e s e e e s

Apple Dental will provide a Dental Professional Screener to visit the Minnesota Veterans Home momhiy to
perform the oral screening section of the Minimum Data Set (MDS) and recommend daily oral care p;ans for
every new re51dent of your facility. - A

Prlor to Dental Director Visit:
'« HIC will fill out the information in the top box (plus room and bed numbers) of the Oral Health Screemng
~ Form. Nursing will fill in nutritional section. ‘
e Screenings will be completed on: :
v" .Anyone due for annual MDS Screenmg (current month and next month).
v" New Admits -
v Remdents with significant status change.-

‘When Apple Tree Dental Screener is Present for the MDS Screenmg Visit:
e Upon arrival to the nurses’ station the HIC will present forms for those needmg MDS screenmgs to Apple
Tree Dental Screener.
o ‘A staff member escorts.the screener to the resadent’s room for the screemng
+ . When the Apple Tree Dental Screener is finished at each. nurses’ - station, she will give the completed
Screemng Forms to the HIC to make coples Copy goes to screener ongmal form W111 be filed in the chart.

After Dental Director Visit: . ‘
o Nursing'will review Section 2 Daily Oral Care Plan to see 1f Daily Oral Care Plans have changed. .
e HIC will review Section 3.
*v' If there is an immediate Dental Referral Recommendatzon the HIC W111 initiate a Dental Concern Form
and send to the HIM Department.
v If there is a Routine Dental Referral Recommendatzon Apple Tree Dental will schedule their routine
‘examination when it is due.
+ Department HIC who is responsible for makmg the dental referral will s1gn the bottom of the Oral Health
_ Screening Form.
o The original Oral Health’ Screenmg Form should be ﬁled in the res1dent’s facility chart after it has been
rewewed/mmaled off by nursmg

\MVH_MPLS\SYS2\FILES\WORDPROC\POL-PROC\P-P16\ATD-DDP.doc o T " MVH: Rev 8/05 -




Facility-Code:

Screening Daté:

Oral Health Screening Form

Facility Staff - Please complete this section . - Type ef Screeniﬁq )
| Resident Last Name: ~ . T "{lmital [ )Annual [] Status Change
_First Name & Ml ’ Soc Sec #
Room & Bed#:. _ Date of Birth:__ - . Gender M [FI Payment Type: [ ]' MA []PVT []PPS
Diet and Nutrition Problems: [ ]WeightLoss  [.] Nutrition Problems - [ ] Feeding Tube [1] Mechanically.Altered Diet

(1) Minimum Data Set Information . . . SECTION K: ORAL/ NUTRITIONAL STATUS '
s - — : . 1. | a. Chewing Problems a.
’ - : b. Swallowing Problems b.
a. Heavy Debris. b. | [ INone | Dentures . .} ¢ Mouth Palg Froblem c.
) Heavy Plaque. - | Upper | {]Full[]Partial . - L__| d. NONEOFABOVE - d.
| Heavy Calculus. . Lower [ JFull [ ] Partial
N 5 ’ g SECTION L: ORALIDENTAL STATUS
t . ) - - - P ) 1| a Debris (soft, easily movable substances)
- : : . — L i | ‘present in mouth pnor to gomg to bed at
c. | - | Missing Teeth w/o Replacement. d. Loose Teeth % night | a
Doesn't wear Dentures or Partials : . Decayed Teeth : b. Has ‘dentures and/or removable bndge b.
Problems with Dentures'or Partials . Broken Teeth/Fillings c."Some / all natural teeth lost - does not
Natural Teeth are Present . \ Root Tips Present B> 4 QZ;?U?; SC;oes not use dentures or partxal ¢
- - . Pl Broken, loose: orcarious teeth - d.
e. " | Swolien or Bleeding Gums ) - | e. Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas : — - - bleeding gums; oral abscesses; ulcers
Ulcerations, Denture Sores * £ | | DallyOralCare Needed | |, orrashes . e.
Hard Tissue Lesions - | £ Daily gleaning of testh/denturés or dally
Soft or Hard Tissue Lesion mouth care — by resident or staff f,
: ' : . g. NONE QF ABOVE . ] g.

[] Resident Maintains Oral-Care Independently
[ ] Resident Needs Staff Supervision
[ ] Resident Needs Dlrect Staff Assistance

. . BV
2} Daily Oral Care Plan . =
@) Dl - ﬁ¢7%J€§§

The items checked below are recommended to maintain the oral health of this resident:

[ 1 Toothbrushing Each morning and evening, brush téeth and gums for 2 minutes using a soft toothbrush and fluoride toothpaste
: [ JRemove Par’aal(s) before brushing teetfi [ ] Provide dental floss [ ) Electric foothbrush recommended
[ ] Each moming 2nd evening, swish with 2-3 teaspeors of-Fluorigard or ACT fluoride rinse for one minute, then spit out.

[ 1 ‘Denture and Partial Denture Care Once daily, use a toothbrush or denture brush and mild soap to brush dentures and partials
" —soaking alone will not remove harmful plaque. At bedtime, remove and brush dentures, then soak them in a denture cup overnight.
Soak dentures in plain water, or use a ¢leaning product such as Efferdent or Pobdent but do not let the dentures dry out.
[ 1 Apply a denture adhesive, such as Fixodent or Polygrip each momning . .

(3) Dental Care Referral Recommendatxons

[ ] No Dental Referral. Resident has no'need for dental referral at this time. '
[ ] Routine Dental Referral. Resident has routine dental care needs.
'['] immediate Dental Referrala Resident has urgent dental needs.

Screening and Referral Notes:

Vicki Cuno (6123 721-0690

. Apple Tree Screener ) ) Facility Staff Responsible for Referrals

2

W Apple Tree Dental . .
Bringing Smiles to People with . Speciol Dentel Access Needs . Form OHSv3



Attachmen

- MN Veterans Homes Mpls
Interd1sc1pllnary Comprehensive Assessment
August 25, 2005 '
' Minutes

The team members.reviewed the current policy for
comprehens1ve assessment / cllnlcal rounds process and
accountabllltles : :

No'changes‘were made to the existing procedures. Review |
and enforcement of the policy/procedures is required.

It was clarified that the Social Worker will initiate the
.Safe Smcking Assessment upon admission, smoking incident,
and PRN. The IDT will review the assessment as a team and
determine if: thé resident requires any interventions
regarding their smoking practices.:

- Department dlrectors w1ll review the policy with thelr
- staff and enforce the tlmely completlon of assessments and
related documentatlon.

An additional meeting will be set up to review the Clinical
Rounds and Care Conference meetings t¢é ensure all IDT
members are clear on their responsibilities.



Attachment 5

—STATE OF MINNESOTA
'VETERANS HOME - MINNEAPOLIS
OPERATING POJ.JICY AND PROCEDURES

 Title: Resident Assessment Instrument (RAD) - o Number:* 01-71

: 'Approvals: '

POLICY:

Administrator A.S. 11/01 . Date:11/01_

P‘.ageA 1 . of_'2

It is the policy of MVH-Mpls. that a comprehensive assessment, i.e. RAJ, including ~
- the MDS, RAP’s (Resident Assessment Protocols...in conjunction with the RAP
Guidelines), be completed upon admrssron ofa resident, quarterly, annually, and if a
. significant change in status occurs. The Lead MDS Coordmator/desrgnee will track
~ and provide a schedule for MDS completion and monitor for compliance.

' PRO_CEDUR‘E:

L Nevtj Admission:

A.

Nursing, Reereation Therapy, Mental Health Services (MHS), PT, and Dietary will
complete a departmental assessment between day 2 and day 8 (admission day = day |
“one™) for each newly admitted resident. Data from the departmental assessments will
correspond to appropriate sections of the MDS, i.e. MHS= Sections B, E, and F; ; Dietary
=K; PT = G-3, G4; Recreation Therapy = N; Nursing = all other sections.

The Admission MDS, and Resident Asséssment Protocols (RAP’s) will be completed by

~ the uni* MDS Coordinator. by day 14 of the residernit’s stay. By signing lines AA-9a and-

R-?, the MDS Coordinator is attesting to the accuracy of the submitted MDS data.. By

‘sighing line V-B1, the MDS Coordinator is assuring completion of the RAP’s. After

RAP and care plan review, the staff person leading the care conference (any
interdisciplinary team member i.e. RN, Social Worker, Dietician etc.) will sign line V-B2
to assure that appropriate problem areas as identified by the MDS are addressed within
the resident’s plan of care. The initial care conference will be scheduled by day 21 via

Health Informatron Management

IL Quarterly MDS Revrew

'A.

Each resrdent will be reassessed every 84-90 days utilizing the’ Quarterly MDS form to
monitor for changes in resident status. The MDS Coordinator will complete all sections

' of the Quarterly MDS via staff/resident interview, and utilizing data from the resident’s



Title: Resident Assessment Inétrumen’f(RAD o : ’ . Number: 01-’71 '

Page 2 of 2

written record mcludmg, Nurses "Weekly Charting, and Quarterly Range of Motion Data
Collection Form, and will sign lines AA-9a and R2 attesting to the accuracy and
completion of the assessment. - A care conference will be scheduled via Health'

: ) Information Management corresponding with the completion date of the Quarterly MDS.

TIL Annual’M])S Reasseesment:

A

The RAT'will be completed within 365 dayé of the resident’s last compfeﬁensive
assessment, i.e. Admlssmn MDS, Slgmﬁcant Change MDS, or last Annual MDS
Assessment

Eleven days prior to the Annual MDS due date the Lead MDS Coordmator will notlfy the
interdisciplinary team of the seven-day observation period for completing départmental

- assessments. Each section of the MDS will correspond to a departmental ‘assessment as

per the Admission MDS except Social Semces (not MHS) will be respon51b1e for
sections B, E, and F

The unit MDS Coordinator will be responsible for completing the MDS and RAP’s as per

- the Admission section above. Health Informanon Management will schedule care
_conferences as above

Iv. Slgmﬁcant Change IVIDS

. A

If at any time durmg the year a re51dent experiences d s1gmﬁcant change in health status,’
as defined in the HCFA RAI Version 2.0 Manual (located on all units) and per an
interdisciplinary team dialogue, another comprehensive assessment (“Significant Change
MDS”) will be initiated per the above manual instructions. Subsequent care conferences

- and MDS’s will be scheduled from the date of Significant Change MDS completion.

H:\POL-PROC\P-PO1\01.71.doc



Minnesota Veterans Home-Minneapolis . DATE:

00 Annual O Significant Change

Chmcal Rounds Review 0 Admission [0 Quarterly
Quahty of Llfe ‘ :

Comments from Clinical Rounds Discussion

Vulnerabilities Reviewed [

Long Term: Goal

Discharge Plan .
| O Long-term placement [ .Plans to dlscharge 0 Level of care change

Resuscitation Code Status *Review MD Orders (OFull Code 0O DNR ODNI O Hosplce 0 Comfort Care [J LTP

- O referral to MD for “ab1hty tomake HC

) Decxsmns”

Socxal/Personal Support Persona] / Busmess Management/ Psychosocial support services provided
Strengths

".Has support of fatmly/fnends
1:1 counseling support

" Financial mgt.
Group(s)
End of life
Other

Oooooaoao

Spmtual Care -
0 Worship Services [ Recent loss/life change
Faith Concerns 0 yes [J no

[1 Chaplain Visit Referral

| Therapeutic Recreation : o o
Frequency. groups attended - . - Program type_

Goal Met; Oyes Ono [ partially [0 Goal continue . [1 Goal Change
O work therapy program . : o

Comments -

Smoking

| Smoker? O'yes [I no Any unsafe mcldents? 00 yes 00 no Any change inrisk factors? O yes [ no
Mental Health ‘ :

O Baseline Status [0 Change From Baselme Status Descnbe

00 Target Behavior:_ - :

0 No Psychotropics used O Psychotroplcs used Consent in place Clyes’ Ono

(circle) antxdepressant antipsychotic _hypnotic anitianxiety O Routme O PRN

DX:

Describe . . . - .

*| Problems with: DBehavmr ‘ ... OCognition: : [T Mood/thought

0 MHS Referral for Behavmr Assessment, Therapy Services, Psychiatry
Currently mvolved in: : B

O Referral for Decision Making Assessment

Resident Name: ' - o Bl'dg/RM#: ) MR#:




Comments from Clinical Rounds Discussion

| Precautions: O Contact 0 Isolation .
| Pain: -0 No pain 0 Chronic pain managed Location:

Quality of Care

Medical Condition =~
Baseline? O yes Omne. Describe
Infection: 0 MRSA .0 VRE 0O HXof TB

Location:

Acute/new pain: O'yes Ono Location: : ,
Pain Management Plan: Effective : O yes Ono El Routme analgesxcs/b(’ OPRN’sused

Update pain managemcnt plan: Oyes Ono

Medical Referral Needgc'i' :

Temp. Care Plan nééded: Oyes Ono

Skin Skin Impaired Oyes Ono .OChronic Conditxon Treatment

Treatment

"Describe: .,

Location: o ) . .
Nuirition Current Weight (Ibs) Weight: D stable O loss #  DOgain #
.| Diet/texture: . [ Hydration Plan Comments: ' - '

Elimination Co .
: Bladder Continent Dyes Ono 0O Assisted: . - OSIC OFoley OS/P

At Risk:

Bowel Continent Oyes Ono O Ostomy Charige:

Falls/Safety/ Moblhty }
ONe falls  Frequency over past quarter(#):___. . : ‘
Obed alarm O'wheelchait alarm' Olocked unit 00 TAS unit D thigh belt 0 front closure Orear closure O lap tray

0 Iap buddy u] wedge cushmn O perimeter mattress O ﬂoor matt O Other:
Siderails: Ohalf Ofull O1or2.  Straps: Ofoot Oankle: O shoulder

10 PT/OT Referral

Restraints Reviewed — O-Remains least restrictive

0 Recommend Change .

Why: N Lo . , , Consent in place O yes Ono
Rehab Status.- 0 PT
Attends: - 0OOT
0O Speech
Dysphagia Diagnosis / Swallowmg Gulde in place
[ Fitness Gyri: .

Clinical I.{oun'ds Attendee’s Slgnafure:

"CARE CONFERENCE REVIEW T DATE:

1 No change since chmcal rounds notatlon Ing Changes/updates since clmlcal rounds notation Describe:

Resident/Family Concerns or Comments:

Care (‘onference Attendee’s Slgnature (mcludmg resident and famlly).:

Remdent Name: ) ‘ BIdg/RM#

~ MCP-001 ‘ : ‘ - 5O (] i MV REN/03/05
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. STATE OF MINNESOTA VETERANS HOME — Minneapolis
. OPERATING POLICY AND PROCEDURES

®

Resrdent Focused Do Jmentatron System for o . Number: 01-76
MVH-Mpls Interdisciplinary Team - - L
: : ~ ST - ‘ ‘ REV: 12/1/04
Approvals:  Administrator A.S. 12-1-04 ' S .. Date: 01/03
Page: 1of6

" Objective: Resident . focused care planning has been proven to improve outcomes for residents. Having
individualized problem/issue identification completed by an interdisciplinary team Wﬂl improve
the res1dent’s qualrty of hfe and quality of care. _

“Policy: : Pre-screemng to drscharge is a continuous process versus a segmentation. The work of one part
of the team becomes a formal part of the next steps. Interdisciplinary teaming is built in,
duplication is rmmmlzed and resrdents are not asked repeated questions. The framework of
this process is:

‘ CB Pre-Admission documents are a permanent part of the medical record
£3 The RNM puts in place predictable interventions prior to admission.
- £3 The  designated Nurse further assesses the resident upon admission and adds to the ‘
document. . :
£3 The interdisciplinary | team assessments begm
£3 The care plan is developed.
£3 Interventions are implemented.
£3 Evaluation towards goals is performed.
€3 Reassessment is started. :
PROCEDURE: . .
1. - Pre-screening: Clinical Nurse Specrahsts
"A.  Determine eligibility of resident .
B.  Determine if holistic needs can be met within the MVH-Mpls Continuum of Care
C. - Complete Pre-Screening Assessment (MO2—298C Vsd)
. D. Communicate to applicant
E. Communicate to Interd1301phnary Team
2. Pre—admrssron Reg1stered Nurse Manager (RNM)

RNM or-designee begins pre-coordination of care :

Coordinate plan for safety and pressure ulcer preventjon so-it may be mplemented the. day of
admission

1." Estimated Braden Score and Proactive mterventrons

2. Predictable Fall Potential / Safety Issues / Proactive interventions

3. Pre-care plan any other issues that need to be addressed for the resident upon admrssron

.
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3. - Admission: Nursmg :
A. RNM or designated Nurse adrmts resident . ‘ ' :
(1).Coniplete indicated sections of the Admlssmn Assessment. (M02-3 02C) and scheduled.
-Momentus assessments. . :
(2).Initiate Admission Vital Sign /Narrative Notes in Momentis -
Add initial resident issues to the Interdlsmphnary Care Plan Templates MCP- 002)
Start communication link with family
Tnsures all required physician orders are obtamed and transcribed
'I-IIM schedules in Momentus
- Admission height and weight
.- Admission vital signs q 4hrs x 24
Admission narrative notes q dhrsx 24 .
Risk for falls assessment °
Skin Check Questionnaire
Admission Base.Care Path

monw

SRR

4. Assessments: Nursing
' A RNM or Designated Nurse implement assessment process
B. . Complete the Admission Nursmg Data Collec’uon Coordination Form (MOZ 300C) to assign the
: - assessments:
1. Assessments include: .
‘ a. .. Bowel and bladder Incontmence Assessment (02-03 5c/02 174C)
b. Pain Assessment (M02-282C) -
.C. Risk for Falls (Momentus) -
d. = Resident Functional Abilities Form (1\/102-299C vsd)
- e Skin check questlonnalre (Momentus) ~
2. Assign Maritoux
3. Assign Skin Inspection
C. Review the following vulnerable areas for resident spec1f1c vulnerabﬂmes
i. Exhibiting psychotic or psychopathic behavior, ‘manic-depressive, hallucmatlons delusions,
delirious, clinically depressed
Combative or physically. assaultive
_Verbally threatening, poor impulse control
. Chemical health drugs, alcohol
Agitated, anxious
Socially isolated — withdrawn, alienated from other reSIdents or staff
." Unable to make decisions
. Persons unable to perform ADL’s
Impaired memory, judgement
~ 10 Impaired speech and communications -
11. Sensory deficits — visual, audltory
12. Neurological impairments
13. Selfharm . :
14. Suicidal ideation :
15. Persons easily exploited by other residents
16. Sound deficits ‘
17. Isolation

PPN LR W
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5.. RAI Process (“VIDS Triggers, RAPs) Interdisciplianry Team Members R '
.+ Itis the policy of MVH-Mpls. that a comprehensive assessment, i.e. RA], mcludmg the MDS, RAP s
(Resident Assessment Profocols...in, conJunchon ‘with the RAP Guidelines), be completed upon
. admission of a resident, quarterly, annually ,and ifa SIgmﬁcant change in status occurs.

Accountabjlities: The Lead MDS Coordinator/designee will track and prov1de a schedule for MDS
completion and monitor for comphance _

A. New Admlssmn / Initial M])S ‘ '

- .13 Nursing, Social Semces Therapeu‘nc Recreation, Mental Health- Serv1ces ‘(MHS),.
" Rehabilitation, Chaplaincy, and Dietary will complete interdisciplinary assessments
between day 2 and day 8 (admission day = day “one”) for each newly admitted resident.
. Data -from the departmental assessments will correspond to appropriate sections of the
“MDS, i.e. MHS= Sections B, E, and F; Dxetary K; PT=G-3, G- 4 Recreation Therapy

. - =N; Nursing = all other sections. -
2. The Admission MDS, and Resident Assessment Protocols (RAP’ s) Wlll be completed by
: the Unit MDS Coordinator by day 14 of the resident’s stay. By signing lines AA-9a and
" R-2, the MDS Coordinator is ‘attesting to the accuracy of the submitted MDS data. By
signing line V-B1, the MDS Coordinator is assuring completion of the RAP’s. After
RAP and care plan review, the staff person leading the care cenference (any
interdisciplinary team member, i.e. RN, Social Worker, Dietician ete.) will sign line V-
B2 to assure that appropriate problem areas as identified by the MDS aré addressed
within the resident’s plari of care. The initial care conference will be scheduled by day

o . 21 via Health Information Management gnd / or MDS Coordinator.

'B. Quarterly M])S Revxew-

1. Each res1dent will be reassessed every 84-90 days utlllzmg the Qua.rterly MDS form to
. monitor for changes in resident status. The MDS Coordinator will complete all sections of
the Quarterly MDS via staff/resident interviéw, and utilizing data from the resident’s record -
including, Nurses’ Weekly Charting, and Quarterly Range of Motion Data Collection Form,
and will sign lines AA-9a and R2 attest.ing to the accuracy and completion of the assessment.
‘A care conference will be scheduled via Health Informa‘uon Management correspondmg Wlth

the complet:xon date of the Quarterly MDS

C. Annual M])S Reassessment:
.1.  The RAI will be completed within 365 days of the resident’s last comprehens1ve
C assessment, i.e. Admission MDS, Significant Change MDS, or last Annual MDS
Assessment.

2.. . Eleven days prior to the Annual MDS due date the Lead MDS Coordinator will notify the -
interdisciplinary team of the seven-day observation period for completing departmental
assessments. Each section of the MDS ‘will correspond to a departmental assessment as
per the Admission MDS, except Social Semces (not MHS) will be respon51ble for
sections B, E, and F.

3. - The unit MDS Coordinator will be respons1ble for completing the MDS and RAP’s as per

the Admission section above. Health Information Management will schedule care
conferences as above. ) - . :



- 6.
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D Sr"nmcant Change MDS:

1 If at any time during the year a resrdent expenences a 31g1nﬁcant change n health status as
defined in the CMS RAI Version 2.0 Manual (located on all units) and per an
interdisciplinary. team dialogue, another connprehenswe assessment (“Significant Change
MDS”) will be initiated per the above manual instructions. Subsequent care conferences-and
MDS’s will be scheduled from the date of Significant Change MDS completion.

2. Significant Change in Status monitoring for a NCU resident will be*done at Clinical Rounds:
a. - The MDS coordinator will bring the form to Clinical Rounds '

- b. The Clinical Rounds team will review residents who:

i. - have returned from the hospital
ii. - having a change in status per MDS Manual deﬁmtrons
iii. have received a new significant diagnosis or newly found terminal diagnosis

- ¢. The clinical rounds team will have up to 14.days to determine if there is a significant .
change in status.” The decision w111 be documented on the Significant Change ‘in Status
Form M02-312C.

d. The form is filed under the MDS sectlon of the md1v1dual resident’s medlcal record.

Developmg the Interdlsclphnary Care Plan

A.

As the assessments ar¢ completed the mterd1501phnary team starts to develop the 1mt1a1 plan of
care for the resident.

(1).Each interdisciplinary team member documents - by datlng and nntlahng each entry -

indicated problems, goals, approaches required for the involved resident
- a. Each member will include indicated risk factors, measurable goals as indicated,
and approaches to- eliminate or minimize problems and approaches to strengthen
resident’s goal achievement.

b. The vulnerable areas that would place the res1dent at risk for abuse including -
self-abuse, neglect and/or financial exploitation are noted on the care plan by an
asterisk. Specific measures/approaches to be taken to minimize the risk of abuse
shall be part of the care plan. ’ :

(2).The MDS Coordinators will take this information and prepare a computerized copy of the
- care plan and bring it to the Clinical Rounds meeting for approval/editing

(3). The templates may be thinned at the time of approval of the computenzed copy of the care

plan. :

" (4).The care plan is reviewed/revised with the resident/family at the Care Conference

(5).1t is the responsibility of the Clinical Rounds Team to maintain the accuracy of the resident
care plan .

Progress Towards Goals:

A.

Clinical Rounds

(1). Dlsc1p11nes

Nurse Practitioner

RNM or desrgnated Partnenng Nurse

MDS Coordinator '

Social Worker -

Dietician -

Rehabilitation
. Mental Health Services

Therapeutic Recreation
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- ®  Chaplaincy
= Pharmacist
= Others as indicated
(2) Resident Selection -
* Residents.due for MDS and Care Conference
= " Residents experiencing Slgmﬁcant Change
" Residents who are experiencing problems or change durmg the week of the Chmeal

- 3. Content

Rounds (Residents with temporary care plans in place)

= Completron of the Cl]mcal Rounds Rev1ew Form (MCP 001) See attached.

. 8. Reassessment Processes

: Weekly Charting (M02-297¢) : :

(1).Collection of data to determine the resrdent S progress towards care planned goals
(2).Noting declines and improvements

A.

*(3)-Noting Acu’te ﬂlness

. Temporary Care Plans

. Temporary Care Plan Goals: (TCP01- 04)

a.

b,

‘To provide a high quality time efficient process to commumcate temporary
changes in status of residents in the NCU. :
To enhance the care planning process so that the care plan reflects the current |

: condmon of the resident in between: monthly/quarterly interdisciplinary updates

(2) Temporary Care Plan Definitions:

a.

b.

a.

Temporary Care Plan: A care plan that includes problems that a member(s) of the
interdisciplinary team considers to be lasting < 30 days

" Template: A: care plan option, which contains basic standards of practlce and/or

policy/procedure remmders that can be individualized for each resident situation.

3): Temporary Care Plan Procedure

When there is a change in a resident’s status reqmnng mterventlon it should be -
documented in the nurses’/interdisciplinary Notes and on elther the permanent
care plan or Temporary Care Plan.

Determine if resident qualifies for significant change in condmon per MDS

criteria: The interdisciplinary team member(s) will determine if the situation is

. expected to.-last <30 days. If the change is <30 days, the nurse or

interdisciplinary team member: may:

o Complete an individualized plan of care using the blank temporary care plan

template

"« “Utilize the temporary care plan template for res1dent illness

o Utilize the temporary care plan template for resident injury’ .

e The interdisciplinary team member will determine what”elements on the
template are appropriate for the resident situation and add addmonal
information to mdlvrduahze it. (See instructions below)

If the resident change is expected to be longer that 30 days in.length, the

interdisciplinary team member should alert the MDS Coordinator and ADON 'to

assess the resident for srgmﬁcant change (by MDS deﬁmtlon) If determined that
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a significant change has occurred, the care plan will Be updated through the
significant change assessment process.
d. Directions for completing a Temporary Care Plan Template
e _ Date and initial the left hand column of the template
o As further changes are made; date and initial the changes as on any legal .
" document. Highlighting out discontinued sections of the plan is acceptable as
long as it is dated and initialed.
» Placeinthe MAR so0 on-coming nurses will see
Insure a nurses’‘note or interdisciplinary note has been written on the situation °
o When resolved; the template should be filed behind the permanent care plan in
- the 1nd1v1dua1 resident’s medlcal record
C. Slgmficant Change in Condmon.~
1. Wheti a condition is identified that is cons1dered by chmcal judgement to be permanent
and/or. meets- the MDS Significant Change Criteria a significant change in status
assessment process is to take place (Comprehenswe MDS - Referto Assessment section
above.) : ‘

D. | Re-adnnssmn ’

’ (1).Pharmacy will pnnt out the most current hstmg of the res1dent’s medication on a duphcate
carbonless form when the resident is admitted to the hospital. This will have holes for the
chart punched in it. It will be delivered to the floor through the pharmacy delivery system.

(2). The Health Information Clerks will place the form in the front of the resident’s chart '
(3).Upon receipt of the readmission orders form, the GNP will review the previous and new .
orders. She/he will mark R,C, or D. by each order — noting specifics of changes at the bottom -
. of the form. The GNP will bring the duphcate page of the form and a copy of the .
readmission orders to the pharmacy '
" (4).The pharmacy will produce a MAR/TAR from the mformatlon and send the order hstmg,
© MARJ/TAR to the station. The timeframe will be approximately 1-2 hours if received before
" 2:30 PM: If received after, call the pharmacy to see if MAR/TAR will be avallable
Sac The. partnenng nurse will send the followmg to the pharmacy '
. o review the ancillary orders.
. .« ‘review the allergy listing
' o attach a copy of the discharge summary if avallable
. return medications needed a label change :
(5).The nurse on duty will transcribe the orders. She/he will also include reviewing the chart for .
_ any orders or ancillary orders missed from prior to the hospltahzatmn ’
~ (6).If the nurse practitioner or pharmacy services are not available, the nurse will call the
. Med1ca1 Officer of the Day for conﬁrmatlon of the orders.

'H:POL-PROC\P-P01\01-76R.doc



Addendum Documentation System P/P ‘_01'-76

: Minpesota Veterans Home
. Minneapolis
' Procedure for Admxssmn Documentatmn

_Phasel: Pr&Sc’reeninig/ClinicalSpeciaIistRN

A. The Chmcal Spe'c1ahstRN s will document information obtained on a-resident
through the pre-scréening process on the NURSING PRE-ADMI_SSION ‘
ASSESSMENT . o

- B. The ongmal NURSING PRE—ADMISSION ASSESSMENT will be filed in the
" administrative folder in Adrmssrons Oﬂice ' .

C. A copy will be attached to the admission packet that goes to the RN Nurse Manager
on the adnnttmg unit. '

Phase II:v . Pre-Admlssmn / RN Nurse Manager I(RNl\D :

A. The RNM will review the NURSING PRE-ADMISSION ASSESSMENT, He/she
will then initiate the ADMISSION CARE PLAN. At a minimum, the resident’s
safety plan, pressure ulcer prevention: plan, and ADL plan will be addressed.

B. The RNM Wﬂl make arrangements for spemahzed equipment, pressure rehevmg
mattresses safety devices to be available prior to the admlssmn

C. The RNM will delegate asmgnments for newadmlssmn assessments on the
ADMISSION NURSING DATA COLLECTION COORDINATION form.

‘PhaseXII:  Admitting RN/LPN
A._The admitting RN/LEN will:

‘1. Greet the resrdent ‘

2. Review the NURSING PRE—ADMISSION ASSESSMENT
3. Review the RNM comments

4, Rev1ew the ADMIS SION CARE PLAN

B.. Update with addmonal information:
Communication

Behavioral concerns initially noted
ADL’s

Nutrition/Hydration

Elimination

Mobility

-mwewwé

O:FILES\WORDPROC\02\admission doc.doc



Proceduyre for Admission Documentaizon ‘
-Page2 of 2

7. Safety Plan
8. Pain Management plan
- 9. Slegp pattern concerns
10. Acute diagnosis concerns
11. Pressure Ulcer Prevention Plan
-12. Complete the ADMISSION ASSESSMENT including
- 13. Skin inspection
14. Height / weight
15. Last bowel movement
. 16. Neurologlcal baseline
- 17.Vital signs every 4 hours times 24 hours (record in Momentus)
18. Pain rating with vital signs .
19. Lying and standing blood pressure baselme
20. Noting special personal devices: dentures hearing a1ds pacemaker check boxes,
glasses, etc.

21. Write an incidental status entry in the N urses’ Notes every 4 hours tzmes 24
“hours in Momentus

C. Interdlsc1p11nary Team Assessments :
‘ Range of motion
- Cognition assessment

Dietary

Therapeutic recreatlon

Social Service

Spirituality

Rehabilitation as indicated

Othiers as indicated by resident need

?9.\’9\?":“5“‘!\’1"‘

O:\FILES\WORDPROC\02\admission doc.doc



" Addendum - Documentation System 01-76
‘ Minnesota Veterans Home =
Minneapolis
uide for Completmg “Chmcal Rounds / Care Conference Form” .

This form is meant not only as a way to more fully capture the interdisciplinary discussion .
of residents at clinical rounds who are scheduled for upcoming care conferences, but as a guide
and documentation tool for the care conference itself. In the future, some version of this form
- (and attached informational letter) could also be used as a routine communication tool for-

families. :

What follows isa step-by—step gurde for the mterdrsc1phnary Im) team members attendmg
Clinical Rounds (page 1) and those attendmg the Care Conferences (side 2) for completmg the
form.

1. Each Clinical Rounds group is to designate a recorder. - The recorder is to complete
the “Clinical Rounds/ Care Conference Form?” and also docurnent indicated aspects
of the clinical discussion in the individual resident’s medical record. '
A. Here are options for selectmg a recorder: )

1. Each ID member selects one of the residents on the schedule
2 A fixed rotation of one desrgnated recorder
- 3. Selecting a volunteer :
4 * Note: For the sake of experience it is more beneﬁcral to rotate this
role, i.e. not having the same person be des1gnated as the recorder each
week. :
2. The res1dents reviewed at Clinical Rounds are scheduled for the next Week’s care
' conferences. This will include residents up for annual, quarterly, admission and
significant change review. Non-scheduled residents with concerns, multiple falls, or
- other acute health or safety issues are also to be brought up at this time (discussion of
non-scheduled residents should be documented ina pro gress note versus the Clinical
- Rounds form) :

\

3. - Thedate of the Chmcal Rounds dlscussmn and review type should be recorded at the '

top of the page 1.
‘1ong-term goal can be found on the cover sheet at the begmnmg of the care plans If the
team finds the goal has been met or is outdated, a recommendatron can be made to
review/rewrite the goal at the care conference :

5. . k
If changes to the plan are to be made check the appropnate option. Follow—up
documentatlon will be recorded at the care conference. -

6.

T Indicate the 55;1 S : S, The current order can be found on the
Phys101an s Order form in the Physrcran Order portion of the chart ’

<H:\CP\1\/ICP—OOlg11ide.doc | S MVHY/R2



. 8. Informatron regarding Kest s and non—restrarnmg (NR) devices can also be found on
the Physician’ s Order form. The GNP, parrnerrng nurse, RNM, or OT staff can help
provide accurate mformatron

9. AnyID member can help provide input regarding NMigod 1 1o
referrals should be made to MHS, VA psychiatry, or haplarncy nurse or GNP can.
help indicate if psychotrop1cs are used and if an accompanmng dragno sis is listed.

10.
11,

12,

13,

14. Dataregarding il
the chart)

15 . Representatrves from PT and OT can help the recorder complete the R tatls
section of the form. Resident communication or swallowing 1ssues/concerns mdrcatrng
a need for Speech Therapy services can be documented here (referrals need anMD
order).

16. €l : e to be recorded. ** Prior to the care conference each
' drsc1p11ne should review therr resident goals, document this review by hrghhghtmg the last
review date (next to the goal on the-care plan), write in the next date of review, initial next to .

this date, and indicate the drscrphne responsible.**

17. Upon completron of page l the form should be filed in the Care Plan portion of the
chart, after the resrdent’ s care plan and before the MDS:s.

" 18. Those staff attendmg the Care Conference can review the Clinical Rounds
documentation on page 1 with the resident and famrly at the care conference. On page
two, designate with a “v* if the information on page 1 remains current and correct. If

a chan es have occurred, “v¥ > the approprrate space and provide an explanation in the

e S section. Resident goal review and care plan updates may be documented

‘ 'here as well as resident and farmly comments.

19.  After the care conference Page 2 should be srgned by those attending mcludmg the |
resident and family and dated. Both pages should have the resident’s name, room #,
and med1ca1 records # documented at the spaces provided at the bottom.

H:\CPMCP-001guide.doc - : MVEH 9/02 -






MN Véterans Home ~Minneapolis
MDS Slgnn‘” icant Change Determlna’aon

Reasor {for Significant Change Dlecussmn A Decline / Improvement is noted that: (Check all that apply)

"1 will not normally rescive itself without intervention by
~ staff or by implementing standard disease-related
clinical interventions, is not se]f-llmxtmg

O Impacts more thah one area of the resident’s health
status; and Requires interdisciplinary review and/or .
revision of the care plan. ’

' lmprovement in-two of more of the

Decliné in two or more of the following 6r Primary Discipline Requests a -
~ following

Significant Change in Status Assessment be done

l:l Resident’s decision-making [1 Unplanned weight loss problem (6%
change from 0 or*1 to 2 or 3 for

" [0 Any iprovement in an ADL
‘physical functioning area where a -

" resident is newly coded as 0,1, or
2 when - previously scored -
‘as 3,4, 0r8 G1A.

item B4

" in 30-days or 10% in 180 days ) K3a

‘Decrease in the numberAdf areas
where Behavioral Symptoms or
Sand or Anxious Mood are.coded

_as "riot easily altered” E2 and E4B-

[] Emergence of sad or anxious
mood pattern as a problem that is

not easily altered (Item E2)

O

New pressure ulcer at Stage Il or

. higher, when no pressure ulcers.

were previously present at Stdge I

- _or higher M2a

Resident’s decision-making [ "Increase in the number of areas [ Resident begins to use trunk
.changes from2 or3to 0 or 1: B4 - where Behavioral Symptoms are " restraint or a chair that prevents
' . coded as “not easily altered” - rising when it was not used before
, o ) P4cande .
| 0 Resident’s incontinence pattern L1 Any decline i in an ADL physmal 1 Overall deterioration of resident’s
*  changes from 2,3, or4 to Oor1 functlomng area where a resident - condition; resident receives more

Hlaorb - is newly coded as 3,4,or8for

support Q2=2 -
. G1A”

[ Overall lmprovement of resndents [ Resident's incontinence pattem
condition; resident receives fewer | . _changes from, Oor 1 to 2,3,0r 4
supports Q2=1 (H1a or b) or there was placement

o of an indwelling catheter (Item

‘ 3d) : ‘

. [ Does not meet sighiﬁcant change criteria: (must include rationale) ’

[0 Does meet significant change criteria:

Assessmént Reference Date: _Date MDS Due:

"HAIM Notified on: - Date Care Conference Scheduled:

. Date/ [nterdi_sciplinary T"eam Signatures:

Resident: -
M02-312C
-H\02\PCM02-312C.doc

/ Roomi #
“MVH 10-03°

Med. Rgc. #



:Attaohment 10-2
' “Servmg Those Who Have Served ”

MN Veterans Homes — Mlnneapo!'s
Quallfy of Care Standards'— - Nursing Care Units

Nursmg care and services are oerformed to

maximize the residents’ current abilities

-preserve and/or restore functional status

support residents’ freedom of choice . o
provide for resident privacy arid ensure a'safe enwronment

foltow the residents’ plan of care

provide for and maintain resident dignity and right to confidentiality
perform tasks within the scope of the employee’s fraining and ability
administer care which promotes dignity and respect.

communicate significant resident information to appropnate care team members
comply with MVH policies/procedures’

comply with MDH arid VA regulations

Promote a resident-centered environment: :
« primary focus’is physical, mental and emotional well-being of each resident -
e Supports an environment of trust dignity and caring. :
e maximize the comfort level of the residents through pain management Pain assessment is the 51 vital sign.

Comprehenstve Resident Assessment and Care Plannmg
all residents receive a comprehensive assessment through the RAI/MDS process.
RAPS are completed :
- items of concern are communicated on-the resident focused care plan .
.goal attainment is measured during the quarterly process and when a significant change in status is identified
call nursmg staff are aware of the contents of individual residents‘in thelr care. :

ersonal Cares :

° Bathmg ) : :
1. .~ Each resident receives a bathe or shower a minimum of one time per week- and as needed and as
_desired.
2. Provide for resident privacy throughout the procedure mcludmg to and from the tub room
3. The safety belt is applied to and worn by all residents in the tub throughout the bath
4, Observe and report skin conditions to licensed staff

Note: NCU residents are not to be unsupervised in tub/shower rooms.

¢ Dressmg
Clothing is changed dally and as needed :
Residents are dressed appropnately for weather, actlwty level, social acceptablllty and to malntam privacy
[ dignity.
Clothing protectors are applied as needed whxle dining and are removed before the resndent leaves the
dining area.
Footwear is appropriate to the resident mobility status.
Privacy and dignity are maintained throughout the procéss of dressnng
Clothing items are labeled with the resident's name.

oos ® Nga

° Groomlng '
. Monitor, encourage participation, assist and/or perform resident groommg which mc!udes
: “Shaving: daily and as needed
Deodorant: - daily : :
Nail Care: weekly and as needed (clean and trim)
Hair care: Combed daily, washed weekly and as needed
Oral Care: ~ Twice a day and as needed

AWM




“Serving Those Who Have Served”

Nutntlon and Dmmg :
¢ Nursing staff will assist resident’s in complotmg hand hVQlene prior to each meal and fohow infection control
policies through out the meat
Trays are picked up and served prompt!y within 5 10 minutes of arrival.
Trays are served fo all residents at each dining room table before assisting individuals.
Staff is present throughout the meal. Licensed staff is available on the unit.
" Resident focused atmosphere and conversation are maintained throughout the dining experience
" Residents receive the required (including care planned items ), ass;stance through out the meal.
~ Staff are seated while assisting residents with their meal
Nutritional supplements are provided in.the type, amount and time indicated
Documentation of nutritional supplement consumption is completed prompﬂy
Fluids are offered to the residents frequently throughout the day.
Intake report and/or record is monitored/documented as indicated.
Fresh water {at the proper consistency} will be supplied every shift.

Posmonmg
- e Residents are positioned in a mannerto promote comfort and ‘allow for maximum freedom of movement
e Turning and repositioning is done every 2 hours or as care planned through individual assessments.

s Positioners, enablers, and restrictive devices all are least restrictive, have a physician i NP order mcludmg
- medical symptom and a plan for re-evaluat[on of tolerance and effectiveness.

Resident mobmty -'
It is the goal of the nursing department to assist the resndent to. mamtam their hlghest level of functxomng All
residents will be assessed and care plarined for their mdlwduahzed moblhty plan containing:

e Transfer technique :

». Plan for ambulating as asséssed
‘e 'AROM/PROM as assessed

s Bed mobility -

Resident / Staff Safety N
: e Suspected abuse or neglect is reported lmmedlately to the nursmg supervxsor nurse manager dlrector of
nursing or social worker
- Mechanical lifts will be used as assessed specific to type. This will be noted on the care plan
The use of transfer belts is required on all physically assisted transfers. .
Nursmg and housekeeping staff promptly resolves spills and wet spots on the floor.

Equipment that is in disrepair, inoperable or unsafe is reported to the mamtenance department and removed
from the patient care area.-

Customer Servnce

o Calllights will be answered within.3-5 mmutes and tub room/bathroom call lights are responded to
" immediately. ‘

Each resident will be addressed by the name they prefer and in a respectful way.

o - All nursing staff are responsible for answering call lights in a timely and courteous manner
'The call light cord is accessible for the resident’s use.

_ction Control policies and guidelines will be followed and include:
e Hand hygierie )
e Use of Personal Protective Equipment .
"o Providing nursing services in a way that minimizes the transfer of pathogens.




"‘Sérving Those Who Havé Servéd” |

Resndent and staff safety:

~

Residents are monitored a mlmmum of every. two hours and more frequently as mdlcaled.
Resident environment is maintained free of hazards and obstacles

Egress paths are consistently clear of obstacles.

Rooms and beds are-labeled with resident names. -

Wrist bands are legible and on all residents.

Re31dent Dignity and anacy

" Knock before enitering rooms

Always ensure privacy for conversatlon and cares

- Use respectful tones

Resident medical records are not left unattended in the public view
MAR'’s are closed .or covered when away from the cart -

Queries into resident status by others are referred to the nurse



. Resulent Care Audxt

" Attachment 10-2!
Minnesota Veterans Home-anea.pol.s ’

7

Date / Shift of Audit: _ / _ , , Unit:
Auditor: _ :
Instructions: Record resident’s name, complete the aud;t with yes OT IO answers. If the answer is no,
contact: RNM before leavmg the unit. Return completed audit form to RNM..

" Standard / Resident . . Name | Name Name | Name | Name | Name | Name | Name
Resident appears well groomed. : ' ' s '
*Oral hygiene has been done
Fingernail are clean and trimmed

_Facial hair is absent (except for
beards/mustaches)
Hair-is neatly'combed
*Repositioning {every 2 hours} of
residents have occurred and -
.documented on HST ass1gnment
list.
*The incontinent resident is dry
and odor free
*Treatment plan has been followed
-regarding incontinent residents.
Cheéck and changed q 2 hours.
*Resident has been offered fluids
within the past 2 hours.
Note: res that requn'e thlckened
liquids
| Hearing Aids are in and on
Glasses are clean and worn .
*Splmts / therapeutic apphances
are on as ordered-
Residents clothes are clean and
- worn in a dignified manner
Proper foot attire is being worn.’
Ward Order
Bed has been made. Room is
| neat, no personal belongmgs on
floor.
Fresh Water and cup isat
bedside. (n/a on 6-3)
NOTE: Exception those that.
| require thickened liquids
*Gloves are readily available and
worn according to MVH policy

*No Incontinent pads on the ﬂoor :
*No linen on the floor .

*No food containers or incontinent
pads in the waste basket in the
1-room

When assisting with meals staﬁ' is
sitting with resident. {Not .

standing}
"~ Use back of form to document achons taken.
e NOCs
M02-330A ' | S MVH 8/23/05

H:\02\M02-330A.DOC



Attachment 10-2¢

" MN Veterans Homes Mlnneapolls
Internal Monitor :
August / September 2005

Thank you for agreeing'to be the shift mohitor.

The purpose of the monltor is to valldate that care standards are being
met and if the care standards are not being met what was the obstacle to

1.
2.

11.

12.

- having the care 'standards met.
‘Here is the procedure I would like you to follow:

Introduce yourself to the units and let them know your purpose.
"Select 2 or more residents per NCU unit that are dependent on staff

for cares such as’ t01let1ng, rep051tlon1ng, restraint release, oral
cares, hydration, etc. .

Don’t share who the residents are 1n1t1ally

You may note the time and positioning of a resident, or if the
resident does not object, mark the incontinent pad with ‘a time.

Come back after two hours have passed and see if the cares have been
provided.: :

If the cares have not been provrded gather the nurse and the HST

assigned to the resident. Ask them:

" A. ~ What were ‘the obstacles or barriers that kept you from prov1dlng
’ the required care - ask them to. be as specific as possible?
B. ~What would help remove those barriers? ~
¢. Let them know that we are “friendly fire” looklng for solutlons~

' from versus: criticism of staff.
Also, select random room ensurlng the water pltcher liner date is
today’s date, denture cups are dated within the month, oxygen tubing

~is no oldér than 1 week, toiletries are not in shared bathrooms.

Do a spot .check of oral care being performed

Also, monitor  glove use. :
Check that med / tx carts are locked and confldentlal information is
not left open.

Check that 'in between’ med passes the julces / applesauces ‘are dated,
covered, and placed in the refrigerator.

‘Erisure charts are not left unattended on the floor.

It’s a.big job, but it is necessary now as we rebuild the structure of the

- nursing department and restore quallty care as we “'Serve Those Who Have
- Served”. : :

Please leave your flndlngs in the nursrng supervisor offlce w1th at note, .
“for Diane Vaughn”._

- .aank you!



- Minnesota Veterans Home-Minneapolis

Resident Care Audit

'Dnte/ Shift of Audit: -/ ..

Auditor:

Unit:

Instructions: Record resident’s name, complete the audit with yes or no answers Ifthe answer is no,
contact RNM before leaving the umt Return completed audit form to RNM

Standard / Resident

Name

Name

Name

Narne

Name. |. Name

Name

Name

Resident appears well groomed.

*Qral hygiene has been done

. | Fingernail are clean and trimmed

beards/mustaches) - .

Facial hair is absent (except for

Hair is neatly combed

" | *Repositioning {every 2 hours} of
.. | residents have occurred and

" | documented on HST asmgument
list. '

" | *The incontinent resident is dry
and odor free

*Treatmetit plan has been fo]lowed
regarding incontinent residents.
Check and changed q 2 hours.

*Resident has been offered fluids -
-within the past 2 hours.

Note: res that require thickened
liquids

| Hearing Aids are in and on .

Glasses are clean and worn

*Splints / therapeutic appliances

" | are on as ordered

Res1dents clothes are clean and
worn in a dignified manner

Proper foot attire is being worn.

Ward Ozxder

| Bed has been made. Room is
neat, no personal belongings on
floor. -

Fresh Water and cup is at

' bedside. (n/a on 6-3)

| NOTE: Exception those that
require thickened liquids

*Gloves are readily available and
worn according to MVH policy

*No Incontinent pads on the floor

*No linen on the floor

pads in the waste basket in the-
room S

*No food containers or incontinent

__| When assisting with meals staff is
“sitting with resident. {Not

| standing}
Use back of form to document actions taken
Ce NOCs
M02-330A

H:\02\M02-330A.DOC

‘MVH 8/23/05




Minnesota’ terans Home - Mpls

Residen.. Care Worksheet

Uhitl'f eam i

Date: . : . , o
Resident Oral Care Circle Hour Resident Repositioned / Toileted Comments
Repositioned (R) I
Toileted (T)
23 | 24 2|3 |4 |5 v i4 )15 |16 |17 [ 18 | 19
23 | 24 27|13 |4 |s e 141516 17|18} 19
23 | 24 |. 2 {3 {4 s} : vl | 14|15 |16 |17 | 18| 19
: ey U R P

23 | 24 2 |3 |a |5 [GE il iab it o sl 14 |15 |16 | 17 | 18 | 19
23 | 24 203 |45 LE e o ey 14 {15 {18 | 17| 18 | 19
23 | 24 2|3 |4 |s -jen , LA RGP 14| 15]16 |17 | 18 | 19

o 23 ] 24 2 |3 |4 |§ 3 14|15 |16 | 17| 18| 19
23 | 24 213 |4 |s ; : 14 {15 | 16 | 17 | 18 | 19

123 | 24 213 |4 |s i i 14 {15 | 16 |17 | 18 |- 19
23 | 24 2 |3.|a |5 [eih ' 14|15 | 16 | 17 {18 | 19
23 | 24 2|3 |4 ls ik G| 14 | 15 | 16 | 17 | 18 | 19 |
23 | 24 213 (4|5 17 o e 14 | 15 | 16| 17 [ 18 | 19

o 23 | 24 213 |4 |5 ' 14|15 | 16|17 [ 18] 19

i .
23 | 24 2 {3 |4 |s [ ; ; " 14|15 | 18 | 17 | 18 | 19 |
X i |
23 | 24 2{3 |4 |5 - 14 |15 16| 17 | 18 | 19
23 | .24 213 |a s Bl 1411516 |17 | 18| 19
. (5]

23 | 24 2|3 |4 |5 AR i 14 |15 | 16 [ 17| 18 | 19
23 | 24 2|3 |a |5 fpbngiidhgiiaaiiiienuatiaa 15 | 15 | 18 [ 17 | 18 | 19
23 | 24 | 2|3 |4 |5 i By 14 |15 | 16 | 17 | 18 49
23| 24 2|3 |4 |5 G 7? : ; SOl 14 | 15 |16 |17 | 18 | 19

1. Circle the time you complete poéiti’oning and toiteting’_on each resident

2. Initial when oral cares are-completed

3. Return '[hIS document to the staff nurse, at the end of your shnft

M02-331-W

H:\02\M02-331W.DOC

Night shift: HST:

Day shitt HST:

Evening Shift: HST:

. Thank you u for “Serving Those Who Have Served.”

Nurse Review:

Nurse Review:
Nurse Review:

RNM:

'MVH 8/23/05



Minnesota Veterans Home- Minneapolis -DRAFT#1
'CGUIDELINES FOR GLOVE USE

Health care workers wear gloves to:

Reduce the risk of acquiring infections .

. Prevent health care worker flora from being transmitted to reaidents ' ‘
Reduce the transmission of flora from resident to resident via the health care worker.
Prevent the transmission of hepatitis B, hepatitis C and HIV.

Did you know? '

Gloves do not provide complete protectlon agamst hand contamlnatlon : ‘
~Wearing gloves does not provide complete protection against acquisition of infections caused by

hepatitis B 'virus and herpes simplex. :

Failure to change gloves between residents may contribute to the transmission of organisms.

Weather the wearing of rings results in greater transmlssmn of pathogens Tremains unknown
further research is mdlcated

- Gloves are worn when:'

e Personal care is provided to residents. .

o Thereisa possnbmty of having contact with blood or body ﬂu1ds
¢ Contact with mucous membranes or non-intact skm

o Personal protectlon is mdlcated

-Change gloves dunng resident care if moving from a contaminated body site. toa clean body sne.
Hands must be washed immediately after gloves are removed.

Source: Guideline for Hand Hygiene in Hea{th-Care Settings: MMWR. October 25, 2003/51 {RR‘I 6}5 1-44
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“Serving T iose Who Ha ave Served”

MN Veterans Homes — Minneapolis
Quality cf Care Standards — Nursing Care Units

Nursmg care and services are per‘ormed to

maximize the residents’ current abilities -

preserve and/or restore functional status

support residents’ freedom of choice

provide for resident privacy and ensure-a-safe environment.

follow the residents’ plan of care -

provide for and maintain resident dignity and right to confidentiality
perform tasks within the scope of the employee’s.training and ability
administer care whrch promotes dignity and respect. -

_ communicate significant résident information to appropriate care team members

comply with MVH policies/procedures
comply with MDH and VA regulations

Promote a resrdent—centered enwronment :

primary focus is physical, mental and emctional well-berng of each resrdent

supports an environment of trust dignity and caring. ' :

maximize the comfort level of the reSIdents through parn management Pain assessment is the 5" vital srgn

Comprehensrve Resident Assessment and Care Plannmg

* all residents receive a comprehensive assessment through the RAI/MDS process
.RAPS are completed

items of concern are communicated on the resident focused care plan
goal attainment is measured dunng the quarterly process and whena s;gnrt" icant change in status is identified

‘ersonal Cares:

e Bathing:
g

2.
3.
. 4

desired.
Provide for resrdent prrvacy throughout the procedure including to. and from the tub room
The safety belt is applied to and worn by all residerits in the tub throughout the bath

. Observe and report skin conditions to licensed staff T

i 'Note. NCU residents are not to be unsupervised i m tub/shower rooms

all nursrng staff are aware of thie contents of individual residents in thelr care,

Each resident receives a bathe or shower a.minimum-of one trme per week and as needed and as

K Dressrng
1. Clothing is changed daily and as needed :
2, . Residents are dressed appropriately for weather actrvnty !evel social acceptabrhty and to maintain pnvacy
/ dignity.
- 3. Clothing protectors are apphed as needed while dining and are removed before the resident leaves the

‘ dining area.

4, . Footwear is approprrate to the resident mobrhty status.
5. "Privacy and dignity are maintained throughout the process of dressmg
6. Clothing items are labeled w1th the reSIdent’s name.

e . Grooming

Monitor,-encourage partrcrpatlon assist and/or perform resident grooming whrch includes:’

1
2.
3.
4
5

Shaving:
Deodorant:
" Nail Care:
' Hair care:
Oral Care:

daily and as needed
daily
weekly and as needed (clean and trim)

~ Combed daily, washed weekly and as needed

Twice a day and as needed



“Serving Those Who Have Served”

Nutrition and Drnrng .
e  Nursing staff will assist resuient’s in compleung hand h"grene prior fo each ‘meal and follow rnfectron control
' policies through out the meal
Trays are picked up and served promptly within 5- 10 mrnutes of arrival.
- Trays are served to aii residents at each dining room table before assisting individuals.
Staff is present throughout the meal. Licensed staff is available on the unit.
Resident focused atmosphere and conversdtion are maintained throughout the drnlng expenence
Residents receive the required (including care planned items ) assrstance through out the meal
Staff are seated while assisting residents with their meal
Nutritional supplements are provrded in the type, amount and time rndrcated
Documentation of nutritional supplement consumption is completed promptly
Fluids are offered to the residents frequently throughout the day.
Intake report and/or record is monitored/documented as indicated.
Fresh water {at the proper consistency} will be supplied every shift.

Positioning: :
® Resrdents are posrtroned in & manner to promote comfort and atlow for maximum freedom of movement
‘e Turning and repositioning is done every 2 hours oras care planned through individual assessments.
o Positioners, enablers, and restrictive devices all are Jeast restrictive, have a physician / NP order including
medical symptom, and a plan for re-evaluation of tolerance and effectiveness.

Resrdent mobrhty - :
It is the goal of the nursing department to assrst the resident to maintain therr highest level of functioning. Al
residents will be assessed and care plarined for their individualized mobrhty plan contarnlng i
e Transfer technique .
¢ Plan for ambulating as assessed
e AROM/PROM as assessed
e Bed mobility '

Resrdent / Staff Safety

° 'Suspected abuse or neglect is reported rmmedrately to the nursrng supervrsor nurse manager, drrector of
nursing or social worker

. Mechanicat lifts will be used as assessed specific to type Thrs will be noted on the care pian
The use of transfer belts is required on all physically assisted transfers.
Nursing and housekeeping staff promptly resolves spills and wet spots on the floor.

Equipment that is in disrepair; moperable or unsafe is reported to the maintenance department and removed
from the patrent care area. A )

Customer Service: : :
e Call lights will be answered wrthm 3-5 mrnutes and tub room/bathroom call lights are responded to
’ immediately. -
‘e Edch resident will be addressed by the name they prefer and ina respectful way.
o All hursing staff are responsible for answering call lights in a timely and courteous manner:
e The'call hght cord is accessible for the resident’s use.

_.fection Control policies and guidelines will be followed and include:
e Hand hygiene .
o Use of Personal Protective Equipment
e Providing nursing services in a way that mrnrmrzes the transfer of pathogens.




“S'erving T hose Who'Have Served” .‘

Resrdent and staff safety

Residents are monitored a minimum of every two hours and more frequently as mdlcated
Resident envirenment is maintained free of hazards and obstacles -

Egress paths are con;.sten*ly clear of obstacles.

Rooms and beds are labeled with resident names.

. Wrist bands are legible a.nd on all residents. -

Resident Dlgmty and anacy

.

‘e e'@ 0 ®

. Knock before entering rooms
-Always ensure privacy for conversation and cares

Use respectful tones .

Resident medical records are not left unattended in the public view
MAR's are closed or covered when away from the cart

Queries into resident status by others are referred to the nurse ‘



- Attachment 17

 State of Mjnn'e_s'ota Veterans Home — Minneapolis
NURSING POLICY AND PROCEDURES

Title: Thickened Liquids S . Number: N02-151
S L ' . | . ' 2326
: - 19-043
4’7 /V . S 10057
. Approvals:  Director of Nursing . \@ .- Date: 09/05
.+ Director of Dietary - @ .
Medical Director : _ : Page 1 of 1
Objective: -To ensure that residents at nsk for asplrahon receive the right consistency of liquids whlle

attendmg on and off unit events.

' Po]icy:

Procedure:
A. Following a comprehensive. asséssment, if a res1dent is found to be at risk for asplratlon requiring’
thickened liquids, the following will oecur:
1. The speech therapist, d1et1t1an, or nurse practmoner Wntmg the order for non—thm liquids will
notlfy the HIC: . :
-a. Inperson or- :
. b, Viathe HIC Commumcatlon Board

2. The HIC w111 place a blue colored insert into the 1dent1:ﬁcat10n band of the individual resident.
3. All departments will be aware that res1dents with blue name band inserts may not have thin
liquids being offered.
4. Departments hosting the resident event are respons1b1e for ensuring -a current hst of resident
~ diets/consistencies are. readﬂy available and an alternatxve beverage at the nght consistency is
. available. .

B. At special events, staﬁ' Wlll note name band. If blue msert will venfy ﬂmd consmtency on current -
hstmg before serving the beverage '

- C. During medlca’uon passes the resuient is to receive the ordered consistency of ﬂuld F or current
products available: :
. 1. Wateris avaﬂable inall cons1stenc1es :
2. Nectar level fluids for medication passes or between meals mclude
a. health shakes
b. pudding,
c. applesauce,
d. ice cream,
€. magic cups
3 Honey level fluids for medication passes or between meals mclude
a. pudding,
b.- applesauce
€. magic cups
H\POL—PROC\P-PO2\N02 151.doc




- Attachment

Mlnnesota Veterans Home- Mnneapol.s =
UIDELINES FOR GLOVE USE )

Health care workers wear gloves to:

e Reduce the risk of acquiring infections ,

e Prevent health care worker flora from being transm;tted to residents |

e Reduce the transmission of flora from resident to resident via the heaith care worker
e Prevent the transmission of hepatitis B, hepatitis C and HIV.

Did you. know'? '
Gloves do not provide complete protectlon agamst hand contamination.

Wearing gloves does not provide complete protection against acquisition of infections caused by .

hepatitis B virus and herpes simplex.

Failure to change gloves'between residents may contribute to the transmission of orgamsms
Weather the wearing of rings results in greater transmtssnon of pathogens remains unknOWn
further research is md icated.- .

l
Gloves are worn when:
* ‘Personal care is provided to residents.
e - There is a possibility of having contact with blood or body fluids.
° Contact with mucous membranes or non-mtact skln ’
s -Personial protection'is lndlcated

Change gloves during resident care if movmg froma contamlnated body site to a clean body site.

Hands must be washed immediately after gloves are removed

Source: Guxdelme for Hand Hyglene in Health-Care Settmgs MMWR October 25; 2003/51{RR16}: 1-44



Attachment

- Cart
Number

Locked

Unlockéd

" Nurse
Present .

Meds out on
-Cart

" Med Cart 1

. Confidential

.-Med Cart 2

“Med Cart3

Tx1

- Tx2

T3

Comments:

Unit ID:

' Tech/RPh ID:

Date: '

’ Time:



: SR Attachment 2’
State of Minnesota Veterans Home — Minneapolis .
" NURSING POLICY AND PROCEDURES

Title: Unnary Incontmence Management ' )l‘/ \ : SR Number: N02-150
Aporovals: DON/Medical Director ? oy .. Date:-09/05

, . 3 p@dl o ,

Page'-’ Lof2
| Ol)j ective:- - To identify the type of urmary incontinence as re51dent has so appropnate mtervennons may be
' mltlated : .

Policy:
Procedure:”

A. Upon admission'and PRN, resident that are incontinent of urine will be assessed as follows:
1. A 3 day voiding assessment will be completed by the. nursing- unit durmg the 1mt1al MDS
assessment period. -
" 2. The nurse practmoner/physmlan W111 order a bladder scan to determine the post v01d res1dual
" (PVR). .
3. The results of the MMSE, BRADEN Scale, Functronal Abllmes PVR, and 3 day voiding
assessment will be reviewed by the nurse practitioner or physician. . (See Momentus form).
4. The nurse practitioner or phys101an will determme the type/types of urmary mcontmence the
. resident has. .
5. Based on the type of Ul 1dent1ﬁed appropnate mtewentlons Wlll be ordered and care planned
© (See house protocol in policy appendlx)
6. Upon new incidence of Ul, thrs process ‘ay be 1mt1ated at anytime.- (1 €.5 srgmﬁcant change in
status). A . :

Appendlx (draft-needs further revzew)
Toileting Programs

Bladder Retrammg
'A. Tndividualized Bladder Retraining |

This is for a resident who is able to learn. and retain new n:lformatlon and has the physical ability and
" desire to retrain the bladder to treat incontinence. Each program w1ll be md1v1dua11y set up based on the
resident’s needs and ehology of i mcontmence . . .

B. PrOmpted Vordmg

1. From an individualized schedule detenmned by the res1dent’s 3 day vmdmg assessment or -
2 From the fac1h1y schedule:
: a. Upon rising from bed.
b. Beforelaying down in bed. -
‘c. . Before leaving the floor for meals.
" d. Upon return to the floor from meals.
- *Upon” is defined as within 30-60 minutes. .



© Title: Urinarylnconﬁn_ence Management‘ - g ’ . ) ’ . Number: N02-150
. . . LT Page 2 of 2

Sc eduled Toileting

Residents. who are unable to identify or communicate to staff regardmg teileting needs They will. be
' todeted with hands on assistance from staff: : T

A. Based on an md1v1duahzed schedule determined by the res1dent’s 3 day V01dmg assessment Or.
B. From the facﬂlty schedule: ‘

1. Upon rising from bed., ‘

2. Before laying down in bed.

3. Before leaving the floor for meals.

4. Upon return to the floor from meals. :
' *”Upo is deéfined as within 30-60 minutes.

- Check and Change

Re51dents who are e1ther physmally unable to’ be toileted comfortably or Who are extremely agitated by the '

- toileting process. . These residents will be checked for wetness changed and cleaned if wet on the following
schedule

: A. Based onan md1v1duahzed schedule determmed by the res1dent’s 3 day vo1d1ng assessment or.
* B. From the facility schedule:

a. Upon rising from bed.
b. Before laying dowr in bed.
c. Before leaving the floor for meals.
- d. Upon return to the floor from meals. . '
~ *Jpon” 1s deﬁned as Wlthm 30-60 nnnutes

Some residents may be on scheduled toﬂetmg durmg the day and on check and change at night, based on
md1v1dua1 resident assessment. .

: H:\POL-PROC\P—POZ\NOZ—ISO.doc



. MN Veterans Home - Minneapolis
Urinary Incontinence Assessment

Goal: To define the type of urinary incontinence a resident has and individualized interve‘ntions.A

‘RdmmﬁDMa

. Assessnent Type / Date

Outcome Commeot

MMSE T

"BRADEN

Functional Status review or
Case Mix Score

Post Void Residual

3= Day Voiding Assessment

Type(

s) of

Incontinence and Interventions

Check
Type(s)

-AHRQ Incontinence Types

Select Interventions

Transient Acute

Q Further medlcal evaluatlon ~ see physrclan order
section

jD Individualized bladder retralnlng to be evaluated /

treated by occupational therapy

Chronic Urge

oo

The resident may be toileted at intervals
con31stent with their assessed voiding pattern
,utlllzlng the fac1llty toileting protocols

Chronic'Strees

oloo.o

.The resident may be toileted.at intervals
consistent with -their assessed voiding pattern’
utilizing the facility toileting protocols.
Toileting dntervals may be up to three hours

‘Chrouic Overflow

piooo

_The resident may be toileted at intervals
consistent with their assessed voiding pattern
utilizing the facility toileting protocols
T01let1ng intervals may be up to three hours

Chronic Functional~

" Prompted voiding

Scheduled toileting o

Check and Change Program

'T01let1ng 1ntervals _may be up to three hours

Intractable

oooo‘oooooo-ooo

Prompted voiding

Scheduled toileting

Check and Change Program

T01let1ng intervals may - -be up to three hours

Date:

Resident:

MD/NP Signature:

. Medical Record #

© M16-15C
HA16\M16-59C.DOC

Unif:

MVH09/05




- MN Veterans 'Home‘-’- Minneapolis
3 Day Voiding Assessment

Check resident e.vergf hour and mark-the appropriéte column(s)

BN

Day 1 Date: — ~ Dry | Wet |, .BM »Self. Staff . “Type of Assist

Time B . Toilet | Assisted
7 AM : o ’ . .

8 AM

9 AM

10 AM

A

~12 Noon

TPM

2PN

3PM

4PM

5PM

6 PM

7PM

§PM

9 PM

10 PM

11PM

. 12 Midnight

1AM

T 2AM

3AM. -

“4AM

5AM

= " 6AM

Resident: o - Medical Record # _ Room#

S - . o . Page 1 of 3
M03-332C C ) i - ’ MVHO05/05
G:\MDH Response\M03-332C.DOC : . :




. MN Veterans Homé — Minneapolis
" 3 Day Voiding Assessment

Check resident every hour and mark the appropriate column(s) .

Day 2 Date:

Time

Dry

Wet

Self

_ - Staff
Assisted

© Type of Assist

7AM”

'T_oilet

8 AM

9AM,

10 AM

1AM,

12 Noon

1PM

" 2PM

3PM

-4 PM

“5PM

6 PM.

"7TPM

§PM

9PM

10 PM

" 11PM

12 Midnight

1AM

2AM

3AM

- 4 AM

5AM

6 AM

Y

Resident: -

Medical Record #

M03-332C

- GAMDH Response\M03-332C.DOC

Room#

Page 2 of 3
MVHO09/05




MN Veterans'Home — Minneapolis
3 Day Voiding Assessment

Check resident every hour and mark the appropriate column(s)

Day 3 Date: __ — [ Dry | Wet | Sef | Swf | T Type of Assist
4 . Time . Toilet | Assisted. :

7AM

8 AM

9 AM

- 10 AM

11 AM

12 Noon . )

1PM

2PM-

- 3PM

4PM

5PM

5PM.

" 7PM

" 8PM

~ O PM

10 PM

“1PM

12 Midnight

1AM

2 AM

. 3AM

4 AM

5 AM

6 AM

Reéident: . o N : : Medical Record # . Room#

. : ’ : . ‘ ' ) Page 3 of 3
M03-332C . ) . . - ’ . MVHO09/05
G:\MDH Response\M03-332C.DOC ~ ' . : )




Questions — Senator Vickerman

1. Staffing Issues

A. How many staff left the Minneapolis Veterans Home in the paSt year?
There were 462 positions. at Minneapolis and 70 employees left during
this period. Of the 70, 23 nursing assistants and 3 LPN’s were non-
certified during their probationary period.

B. Do you conduct employee exit interviews, and if so, are you able to
determine why staff are leaving? ‘

It is my understanding that exit interviews stopped a few years ago.
One of our initiatives will be to begin to have formal exit interviews at
all of our facilities.

C. How does the state turnover rate compare to other Veterans Homes?

Data is not available to compare ourselves against other Veterans
Homes Nationally. Within the State, the figures are below:

Turnovér Rates FY05 (July 04 — June 05)

Turnover Rates

RN LPN HST GMW FSW Facility
Fergus Falls 12% 24% 21% 0% 4.36% 12.39%
Hastings 1% 1% 0% 1% 0% 1%
Luverne 17% 18% 6% 0% 20% 4%
Minneapolis 8% 21% 26% 18% 29% 17%
Silver Bay 18% 8% 33% 1% 36% 21%
MHHA May 2005 | 31.6% 34.3% 50.4% n/a 41.4% n/a




D. Does the Minneapolis Veterans Home pay a salary level that is
competitive with other nursing homes in the metro area?

According to 2005 HHRAM Wage and Salary Suﬁey

RN Range \ | Ave
Mpls 18.62 —-29.61 27.50
State 19.56 —-27.27 25.96
LPN :

LPN 2 (+ 2 yrs) 14.51 -19.56 18.59.
State 13.66 —18.72 17.03
HST .

Mpls - 11.00-17.55 13.87
State 9.82-14.30 11.96
Note: Before 2/2% increase

E. What would be the budgetary impact of adding staff, rather than using
temporary help and mandating overtime?

We have added a number of shifts at Mpls and we are in the process
of determining how we can better stagger schedules between shift
changes. We have enlisted a number if nursing assistants to help with
this effort. The final fiscal impact at Mpls is yet to be determined. If
we do a good job a filling our vacancies, our pool use should decrease
as well as our use of overtime. |

We are also matching staffing levels on each unit with resident acuity
level to ensure that as our resident population changes, we can adjust
staffing levels.

Other factors include absenteeism or staff with attendance
problems(Mpls 7%) and an excess of special schedules (78 at Mpls)

which makes scheduling difficult.



Senator Berglin Questions:
1. How many positions were open at the time of the MDH?

To put this in perspective, there were 242 full time equivalents in
“nursing on the rolls during the past pay period.

At the time of the survey, there were 33 open positions.

e Seven of those positions were RN’s;
e 12 were LPN’s, and
e 14 were HST’s;

Of the 33,11 w'ere‘ posted for recruitment, 4 offers were made, and 18
were open with no recruitment efforts:

While these were positions that were not filled, these vacancies were
filled through employees agreeing to an additional overtime shift, the
use of contract help or pools, and mandating overtime.

2. How long have the vacant positions been open?
Five positions were open since January; 8 more positions were open since

March, one additional position was open in April; one in May; and the
biggest group of 18 was open in July. During this time, a number of

- positions were being recruited for and filled.

Our process for managing FTE within the agency is that every recruitment
effort must be reviewed and approved at the Board office. We have a record
of this activity and while we wanted to ensure that there was sufficient
control of positions within the agency, all positions requested to be filled at
the Minneapolis facility were approved on a timely basis.

a. Were advertisements placed to notify the public of the
openings?

e During this time, Human Resource staff attended 13 job
fairs. ’ | '



e On 2/13/05 an advertisement in the Star Tribune for
RN’s, LPN’s and HST’s.
e The next one was not until 7/23/05 and 8/28/05.

Subsequently, there have been ads placed in a Vanety of .
papers on 9/9, 9/11, 9/18, and 9/20

According to the HR staff, the lack of advertisements early in the
year was due the large number of HST applications on file. Those
applications were used to fill vacancies as they occurred. HST, RN
& LPN vacancies were recruited through the job fairs.

3. Policy to mandate overtime
a. When and why was it created?

‘The ability to mandate overtime is included in our labor agreements and
can be implemented when there is deemed to be an emergency. An
emergency is created when staffing falls to a level where the basic patient
services are threatened and cares cannot be completed.

Mandation had been utilized as a last resort. In other words, when there
was a vacant shift to fill, we would ask employees to volunteer for
overtime, agency or pool was called, and mandation would be used when
there were no other options.

At Minneapolis the decision to implement mandafory overtime before
calling agency staffing was at the end of January. It was changed to
accomphsh two things;

(1) Our own staff knows our residents best our and should be the
called first to care for residents before agency (pool) staffing was
called. '

(2) Best use of financial resources to use our staff versus pool staff as
a measure to conserve resources. Agency (pool) staffing costs double
what we typically pay and we would rather pay our own staff first.

(3) There were 124 shifts daily at the facility. When mandation was
implemented, on average, 1.5 shifts daily were mandated. Today, it is
less than one shift per day.



b. By whom?

This was a decision made by local management accordlng to the
provision included in the labor ag“eements

. Where any of the previously mentloned actions done for financial
reasons?

~ As stated above,

(1) It was meant to have our own staff, those who best know our
residents, be the called first to care for residents before agency (pool)
staffing was called.

(2) It was also implemented as a measure to conserve resources.
-Agency (pool) staffing cost double what we typ1cally pay and we
would rather pay our own staff.

The Minneapolis facility has held the same level of FTE for the past

- four years. We track their use of these positions, use of overtime, and
use of pool staff within nursing and they have typically fund all their
positions by the use of salary dollars, overtime funds or the funded
nursing (pool) contracts.

. Were the leaving of the positions vacant and the mandated
overtime policy executed to save money?

That is not my understanding. The positions not filled in July were to
be used to modify the nursing organization and introduce a new
program utilizing Trained Medication Aides and a nursing

assistant preceptor program at the facility. Vacant positions were
filled through voluntary overtime, mandation of overtime, and agency
use.

In the long term, this modified nursing model would increase the
number of nursing assistants on the floor and decrease the number of
licensed staff. Once fully 1mplemented it would increase the number
‘of positions on the nursing units at a slightly lower cost.



6. What policies does the Board intend to implement to ensure closer
oversight of the facility? - :

. Earlier this year, a number of board members, board staff and I began to
review our budgetmg process and financial controls. As a result of these
- discussions, :

e We are working on an expanded reporting system for board
member’s, which includes financial, but also clinical and other
performance data. Over the past year, we have implemented a
new clinical software system which provides us with better
clinical monitoring and reporting. We will be reviewing this
information with the board on a regular basis.

e The Board has also created three new oversight committees:
Financial Management, Quality Assurance; and a Special
Review Committee for situation such as occurred at
Minneapolis.

e Approximately a year ago, the Board approved and funded a

" mock survey process which Diane Vaughn, our QA Director,
has begun to implement around the State. A team of employees
from various homes would meet at each of the facilities and
conduct a mock survey in preparation for both VA and
Department of Health reviews.

e During this period, Board members have visited the facility,
touring at weekends and other times, visiting with staff,
residents, and family members. Dr Budd has rounded with the
Medical Director of the facility and we will discuss doing the
same as we conduct board meetings throughout the year at
facilities around the State. - ‘

e And finally, the Governor has asked that the Board initiate a
review of all homes board facilities to ensure that all aspects of
operations pass muster. This review is s to be completed by |
January 157, 2006.

e We have wonderful support ﬁom the Service organizations in
this state, many of whom are represented here today. We thank
them again for their interest and participation. The Board has
also encouraged the service organizations, AL, VFW, DAV,
JWV, MCL, AMVETS, VVA, Korean War Vets, Purple Heart,
Ex-POW’s, County Veterans Service Officer Organization and
others to participate on a regular basis at board meeting and we



believe there is a commitment on the part of the organizations
to do so. :

7. On December 12, 2000 a resident died as the result of another resident
sitting on his chest for an extended period of time. Would this type of
incident indicate inadequate staffing?

A review of this incident indicates that two residents collided while in
the hallway in our Alzheimer's building 6, third floor. The incident
occurred at approximately 8:00am. One resident had fallen on.

~ another with his hip and upper thigh covering his chest and lower
face.

The resident on top was removed and exhibited no apparent injury.
Once on his feet, he ambulated independently and appeared to be
unhurt. The resident on the floor was lifted to his bed and monitored.
Shortly thereafter his heart stopped and was without respirations. The
resident was a do not resususitate/do not intubate (DNR/DNI) so CPR
was not initiated. The incident was reported to the common entry
point and due to the unusual circumstances, the medical examiner.
The medical examiner's office performed an autopsy and determined
the cause of death was accidental due to "compression of the chest
complicated by COPD (Chronic Obstructive Pulmonary Disease)".
The facility investigation included staff interviews and chart reviews.
The Medical Director also reviewed both charts and determined that
all action taken was appropriate and that there did not appear to be
any indication of abuse, neglect, or wrong doing on the part of staff or
the home in general.

In addition, I retrieved the staffing levels on the unit during that
period and found that the planned and actual staffing included one
RN, one LPN and four (4) HST's. That is the same compliment of
HST's that we have today on the day shift and is appropriate for the
case mix on that unit.. Based upon this review, staffing was not an
issue and this resident’s death was deemed to be an accident.



HE-01239-03 Rev. 1/97 CORRECTION ORDER

Page 1 of 42
CERTIFIED MAIL #:
ROM: Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division

1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970

Licensing and Certification Program

Ellie Laumark, Unit Supervisor (651) 643-2566
TO Mr. Alan C. Saatkamp _ DATE _August 29, 2005
PROVIDER MN Veterans Home Minneapolis COUNTY _Hennepin

ADDRESS 5101 Minnehaha Avenue South, Minneapolis, Minnesota 55417

On July 26, 27, 28, & 29, 2005, surveyor(s) of this Department's staff, visited the above provider and the
following correction orders are issued. When corrections are completed please sign and date, make a copy of
the form for your records and return the original to the above address.

T 8 888880088 888800000000000000000000000s000000004900000cacettstsstensataetscteaerecectonanrocestiaceseocececasatocstcnsaosecobocsnastcacatscaatocntacscssoesassssesscscssssesncassosvss

.n accordance with Minnesota Stat. section 144.653, Minnesota Stat. section- 144A.10, or Minnesota Stat.
section 144A.45, this correction order has been issued pursuant to an inspection (survey)./an inspection (survey)
including a complaint investigation./a complaint investigation. 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 of the Minnesota Department of Health.

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.

1. MN Rule 4658.0110

Based on staff interview and record review the facility failed to complete a detailed incident report for 1 out of 1
Resident in the sample (#34) with a feeding tube. Findings include:

Resident #34 was treated at the hospital for dehydration and had a percutaneous endoscopic gastrostomy (PEG)
feeding tube surgically implanted on 5/12/05. The resident returned to the facility 5/13/05.

On 5/15/05 the medical record progress notes documented that the resident “pulled his PEG tube out. The reside:
transported to the hospital, and remained at the hospital until 6/28/05. The medical record did not contain an incic
the unit clerk and social worker were not able to locate an incident report. The assistant director of nursing was i

7/29/05 at 10:15 AM and was not aware of an incident report. She agreed that a report should have been filled ou
able to locate a report.

TO COMPLY: All persons providing services in a nursing home must report any accident or injury to a

resident, and the nursing home must immediately complete a detailed incident report of the accident or
injury and the action taken after learning of the accident or injury.



HE-01239-03 Reyv. 1/97 . CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division
1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970 Page 2 of 42

Orders to MN Veterans Home Minneapolis .

SUGGESTED METHOD OF CORRECTION: The Administrator and the Director of Nursing co....
review the current policies and procedures for reporting accident/injuries, revise as needed and instruct all
personnel in the revisions. The Administrator could designate a staff person to do ongoing monitoring to
ensure compliance with accident /injury reporting.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

2. MN Rule 4658.0300 Subp. 4.

Based on observations, interviews, and record review, the facility failed to ensure that that the decision to
apply restraints was based on a comprehensive assessment to ensure the restraint was the least restrictive, a

plan for progressive removal, physician’s order and appropriate consents for 4 out 7 remdents in the sample
with restraints. (#s 4, 9, 30 & 31). Findings include:

A lap buddy restraint was bemg used on resident #9 without a physician’s order or a clear indication for its
use. During evening observations on 7/26/05 from approximately 4:40 PM until 7:45 PM, resident #9 was
observed to have a lap buddy type restraint on his wheelchair in addition to a re-closure type seat belt. B
devices remained on the resident during the meal. The registered nurse on the unit when questioned as to
the reason for the lap buddy at 6:10 PM did not know and referred the surveyor to the LPN. The LPN
mterviewed at approximately 6:20 PM about the lap buddy did not know why the lap buddy was on thought
that it had been discontinued. A review of the resident’s current physician’s orders indicated that the
resident had orders for a lap buddy but it had been discontinued on 7/18/05. The current plan of care still
referenced the lap buddy. The human service technician (HST) assignment sheet dated 7/22/05 indicated
that the lap buddy had been taken off and was no longer needed. A review of the nursing policies and
procedures for the facility as of 5/1990 related to resident safety, “Restraints are used only with GNP/MD
(geriatric nurse practitioner/medical doctor) orders™.

Resident #4 was not assessed for the least restrictive restraint, and did not have a program of progressive remova
physician’s order for the restraint to be used only when the resident was attempting to ambulate. Resident # 4 we
7/26/05 at 4:30 PM in a wheelchair with thigh straps between his legs that were fastened by a belt behind his wai
PM the Human Service Technician (HST) who unfastened the clip on the belt before transferring the resident ind
resident could not unfasten the belt by himself. Review of the resident’s medical record contained no comprehen:
assessment of the need for the restraint or attempts at least restrictive alternatives. The record did not contain a pl
allowed for progressive removal of the restraint. The nurse practitioner ordered on 6/2/05 a “Broda “chair at all ti
padded thigh belts “only if the resident is attempting unsafe ambulation .” The care plan did not specify ed
removal. During observations of the resident on 7/26/05 from 4:30 PM to 7:15 PM the resident

Slept in the chair, watched television and ate dinner with the restraint on. He made no attempt to ambulate durin,
At 7:15 PM the resident was taken to his room. An interview 7/27/05 at 11 AM with the registered nurse (RN) or
revealed that the resident only walking a few steps in the bathroom The RN stated that the resident should be rel
the restraint every two hours.

The facility failed to ensure lap buddies for residents #30 & #31 were assessed for less restrictive devices or
evaluated for progressive removal.



- HE-01239-03 Rev. 1/97 CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division
1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970 Page 3 of 42

——Orders to MN Veterans Home Minneapolis

Resident #30 had diagnoses that included Alzheimer’s disease, and history of falls. The resident had
physician orders for a lap buddy dated 1/28/05, which stated, “Lap buddy when in wheelchair to prevent
unsafe attempts to stand due to gait instability with dementia.” The comprehensive assessment (MDS)
dated 5/30/05 indicated the resident had a trunk restraint. The care plan dated 5/31/05 directed staff to apply
the lap buddy when in the wheelchair to prevent unsafe attempts to stand. There was no indication in the
record the resident had been assessed for the use of a less restrictive device such as a wheelchair alarm. The
care plan did not contain any provision for the periodic release of the device or planned attempts at removal.
Resident #30 was observed with the lap buddy on 7/26/05 (dinner), and 7/27/05 (breakfast, lunch.). Staff
did not attempt to remove the restraint when the resident was supervised.

Resident #31 had diagnoses that included Parkinson’s disease and history of falls. Physician orders dated
4/8/05 included the lap buddy to be on when the resident was in the wheelchair as a reminder not to lean
forward. The resident’s RAP (resident assessment profile) dated 7/5/05 indicated the resident could and did
remove the lap buddy. However during observations on 7/26/05 at approximately 6:55 PM the resident was
observed attempting to remove the lap buddy for 3-4 minutes without success. During observations on
7/26/05 at 5:40 PM the resident was assisted to the bathroom. The resident began to stand immediately after
the lap buddy was removed. When the surveyor questioned how she felt about the lap buddy she replied, “I
hate it”. The resident’s comprehensive MDS date 7/5/05 failed to identify the use of the lap buddy as a
restraint and therefore failed to assess less restrictive alternatives or implement a plan for the progressive
removal of the device. The lap buddy was in place on 7/26/05 at dinner, and 7/27/05 at breakfast at times
when the resident was supervised and could have been released.

Review of the Resident Safety policy dated 5/10/02 identified the “lap buddy” as a restraint. The policy
stated all residents who had a restraint would be reviewed on a quarterly basis to determine if they were
candidates for restraint reduction, less restrictive restraining measures, or total restraint elimination. The
ultimate goal was elimination of restraints or reduction to the least restrictive device. Upon interview with
the nurse on 7/27/05 at approximately 9 AM she reported the lap buddies had not been assessed on a regular
basis. She reported the lap buddies could probably be taken off at meal times.

TO COMPLY: The decision to apply a restraint must be based on the comprehensive resident assessment.
The least restrictive restraint must be used and incorporated into the comprehensive plan of care. The
comprehensive plan of care must allow for progressive removal or the progressive use of less restrictive
means. A nursing home must obtain an informed consent for a resident placed in a physical or chemical
restraint. A physician's order must be obtained for a physical or chemical restraint, which specifies the
duration, and circumstances under which the restraint is to be used, including the monitoring interval.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for assessment of resident restraints, revise as necessary and instruct the appropriate
personnel in the revisions. The Director of Nursing could designate a staff person to do ongoing monitoring
to ensure compliance of resident assessment with use of restraints. - ~

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

3. MN Rule 4658.0300 Subp. 5 C.
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Orders to MN Veterans Home Minneapolis

Based on observation and interview the facility failed to ensure resident an opportunity for motion, exercise
and elimination every 2 hours while restrained 4 out 7 residents (#s 4, 9, 11 & 18) in the sample. Findings
include:

Resident #18 was not released from the restraint every two hours.

Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile
delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor wa:
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know.
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift
at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant
confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said,
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated " I’m just too busy to get all the cares done." Ihave 12 residents that I
am giving care to today by myself.

Resident #9 was observed the evening of 7/26/05 from approximately 4:40 PM until 7:45 PM (3 hours 5
minutes) with a lap buddy restraint on his wheelchair as well as a seat belt. The restraints were not released
to provide the resident with free movement.

Resident # 4 was observed on 7/26/05 from 4:30 PM to 7:30 PM in a wheelchair with thigh straps betwe.
his legs that were fastened by a belt behind his waist. At 7:30 PM the Human Service Technician (HST)
who unfastened the clip on the belt before transferring the resident indicated the resident could not unfasten
the belt by himself. The restraint was not released every two hours.

Resident #11 had diagnoses that included anoxic brain damage, and history of falls. The care plans directed
staff to release and reposition the resident every 2 hours. The resident had physician orders dated 5/29/05 for
a locked Posey belt when in bed and wheelchair to enhance safety. The physician directed staff to monitor
and release every 2 hours. Resident #11 was continuously observed on 7/26/05 from 4:30 PM until 7:50
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PM without being toileted or repositioned, (3 hours, 20 minutes). The surveyor alerted staff at 7:30 PM, and
at 7:50 PM the resident was assisted to bed. The resident’s incontinent pad was wet.

TO COMPLY: Ata minimum for a resident placed in a restraint a nursing home must also provide an
opportunity for motion, exercise, and elimination for not less than ten minutes during each two-hour period
in which a restraint is employed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for assessment of resident restraints, revise as necessary and instruct the appropriate
personnel in the revisions. The Director of Nursing could designate a staff person to do ongoing momtormg
to ensure compliance of resident assessment with use of restraints.

TIME PERIOD FOR CORRECTION: Fourteen (14) days

4. MN 4685.0400 Subp.21L

Based on record review the facility failed to assess dental needs for 1 out of 27 residents in the sample
(#20). Findings include:

Resident #20 was not assessed for dental needs.

Resident #20 was admitted to the facility on 5/22/00 with Huntington’s chorea. Per record review the
resident’s dental condition had not been assessed and oral cares were not listed on the nursing assistant
sheets. The resident was totally dependent on staff for all cares.

TO COMPLY: The comprehensive resident assessment must include I. Dental condition.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident assessment policies and procedures, revise as needed and instruct appropriate personnel. The
Director of Nursing could designate a staff person to do ongoing monitoring to ensure assessment
compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

.5. MN Rule 4658.0405 Subp. 1.

Based on interview and record review, the facility failed to develop comprehensive plans for care for 2 out
of 27 residents in the sample (#s 19 & 35). The findings include:

Resident #35 did not have a care plan to address risky smoking behaviors.

Resident #35 was admitted to the facility with the diagnoses of dementia, Parkinson’s disease, and stroke.
An incident report dated 4/14/05 revealed that the resident was found smoking in the hallway near the
nurses’ station ( a non smoking area) . and that he attempted to light a cigarette for another resident as well.
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The resident known to be a frequent smoker, and according to the care plan dated 6/05 he “leaves the me...
early to seek cigs.” Some behaviors documented on the care plan include wandering, resistance to care,
refusal of assistance, and both short term and long term memory loss. A notation was made on the resident’s
care plan dated 4/14/05 “incident of unsafe smoking.” No specifics were detailed. One approach was
listed; “enc. to not take cig out till off the floor.” The specific smoking care plan form used by the facility
was not evident in the chart.

On 7/28/05 at approximately 10:30AM the RN covering for the nurse manager stated that she would expect
to see the smoking assessment form and the specific smoking care plan in the chart. When asked if this
information was available in the computer she stated that it was not. Resident #19 had a history of
dehydration to include be hospitalized dehydration. Staff was not monitoring and recording fluid intake.

The facility did not develop a care plan to monitor fluid intake for resident #19 with a recent history of
dehydration.

Resident #19 was transferred to this facility in 10/04 due to increased need for skilled care. The resident was
observed during the meal on 7/26/05 at 5:45 PM. The resident’s skin and mucus membranes appeared drv
The Nurse Practitioner’s note dated 2/10/05 stated: will increase scheduled free water to 250 cc 4 times

day times 3 days . The assessment/plan by the nurse practitioner on 2/14/05 was urinary tract infection, .
continue quinolone until 2/19/05 and continue scheduled free water. On 4/5/05 the nurse practitioner
assessed the resident with possible dehydration. On 4/13/05, the nurse practitioner spoke with family about
resident’s likely hood of becoming dehydrated because of his poor fluid intake of thickened water. The
family wished for the resident to receive thin free water and thin coffee at meals for quality of life. There
was no documentation that the resident was offered or took in the scheduled water.

Per interview with the nurse manager of the unit on 7/27/05 at approximately 5:30 PM it was conﬁrmed that
the resident should be on fluid tracking in order to assess the resident’s intake.

TO COMPLY: A nursing home must develop a comprehensive plan of care.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures, revise as needed and instruct appropriate personnel. The Director of Nursing could
designate a staff person to do ongoing monitoring to care plans are complete.

TIME PERIOD FOR CORRECTION: Twenty-(20) days

6. MN Rule 4658.0405 Subp. 3.

Based on observation, interview and record review 15 out of 27 residents in the sample (#2, #5, #6, #7, #9,
#10, #11, #12 ,#13 , #15, #17,#18, #20, 33 & 36) and 5 out 5 in the expanded sample (#50, 51, 52, 53, &
54) did not receive services in accordance with their plan of care and policies. Findings include:

Resident #17 did not have his catheter bag emptied as needed. Per record review, resident #17 was admitted
to the facility on 08/26/03 with diagnoses that included neurogenic bladder, and diabetes. According to the
residents care plan, the staff was to empty and record Foley catheter output every shift and complete



HE-01239-03 Rev. 1/97 CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division
1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970 Page 7 of 42

—Orders to MN Veterans Home Minneapolis

catheter care per physician order. The nursing assistant sheet instructed the nursing assistant to empty
Foley every shift and report and to “check bag often — fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage
happens so often that I don’t feel real good about it. The night staff went home today without emptying my
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM
cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why

" don’t you empty my bag first?”” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capacity of the leg bag was 500 milliliters.

. The nursing assistant was mterv1ewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff. Resident #9 who requlred thickened lquIdS—
was given unthickened juice.

A review of the current physician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was
noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident
proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

During observations of resident #6 and #7 on 7/26/05 from 4:40 PM until 7:55 PM, it was noted that the
residents were not repositioned or toileted during that time. Both residents were totally dependent on others
to reposition and toilet. According to their plans of care (#6 — 1/10/05) and (#7 — 12/7/04) staff were
directed to toilet and reposition the residents every two hours. An interview with the human service
technician (HST) at 7:55 PM, who had been assigned to these residents, revealed that the last time the
residents had been repositioned or toileted was around 4:30 PM just before dinner.

Observations of resident #10 on 7/26/05 from 4:40 PM until 7:45 PM revealed that the resident was not
toileted, checked or changed. The resident was totally dependent on others for toileting, check and change
at intervals of at least every two hours and as needed related to incontinence of bowel and bladder,
according to the current plan of care dated 12/30/04. An interview with the HST at 7:45 Pm revealed that
the HST had not toileted, checked or changed the resident since the resident’s nap at approximately 3:30
PM. (4 hours and 15 minutes).
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Observations of resident #10 on 7/27/05 from approximately 7:30 Am until 10:25 AM revealed that ...c
resident was not toileted, checked or changed. The resident did have a Broda-type wheelchair and position
changes had been observed during breakfast and afterwards when the resident had been wheeled back to her
room and the hospice nurse spent time with the resident. An interview with the hospice nurse, at 9:50 AM,
to follow up on what was done for the resident revealed the hospice nurse adjusted the resident’s position in
the Broda —type wheelchair but did not toilet, check or change the resident at the time. The nurse stated that
usually the resident was placed in bed after meals as a preventative measure for skin breakdown. An
interview with the HST at approximately 10:25 AM revealed that the resident had not been checked or
changed since before breakfast at approximately 7:30 AM

Resident #11 was not repositioned, toileted for checked for incontinence every two hours.
Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. According to the care
- plan dated 5/12/05, the resident was to be repositioned, toileted or checked for incontinence every 2 hours.
Resident #11 was observed on 7/26/05 from 4:30 PM until 7:50 PM without being released or repositioned,
for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human Services Technician
(HST), who then assisted the resident to bed at 7:50 PM. The resident’s incontinent pad was changed, ar-
was noted to be wet.

Resident #12 was not repositioned in a timely manner. Resident #12 had diagnoses that included dementia,
and Alzheimer’s disease. The RAP (resident assessment profile) identified the resident’s skin as being at
risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
wheelchair. According to the care plan dated 7/8/05 the resident was to be repositioned every 2 hours. On
7/26/05 at 4:30 PM, resident #12 was observed visiting with her husband in her room until 6 PM, at which
point she was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had
arrived at 2:45 PM. Upon further discussion with the husband he reported staff had not changed the
resident’s position since his arrival. At approximately 7:15 PM the surveyor questioned when resident #12
was repositioned, and was told it was at 3:45 PM. The surveyor informed the HST the husband reported he
had arrived at 2:45 PM and resident #12 had not been repositioned. The HST acknowledged resident #12
was past due for repositioning and assisted the resident to bed.

Resident #12 did not receive assistance with oral cares. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately 7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste

" Resident #13 with a pressure sore was not repositioned for over 2 hours. Resident #13 had diagnoses that
included Parkinson’s disease and arthritis. The resident was identified on 7/14/05 as having a stage 2
pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion, blister, or crater) on his
coccyx. According to the care plan dated 5/20/05 the resident was to be repositioned while in the
wheelchair every 2 hours. The care plan identified the resident as having fragile skin and at risk for
breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2 hours, 45 minutes)
without being repositioned. The surveyor entered another resident’s room at 7:15 PM. Resident #18 was
not released from the restraint every two hours.
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Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile

_delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check -
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor was
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift

" at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant
confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said,
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated, I’'m just too busy to get all the cares done. Ihave 12 residents that Iam
giving care to today by myself. .

The facility did not follow the comprehensive care plan for resident #20 by not documenting fluid intake on
a form in resident’s room and did not complete oral cares. -

Resident #20 was admitted to the facility on 5/22/00 diagnosed with Huntington’s chorea, failure to thrive,
dysphasia, and dementia without behaviors. The resident was admitted into the hospital on 2/16/05 for
failure to thrive with concerns of malnutrition and dehydration. Resident #20 was observed on 7/26/05 at
approximately 6:10 PM in the dlmng room. The nursmg assistant fed the resident. The resident had sunken
eyes and was very thin.

The physician ordered on 2/28/05 honey thick water 200 milliliters 4 times a day and as needed and to
encourage fluids. The resident’s care plan and nursing assistant sheet stated to document fluids on the form
in resident’s room. Honey thickened water was to be given whenever staff was with resident.

On 7/28/05 at 8:45 AM there was no intake record posted in the resident’s room and there were no fluids
available to offer the resident. The nursing assistant taking care of resident #20 on 7/28/05 was interviewed
at approximately 8:45 AM in the resident’s room. The nursing assistant confirmed that there was no sheet
in the resident’s room to document fluids and there were no fluids in the room to offer the resident. The
nursing assistant stated she only documented the output at the end of the shift.
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The HUK was interviewed on 7/28/05 at approximately 9:10 AM and confirmed that there were no oral
intake records in the resident’s chart, only the output sheets were in the chart.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. The resident’ s sister stated
that she was concerned that when she was not in the facility the staff did not offer fluids to the resident. The
resident’s sister stated that when she visited her brother, staff did not come in and offer fluids. The
resident’s sister stated that she had talked to the nurse manager in the past about her concerns.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. Both the resident and his sister
were in the resident’s room. The resident’s sister was concerned that the staff did not give her brother oral
care and stated that she did not think it was being done because the resident did not like staff getting close to
his face and mouth and had become agitated in the past during mouth cares.

During record review 1t was noted that neither the nursing assistant care sheet states nor care plan listed oral
cares as aneed. The dental consults listed that the resident was resistive to exams and the exams could not
be completed. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the residents oral care this AM. This surveyor asked the nursing assista=*
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by partin;
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. Tr.
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported back to
me that she had not completed the resident’s oral care.

Resident #15’s teeth were not brushed. Resident #15 had diagnoses that included dementia, and esophageal
reflux. The nursing assistant assignment sheet indicated the resident was total care for grooming. During
observations of bedtime cares on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed.
Upon interview with the HST immediately following cares she reported the resident did have natural teeth.
The HST reported she used glycerine swabs for oral care, instead of brushing her teeth.

Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she would expect
resident’s teeth brushed, if they have them.

Rev1ew of the facilities oral care policy, dated 4/16/04 directed natural teeth to be brushed at least twice
daily.

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations dur’
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of curt.
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that all
needed assist to shave. A review of the standards of practice for the nursing department related to quality
resident care, which was received from the administrator on 7/28/05, indicated, “Shaving daily and as
needed”.

Resident #33 was not transferred with the mechanical lift in accordance with the plan of care.
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A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety”; “12/29/04, May use mechanical lift as
needed due to residents inability to stand.” :

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was
observed to be dangling over a trash can while attached to a manual Sara-type standing lift The fleece sling
was located directly underneath the resident’s armpits and the resident was not holding onto the lift bar.

The resident was not bearing any weight on the lift stand that left the resident unsupported in the air (no

safety belt was noted). The resident’s face was reddened, eyes open and his expression was a frowning type
scowl.

An interview with the HST when the evening cares had been completed to follow up on what the usual
practice was the resident for repositioning and toileting to find that usually the HST would have a second
HST to assist but the HST stated my partner was on break and the resident needed to be changed.

An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
picture as the evening before; the resident was again hanging over the trash can while attached to the manual
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake
and stated to the HST, “what in the hell do you think you’re doing?” and the HST replied, “just cleaning you
up”. ”An interview with a second HST on 7/28/05 at 10:30 AM, that had cared for the resident on both the
day and evening shifts in the past, as to how resident #33 was transferred revealed that the electric Sara or
hand (manual) lift could be used. The HST preferred to use the electric Sara as it had a safety belt. The
resident required assistance of 1-2 staff depending on mood, behavior or sleepiness. The manual (hand)
Sara was totally unsafe for the resident and if used would definitely need another staff to assist.

Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening packages ar
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his breal
was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been serv:
and resident #36 had his breakfast, there was no staff near him to assist with eating. His milk and juice

had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:0¢
the resident had eaten just two bites of food on his own and had been unable to open his beverage containers. Af
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foo
charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance v
set up of his meal and had his beverages opened

TO COMPLY: all personnel involved in the care of the resident must use a comprehensive plan of care.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident care plan policies and procedures, revise as needed and instruct appropriate personnel. The

Director of Nursing could designate a staff person to do ongoing monitoring to ensure compliance of
resident care plans.
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TIME PERIOD FOR CORRECTION: Fourteen (14) days.

7. MN Rule 4658.0405 Subp. 4.

Based on record review and staff interview the facﬂlty failed to revise the plan of care for 1 out 1 resident’s in th
a change of diet texture, (# 34 ). Findings include:

Resident #34 had been hospitalized for dehydration and removing his feeding tube. He was returned to the facili
6/28/05. Review of the record for resident #34 revealed that his plan of care that included thickened liquids and r
ground foods. A swallowing guide dated 7/12/05 signed by the speech therapist recommends nectar thickened 1
six times a day, and remain upright 60 minutes after meals. Review of the care plan updated 7/12/05 stated modi
with regular fluids contradicting the thickened liquid plan. Interview with the nurse on the unit revealed she was
assigned to this resident, and was not familiar with this resident’s needs.

TO COMPLY: A comprehensive plan of care must be reviewed and revised by an interdisciplinary tean
that includes the attending physician, a registered nurse with responsibility for the resident, and other
appropriate staff.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident care plan policies and procedures, revise as needed and instruct appropriate personnel. The
Director of Nursing could designate a staff person to'do ongoing monitoring to ensure resident care plan
compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

8. MN Rule 4658.0470 Subp. 2.

Based on observation and interview the facility failed to assure that the current medical records were stored to
safeguard confidential information in one out of three buildings surveyed #6. Findings include:.

During the initial tour of Building 6 on 7/26/05 at 1:40 PM on the second floor the nurses station was unattendec
any staff, all of the medical records for the 28 residents on that unit were located on a rack behind the nurse’s de:
There was no door to the nurse’s station or a lock on the cart to protect the medical records, the records - °as
accessible and in plain view. There was no staff around this area; several residents were in the area, five . e di
room and two in the hallway. A staff was located leaving room 245 at 1:53 PM. On 7/27/05 between 11 AM and
11:30 AM on the third floor of Building 6 it was observed that the staff were not-available at the nurses station a
medical records were not secured. A half door with a latch was on the nurse station but this was not secured whe
left the désk area. The Director of medical records was interviewed 7/29/05 at 10:15 AM and stated that there w:
policy about leaving the medical records unsecured in the nurse stations.

TO COMPLY: Space must be provided for the safe and confidential storage of residents’ clinical records.
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SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident record storage procedures, revise as needed and instruct appropriate personnel. The Director of
Nursing could designate a staff person to do ongoing monitoring to ensure resident record security or
provide secure areas for records to be stored. ‘

TIME PERIOD FOR CORRECTION: Seven (7) days.

9. MN Rule 4658.0505 Subp. |. Based on observation, interview and record review the Director
of Nursing failed to ensure that the comprehensive plan of care was carried out for 15 out of 27
residents in the sample. ( #2, #5, #6, #7, #9, #10, #11, #12 , #13 , #15, #17, #18, #20, 33 & 36)
and 5 out 5 in the expanded sample (#50, 51, 52, 53, & 54). Findings include:

Resident #17 did not have his catheter bag emptied as needed. Per record review, resident #17 was admitted
to the facility on 08/26/03 with diagnoses that included neurogenic bladder, and diabetes. According to the
residents care plan, the staff was to empty and record Foley catheter output every shift and complete
catheter care per physician order. The nursing assistant sheet instructed the nursing assistant to empty
Foley every shift and report and to “check bag often — fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage
happens so often that I don’t feel real good about it. The night staff went home today without emptying my
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM
cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why
don’t you empty my bag first?” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capacity of the leg bag was 500 milliliters. ’

The nursing assistant was interviewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff. Resident #9 who required thickened liquids
was given unthickened juice.

A review of the current phyéician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was
noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident
proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
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7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

During observations of resident #6 and #7 on 7/26/05 from 4:40 PM until 7:55 PM, it was noted that the
residents were not repositioned or toileted during that time. Both residents were totally dependent on others
to reposition and toilet. According to their plans of care (#6 — 1/10/05) and (#7 — 12/7/04) staff were
directed to toilet and reposition the residents every two hours. An interview with the human service
technician (HST) at 7:55 PM, who had been assigned to these residents, revealed that the last time the
residents had been repositioned or toileted was around 4:30 PM just before dinner.

Observations of resident #10 on 7/26/05 from 4:40 PM.until 7:45 PM revealed that the resident was not
toileted checked or changed. The resident was totally dependent on others for toileting, check and change at
intervals of at least every two hours and as needed related to incontinence of bowel and bladder, according
to the current plan of care dated 12/30/04. An interview with the HST at 7:45 Pm revealed that the HST had
not toileted, checked or changed the resident since the resident’s nap at approximately 3:30 PM. (4 hours
and 15 minutes).

Observations of resident #10 on 7/27/05 from approximately 7:30 Am until 10:25 AM revealed tha
resident was not toileted checked or changed. The resident did have a Broda-type wheelchair and posit...«
changes had been observed during breakfast and afterwards when the resident had been wheeled back to her
room and the hospice nurse spent time with the resident. An interview with the hospice nurse, at 9:50 AM,
to follow up on what was done for the resident revealed the hospice nurse adjusted the resident’s position in
the Broda —type wheelchair but did not toilet, check or change the resident at the time. The nurse stated that
usually the resident was placed in bed after meals as a preventative measure for skin breakdown. An
interview with the HST at approximately 10:25 AM revealed that the resident had not been checked or
changed since before breakfast at approximately 7:30 AM

Resident #11 was not repositioned, toileted for checked for incontinence every two hours.

Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. According to the care
plan dated 5/12/05, the resident was to be repositioned, toileted or checked for incontinence every 2 hours.
Resident #11 was observed on 7/26/05 from 4:30 PM until 7:50 PM without being released or repositioned,
for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human Services Technician
(HST), who then assisted the resident to bed at 7:50 PM. The resident’s incontinent pad was changed, and
was noted to be wet.

Resident #12 was not repositioned in a timely manner. Resident #12 had diagnoses that included demen.
and Alzheimer’s disease. The RAP (resident assessment profile) identified the resident’s skin as being at
risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
wheelchair. According to the care plan dated 7/8/05 the resident was to be repositioned every 2 hours. On
7/26/05 at 4:30 PM, resident #12 was observed visiting with her husband in her room until 6 PM, at which
point she was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had
arrived at 2:45 PM. Upon further discussion with the husband he reported staff had not changed the
resident’s position since his arrival. At approximately 7:15 PM the surveyor questioned when resident #12
was repositioned, and was told it was at 3:45 PM. The surveyor informed the HST the husband reported he
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bad arrived at 2:45 PM and resident #12 had not been repositioned. The HST acknowledged resident #12
was past due for repositioning and assisted the resident to bed.

Resident #12 did not receive assistance with oral cares. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately 7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste

Resident #13 with a pressure sore was not repositioned for over 2 hours. Resident #13 had diagnoses that
included Parkinson’s disease and arthritis. The resident was identified on 7/14/05 as having a stage 2-
pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion, blister, or crater) on his
coccyx. According to the care plan dated 5/20/05 the resident was to be repositioned while in the
wheelchair every 2 hours. The care plan identified the resident as having fragile skin and at risk for
breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2 hours, 45 minutes)
without being repositioned. The surveyor entered another resident’s room at 7:15 PM. Resident #18 was
not released from the restraint every two hours.

Per record review, resident #18 was admitted to the facility on 6/10/03 and was diagnosed with senile
delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and history of
pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living. The
resident was to lay down three times a day due to pressure area. The resident’s care plan stated to check
seat belt when in wheelchair every half hour and release and reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to the
right until shortly after 7:00 PM when a nursing assistant took the resident to her room. The restraint was
released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent product
the resident had been wearing before she was toileted was soaked with urine and a strong urine odor was
present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know
when the resident had last been toileted or repositioned. The nursing assistant stated that he started his shift
at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing assistant
confirmed that the incontinent pad he removed was very wet.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her
broad chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said,
“it’s time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing
assistant went into the resident’s room. The incontinent pad that was removed was soaked with urine. The
nursing assistant interviewed at 1:20 PM confirmed that the resident’s incontinent pad was soaked and also
additional cares such as oral cares, repositioning with release of seat belt had not been done for this resident
today. The nursing assistant stated, I'm just too busy to get all the cares done. I have 12 residents that I am
giving care to today by myself.

The facility did not follow the comprehensive care plan for resident #20 by not documenting fluid intake on
a form in resident’s room and did not complete oral cares.
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Resident #20 was admitted to the facility on 5/22/00 diagnosed with Huntington’s chorea, failure to thrive,
dysphasia, and dementia without behaviors. The resident was admitted into the hospital on 2/16/05 for
failure to thrive with concerns of malnutrition and dehydration. Resident #20 was observed on 7/26/05 at
approximately 6:10 PM in the dlmng room. The nursing assistant fed the resident. The resident had sunken
eyes and was very thin. :

The physician ordered on 2/28/05 honey thick water 200 milliliters 4 times a day and as needed and to
encourage fluids. The resident’s care plan and nursing assistant sheet stated to document fluids on the form
in resident’s room. Honey thickened water was to be given whenever staff was with resident.

On 7/28/05 at 8:45 AM there was no intake record posted in the resident’s room and there were no fluids
available to offer the resident. The nursing assistant taking care of resident #20 on 7/28/05 was interviewed
at approximately 8:45 AM in the resident’s room. The nursing assistant confirmed that there was no sheet
in the resident’s room to document fluids and there were no fluids in the room to offer the resident. The
nursing assistant stated she only documented the output at the end of the shift.

The HUK was interviewed on 7/28/05 at approximately 9:10 AM and confirmed that there were no oral
intake records in the resident’s chart, only the output sheets were in the chart.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. The resident’ s sister stated
that she was concerned that when she was not in the facility the staff did not offer fluids to the resident. The
resident’s sister stated that when she visited her brother, staff did not come in and offer fluids. The
resident’s sister stated that she had talked to the nurse manager in the past about her concerns.

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM. Both the resident and his sister
were in the resident’s room. The resident’s sister was concerned that the staff did not give her brother oral
care and stated that she did not think it was being done because the resident did not like staff gettmg close to
his face and mouth and had become agitated in the past during mouth cares.

During record review it was noted that neither the nursing assistant care sheet states nor care plan listed oral
cares as a need. The dental consults listed that the resident was resistive to exams and the exams could not
be completed. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the residents oral care this AM. This surveyor asked the nursing assistant
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by parting his
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. The
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported bac’
me that she had not completed the resident’s oral care.

Resident #15°s teeth were not brushed. Resident #15 had diagnoses that included dementia, and esophageal
reflux. The nursing assistant assignment sheet indicated the resident was total care for grooming. During
observations of bedtime cares on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed.
Upon interview with the HST immediately following cares she reported the resident did have natural teeth.
The HST reported she used glycerine swabs for oral care, instead of brushing her teeth.
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Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she would expect
resident’s teeth brushed, if they have them.

Review of the facilities oral care policy, dated 4/16/04 directed natural tecth to be brushed at least twice
daily. . ‘

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of current
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that all
needed assist to shave. A review of the standards of practice for the nursing department related to quality
resident care, which was received from the administrator on 7/28/05, indicated, “Shaving daily and as
needed”.

- Resident #33 was not transferred with the mechanical lift in accordance with the plan of care.

. A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety”; “12/29/04, May use mechanical lift as
needed due to residents inability to stand.”

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was

. observed to be dangling over a trash can while attached to a manual Sara-type standing lift The fleece sling
was located directly underneath the resident’s armpits and the resident was not holding onto the lift bar.
The resident was not bearing any weight on the lift stand that left the resident unsupported in the air (no

safety belt was noted). The resident’s face was reddened, eyes open and his expression was a frowning type
scowl.

An interview with the HST when the evening cares had been completed to follow up on what the usual
practice was the resident for repositioning and toileting to find that usually the HST would have a second
HST to assist but the HST stated my partner was on break and the resident needed to be changed.

_ An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
. picture as the evening before; the resident was again hanging over the trash can while attached to the manual
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake
and stated to the HST, “what in the hell do you think you’re doing?” and the HST replied, “just cleaning you
up”. ”An interview with a second HST on 7/28/05 at 10:30 AM, that had cared for the resident on both the
day and evening shifts in the past, as to how resident #33 was transferred revealed that the electric Sara or
hand (manual) lift could be used. The HST preferred to use the electric Sara as it had a safety belt. The
resident required assistance of 1-2 staff depending on mood, behavior or sleepiness. The manual (hand)
~ Sara was totally unsafe for the resident and if used would definitely need another staff to assist.
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Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening pacn..zes ar
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his breal
Was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been serv
And resident #36 had his breakfast; there was no staff near him to assist with eating. His milk and juice

Had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:0
The resident had eaten just two bites of food on his own and had been unable to open his beverage containers. A
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat.
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foc
Charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance
set up of his meal and had his beverages opened

TO COMPLY: The written job description for the director of nursing services must include responsibility
for: '
Assuring that a comprehensive plan of care is established and implemented for each resident.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
scheduling and resident care plan policies and procedures, revise as needed and instruct appropri~*e
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ei
compliance of resident care plans.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

10. MN Rule 4658.0510 Subp. 1.

Based on observations, record review and family, staff and resident interviews the facility failed to provide
sufficient staff to meet the needs of 21 out of 27 residents in the sample (#s 2, 4, 5,6, 7, 8,9, 10, 11, 12, 13,
17, 18, 19, 20, 30, 31, 33, 34, 35, 36) plus 6 of 6 in the expanded sample (#s 50, 51, 52, 53, 54 & 55)
Findings include:

A. Staff reported there were with insufficient staff to meet resident needs.

During an interview with a Human Service Technician (HST) on 7/27/05 at approximately 10:25 AM
related to resident #10 not being checked and changed for approximately 3 hours the HST reported that they
were responsible for 14 residents and that they were short one HST today. The HST stated they had not
been able to change a resident’s clothing who had spilled juice on his pants. The HST reported
management staff was aware of the frustrations related to the heavy workload and that HST would . _
breaks in order to do their best to try to meet the needs of the residents. The HST stated that the
administration had known that the current nursing care model for the unit had not been working was looking
at a new care model.

In an interview with a HST on unit 17-3 on 7/29/05 at 10:30 AM, the HST reported that 4 HSTs were not
adequate to care for 50 residents who needed “lots of care”. The HST reported that over the last two weeks
the unit had been staffed with 2 nurses and 3 HSTs. The HST stated that there are approximately 10
residents who would need assistance to eat on the unit and their tray’s are served but no one helps them to
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eat until all are served this is especially true of the breakfast meal. “Eventually everyone gets fed, but no
one should have to sit with a try in front of them and watch others eat.” The HST relayed an incident from
an evening shift as 2 days ago. “A pool HST had worked on the night shift and the day HST noted that
during rounds that all the residents in the group were soaked (with urine). The HST discovered that the
night HST not only came late to the shift but did not do the work.”

A review of the human service technician (HST) assignment sheets updated as of 7/22/05 on unit 6-1
indicated that there were 3 workgroups for the day and evening shifts. Group 1 consisted of 9 residents, 4 of
the 9 required a Sara-type standing lift or full mechanical lift with 1-2 staff to assist; 8 of the 9 residents
required assistance with toileting or a check and change at intervals of every two hours related to
incontinence of bowel and bladder. Group 2 consisted of 8 residents, 4 of the 8 required a Sara-type
standing lift with 1-2 staff to assist; 7 of the 8 residents required assistance with toileting or a check and
change at intervals of at least every two hours and as needed, related to incontinence of bowel and bladder.
Group 3 consisted of 14 residents, 3 of the 14 required a Sara-type standing lift or full mechanical lift with
1-2 staff to assist; 10 of the 14 residents required assistance with toileting or a check and change at intervals
of at least every two hours and as needed, related to incontinence of bowel and bladder. In interviews with

~various staff throughout the survey staff reported that residents who required assistance of two for a lift

. transfer were being transferred with the assistance of one because of being short of staff or there partners

were on their breaks.

A staff member on 3 North approached this surveyor on 7/26/05 at approximately 6:10 PM. During the
interview, the staff member stated, “We are real short of help” and indicated that sometimes residents wait
up to 30 minutes before a staff member can assist the resident’ s who require assistance with feeding.
Residents have to wait on a daily basis to receive assistance. The staff reported that the previous Sunday,
7/24/05 there were 2 nursing assistants between 6:30 — 8:00 AM and we were told that a third aide would
start at 8:00AM. The third nursing assistance never showed up. The staff reported that during the survey
there were people helping that never come up to the floor. The staff stated “You can ’t give adequate care
and I go home feeling guilty. I go home in tears because residents ask for help and I can’ t give it to them
because we are short on help.” The indicated that there was a lot of falls occurring.

~ An interview with a licensed practical nurse (LPN) on 7/26/05 at approximately 6:20 PM revealed that there
was no consistency with staffing and that they worked “short staff” on a regular basis.

An interview with an administrative staff on 7/29/05 at approximately 10:10 AM related to staffing

_ concerns, mandated overtime and the staff’s ability to meet the needs of the residents. The staff stated that

~ there are staff who have jobs outside of the home and they may have already worked 8 hours prior to their

shift at the facility and then may be mandated to work an extra shift on top of that. The staff indicated that
if a day shift staff worked into the evening shift the officer of the day would allow the staff to go home as
soon as the work was done. The staff indicated that the mandated overtime staff would hurry to get their
residents to bed and forgo the evening cares so they wouldn’t have to work the full second shift. The
administrative staff stated that residents have been receiving poor care over the last 5 months. The staff
indicated that residents weren’t being shaved, soiled clothes weren’t changed, and nourishments were not
being passed.
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B. The Resident Council in the February 16, 2005, April 6, 2005, and May 4, 2005 meetings reported ..__.
snacks were not being passed out on the unit. The resident group interviewed on 7/27/05 at 10:00 AM
although composed of residents who were independent in their cares reported that they had concerns about
the evening shift. “Don’t seem to care.” They also indicated the pool staff were not very good.

A nurse manager interviewed on 7/27/05 at 2:15 PM reported there were 67 current vacant shifts for nurses
and HSTs on the schedule to be filled for the weeks 8/10/05 — 8/23/05. During the period of 7/27-8/9/05
there were 56 vacant shifts.

C. Family Members reported msufﬁment staff to meet resident needs.

. During an interview on 7/29/05 at 12:50 PM a family member stated that oral cares and shaving are not given da:
“Sometimes there is not enough staff to get things done.” It was stated the resident is not changed every two hot
And that he had not been changed since before breakfast today until the family member left the unit at
12:30 PM.

During a meeting with representatives from the family council on 7/27/05 at 1:40 PM when asked if their
grievances were being resolved reported that this was a problem with regard to the “short staff issue”.

Seven out of seven family members present stated that they were frustrated about staffing on the units a
gave several examples of care not being completed for their residents. Examples included toileting not be.._
done every two hours or according to individual needs, oral care not being done daily, and baths not
completed weekly or more often if requested, and call lights not being answered. The family indicated that
all they were asking for was “basic care”. They also indicated there was a lack of supervision of the Human
Service Technicians and the pool staff were short and abrupt. The families reported that follow-up to their
concerns is slow. A family member indicated that the administrator indicated concerns about not enough
help on the unit to assist with toileting needs at mealtimes should be referred to the nurse. The family
member indicated that talking to the nurse was not improving the care. The famﬂy reported that they often
had to be the one to assist with toileting.

The family members stated that problems related to care issues have not been resolved and that there were conce
short staffing. The families reported that when staffing concerns are raised they hear about future plans as solutic
. "solutions are not being implemented to correct the issue in the meantime.

The Minnesota Veterans’ Home Family Council minutes from April 3, 2005 indicated families were concerned ¢
“Mandatory overtime, second shift. Members expressed concern that their loved one would be shortchanged by
staff working 16 hours in a row. The current growth of this practice appeared to be worrisome. “ The March mi
indicated that a concern was brought up that some of the residents are not getting baths and were “fallin’ gl

During the “Minnesota Veterans Home-Minneapolis Resident Council/Administration Meeting” June 1, 2005 th
brought up concerns about nursing regarding staff following care plans. No specifics were included in the minut
reflected that the Director of Nursing found the information “disturbing.” The July 6, 2005 minutes reported tha
issues about the number of staff on weekends. :

D.) Administrative staff when interviewed on 7/28/05 at 1:00 PM indicated that some of the empty shifts were w
from the supplemental nursing service agencies (pools) and that mandated overtime and in-house volunteers. Tt



HE-01239-03 Rev. 1/97 : CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division ,
1645 Energy Park Drive, Suite 300, St. Paul, MIN 55108-2970 : Page 21 of 42

—Orders to MN Veterans Home Minneapolis

administrator indicated that they were aware the current staffing model wasn’t working and they were trying the
model to increase HST hours.

E.) throughout the course of the survey the surveyors observed resident needs were not being met. Fifteen out of
in the sample ( #2, #5, #6, #7, #9, #10, #11, #12 , #13 , #15, #17,#18, #20, 33 & 36) and 5 out 5 in the expandec
51, 52, 53, & 54) did not receive services in accordance with their plan of care. Services not performed include:

e Residents in restraints were not released and given opportunity for motion and exercise every two
hours

Residents did not receive timely services with incontinent cares and one resident did not receive
those services in a dignified manner.

e Residents did not receive assistance with shaving. -
e Residents did not receive oral cares.
e Residents did not receive assistance with nail care.

e Residents who were unable to change their own position did not receive assistance with
repositioning.

e The facility did not ensure that residents with a history of dehydration were receiving adequate
hydration.

e Residents did not receive assistance with eating in a manner that enhanced their dignity.

e Residents who were incontinent did not receive timely assistance with toileting and incontinence
cares. '

TO COMPLY: A nursing home must have on duty at all times a sufficient number of qualified nursing
personnel, including registered nurses, licensed practical nurses, and nursing assistants to meet the needs of
the residents at all nurses' stations, on all floors, and in all buildings if more than one building is involved.
This includes relief duty, weekends, and vacation replacements.

- SUGGESTED METHOD OF CORRECTION: The Administrator and the Director of Nursing could
review the current staffing pattern and resident needs, revise the number of staff to meet the resident needs
and instruct all appropriate personnel in the revisions. The Administrator could designate a staff person to
do ongoing monitoring to ensure compliance with meeting resident’s personal needs.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

10. N Rule 4658.0520 Subp. 2. A.
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Based on observation, interview, and record review, the facility failed to provide adequate and kind and
considerate treatment at all times for 1 out of 27 residents in the sample (#33) during repositioning and in
continence cares. Findings include:

Evening cares were observed for resident #33 on 7/26/05 at approximately 7:06 PM, the resident was .
observed to be dangling over a trash can while attached to a manual Sara-type standing lift with no shirt on
and his pants down around his ankles (mostly naked). The fleece sling was located directly underneath the
resident’s armpits and the resident was not holding onto the lift bar. The resident was not bearing any
weight on the lift stand that left the resident unsupported in the air (no safety belt was noted). The human
service technician (HST) was standing behind the resident and removed the incontinence pad and dropped it
into the trashcan located underneath the resident. The HST then cleansed the resident’s peri-area as the
resident had been incontinent of bowel and bladder, the resident continued to dangle during the process.
The resident’s face was reddened, eyes open and his expression was a frowning type scowl. An interview
with the HST when the evening cares had been completed to follow up on what the usual practice was the
resident for repositioning and toileting to find that usually the HST would have a second HST to assist but
the HST stated my partner was on break and the resident needed to be changed.

An additional observation of resident #33during evening cares on 7/28/05 at 4:20 PM revealed a similar
picture as the evening before; the resident was again hanging over the trash can while attached to the mai...1
Sara lift as the HST was changing the incontinence pad over the trash can. The resident was able to hold
onto the lift bar with his left hand and was able to partially bear weight on his feet. The resident was awake
and stated to the HST, “what in the hell do you think you’re doing?” and the HST replied, “just cleaning you

29

up”.

A review of the HST assignment sheet last updated as of 7/22/05 indicated that the resident was non-
ambulatory, needed assistance of 1-2 staff, was dependent in all cares, was incontinent of urine — needs help
to toilet, check, toilet or change, mechanical lift used for transfers as needed. A review of the resident’s
current plan of care as of 11/3/04 indicated: “Provide for safety”; “12/29/04, May use mechanical lift as
needed due to residents inability to stand”. An interview with a second HST on 7/28/05 at 10:30 AM, that
had cared for the resident on both the day and evening shifts in the past, as to how resident #33 was
transferred revealed that the electric Sara or hand (manual) lift could be used. The HST preferred to use the
electric Sara as it had a safety belt. The resident required assistance of 1-2 staff depending on mood,
behavior or sleepiness. If the resident was antsy then two staff was needed to assist the resident with
-transfers and incontinence care. The HST stated the resident was able to sometimes sit on the toilet
depending on the level of agitation and that two staff to toilet the resident was a good idea. The manual
(hand) Sara was totally unsafe for the resident and if used would definitely need another staff to assist.
HST indicated that the resident was never changed over the trash.

A review of the facility policy and procedure related to use a Sara lift transfer, dated 9/1993, indicated; “The
Sara lift is used for residents who can bear weight through one or both lower extremities but require
moderate to maximal assistance of 1-2 persons to stand and /or pivot. Resident transfers in which a Sara lift
is used will require the assistance of one person unless otherwise indicated on the resident’s care plan.” A
picture with instructions on how to apply the sling was also included in the procedure and indicated, “Lower
the support arms and place the sling around the resident’s back so that it lies 1” of so horizontally above the
waist line. If possible, the resident should now hold onto the padded frame with one or both hands. Be
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careful not to raise the resident too high or this could cause pressure under the arms. Release brakes and
move resident and Sara lift to desired location; commode, toilet, wheelchair, bed, etc.” The procedure went
onto to state, ““ Residents who have had a stroke and can only hold with one hand, or who cannot hold on at
all, may still be lifted by Sara but a second staff person should support the arm(s) or hold the resident’s arms
in front of the body during the lift. The Sara is designed for quick easy transfers from one sitting position to
another and to elevate a resident for toileting, repositioning, changing of incontinence pads, wound
dressings, etc. It is not intended for long periods of suspension or transportation.

TO COMPLY: The criteria for determining adequate and proper care include: Evidence of adequate care
and kind and considerate treatment at all times. Privacy must be respected and safeguarded.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the policies and
procedures for all areas of treatment with resident care, revise as needed and instruct all appropriate
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensure
compliance of considerate and adequate resident personal needs.

. TIME PERIOD FOR CORRECTION: Fourteen (14) days.

11. MN Rule 4658.0520 Subp. 2. D.

Based on observation, interview, and record review, the facility failed to provide assistance with or
supervision of shaving of 9 residents ( #6, #9, #50, #5, #51, #52, #53, #2, #54) observed randomly in
building 6 as necessary to keep them clean and well groomed. Findings include:

Observations during the initial tour of building 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM
revealed 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during
the evening shift on 7/26/05 revealed that resident #6 and resident #9 were not shaved. A review of current
plans of care for resident #6 (1/10/05) and resident #9 (8/11/04) indicated that both were dependent with
grooming and required assistance to shave. An interview with a human service technician (HST) to follow
up on ability of residents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed that all
of the residents identified needed assistance to shave. A review of the standards of practice for the nursing
department related to quality resident care, which was received from the administrator on 7/28/05, indicated,
“Shaving daily and as needed”.

TO COMPLY: The criteria for determining adéquate and proper care include: D. Assistance with or
supervision of shaving of all residents as necessary to keep them clean and well groomed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for resident care needs, revise as needed and instruct the appropriate personnel. The

Director of Nursing could designate a staff person to do ongoing monitoring of residents personal needs to
ensure compliance. .

TIME PERIOD FOR CORRECTION: Fourteen (14) days.
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12. MN Rule 4658.0520 Supb. 2. E.

Based on observation, interview and record review the facility failed to ensure that 5 out of 27 residents in
the sample (#s: 12, 15, 18, 19, & 20) received assistance with oral care. Findings include:

Resident #12 and #15°s teeth were not brushed.

Resident #12 had diagnoses that included Alzheimer’s disease. According to the care plan dated 7/8/05, the
resident’s teeth were to be brushed. On 7/26/05 at approximately-7 PM, bedtime cares were observed. The
Human Services Technician (HST) used a pink swab to cleanse the oral cavity. Upon interview with the
HST immediately following the cares she reported the resident had a full set of teeth, but she did not brush
the teeth anymore because she swallowed the toothpaste. '

Resident #15 had diagnoses that included dementia, and esophageal reflux. The nursing assistant
assignment sheet indicated the resident was total care for grooming. During observations of bedtime cares
on 7/26/05 at approximately 7:30 PM, the resident’s teeth were not brushed. Upon interview with the HST
immediately following cares she reported the resident did have natural teeth. The HST reported she use
glycerine swabs for oral care, instead of brushing her teeth. ’

Upon interview with the nurse manager on 7/28/05 at approximately 9 AM, she reported she
would expect resident’s teeth brushed, if they have them. Review of the facility’s oral care policy,
dated 4/16/04 directed natural teeth to be brushed at least twice daily.

Oral cares were not done for residents #18, #19, and #20 resulting in plaque build up and reddened gums.

Per record review, resident #18 was admitted to the facility on 6/10/03 diagnosed with senile delusions,
history of myocardial infarction and strokes. According to the resident’s care plan the staff was to brush
teeth after each meal. Resident #18 saw the dentist on 3/22/05 and recommended tooth brushing each
morning and evening. Brush teeth and gums for 2 minutes using soft brush and fluoride toothpaste. Be sure
that teeth are brushed 2 times a day. The nursing assistant care sheets stated: electric toothbrush use after
meals.

Resident #18 was observed during evening cares on 7/26/05 from 7:00 PM through 7:25 PM. During
observation, the nursing assistant toileted the resident, put a night gown on, placed a call light in reach and
placed the appropriate alarms on. At no time was the resident given oral cares. At 7:25 PM on 7/26/0”
nursing assistant who gave resident #18 evening cares was interviewed. The nursing assistant confirme.
that he did not give the resident any oral care since he started his shift at 3 PM. The surveyor asked the
nursing assistant to glove and check the resident’s mouth. The nursing assistant gloved and checked the -
resident’s mouth. The nursing assistant confirmed that the resident had a large amount of plaque build up
and that the resident’s gums both top and bottom were very reddened. The nursing assistant stated, he was
sorry for not doing the oral cares and would do it right now.

Resident #18 was observed on 7/27/05 at approximately 12:45 PM to 1:05 PM in the dining room. At 1:05
PM when the nurse manager pushed the resident to her room and positioned the broda chair with the
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resident by the resident ’s bed and left.. At 1:13 PM the nursing assistant went into the resident’s room and
put the resident to bed at 1:20 PM. When asked about oral cares the nursing assistant stated that he had not
done any oral cares on the resident. The surveyor asked the nursing assistant if he would show the surveyor
the resident’s toothbrush. The nursing assistant looked in the resident’s drawer and found a regular.
toothbrush. The surveyor then asked if the resident had an electric toothbrush and the nursing assistant did
not know. The nursing assistant looked in the resident’s top drawer in the bedside stand and found the
electric toothbrush in the back of the drawer. This surveyor requested the nursing assistant to put on gloves
and check the resident’s mouth. The nursing assistant confirmed that there was a large build up of plague
and the gums were very red. The nursing assistant then stated “I’m too busy, I did not do her oral cares
today. The nursing assistant stated he wasn’t aware that he was to do oral cares after each meal.

Resident #19 was transferred to this facility on 10/19/04 due to increased needs for continued skilled
nursing care. The resident had been diagnosed with the dementia and paraplegia. Per the resident’s care
plan 11/3/04; the resident was totally dependent on staff for all grooming/hygiene needs. The nurse
manager was interviewed on 7/28/05 at approximately 10:15 AM concerning resident #19’s oral care. The
nurse manager checked the resident’s mouth after donning gloves and agreed that the resident had a large
build up of plague. The resident screamed “ouch” as the nurse manager was looking into the resident’s
mouth. The nurse manager was questioned about the resident’s oral care and confirmed by the appearance
of the resident’ s mouth that the resident had not been receiving oral cares.

Resident #20 was admitted to the facility on 5/22/00 Huntmgton s chorea, failure to thrive, dysphas1a and
dementia without behaviors.

Resident #20’s sister was interviewed on 7/28/05 at approximately 6:45 PM. Per the resident’s sister, she
stated that she visited every day and indicated that she was concerned staff did not give her brother oral
care. She stated that she did not think it was being done because he does not like staff getting close to his
face and mouth and can become agitated.

During record review it was noted that neither the nursing assistant care sheet stated nor care plan listed oral
cares as aneed. The nursing assistant on 7/28/05 at approximately 8:45 AM was interviewed. The nursing
assistant stated that she did not do the resident’s oral care this AM. This surveyor asked the nursing assistant
to check the resident’s mouth. The nursing assistant gloved and checked the resident’s mouth by parting his
lips. During this observation of the resident’s mouth a large buildup of plague on all teeth was noted. The
nursing assistant replied that she would do his oral cares. At 9:00 AM the nursing assistant reported back to

the surveyor that she had completed the resident’s oral care and got most of the build up food off the gums
and teeth.

TO COMPLY: The criteria for determining adequate and proper care include: E. Assistance as needed
with oral hygiene.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for providing oral care to residents, revise as needed and instruct the appropriate
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.
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13. MN Rule 4658.0520 Subp. 2 F.

Based on obser\}ation, interview, and record review, the facility failéd to provide nail care for 3 out 27
residents in the sample (#6, #33, #55)). Findings include: '

During random observations on Tuesday 7/26/05 at approximately 1:40 PM a male resident wearing a green
plaid shirt, located in the dining room by the nursing station on unit 6-2, was noted to have long, jagged
fingernails. Observations of the evening meal in the north dining room on unit 6-1 at approximately 5:31
PM revealed that residents (#55, #33 , #6) had long, jagged fingernails. A review of the bath schedule for
resident #55 indicated, “Monday PM”; resident #33 “Wednesday PM”; and resident #6 “Tuesday PM”. The
facility-nursing standard of practice related to quality resident care indicated that nail care was completed -
weekly and as needed (clean and trim). The current plan of care for resident #33 as of 11/3/04 indicated,
“nail care after bath”; the current plan of care for resident #6 as of 1/10/05 indicated, “nail care after bath”.
Observations of resident #6 on 7/28/05 at 4:25 PM revealed that the resident’s fingernails continued to be
approximately one and a quarter inch long and jagged.

TO COMPLY: The criteria for determining adequate and proper care include: F. Fingernails must be k., .
clean and trimmed.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for resident hand/foot care, revise as needed and instruct the appropriate personnel.
‘The Director of Nursing could designate a staff person to do ongoing monitoring of resident hand/foot care
to ensure compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

14. MN Rule 4658.0525 Subp. 4.

Based on observation, interview, and record review, the facility failed to provide a change of position at
least every two hours for 6 out of 24 residents in the sample (#6, #7, #11, #12, # 13, and #18) who were
unable to change their own position without assist. Findings include:

Resident #6, #7, #11, #12, #13 and #1 8-Were not repositioned as directed by their care plans.

A review of the current plan of care for resident #6 as of 1/10/05 indicated that the resident was to be
repositioned every two hours when in the Broda chair. The current plan of care for resident #7 as of 12/7/04
indicated that the resident was to be repositioned every two hours and as needed. A review of the facility
standard of nursing practice related to quality resident care stated, “Turning and repositioning is done every
2 hours”. '

During evening observations on 7/26/05 from apprdximately 4:40 PM until 7:55 PM resident #6 and #7
were both observed continuously to be seated in Broda-type wheelchairs. No observations were made of
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staff repositioning the residents in or out of their chairs during this period. An interview with the human
service technician (HST) responsible for the residents at approximately 7:55 PM revealed that neither
resident had any position changes since gotten up from their naps before dinner at approximately 4:30 PM

" Resident #11 had diagnoses that included anoxic brain injury and history of falls. The resident had
physician orders dated 5/29/05 for a locked Posey belt when in the bed or wheelchair. Physician orders
directed the restraint to be released for repositioning every 2 hours. According to the care plan dated
5/12/05, the resident was to be repositioned every 2 hours. The RAP (resident assessment profile) dated
5/12/05 described the resident as at risk for skin breakdown, with a stage 1 pressure sore on his left outer
ankle. Resident #11 was continuously observed on 7/26/05 from 4:30 PM until 7:50 PM without being
released or repositioned, for a total of 3 hours, 20 minutes. At 7:30 PM the surveyor informed the Human
Services Technician (HST), who then assisted the resident to bed at 7:50 PM.

Resident #12 had diagnoses that included dementia, and Alzheimer’s disease. The RAP dated 7/7/05
described the resident as being severely cognitively impaired. The RAP identified the resident’s skin as
being at risk for breakdown, with an intervention of assisting with repositioning every 2 hours while in the
wheelchair. Physician orders dated 6/10/03 directed staff to monitor the coccyx daily for signs of irritation.

On 7/26/05 at 4:30 PM, resident #12 was observed visiting with her husband in her room until 6 PM and -
then was escorted to the dining room. Upon interview with the husband at 6 PM he reported he had arrived
at 2:45 PM and reported staff had not changed the resident’s position since his arrival. At approximately
7:15 PM the surveyor questioned when resident #12 was last repositioned, and was told it was about 3:45
PM. The surveyor informed the HST the husband reported he had arrived at 2:45 PM and resident #12 had

not been repositioned. The HST acknowledged resident #12 was past due for repositioning and assisted the
resident to bed. )

Resident #13 had diagnoses that included Parkinson’s disease and arthritis. The resident was identified on
7/14/05 as having a stage 2-pressure ulcer (a partial thickness loss of skin layers that presents as an abrasion,
blister, or crater) on his coccyx. According to the care plan dated 5/20/05 the resident was to be
repositioned while in the wheelchair every 2 hours. The care plan identified the resident as having fragile
‘'skin and at risk for breakdown. On 7/26/05 resident #13 was observed from 4:30 PM until 7:15 PM (2

hours, 45 minutes) without being repositioned. The surveyor ended the observation at 7:15 PM. to follow-
up on another resident.

Resident #18 was observed from 5:10 PM through 7:40 PM. Throughout the observation the resident was
not repositioned. Per record review, resident #18 was admitted to the facility on 6/10/03 and diagnosed with
senile delusions, history of myocardial infarction and strokes, incontinence of bowel and bladder, and
history of pressure ulcers. The nursing assistant work sheet stated: assist with all activities of daily living.
Lay down the resident three times a day due to pressure area. The resident’s care plan states to check seat
belt when in wheelchair every half hour and release, reposition resident every two hours.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigned
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning off
center to the right 7:00 PM a nursing assistant woke up and took the resident to her room. When transferred



HE-01239-03 Rev. 1/97 ' CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division
1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970 Page 28 of 42

Orders to MN Veterans Home Minneapolis

to toilet . The resident’s buttock was observed and was reddened. The incontinent product the resident ha..
been wearing before she was toileted was soaked with urine and a strong urine odor was present.

The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not know when the
resident had last been toileted or repositioned. The nursing assistant stated that he started his shift at 3 PM
and this was the first time he toileted the resident and repositioned her.

Resident #18 was observed again on 7/27/05 at 12:45 PM sleeping at the resident’s assigned dining room
table in her broda chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident
and said, “it’s time for your nap” and wheeled the resident to her room in the broda chair. At 1:13 PM the
nursing assistant went into the resident’s room, woke the resident up, and gloved before starting cares. The
incontinent pad that was removed by the nursing assistant was soaked with urine. After cares were
completed the nursing assistant was interviewed at 1:20 PM on 7/27/05. The nursing assistant confirmed
that the resident’s incontinent pad was soaked and also additional cares such as oral cares, repositioning had
not been done for this resident. The nursing assistant stated, I’'m just too busy to get all the cares done. I
have 12 residents that I am giving care to today by myself.

TO COMPLY: Residents must be positioned in good body alignment. The posmon of residents unabt
change their own position must be changed at least every two hours,

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
- policies and procedures on resident positioning/repositioning, revise as needed and instruct appropriate
personnel. The Director of Nursing could des1gnate a staff person to do ongoing monitoring to ensure
compliance of residents positioning needs.

TIME PERIOD FOR CORRECTION: Fourteen (14 ) days.

15. MN Rule 4658.0525 Subp. 9.

Based on record review and interview the facility failed implement a system to ensure that 3 out of 3
residents in the sample with a history of dehydration (#19, #20 & 34) were recelvmg adequate hydration.
Findings include:

The facility failed to document intake of fluids for 3 out 3 residents in the sample (#19, #20, & #34) at high risk
dehydration.

Resident #34 had been hospitalized on 5/9/05, review of the hospital intake records dated 5/9/05 reveal he had
decreased oral intake at the nursing home and was dehydrated with a high potassium level and low blood pressu
facility medical record progress note reveal the resident returned to the facility, 5/13/05 with a feeding tube, whi
accidentally pulled out by the resident, and was again hospitalized from 5/1/5/05 until 6/28/05. Review of the re
since 6/28/05 revealed the resident’s intake was not being monitored and recorded by the staff at the facility, altt
the output was recorded. The resident had a weight loss of nine pounds in less than a month, and was having an
ongoing assessment of his ability to swallow. His caloric and fluid intake was not recorded in the medical recorc
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Resident #20 was admitted to the facility on 5/22/00 and diagnosed with Huntington’s chorea and failure to
thrive, dysphasia, and dementia. The resident was admitted into the hospital on 2/16/05 for failure to thrive
with concerns of malnutrition and dehydration. The Nurse Practitioner’s note dated 3/22/2005 documented
that the resident’s sister’s goal was not to have her brother die of dehydration. Per the Nurse Practioner’s
note on 3/17/05 the resident’s sister wants to “Just keep pushing fluids.” Care conference notes, dated
4/14/05 documented that even after the resident came out of the hospital for IV hydration that the resident
was not maintaining his hydration status and in fact was still dehydrated. '

Resident #20’s sister was interviewed on 7/27/05 at approximately 6:45 PM stating that she was concerned
that when she was not in the facility the staff was not offering fluids to the resident. The resident’s sister
stated that while she visited she did not see staff come in and offering fluids.

Per record review the nursing assistant sheet stated, “document fluids on the form in resident’s room.”
Honey thickened water to be given whenever staff was with resident for cares. Per physician’s orders on
2/28/05 and carried forward to present stated honey thick water 200 milliliters 4 times a day and as needed
and to encourage fluids

Resident #20 was observed on 7/26/05 at approximately 6:10 PM in the dining room at the table sitting in a
wheelchair eating, fed by a nursing assistant. The resident had sunken eyes and was very thin. The nursing
assistant taking care of the resident on 7/28/05 was interviewed at approximately 8:45 AM in the resident’s
room. There were no fluids in the room to offer the resident. The nursing assistant stated she only
documented the output at the end of the shift but did not document fluids taken. Shortly after the interview
at 9:00 AM, the Licensed Social Worker from the floor was seen hanging up a sheet in the resident’s room
to track the resident’s fluid intake. The health unit coordinator was interviewed on 7/28/05 at approximately
9:10 AM and confirmed that there were no oral intake records in the resident ’s chart-only the output sheets
were in the chart. '

Per resident #20’s care plan, the resident was to be weighted according to the physician’s order. The MAR
dated 7/05 documented that the resident’s weight was to be done first Tuesday every month. Resident’s
weight on 7/19/05 was 95.3 pounds, 7/13/05 was 108.4 pounds, and 7/5/05 was 100 pounds. The weight
recorded on 12/14/04 was 116.4 pounds. The weight for the resident was documented as 928 pounds on
3/22/05 without a reweigh.

Resident #19 was transferred to this facility on 10/19/04 due to an increased need for skilled nursing care.
The resident was diagnosed with the following: diabetes type II with neuropathy, dementia with behavior,
paraplegia, and renal failure. Cognition level per the quarterly MDS on 7/11/05 was a 3, which indicated
severe cognition deficit. Per hospital discharge summary, 4/4/05, the resident was initially admitted with
hypotension and received aggressive fluid resuscitation. At discharge from the hospital his blood pressure
was normal. On 4/12/05 the resident had a diet change to honey thick secondary to progression of
dysphagia. Assessment — possible dehydration and urinary tract infection . Per the resident’s care plan,
11/3/04; the resident needed staff assist of one with set up of the meal tray, pouring liquids, cutting meat,
applying condiments, and buttering bread. Resident #19 was observed on 7/26/05 at approximately 5:45
PM in the dining room. The resident’s skin and mucus membranes appeared dry.
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The Nurse Practioner’s care plan dated 2/10/05 stated: will increase scheduled free water to 250 cc 4 time.
a day times 3 days. On 2/19/05 the plan by the nurse practitioner indicated staff were to continue scheduled
free water. Per record review, resident #19’s nursing assistant sheet documented the resident had a Foley
catheter and output every shift was to be done. On 4/13/05, the nurse practitioner spoke with family about
resident’s likely hood of becoming dehydrated because of his poor fluid intake of thickened water. The
family wished for the resident to receive thin free water and thin coffee at meals for quality of life.

Per interview with the nurse manager of the unit on 7/27/05 at approximately 5:30 PM it was confirmed that
the resident should be on fluid intake in order to assess the resident’s intake. The nurse manager agreed that
the resident has a history of dehydration, frequent urinary tract infections, and should be on fluid intake not
just output.

On the general environment tour, on 7/27/05 at 10:00 AM, the staffs of building six, third floor were
observed filling replaceable insert and placing them inside of water pitchers at bedside without cups or
glasses. During interview with the Assistant Administrator and Assistant Director of Nurses (ADON), on
7/29/05 at 9:00 AM, in the ADON’s office related to the use of water pitcher at the residents beside the
assistant administrator indicated that staff would need to access the kitchenette or get cups from the
medication carts in the halls to assist the resident with hydration.

TO COMPLY: Residents must be offered and receive adequate water and other fluids to maintain proper
hydration and health, unless fluids are restricted.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the resident
hydration policies and procedures to ensure residents are receiving adequate hydration, revise as needed and
instruct the appropriate personnel. The Director of Nursing could designate a staff person to do ongoing
monitoring to ensure resident hydration compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

16. MN Rule 4658.0530 Subp. 1.

Based on observations and interview, the facility failed to assist 2 out of 27 residents (#10, #56) in the
sample with assistance to eat in a manner that was unhurried and that enhanced their dignity. Findings
include:

During observations of an evening meal on unit 6-1 in the north dining room on 7/26/05 at approximatel,
'6:00 PM it was noted that a human service technician (HST) had been standing to assist resident #10 to eat.
The HST then walked over to resident #56 to continue to assist with beverages as another resident. HST
had left the dining room to assist another resident that had wandered out. After approximately one minute
the other HST returned to sit down and assist resident #56 while the HST returned to assist resident #10 and
remained standing. An interview with the HST while offering a chair to sit in revealed that the HST was.
more comfortable standing to feed resident #10 related to the height of the resident’s wheelchair. A review .
of the nursing standard of practice for the facility related to quality of care indicated that nursing care and
services are performed in such a manner as to provide for and maintain resident dignity.
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Review of the care plan dated 5/4/05 direct staff to assist resident #36 by setting up the tray, opening packages ar
eat. Observation of resident #36 on 7/26/05 at 8:30 AM the resident was in the dining room waiting for his break
was seated in a chair against the wall with an over bed table in front on him. At 8:40 AM the trays had been serve
and resident #36 had his breakfast, there was no staff near him to assist with eating. His milk and juice

had not been opened. Resident #36 was observed to lift his empty fork to his mouth and then put it down. At 9:0¢
the resident had eaten just two bites of food on his own and had been unable to open his beverage containers. Af
minutes this surveyor asked staff to assist the resident. His beverages were opened and he was encouraged to eat
AM a staff member sat next to the resident and assisted to feed the resident, no offer was made to heat up the foo
charge nurse was interviewed 7/27/05 at 10:00 AM and stated that this resident should have received assistance v
set up of his meal and had his beverages opened

TO COMPLY: Residents needing help in eating must be promptly assisted upon receipt of the meals and
the assistance must be unhurried and in a manner that maintains or enhances each resident's dignity and
respect.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the resident dining
policies and procedures, revise as needed and instruct appropriate personnel. The Director of Nursing could
designate a staff person to do ongoing monitoring of resident meal assistance to ensure compliance.

TIME PERIOD FOR CORRECTION: Seven (7) days.

17. MN Rule 4658.0530 Subp. 3.

Based on observation, interview, and record review, the facility failed to monitor to prevent the risk of
choking for resident #9 who required thickened liquids. Findings include:

Resident #9 who required thickened liquids was given unthickened juice.

A review of the current physician’s orders for resident #9 as of 7/7/05 indicated, “Diet: Pureed with nectar
thick liquids, ok for regular bananas, French toast, and pancakes.” The plan of care dated 10/24/04
indicated the resident should have a pureed diet with nectar thick liquids.

During observations of a medication pass on 7/27/05 at 11:25 AM a licensed practical nurse (LPN) was

\ noted to give resident #9 regular thin cranberry juice with two regular strength Tylenol. The resident

" proceeded to choke and cough and spit. Earlier observations of the resident receiving an evening meal on
7/26/05 revealed that the resident was to receive nectar thickened liquids. The LPN stated after having
given the thin juice to the resident that, “My fault, he should have thickened liquids.

TO COMPLY: A resident identified in the comprehensive resident assessment, and as addressed in the
comprehensive plan of care, as being at risk of choking on food must be continuously monitored by nursing
personnel when the resident is eating so that timely emergency intervention can occur if necessary.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for dispensing of thickened liquids, revise as needed and instruct appropriate
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personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensw.c
compliance for resident’s fluid needs.

TIME PERIOD FOR CORRECTION: Seven (7) days.

18. MN Rule 4658.0610 Subp. 7. )

Based on observation and interview, the facility failed to maintain sanitary conditions at all times in the
kitchen. The findings include:

During the initial kitchen tour on 7/26/05 at 12:30PM 3 garbage containers were noted in the food prep area
without lids. Food waste was evident by inspection. The dietary manager confirmed these findings. On the
subsequent kitchen inspection on 7/27/05 at 1:15 PM the garbage containers were once again noted to be
coverless. The dietary manager stated that covers had been ordered.

‘During the initial kitchen tour on 7/26/05 at 12:30PM the hand scoop was stored inside the sugar bin.

TO COMPLY: Sanitary procedures and conditions must be maintained in the operation of the dietary
department at all times.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the current sanitation policies
and procedures, revise as needed and instruct appropriate personnel. The Dietician could designate a staff
person to do ongoing monitoring to ensue sanitization compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

19. MN Rule 4658.0670 Subp. 2

Based on observation and mterv1ew the facility failed to thoroughly clean equlpment used in the serving of
food. Findings include:

During the kitchen inspection on 7/27/05 at 1:30 PM three steam tables were observed to have built up.
grease and food residue on the underside of the shelf that was directly over the steam table pans from which
food was served. The dietary manager agreed with these findings and requested staff to clean the s
tables immediately. :

TO COMPLY: All equipment must be thoroughly cleaned and must be given sanitization treatment and
must be stored in such a manner as to be protected from contamination.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the current sanitation policies
and procedures, revise as needed and instruct appropriate personnel. The Dietician could designate a staff
person to do ongoing monitoring to ensue sanitization compliance.
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TIME PERIOD FOR CORRECTION: One (1) day.

20. MN Rule 4658.0675 Subp. 7.

Based on observation and interview, the facility failed to air-dry pans after sanitizing and prior to storing
them in cupboards. Findings include:

During the kitchen inspection on 7/27/05 at 1:30 PM 5 small baking pans and 7 medium baking pans were
observed to be stored wet in the cupboard. The dietary manager agreed that the pans should be dry and
removed the pans to be rewashed. On a subsequent visit to the kitchen on 7/28/05 at 7:30 AM 2 large pans
were observed to be stored wet in the same cupboard.

TO COMPLY: All dlshes and utensﬂs must be air-dried before being stored or must be stored in a self-
draining position.

SUGGESTED METHOD OF CORRECTION: The Dietician could review the equipment
cleaning/sanitization policies and procedure, revise as needed and instruct appropriate personnel The
Dietician could designate a staff person to do ongoing monitoring to ensure compliance.

TIME PERIOD FOR CORRECTION: Seven (7) days.

21. MN Rule 4658.0720 Subp. 1 B.

Based on observation, interview and record review the facility failed to ensure that 5 out of 27 residents in
the sample (#s: 12, 15, 18, 19, & 20) received assistance with oral care. Findings include:

See #14. MN Rule 4658.0520 Supb. 2. E

TO COMPLY: A nursing home must provide a resident with the supplies and asmstance necessary to carry
out the resident’s daily oral care plan

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for providing oral care to residents, revise as needed and instruct the appropriate

~ personnel. The Director of Nursing could designate a staff person to do ongoing monitoring.

TIME PERIOD FOR CORRECTION: Fourteen (14) days. .

22. MN Rule 4658. 0725 Subp. 1‘

Based on observation, interview and record review the facility failed to ensure that 1 out 27 residents in the
sample #19 received routine dental care. Findings include:
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Resident #19 was transferred to this facility on 10/19/04 due to increased needs for continued skilled
nursing care. The resident had been diagnosed with the dementia and paraplegia. Per the resident’s care
plan 11/3/04; the resident was totally dependent on staff for all grooming/hygiene needs. The nurse
manager was interviewed on 7/28/05 at approximately 10:15 AM concerning resident #19’s oral care. The
nurse manager checked the resident’s mouth after donning gloves and agreed that the resident had a large
build up of plague. The resident screamed “ouch” as the nurse manager was looking into the resident’s
mouth. The nurse manager was questioned about the resident’s oral care and confirmed by the appearance
of the resident’ s mouth that the resident had not been receiving oral cares.

The record did not contain any reports of dental visits. The nurse manager also confirmed that the resident
did not have a scheduled dental appointment.

TO COMPLY: A. A nursing home must provide, or obtain from outside resource, routine dental services
to meet the needs of each resident.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
resident dental policies and procedures, revise as needed and instruct appropriate personnel. The Directo~ ~f
Nursing could designate a staff person to do ongoing monitoring to ensure compliance.

TIME PERIOD FOR CORRECTION: Thirty (30) days.

23. MN Rule 4658.0800 Subp. 3.

Based on observation, interview, and record review, the facility failed to provide adequate infection control
for 5 out of 27 residents in the sample (#8, 11, 15, 18 & 33) . Findings include:

Gloves were not changed when going from a contaminated area to clean area, and a wet incontinent pad was
placed on the floor.

Resident #15 had diagnoses that included dementia. The resident had a Foley catheter in place, with a leg
bag on during the day, and a drainage bag during night hours. On 7/27/05 at approximately 7:30 PM
personal cares were observed. The Human Services Technician (HST) assisted with changing an
incontinent pad, which was soiled with stool. The HST applied gloves and washed the buttocks with
disposable cleansing pads, which were then tossed into garbage. Without changing gloves, a new cleansing
pad was retrieved from the container and used to clean the resident, a clean incontinent pad was then plr

on the resident, the leg bag tubing was disconnected from the catheter and the drainage bag connection
tubing wiped with alcohol and hooked to the catheter.

Upon review of the facilities Employee Exposure Control Plan, dated 4/01 it directed staff to change gloves -
between each site being cared for, on an individual resident.

Resident #11 had diagnoses that included anoxic brain injury, and history of MRSA (methicillin resistant
staphylococcus aureus). During observations of personal cares on 7/27/05 at approximately 7:45 PM the
HST assisted with incontinent care. The resident’s incontinent pad was removed, which was wet, and
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placed on the floor. Upon review of the care plan dated 7/12/05 it stated the resident had MRSA in the
urine, and to utilize precautions for MRSA. Upon interview with the HST immediately following cares she
reported she usually placed soiled incontinent pads in the garbage.

Observations were made of resident #33 during evening cares on 7/26/05 at approximately 7:06 PM. The
human service technician (HST) was changing the resident’s incontinence pad after episodes of bowel and
bladder incontinence.. The HST had gloves on as the process was started and finished but did not change
the gloves after cleaning up the resident’s soiled peri-area before proceeding with the rest of the resident
cares. While wearing the same gloves the HST lowered the resident back into his chair and touching all
areas of the Sara lift during the process, placed a clean hospital type gown on the resident and removing the
resident’s clothes. The HST then removed the gloves to adjust the resident in the wheelchair. The HST re-
gloved, no hand washing had been observed and preceded to remove the soiled linen and incontinence
product from the trashcan to place into separate garbage bags. The HST touched the handle of the door to
leave the room with the gloved hand that had touched the soiled linen and incontinence pad. The HST then
went down the hall to the soiled bins and disposed of the soiled items and then removed the gloves; again no
hand washing had been observed.

Observations of toileting cares for resident #8 on 7/27/05 at approximately 8:45 AM revealed that the
resident had placed himself on the toilet and an incontinent bowel movement all over the toilet seat and on
his socks. The HST was assisting the resident with peri-care to clean up the mess wearing gloves. Wearing
the same gloves the HST replaced the incontinence pad with a clean one, pulled up the resident’s protective
hip pads and resident’s pants. The HST then proceeded to clean off the toilet seat with a disposable type
washcloth and then dried the seat with a paper towel. The HST then removed the gloves, no hand washing
observed, and reapplied clean gloves. An interview with the HST after the toileting cares the HST stated he
‘would normally change gloves after cleansing the soiled peri-area, complete hand washing and reapply
clean gloves to clean the toilet.

Resident #18’s had blood on finger and nail bed and her hands were not washed before she was served her
meal tray ‘

Per record, resident #18 was admitted to the facility on 6/10/03 diagnosed with senile delusions, history of
myocardial infarction and strokes, basal cell carcinoma of the face, incontinence of bowel and bladder, and
Methicillin resistant organisms in the urine on 10/13/04. Per the resident’s care plan, the resident needed
assistance for all activities of daily living.

. Resident #18 was observed in the dining room on 7/26/05 at approximately 5:10 PM sitting at her assigned
table. The resident had dried red blood on her right pointer finger and under her nail bed. The resident had a
dark black scab on the tip of her nose. At 5:40 PM the resident was served her evening meal on a tray. A
RN set up the dining tray for the resident but did not wash the resident’s hands.

At 5:50 PM on 7/26/05 the surveyor asked the RN about the finger. The RN confirmed that she was not
aware that the resident had blood on her finger nor had she looked at the resident’s hands. ’

A review of the standards of nursing practice for the facility related to quality of resident care indicated that,
“Personal protective equipment to be worn during toileting. Wash hands after toileting/changing resident”.
A review of the policy related to personal protective equipment as of 4/01 indicated, “Gloves should be
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changed (and hands washed) between each resident contact and between each site being cared for on wa
individual resident.”. A review of the hand washing policy as of 4/01 indicated when to wash hands:
“before and after procedures, before and after gloving, before and after direct resident contact, before and
after handling equipment/supplies/laundry”.

TO COMPLY: Personnel must be assigned to assist with the infection control program, based on the needs
of the residents and nursing home, to implement the policies and procedures of the infection control
program.

SUGGESTED METHOD OF CORRECTION: The Infection Control nurse could review the current
policies and procedures for standard infection control during resident cares, revise as needed and instruct
appropriate personnel. The Infection Control nurse could designate a staff person to do ongoing monitoring
to ensure infection control compliance.

24. MN Rule 4658.1340

Based on surveyor observation and staff interview, the facility failed to assure medications were securec
one out of three buildings surveyed, Building #17. Findings include

During observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor of building seventeen,
the two south and two north carts, were observed to be unlocked and unattended. The unit staff failed to
locate the nurse assigned to the two-north cart that was located in the hallway unattended until 9:05 AM
when the nurse returned from break. The two-north medication cart contained medications for 15 residents,
topical diabetic supplies, and stock medications. The two south unit medication cart was parked at the
nurses station 9:08 AM were it remained unattended and unlocked until 9:13 AM when the assigned nurse
returned: The two-south medication cart contained medications for 15 residents.

TO COMPLY: A nursing home must store all drugs in locked compartments under proper temperature
controls, and permit only authorized nursing personnel to have access to the keys.

Subp. 2. Storage of Schedule IT drugs. A nursing home must provide separately locked compartments,
permanently affixed to the physical plant or medication cart for storage of controlled drugs listed in
Minnesota Statutes, section 152.02, subdivision 3.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the ct

medication storage policies and procedures, revise as needed and instruct appropriate personnel. 5
Director of Nursing could designate a staff person to do ongoing monitoring to ensure medication storage
compliance.

TIME PERIOD FOR CORRECTION: One (1) day.

25. MN Rule 4658.1345
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Based on surveyor observation and staff interview, the facility failed to assure medications labeled.
Findings include:

An open unlabeled multi-dose bottle of lidocaine was located in the two south medication cart. During
observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor of building seventeen were
reviewed. The second floor staff provided the documentation in the resident’s medication administration

record that the lidocaine was ordered to dilute the Rocephin (an injectable antibiotic) as ordered by the
physician.

During the interview with the facility pharmacist, on 7/29/05 at 9:30 AM, indicated that the pharmacy
usually labels the lidocane, and that the bottle may have been used from the facility’s E-Kit that isn’t

labeled. The facility’s policy requires multi-dose bottles to be labeled with explratlon date and the date
opened.

TO COMPLY: Drugs used in the nursing home must be labeled in accordance with part 6800.6300.

SUGGESTED METHOD OF CORRECTION: The Consultant Pharmacist and the Director of Nursing
could review the current medication labeling policies and procedures, revise as needed and instruct

appropriate personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to
ensure compliance of medication labels. ’

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

26. MN Rule 4658.1415 Subp. 2

During the environment tour, on 7/27/05 at 9:00 AM, with the assistant administrator and the director of
physical maintenance department observation of the following areas of concerns were noted.

Building six .
Male and female bathrooms next to the activity room (G13) were open to the corridor, the

door hardware included a locking mechanism. Observation of both bathrooms with the
assistant administrator verified no call light system was installed.

Through out the ground floor corridor the areas near doorways and corners had a build up
of dust, debris and wax.

The smoke room (G24) had streaked areas of brown tar stains on walls and windows. The
floor, chairs and tabletops had multiple areas of cigarette burns and the ceiling tiles and air
supply ducts were covered with brown tar stains. The area had an internal air filter system

that the director of physical maintenance stated had filters that were changed on a 1-2
month rotation.
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Building 17

The dining rooms (332 and 312) had multiple chairs observed to be soiled and stained wiu
unidentified substance, the executive housekeeper indicated that the chairs where cleaned
on a monthly schedule but many were stained and no longer cleanable.

Window frames in the dining room (332) had areas of dents and chips exposing the metal
corner bead. When interviewed the director of physical maintenance stated that painting
and wall repair was not part of the preventive maintenance program and that the staff
identified areas of need using the facilities computer program.

Tub rooms on third and second floors contained tubs that had the rubber bumpers repaired
with tape, the tape was coming loose in many areas leaving a sticky residue that collected
water, soap and other unidentified substances. The second floor tub had gray flaked
substance covering the horizontal surface of the seat and the bottom near, director of
physical maintenance explained that it was a nursing duty to clean the tubs after use.

The kitchenette on second floor had areas of damage on the walls and corners.

Resident room (213) had the thermostat pushed through the dry wall, Bed #2’s closet h:
areas to both sides of the door frame damaged exposing the metal corner beading.

The tub rooms on all floors have accumulations of dust and debris under the whirlpool
tubs. Tub room floors have collection of white and brown substances in the corners under
sinks and behind the stool. The three south tub room had broken tiles in the shower area. In
the second south tub room baseboard area tiles had come off the wall exposing the drywall
and a dark gray substance along the floor.

The floor surface of building 17 are vinyl sheet that was curled up around the walls
forming a baseboard, per the director of physical maintenance this was a poor instillation
currently the plan was to fix areas that became loose by reattaching and screwing the vinyl
to the walls. Areas of detached vinyl observed during the tour: hall areas near rooms # 439,
247, and 286 and the bathroom of room 247.

The smoking area of building 17 had areas of tar staining on walls, windows, and ceilings.
The executive housekeeper indicated the room was cleaned twice on days and once
evenings. Furnishings in the smoke room have areas if cigarette burns, when approact
the director of physical maintenance stated in the last 16 months he has not identified a
need to replace furnishings in the smoke room. The facility’s plan with damaged or unsafe
furnishings would be for staff to take it out of service and notify physical maintenance
through a work order. A

Resident Room 367 had damage to the walls by the windows exposing metal beading.
Resident Room 288 had a strong urine odor noted throughout the room and into the hall
both on initial tour 7/26/05 and during the environment tour on 7/27/05."
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Main dining area of building seventeen had four suspended ceiling tiles in the center of the
room over a resident tables had areas of brown stains. The director of physical maintenance
stated the stains could have been caused by condensation on overhead pipes.

TO COMPLY: A nursing home must provide a safe, clean, functional, comfortable, and homelike physical
environment, allowing the resident to use personal belongings to the extent possible.

SUGGESTED METHOD OF CORRECTION: The Environmental Director could review the current
cleaning/maintenance policies and procedures, revise as needed and instruct appropriate personnel. The
Environmental Director could designate a staff person to do ongoing monitoring to ensure compliance.

' TIME PERIOD FOR CORRECTION: - Thirty (30) days.

27. MIN Statute § 144A.04 Subd. 11

. Based on observation, interview, and record review, the facility failed to residents every two hours with
- incontinence care for 5 of 27 residents in the sample (#6, #7, #10, #11, #18 ). Findings include:

During evening observations on 7/26/05 from approximately 4:40 PM until 7:55 PM resident #6 and
resident #7 were not observed to be toileted, checked or changed. An interview with the human service
technician (HST) at approximately 7:55 PM revealed that the two residents had not been toileted, checked
or changed since before dinner at approximately 4:30 PM. The HST assignment sheet last updated as of
7/22/05 indicated that both residents are incontinent of bowel and bladder and are to be toileted, checked
and changed every two hours. A review of the current plan of care for resident #6 as of 1/10/05 indicated,
“Resident incontinent of bowel and bladder. Wears incontinence pad at all times. Toilet/change q (every)
2hrs and prn (as needed).”. A review of the current plan of care of resident #7 as of 12/7/04 indicated,
“Toilet/change q 2hrs and pm”. :

Evening observations of resident #10 on 7/26/05 from approximately 4:40 PM until 7:45 PM revealed that
the resident had not been toileted or checked and changed. An interview with the HST at 7:45 PM revealed
that the last time the resident had been checked and changed was at approximately 3:30 PM. Morning
observations of resident #10 on 7/27/05 from approximately 7:30 AM until 10:25 AM revealed that the
resident was not observed to be checked and changed. An interview with the HST at 10:25 AM revealed
that the last time the resident was checked and changed was at approximately 7:30 AM before breakfast. A
review of the HST assignment sheet updated as of 7/22/05 indicated that the resident was incontinent of
bowel and bladder and was to be toileted, checked and changed every two hours. A review of the current
plan of care for resident #10 as of 12/30/04 indicated, “Toilet/change q 2hrs and prn”.

A review of the standards of nursing practice for the facility related to quality of resident care indicated, “
Promptly assist resident on and off toilet as needed. Offer toileting a minimum of every two hours to
resident requiring assistance. Incontinent residents to use disposable garment at all times with disposable
padding under the resident while in bed (check care plan for proper garment size). Change wet/soiled
garment, wash peri-rectal area with periwash and disposable wash cloth; and replace disposable garment.
Follow this procedure every 2 hours. Provide privacy throughout procedure.”
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The facility failed to ensure resident #11 was toileted as directed on the care plan.

Resident #11 had diagnoses that included anoxic brain damage, and history of falls.

Physician orders dated 5/29/05 included a locked Posey belt when in the wheelchair to enhance safety.
According to the care plan, dated May 12 2005 the resident was described as requiring total assistance with
toileting. The minimum data set (MDS) dated 5/12/05 described the resident as having inadequate control of
the bladder, with multiple daily episodes of incontinence. The care plan directed staff to assist with toileting
every 2 hours, and to check for incontinence every 2 hours. Resident #11 was observed on 7/26/05 from
4:30 PM until 7:50 PM without being toileted (3 hours, 20 minutes). The surveyor alerted staff at 7:30 PM,
and at 7:50 PM the res1dent was assisted to bed. The resident’s incontinent pad was changed, and was noted
to be wet.

The facility failed to toilet resident #18 according to needs.

Resident #18 was observed on 7/26/05 at approximately 5:10 PM sitting in the dining room at her assigne~
table with her seat belt on in a broda chair leaning to the right side. She remained in the chair leaning to
right until shortly after 7:00 PM when a nursing assistant took the resident to the her room. The restraint
was released at 7:40 when she was transferred. The resident’s buttock was reddened. The incontinent
product the resident had been wearing before she was toileted was soaked with urine and a strong urine odor
was present. The nursing assistant was interviewed on 7/26/05 at 7:25 PM and confirmed that he did not
know when the resident had last been toileted or repositioned. The nursing assistant stated that he started
his shift at 3 PM and this was the first time he toileted the resident and repositioned her. The nursing
assistant confirmed that the incontinent pad he removed was very wet..

Resident #18 was observed on 7/27/05 at 12:45 PM sleeping at her assigned dining room table in her broda .
chair with her chin on her chest. At 1:07 PM the nurse manager went over to the resident and said, “it’s
time for your nap” and wheeled the resident to he room in the broda chair. At 1:13 PM the nursing assistant
went into the resident’s room, woke the resident up and started cares. The incontinent pad that was
removed by the nursing assistant was soaked with urine. ‘ :

After cares were completed the nursing assistant was interviewed at 1:20 PM on 7/27/05. The nursing assistant ¢
the resident’s incontinent pad was soaked. The nursing assistant stated, I’'m Just too busy to get all the cares done
residents that I am giving care to today by myself.

TO COMPLY: An incontinent resident must be checked according to a specific time interval written it
resident’s care plan. The resident’s attending physician must authorize in writing any interval longer than
two hours unless the resident, if competent, or a family member of legally appointed conservator, guardian,
or health care agent of a resident who is no competent , agrees in writing to waive physician involvement in
determmmg this interval.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the policies and
procedures for all areas of treatment with resident care, revise as needed and instruct all appropriate
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personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to ensure
compliance of considerate and adequate resident personal needs.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

28. MN Statute §144.651 Subd. 5.

Based on observation, interview, and record review, the facility failed to treat residents with courtesy and
-respect for their individual differences. Findings include:

During random observations during the initial tour on 7/26/05 multiple call lights in resident rooms in
building 6 were noted to be out of reach, hanging behind the bed, hanging over a recliner, hanging on a
nightstand towel bar, and wrapped around the call light unit on the wall. An interview with the HST on unit
6-1 on 7/29/05 at 8:40 AM related to call lights observed that morning in resident #57 and #58 rooms that

-~ were not in reach revealed that resident #58 will use the call light and the resident #57 the HST was not sure
if the resident could use the call light or not. Another interview with and HST from unit 6-2 on 7/29/05 at
9:30 AM related to a call light that was not in reach for resident #59 that morning revealed that the resident
was able to use the call light. A review of the policy and procedures for resident safety indicated, “Always
make sure call light is positioned within resident reach.”. A review of the standards of nursing practice for
the facility related to quality resident care indicated, “ Call lights are accessible to residents”.

Observations of incontinence care for resident #33 on 7/26/05 at 7:06 PM revealed that resident #33 was
dangling from a manual Sara-type lift stand with only the fleece sling under his arms holding the weight of
his body, while the human service technician (HST) changed the soiled incontinence pad and gave the
resident peri- care over the trash can. An interview with a licensed practical nurse (LPN) on 7/28/05 at
10:10 AM related to the above mentioned observation of the resident dangling, the LPN stated that the HST
should not have used the Sara lift if the resident could not hold on and should not have done this over a trash
can. A review of the standards of practice for nursing related to quality resident care indicated, “Provide for
and maintain resident dignity”. A review of the policy and procedure related to use of the Sara lift as of
9/1993 indicated, “The Sara is designed for quick easy transfers from one sitting position to another and to
elevate a resident for toileting, repositioning, changing of incontinence pads, wound dressings, etc. It is not
intended for long periods of suspension or transportation”. Resident #17 did not have his catheter bag
emptied as needed. Per record review, resident #17 was admitted to the facility on 08/26/03 with diagnoses
that included neurogenic bladder, and diabetes. According to the residents care plan, the staff was to empty
and record Foley catheter output every shift and complete catheter care per physician order. The nursing
assistant sheet instructed the nursing assistant to empty Foley every shift and report and to “check bag often
— fills quickly.”

Resident #17 was observed on 7/27/05 at 7:45 AM while lying in bed in his room. The resident had a leg
bag on for urine collection that was full. The resident’s sweat pants were soaked in the groin area. Resident
#17 was interviewed at 7/27/05 at 7:45 AM and stated “cares are not very good, you have to wait a long
time to get help.” The staff does not empty my urine bag when they should so it overflowed. The spillage



HE-01239-03 Rev. 1/97 XN CORRECTION ORDER

Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division- '
1645 Energy Park Drive, Suite 300, St. Paul, MN 55108-2970 Page 42 of 42

Orders to MN Veterans Home Minneapolis

CC:

happens so often that I don’t feel real good about it. The night staff went home today without emptymg Tuey
bag and now I am all wet.

The nursing assistant came into the resident’s room on 7/27/05 at approximately 7:47 AM and started AM
cares. The resident said to the nursing assistant as she tried to remove the residents wet sweat pants, “why
don’t you empty my bag first?” The nursing assistant replied to the resident, “I was going to get these wet
pants off you first. The nursing assistant emptied the leg bag of 500 milliliters of urine. The maximum
capac1ty of the leg bag was 500 mllhhters

The nursing as51stant was interviewed after cares at approximately 8:00 AM and confirmed that resident
#17’s urine leg bag had not been emptied by the night staff.

TO COMPLY: Patients and residents have the right to be treated with courtesy and respect for their

. individuality by employees of or persons providing service in a health care facility

SUGGESTED METHOD OF CORRECTION: The Director of Nursing could review the current
policies and procedures for courteous/respectful resident treatment, revise as needed and instruct -~

appropriate personnel. The Director of Nursing could designate a staff person to do ongoing res
treatment to ensure compliance.

TIME PERIOD FOR CORRECTION: Fourteen (14) days.

Original - Facility
Licensing and Certification File
~ Records and Information
Ellie Laumark, Unit Supervisor
Minnesota Department of Human Services
Hennepin County Social Services
Mr. Frank Budd, MD, President Governing Body
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% VETERANS HOMBSBOARD ~ . .
-MINNESOTA VETERANS HOME — I\IH\JNEAPOLIS
5101 MINNEHAHA AVENUE SOUTH
MINNEAPOLIS, MINNESOTA 55417-1699
(612) 721-0600 :

-,

September 7, 2005

Ms E]he Laumark, Umt Superv1sor

Minnesota Department of Health 4 :

Health Policy, Information and Compliance Momtonng Division
Licensing and Certification Program .
1645 Energy Park Drive, Suite 300

‘St. Paul, MN- 55108-2970

' RE aneapohs Veterans Home — Plan of Correctron

Dear Ms Laumark,

Attached 18 the plan of correctron for the Minnesota Department of Health survey that WAS =
conducted on July 26 — 29%, 2005 at the Minnesota Veterans Home —Minneapolis. As the
result of the survey, the Minnesota Board of Director’s responded with an action plan that
was deliberate and decisive to respond to the citations and make.significant changes in key
personnel at the facility.” The'Administrator was replaced by Stephen Musser, Executive -
Director and the Director of Nursing replaced by Diane - Vaughn, RN. In addrtron, one
Assistance Administrator and the quality manager were removed .

We believe that the actrons taken in the plan of correction demonstrate a thoughtful and
-comprehensive approach to.correcting those items that require immediate attention and a .
longer range plan for ensuring that there are systems in place to proper momtonng and ‘
compliance with Health Department standards

We look forward to your return visit so we can demonstrate that we have corrected the
“citations and installed pro cedures to. ensure that ongoing compliance is met.

- Sincerely,

Stephen J.

Executive Di¥¢ctor/Administrator

o

Equal Opporttmity / Affirmative Action Employer
MN Relay Service 1-800-627-3529 -




MN Veterans Home aneapohs
MDH Survey Plan of Correctlon

SJuly 25-29 2005

Abbreviation legend: :
‘RNM: Registered Nurse Manager
IDT: Interdisciplinary Team

PCN: Position Control Number

- RTF: Request to Fill form

-~ - . . ‘Licensing Violation . Plan -of Correctlon Goal Date Person(s) Follow-up
: ‘ . : Responsible
. . m ‘ .
1'; 4658'0;10 INCIDENT AND ACCIDEN: REPORQING' The incident report has 8/8/05 RNM 2N See
All persons providing services in a nursing ' bee?‘completed on - attachments:
home must report any accident or injury.to a ‘resident #34. The RNM- la
resident, and the nursing home must immediately has recelved]a review of . (Incident
‘complete a detailed incidernt report of the - the expectations of Report)
accident or injury and the action taken after -Incident reportlng
. learning of the accident or injury. | procedures, b
IR not completed on #34, To improve monitoring of | Electronic IR.| Assistarnt (Incident
' incident reports, an’ initiated . | Administrator. Report
electronic incident 9/1/05- of Re31dent procedure)
| report is being initiated | ' Life Services ' a
through the clinical
software program. ' This ..
allows for “real time”
monitoring of incident
reports.
Incident reports will be’ 9/1/05 Director of lc
-| continued to be tracked ' Nursing (Sample of
and -trended on an on- . electronic
going basis. : incident
i . report

tracking list)




| care.

Licensing Violation

Plan of Correction

‘Goal Date -

Person (s)
Responsible

;follew—up

2. 4658 0300 USE OF RESTRAINTS

Subp. 4. Dec;s;on to apply restraint.

The de0151on to apply a restralnt must be based
on the comprehensive re51dent assessment.. The
‘least restrictive restraint must be used and
incorporated into the comprehensive plan of
The comprehensive plan of care must
allow for progressive removal or the
progres51ve use of less restrictiVe means. A
| nursing home must obtain an informed consent
for a resident placed in a phys1cal ‘or chemical
restraint. A physician's order must be,
‘obtained for a physical or chemical restraint
which specifies the duration and circumstances
under which the restraint is to be used,
including the monitoring interval. Nothlng'in'
this part requires a resident to be awakened
during the resident's normal sleeping hours
strictly for the purpose of releasing
restralnts.

Lap Buddies.without doctor’s orders - residents

#’s 4,9,30, 31, 18, 19

:

No assessment of least restrictive device
14 days ‘ A

| Those residents noted -in

the survey . requlrlng
documentation;
reassessment, 'and/or. a
plan for reduction were

brought to the individual,

resident’s clinical
rounds (IDT) team for
reassessment.

The social workers and

| behavioral analysts

performed a complete
house audit of all
dev1ces to assure that
required documentatlon is
present.

The audits were reviewed
by the Glinical Rounds
(Interdisciplinary Team -
IDT). Reviews and
reassessments were
comﬁleted as indicated.

To continue a restraint
reduction process the
Resident Safety Workgroup

will add restraint rounds -
to its process -to ensure -

reduction is occurring
throughout the facility.

Resident Safety processes

were reviewed and
updated.

| On-going education re: -

“restraint proper
environmentsg” will be
developed through this
rounds team. An )

| educational event is

scheduled for'
9/14 and 15/05.

'5/2/05

Ly

8/25-30/05

8/31/05 to
9/2/05

9/2/05.

9/14 & 15/05

Director of

Nursing

See
attachments:
- #ea
' (Team
instructiodnsg)

. #2b
(Device audit)

#2c
(Team
instructions
for
reassessment)




Licensing Violation Plan of Correction Goal Date Person(s) Follow-up
Responsible
3. 4658.0300 USE OF RESTRAINTS .
Subp. 5 C. Phy51ca1 restralnts. Unit by unit education - 9/27/05 " Director of .See also
; . was given:to. ensure the ‘ Nursing Licensing .
At a minimum, for a res1dent placed in a - expectation.that all- Vloﬁ?ti?n !
0

physical restraint, a nursing home must ‘also:

C. prov1de an opportunity for motlon,
exercise, and ellmlnatlon for not less than
ten minutes during .each two= ~hour period in
which a restraint is employed; and

Rep051tlon1ng - residents not repositioned for
greater than 3 hours #4, 11, 9, i8

14 days

residents are provided .an
opportunity for motion,
exercise, and.
elimination for not less
than ten minutes during
each two-hour period.in
which a restraint is
employed.

Monitors (Intermal
surveyors) are in place
to observe this occurs

"and intervene to.
‘eliminate the .barriers.

when this is challenged.




Licensing Violation Plan of Correction’ ‘Goal Date ~ Person(s) Follow-up
C : ' ' : Responsible
4. 4658f0400 Subp 2I Dental ' We respectfully dlsagree ‘ ) | See
Subp 2. TInformation gathered. The with this citation as the. 9/2/05 Director of attachments.#4:
compreliensive resident assessment must ‘include | €xisting system does meet ’ Health 2 and #4b
at least the following information:. ‘the’ regulatory - ' . Information (oral exam
‘ , , requlrements The Management - forms)
I. dental condition; residents in the survey
o sample. had an initial
| oral exam by Appletree  #4c
_ Dental. (scheduling
14 days , procedures -
An excel file exists that changes .
, tracks resident dertal circled)
visits. ' o
‘ - #4d
To continuously 1mprove {existing
service, the existing Dental
| policy was modified. Services
‘ ’ ’ Protocol)
f#t4e Dental
Director

Program




Licensing Violation . ‘Plan of Correction Goal Date Person (s) FolloW*up
: ' : Responsible
Individual resident Director of | See attachment

5. 4658.0405 Subp 1 Failure to develop care-
‘plans : _— . : -

.Subpart 1. Assessment. A nursing home- must
conduct a comprehensive assessment of each
resident's needs, which describes. the
resident's capability to perform daily life
functions and significant impairments in
functional capacity. A nursing assessment
conducted according ‘to Minnesota Statutes, .
section 148.171, subdivision 15, may be 'used as
part of the comprehensive resident assessment.
‘The results of the comprehensive resident

assessment must be used to develop, review, and

revise the resident's comprehensive plan of
care as defined in part 4658.0405.

No.smoking assessment #35
General lack of assessment #20, 27
20 days : c

s

assessments .have been
completed.

Met with the IDT
department managers and

-} reviewed the

documentation -policy -
which remains compliant
with the regulations.

IDT departments are
reviewing the expectation
with their staff. '

On-going surveillance for
.timeliness of assessment

and for re-assessments is
instituted.

9/8/05

Nursing
and-
Assistant
Administrator
of Resident
Life Services

Quality
Manager

#5a
(meeting
" minutes)
#5b (related
policies)




Follow-up .

Licensing Violation

"Plan of Correction

Goal Date

Person(s)

Responsible

6. 4658.0405'COMPREﬁENSIVE PLAN OF CARE.

Subp. 3. Use. A comprehensive plan of. caré
must be ‘used by all personnel involved in the
care of the resident. ) .
Toileting

Repositioning

Oral care

I&0 .

| Residents: 20, 17,. 11, 13, 12, 7, 10, 6

14 days

The plan of caré-aﬁd HST-

| worksheets were reviewed

forAcompleteneés on the
noted residents.

Educational review and
enforcement = with HST's.
and staff nurses

HST sheets are care plan

based ’

on-going surveillance for
timeliness of assessment

| and for re-assessments is

institutéd.

9/2/05

bi;ector of
Nursing

Quality
Manager




Licensing. Violation - Plan of Correction Goal Date Person (s) Follow-up
4 : Responsible '

7. 4658.0405 COMPREHENSIVE PLAN OF CARE. ) :
| subp. 4. Revision. A comprehensive plan of - Director of See
care must be reviewed and revised by an ' ‘ 9/2/05 Nursing attachments #
interdisciplinary team that includes ‘the IDT review of -individual ‘ ' : . 5b
attending physician, a registered nurse with ' resident. case. ' Assistant (documentation-

’ ‘Administrdtor -

responsibility for the resident, and other

| appropriate staff in disciplines as determined
by the resident's needs, and, to the extent
‘practicable, with the participation of the -
resident, the resident's legal guardian .or
-chosen representative at least quarterly and
within seven days of the revision of the

comprehensive resident assessment required by

part 4658.0400, .subpart 3, item B.

| Not revised resident #34' (thickened liquid
diet change - ) ’

14 days

Review and enforcement of
IDT responsibilities to
update care, plan as

.orders are obtained.

of Resident
Life Service

policy) .




Licensing Violation Plan of Correction. Goal Date Person(s) Follow-up °
- . : : : Responsible .
8.°4658.0470 Subp 2 ' T B :
: R : ‘The charts racks-at . ) Director of - "’ Completed
'4658.0470 RETENTION, STORAGE, AND RETRIEVAL. building 6 nursing 8/26/05 Health '
: A ST » .stations have been Information
relocated to the charting - Management

| subp. 2. Storage. Space must be provided for
the safe and confidential storage of residents'
clinical records. Records of " current
residents must be stored on site.

.7.days

room which has a locked
door. IDT members will

have key access..




Follow~up“

Licensing Violation Plan of Correction Goal Date Person(s) -
' ' : ‘ Responsible
. . : ' ‘ . Director of Completed -
'9.4658.0505 Subp 1 Comprehensive care plan Unit by unit on all shift Nursing o

.| carried ‘out

14 days

1 education.was given to

review the basic methods
of care plan S
implementation involving.

"HST duties.

‘The dai;y‘HST sheets are

care plan based. RNMs
reviewed them for
completeness.

9/2/05,




Licensing Violation

Plan of Correction

Gpal Date

‘Person (s)

Responsible .-

'Follow-up

‘10. 4658 0510 sp 1: Stafflng requlrements.

A nursing home must have on duty at all times a
sufficient number of qualified nursing
'personnel including registered nurses,
licensed practical nurses, ~ and nursing
assistants to meet the needs of the residents
at all nurses' stations, on all floors, and in
all bulldlngs if more than one building is
1nvolved This includes relief duty, weekends,
and vacation replacements.

14 days

Staffing Needs: through interviews and
observations, ‘staff were unable to meet
resident -needs; toileting, repositioning,
shaving, nail care and nourishments not being
passed.

Major administrative

|.¢hanges were made. The

administrator, assistant

administrator of resident
.clinical services,-
| Director of Nursing, and

Quality Manager have
separated employment..

An interim administrator

. and interim DON are.in

place.

Initially 4 HST shifts

| were added to building 6;

On 8/26/05 14 shifts of
HST’s per 24 hours was
added W1th1n the nurs1ng

.home care units.

Meeting was held with

) temporary agency vendors
to improve avallablllty
|-and continuity of care
"givers on 8/31/05.

Priority of replacing
shift vacancies is:

- volunteers for extra

hours, temporary agency,
and as a last resort -

‘mandation.

The system of RTF’s and
PCN was reviewed and the
process 1mproved to
decrease the tim€ a

,vacancy is open.

| Absenteeisn pollc1es are

being enforced

We are continuing to
refine staffing patterns
/ distribution of staff

8/30/05

8/29 and
30/05

.8/26/05

8/31/05

8/22/b5

9/2/05

Oon-going

‘On;going

Administrator
,Director of.

Nursing, and |

Director of
Human
Resources




Liceﬁsing Vicglation

Plan of Correction

Goal Date-

Person (s)
Responsible

Follqw—up

110-2. 4658.0520 ADEQUATE AND PRO?ER NURSING
' CARE. .o T
Subp. 2.A. Criteria for determining adequate
and proper’caré. | :

The criteria for determining adequate and
proper care include:

A. Evidence of adequate care and kind and
considerate treatment at all times. Privacy
1 must be respected and safeguarded.

14 days

Tqiletihg, mechanical lift transfers, oral’
hygiene, repositioning, and clean clothing. -

Nursing care .standards

were reviewed. .Unit by
unit - all shift :
inservicing was done to
review expectations of

care and resident

.| treatment.

A care audit was designed
| and is used on ‘every

shift to ensure cares are
being delivered.

Intermittent monitors are

| scheduled to assure cares

are being delivered
properly and with
respect.

A comprehensive inservice

| is- being designed by

social services for use -

| in additional HST

training and to replace.
current general
orientation educaticn on

| resident dignity and

respectful treatment.

1 HST orientation

tompetency processes are
being revised.

Current HST’'s will go

"through re-competency

testing over the next two
quarters.

Leadership training for.
licensed nurses will be
presented within the next
2 quarters. - -

9/2/05

9/2/05

Started

8/30/05

10/1/05

10/1/05

1/1/06

1/1/06

Director of
Nursing

" See
attachments
10-2a
(standards)

10-2b
(audit) .

10-éc
(monitoxr
packet)




'F. Proper.care and attention to hands and
feet. Fingernails and toenails must be kept
clean and trimmed. -

14 days .

Nursing

Licensing Violation Plan of Correction Goal Date Person (s) Follow-up
’ - Responsible . :
11. '4658. 0520 ADEQUATE AND PROPER NURSING "See #10-2 above 9/2/05_ Director- of
CARE. Subp 2 D ) VNursing
D. Assistance with or supervision-of shaving
of all residents as necessary to keep them
clean and well groomed ‘
14 days
f"‘“ .

1 46 520 ADE UATE AND PROPER NURSING CARE. ’ . R B
Sibp 25; 70 © See #10-2 above 9/2/05 Director of

: : Nursing
E. Assistance as needed with oral hygiene to
keep the mouth, teeth, or dentures clean.
Measures must be used to prevent dry, cracked
lips.
14 days
13. 4658. 0520 ADEQUATE AND PROPER NURSING CARE. ' ' . s
Subp 2F See #10-2 above 9/2/05 Director of




. Follow-up

Licensing Violation’ Plan of Correction: Goal Date Person(s)
. : : ) Responsible
.14. 4658.0525 REHABILITATION NURSING CARE. ‘
. 9/2/05 Director of

Subp. 4. Positioning. Residents must be
.| positioned in good body alignment. The
position of residents unable to change their-

own position must be changed at least every two .

-hours, .including periods of time after the.
resident has been put to bed for the night,
unless the phy51c1an has documented that .
rep051t10n1ng every two hours during this time
‘period is unnecessary or the phy5101an has
ordered a different 1nterval

14 days )
Residents # 6, 7, 12, 18

See #10-2 above

The individual residents

noted in the survey

sample have been reviewed
- by the nurse manager.

~Nursing




Licensing Violation . Plan of Correction Goal Date Person(s) Follow-up
i ) Responsible
| 15. 4658. 0525 REHABILITATION - NURSING CARE. ‘ ' L :
. The individual residents 8/24/05 Director of

Subp. 9. "Hydration. Re51dents must be offered
and recelve adequate water and other fluids to
maintain proper hydration and health, unless
flulds are restrlcted .

No I &O
No cups prov1ded with water pitchers

Residents # 34, 20, 19

1 day

noted in the’ survey were

reviewed by the RNM.
These situations are
remedied,,

“An irterdisciplinary team
including Speech Therapy

Nursing, Medical

-Director, and Dietitians

met to review the
hydration procedures.

The following decisions

were made:

The current water passing
procedure will be
continued and the RNM and
OD’s are accountable to’

‘enforce that it is

followed.

See also # 17

Nursing




Staff not agsisting with feedlng residents
|1 Resident # 10 , 36

Tray-line meal .service is-|

being changed .to buffet
style dlnlng after the

'| dining rooms are

renovated. There are
funds encumbered for the
required construction .
required. When -
completed, this will

allow greater flexibility

in schedule meals and

{-setting up unit routines

as compared to the tray
line system.

Summexr 2006

Administrator

‘Licensing Violatien Plan .of Correction -Goal' Date , Personfs) Follow-up
‘ : ‘ ’ Responsible

16. 4658.0530 ASSISTANCE WITH EATING. A  Director of

Subpart 1. Nursing personnel. Nursing _ See-also #197? 8/26/95 'Di§ZZ:2§gof
: personnel must determine that residents are a MeallAssietaﬁee'Program | Dietary
.served diets as prescribed. ‘Residents needing devel d to increase

‘nelp in eating must be promptly assisted upon was deve.lope ilable

receipt of the meals and the'assistance must be the assistance ava

unhurried and in a manner that maintains or to the residents.

enhances each resident's dlgnlty and respect. . .

Adaptive self-help devices must be prov1ded to - | A paging system was 9/9/05

contribute to the resident's independence in developed to-page for

eating. Food and fluid intake of residents additional. assistance if

must be observed and deviations from . normal an 1n§1v1§ua1'un1ts
| reported to the nurse responsible for the mealtlmeils challengeq.

resident's care during the work period the , )

observation of a dev1atlon was made. ‘It was reviewed with
1 staff regarding proper

Per51stent unresolved problems must be reported feeding assistance (e.g.

to the attendlng physician. do not stand while ' )

| assisting a resident with |
7 days feeding.)
Staff standing while feeding residents Long-term Plans:




Licensing Violation

Plan of Correction

Goal Date

Pérson(s)
Responsible

Follow-up

17. Subpart 3.'Risk of Chbking

A resident 1dent1f1ed in the comprehen51ve
resident assessment, and as addressed in the
comprehen51ve plan of care, as belng at.risk of
choking on food must be continudusly monitored
by nursing personnel ‘when the resident is ’
'eatlng so that timely emergency intervention
‘can occur if necessary. ‘ :

| #9 given régular juice when an order for
thickened liquid was in place

7 days

An interdisciplinary team
including Speech Therapy

Nursing, ‘Medical

Director, and bietitians
met to review the
hydration procedures.

| An improved system for
| identification of

' residents who require

1,thlckened liquids was

' de31gned

The Resident. Dining and

Nutrition Committee will °
be revitalized to address:

on-going issues related
to nutrition and
hydration.

Residents with thickened
liquids will have this

noted on the individual

resident guide in the MAR
in additional to the
existing diet order
locatlons

8/26/05 and
8/31/05

Degigned

-8/31/05, to

be
implemented
by 10/1/05

8/31/05

. 9/9/05.

Director of

Nursing,
Director of
Rehab and
Director of
Dietary

See attachment’

17-a
(Thickened
Liquids
procedure)




—_—

Licensing Violation Plan of Correction Goal Date’ .Person(s) Follow-up
: Responsible
. 4658.0610 Subp 7 o _
18. M .46 1 ueP Inmediate Correction: 8/20/05 Director of

Sanitary. conditions.

- Sanitary procedures and conditions must be
‘maintained in the operation of the.dietary
department at all times. "

1 day

Based on observations and interview, the

-facility failed to maintain sanitary conditions,

at all times in the kitchen.. The ‘findings
include: 3 garbage containers without lids.
Also, a hand scoop was stored inside a sugar
bin. '

| concern.

Garbage can lids were

|:ordered, please see

attached invoice. An in-

‘service was given on 8-4-

05 and 8-10-05. Please

see attachments.

Long term correction:

| A sanitation rounds

checklist was developed
and will be completed
monthly by a dietitian.
Immediate correction will
follow for any areas. of
Please see the
attached checklist.

Dietary




Licensing Violation Plan.of Correction Goal Date . Person(s) “Follow-up
. . Responsible |
19. 4658.0670 Subp 2 Tag #4658.0670 Subp. 2 8/20/05 ' Director of

A Sanitlzatxon, storage.

All utensils “and equlpment must be thoroughly
cleaned, and food-contact surfaces of utensils
and equipment must be given sanitization

' treatment and must -be stored-in such a manner
as to be protected from contamination. Cleaned
and sanitized equipment and utensils must be
handled in a way that protects them from
contamination.

Based on observations and ‘interview .the
facility failed to thoroughly clean equipment
used in the sérving of food. Findings include:
the under part of the shelves over the steam
tables. and prep - -area was found to be soiled
with food debris.

1 day

Immediate correction:

A staff member was
ordered to clean the area
and was checked by the
Dietary Director and -
found to be cleaned. Aan
in-service was given on
8-4-05 to discuss this
procedure. Please see

attachment.

Long term correction:

A sénita;ion rounds
checklist :was developed
and will be completed

| monthly by a dietitian.
‘ITmmediate correction will’

follow for .any areas of-
concern. Please see the
attached checklist.

. Dietary




Licensing Violation Plan of Correction . Goal Date Person(s) Follow-up
Regponsible
20. 4658.0675 Subp 7 |Tag #4658.0675 Subp. 7 8/26/0Q5 Director of

4658.0675 MECHAN;CAL CLEANING AND SANITIZING.
_gubpart 7 Air drying. ‘Dishes
and utensils must be air dried before being
stored or must be stored in a self-draining
position.
utensils may complete air drying in proper
storage places, if available. '

Based on observations and interview, the
facility failed to air-dry pans after
sanitizing and prior to storing. them in the
cupboard. Findings include: baking pans were
‘observed to. be stored wet in the cupboard.

7 days

properly racked -sanitized dishes and .

Immediate correction:

| All wet pans’ were
.removed, sent through the.

dishmachine and properly
air-dried before putting
away. &An in-service was
given on 8-4-05 and 8-10-
05. DPlease see v
attachments.

Long term correction:
A sanitation rounds

checklist was developed
and .will be completed

| monthly by a dietitian.
Immediate correction will’

follow for any areas of
concern. Please see'the
attached checklist.

Dietary




pollcy was modlfled

Licensing Violation Plan of - Correction Goal Date Persgon (s) Follow-up
Responsible
21. '4658'0720 PROV;DING DAILY ORAL CARE. The individual. residents 5/2/05 Director of
Subpart 1.  Daily oral care plan.. A nursing noted,in'the survey have Nursing
home must establish a daily oral care plan for been ?eV1ewed and. .
each resident consistent with the results of supplied are provided.
the comprehensive resident assessment. K
S ‘ See .also #10-2
B.. A nursing home must provide a resident with
“the supplies and assistance necessary to carry
out the resident's daily oral care plan. .The-
supplies must include at a minimum: ’
toothbrushes, fluoride toothpaste, mouth
rinses, dental floss, denture cups, denture
| brushes, denture cleaning products, and
denture adhesive produdts
Not prov1ded for resident # 19 20, 18, 12, 15
14 days
22. 4658.0725 PROVIDING ROUTINE AND EMERGENCY ’
ORAL HEALTH SERVICES. , : See
: ] We respectfully disagree 9/2/05 Director of attachments #4
Subpart 1. Routine dental services. A nursing | With this citation as the Health a and #4b
home must provide, or ‘obtain from an outside’ existing system does meet Information (oral exam
resource, routine dental services to meet the the regulation Management forms)
needs of each reésident. Routine dental- ’ requirements. We ~and Director
services include dental examinations and apologize that the survey "~ of Nursing :
cleanings, fillings and crowns, root canals, team was not made aware ‘ - #4c
periodontal care; oral surgery, bridges and of the existing system (scheduling
removable dentures, orthodontic procedures, and |anrd tracking. brocedures -
adjunctive services that are provided for i oo . '~ changes
similar dental patients' in the community at The residents in the circled)
large, as limited by thlrd party. relmbursement survey sample had an
policies. . . initial oral exam by #4d
Appletree'Dental. An (existiﬁg
y , excel file exists that Dental
Not done on all residents tFa?ks resident dental. Services
30 days ' ' visits. Protocol)
: To conEinuously improve #4e Dental
service, the existing Director

Program




Goal Date

Person (s)

Follow-up’

| # 15 gloves not, changed from dirty to clean

# 11 incontinent pad on floor

Licensing Violation Plan of Correction
i ’ Responsible

23. 4658.0800 INFECTION CONTROL. : . . e
Subp. 3. Staff assistance with infection A handout was designed to 9/2/05 Director of See
control. Personnel must be assigned to assist reyi?w propergglove use : Nursing attachments .
with the infection control program, based on - |and 1n?luded in Fhe 10-2a
‘the needs of . the residents and nursing home, to ' education  noted in #10-2- (standards) ,
implement the policies and procedures - of the 4 10-2b
infection control program. (audit)

: . and #23a
No timeframe listed (Glove use

handout)




| Drugs used in the nursing home must be'labeled
in accordance with part 6800.6300.

14 days

Uﬁlabeled meds 2" f1 bldg 17

All vials for individual
residents will be labeled
individually versus
labeling only the larger
container of the vials.

- Pharmacy

Licensing Violation - "~ plan of Correction Goal Date person (s) Follow-up
. : ' ' Responsible
»q§;QA4658‘1340'MEDlCINE'CABINET- PREPARATION. | current policy requires ,8/24/05 | Director of | See attachment
; ’ the securing -of the ' Nursing #24a
‘Subpart 1. Storage of‘drugs. A nursing home @edicaFion ?artsubl ﬁaUdlt)'
| must store all drugs in locked compartments including the double
under proper temperature controls, and permit locking Of narcotics.
only authorized nursin ersonnel to have .
'accgss to the keys. IPp . To enforce the policy and- Director of
. . monitor medication / Pharmacy
Subp. 2. Storage of Schedule II drugs. A treatment cart ' :
nursing home must provide separately locked ' compliance, a routine
-compartments, permanently affiked to the ] audit will be done by the
.physical plant or medication cart. for' storage pharmacy. Random audits
of .controlled drugs listed in Minnesota will be done by the
.| Statutes, section 152.02, subdivision 3. Quality Manager, Officers.
: ' : of the Day, and RNM's
1 day . :
{ tnlocked med carts bldg 17, 2" and 3™
25. 4658.1345 LABELING OF DRUGS. ‘
o .9/2/05 Director of




N

Licensing Violation Plan of Correction " Goal Date - Person(s) ~ Follow-up
' : ' Responsible:
26. 4658.1415 Subp 2 : Physical
- ' : ' : | See individual items See Plant Manager.
4658.1415 PLANT HOUSEKEEPING, OPERATION, AND . individual

MAINTENANCE.

Subp. 2 ‘Physical plant.
including walls, floors, ceilings, all
furnishings, systems, and equipment must be
kept in a continuous state of good repair.and
operation with regard to the health, comfort,
safety, and well-being of the residents
dccording to a written routine maintenance and
repair program. :

The physical plant,

listed below:

| Daily rounds are being

conducted.

" items below

corner bead.

30 days
' BULLDING 6 4658.1415 : . . s I :
G-13 bathrooms No call light system. . 9/17 Maint Sup -9/2/ Quote to
) 1. Get quotes from T ' arrive Can be
vendor & install installed 10
N ' days after
- aproval.
Bsnit. Corridor & area near doorways Build up of dust, debris
and wax. : 8/26 . Hskp Done
, : 1. Clean corridor : '
Smoke RM G24 "Brown stains ‘on walls, . Contracts for
-windows, ceiling tiles & : work being
air ducts. Burns on S 10/7 obligated and
- floor, chairs and : ) Chief Eng work on both’
tabletops. smoking lounge
* See overall plan for Bldg 9 & 17
: : : - both . lounges. '
Dining RMS .332 & 312 (include all dining rooms Stained & soiled chairs. A
and overflow areas) e e 8/26 Hskp :
2. Redistribute good Hskp Reccver
- " chairs. ’ Project Mgr seats/backs
' 3. Recover. or replace?
e -Minncor : .
+ | Dining RM. 332 “Dénts & ‘chips in window 9/30 ‘Maint Sup. Contact
a frames exposing metal - '

obligated

AN




Licensing Violation

Plan of Correction

Goal Date

person(s).
Responsible

Follow-up

o g 3% FL, tub rooms

Tubs had rubber bumpers
repaired with tape that
was 1qose_leav;ng

| residue.

1. Repair bumpers w/

' adhesive

9/27

Maint Sup

Zﬁn progress

27 FI, Kitchenette

Damaged walls and
corners on.laminate.

- 1. Repair sheetrock &

- paint.
2. Repair or replace
laminate.

9/27

‘Maint Sup

In progress

Resident RM 213

Damaged -door . frame

w/éxposed metal corner .
| beading '

1. Repair sheetrock

2. Paint g

3. Install corner
protectors.:

9/27

Maint Sup

In progress

BUILDING 17

Tub Rooms all floors

. Dust & debris under

tubs. :
1. Clean all tub rooms

" 8/30.

Hskp.

-*%Ztatus:
4" floor done
3™ floor done
1 on 2™ floor

done.

3-North Tub Room

Repair all broken, crack
& chipped wall tiles in’

shower & toilet rm. .

9/17

Maint Sup

In progress

3-South Tub Room

Repair broken tiles in
shower.

9/17

Maint Sup

In progress

2-North . Tub Room

Repair crack corner on
wall/base.

'9/1

Maint Sup

Done:

2-South Tub Room

Replace tile baseboard.

8/30

Maint Sup

| Hall areas near RMS 439,247, 286 & bathroom of
RM 247

Detached vinyl that has
curled up around the
walls forming a
baseboard.

9/17

Project Mgr

:ﬁ progress

‘| Smoking area

Tar stains on walls, °
windows & ceilings.
Damaged/unsafe .
furniture.

* ‘See overall plan for

.9/17

.~

Chief Eng

In progress

correctlon




panel for future
inspections & °
- cleaning
3. Write a PM to
Archibus.’

. Licensing Vviolation Plan of Correction Goal Date Personfs) Follow-up
' o Responsgible : .
Resident RM 367 Damaged walls by windows 9/17 . Maint Sup : 9/1‘ggady for

- . exposed metal beading. ‘ painting
Resident RM 288 | Strong urine -odor 9/17 Hskp :In progresg
[ throughout room into

hall. v : : .
Main‘dining~RM Brown - stains on A 8/31 Maint Sup Completed
‘ ’ suspended ceiling tiles. .8/31/05
, , ) , 9/27 Work . In~
4655.4110 Safeéy issue - Lack of non-slip strips o . p;oqess
' ' : ‘ on floor in shower Maint Sup : -
Review all showers in Replace all -
DOMS, THP for loose or loose and
noé strips - Replace missing strips
immediately immediately ox
Incorporate this into- . . after :
Environmental . and Nursing and | regrouting has
Nursing Rounds Environ- occurred
' mental.
Services
, , : 8/31/05 Chief Eng Repairs 100%
| MsFc 703.1 ' Bldg' 6,9: Repair wall ‘ Maint Sup complete
Repamr damage [ ox seal openlng to fire- resxstlve penetratlons from wires
construction with approved materials and and pipes throughout the
methods.~ : buildings | Plant Mgr
1. Seal penetratlons Mgt Action:
2. Policy to manage P/P draft
construct projects completed for
- . _ construction
mgt.

o Mgt Action:
‘MSFC-304.1 ' 'Remove all lint and New inspection
Remove combustible material from dryers and comhustibles from behind access t6 be
vent pipes. the dryers and clean - , installed & pM

vent piping from dryers 8/31/05\\ | Chief Eng written in -
‘in building .17. R | Chief Eng Archibus

1. Clean ducting ) :

2.  Install new access ‘ Chief Eng




Licensing Violation - Plan of Correction Goal Date - Person(s)‘ Follow-up
: Responsible
{Project plant Mgr& & | Study in.

MSFC 1010 5

Emergency lightlng ‘shall be provxded 1nsta11ed .
and maintain operational in the- followmng areas

| where two or more means. of. egress’are required.
This includes the following areas: 1.
‘interior corridors passageways aisles and
spaces, 2) exit stalrways, 3) windowless areas
| having student occupancy, an d4) shops and
laboratories. .

‘buildings.

Provide' emergency
lighting for all
Emergency
lighting shall provide

gt least one foot candle

power at the floor
throughout all means of
egress. At this time, -

_ the emergéncy generator

comes on-line only if
the public utility power
supply is interrupted.
If the electrical power

-is interrupted to a

single building or
section or a building, .
no emergency power is
provided for ‘the

| 'included ‘in
| FY07 Bonding

request to
State ~

‘legislature'f

Project Mgr

progress to |
construct time
extension.
Meeting with .
state
architect

office has
been-set-up..

Major project
- will need
extension

Cost $800K for

~fix $1.2 mil.

effected bulldlng or To do it
section. right. - Bond
request .

MSFC 3006.4

Building 6,9,16, 17

This project
is in

Project Mgr

Project design

in progress

Medical gas (liquid oxygen) shall comply with  Liquid oxygen is . | progress and ‘ Agst Admin | for asset
NFPA 99 Bldg. 16 Because it is occupled and MVH transferred in resident  |will be - ' pfeservation
is the owner { rooms. - Fire Marshal funded once a resources for
omitted B16 for orders. design work Bldg. 6
: . complete - in
progress

4 . : Plant Mgr & Work to begin
MSFC 903.2 . . Bui ina - 3 .
Provide an- approved automatic flre sprinkler .fziigl:grigklizegfg not >/29 Progec# ygr Z?ig/gg

system. Such system shall be installed in
accordance with NFPA standards 13 13-R, and
13-D, as approprlate ‘

Provide automatic
sprinkler coverage in
walk-in type coolers and
freezers. Building 17
Electrical/Telephone
Room is not sprlnklered
1.. Get bids. for :
contractor té repair

| Chief Eng




Goal Date

Person (s)

Licensing Violation pPlan of Correction ( Fqllow—up
' : Résponsible
27. MN Statute 144A.04 Subd 4 (reissued at Subd | . # 10-2 9/2/05 ‘ See attachment
11) ’ ‘ Lot # 27a .
éﬁbd ‘11 Incontinent reéidents : Individual residents were -9/2/05 Director of (UI Managemert
. ) ‘ \ ' ) i - [ K ' Mirsin rocedures -

Notwithstanding Minnesota Rules, part - reviewed by the RNM. u g P draft 2)
4658.0520, .an incontinent resident must be . » o . are
checked according to a specific time interval. ?he nyrse.pragtltlzpersh 2/?3/0
written in the resident's care plan. The 1pteF;m @lrgc.;dev Loved
resident's attending physician must authorize nursing, an _OT develop
in writing any intekval longer. than two hours . |2 urlnarytlncontlnegceb
unless the resident, if competent, or a family @agagemept process _g z .
member or legally appointed conservator, 1@p1emented for.residents
guardian, or health care agent of a resident with UI over Fhe next. 6
who is not competent, agrees in writing to months as their _
waive physician involvement in determining this individual quarterly
interval, and this waiver is documented in the a§se§swents or
resident's care plan. significant change

. . assessments come due.

14 days :
28. MN Statute 144.651 Subd 5 courtesy , , . : ' .
: . : ‘ A comprehensive inservice -10/1/05 Director of

subd. 5. . Courteous treatment.
residents have the right to be treated with
courtesy and respect for their individuality by
‘employees of or persons providing service in a
health care facility. '

14 days

Patients and

is being designed by
social services for. use
in additional HST )
training and to replace
current general
‘orientation .education on
resident dignity and
respectful treatment.

See also #10-2

Social
Services

Administrator’




Licensing Violation

Boarding Care Rules:

Plan of Correction

..Goal bate

Person(s)

Responsible
S,

Follow-~up

1. 4655.4700 Physical Exams
Subpart 1

Subpart 1. Physical examination at admission.
Each patient or resident shall have an
admission medical history-and complete physical
.examination performed and recorded by a ,
physician within five days. prior to or within
72 hours after admission. . The medical. record
shall include: the report of the admission
history and physical examination; the admitting
diagnosis and report of subsequent physical
examinations; a report of a standard Mantoux
tuberculin test or, if the Mantoux test is
positive or contraindicated, a chest X ray
within three months in advance of admission and
as indicated thereafter; reports of appropriate
laboratory examinations; genéral medical
‘condition including disabilities and
limitations; instructions relative to the
patient's or resident's total program of care;
written orders for all medications with stop
dates, treatments, special diets, and for
extent or restriction of activity; physician's
orders and progress notes; and condition on
discharge or transfer, or cause. of death.

14 days.

‘A procedural review was
performed by the DON and
DOM’s NP.

The HIM will audit all
admissions by day 2 of
admission to ensure the
MD has signed the H&P.

Medical
Director

HIM Director




Goal Date

Licensing Violation Plan of Correction Person(s) Follow-up.
: Responsible '
The individual residents . 9/2/05 RNM

2. 4655 4000

Subp 2. Types of 1nformatlon reported. The
care record for each resident shall contain the
.resident's weight .at the: time of admission and
at least once each month thereafter and a ‘
summary completed at least monthly by the
person in charge indicating the resident's
general condition, actions, attitude, changes
in sleeping habits or appetite, and any
complaints. -A detailed incident report of any
accident or. injury and the action taken shall
be recorded immediately. All dates and times
of visits by physicians or podiatrists and
visits to-clinics, dentists, or hospitals shall
be recorded.

No monthly progress notes for 1 of 6 residents

| 14 days

review was . completed

A full house audlt was
done to determine that
all residents monthly

reviews are being done.

The RNM will monitor this
through the electronic

| medical record to ensure
that all are completed

timely.

Director of 4

“Nursing




3. Preplace cover.
4. Clean return grill. &

vent.

Licensing Violation Plan of Correction Goal Date Persongs) ‘Follow-up
: . ’ Responsible
3.4655.7000 Resident Rooms All beds have been marked 8/1/05 Physical b
Subpart 4 | with resident names. Plant
! : Director
J. All furnlshlngs and equlpment shall be
‘maintained in a usable, safe, and -
sanitary. condition. All rooms and beds '
shall be numbered. All beds shall be )
identified with the name of the patient
or resident.
Beds not marked with resident names ‘
' 27 days
4. 4655.9000 Env;ronment ) , '
Subpart 1. General requiremehtsL The entire S?e individual ltems . ?e; Physical
T x . . ; v listed below individual Plant
facility, including walls, floors, ceilings, ; : < bel D tor
registers, fixtures, equipment, and furnishings , ' )  ttems below irec
shall be maintained in a clean, sanitary, and Daily 3 rounds will be
orderly condition throughout and shall be kept conducted
free from offensive odors, dust, rubbish, and
. safety hazards. Accumulation of combustible
‘material. or waste in unass1gned areas is
prohlblted
Urine smell‘MMS 311 & 307 Resident relocated Complete Housekeeping
' 4 . . e Supervisor
RM 114 bath/ shower rm. Black on floor & Walls, ' : ‘
tub dingy - 8/26 Housekeeping
; o “9/1 " Supervisor
Maintenance
Supervisor
- 3. . Clean return -grill &
~ - vent. o :
R% 214 bath/ shower rm. One' ldose tile. Tub black
areas, metal disc on
' ceiling rusted. " 8/26 Housekeeping
1. Remove old caulklng & S Supervisor
©  clean. Maintenance .
2. Regrout ‘shower & caulk Supervisor -
tub. . ’




Licensing Violation Plan of Correction Goal Date - Personfs) Follow-up
. . ’ - : Responsible )
f - 3 tub *Verit cleaned.

RM 314 bath/ shower rm. Black in grout,

v ' dingy, black grout under Need help of
sink. Rust on radiator . 9/27 Howard behind
cover. Dust in vent by . B . vent grid.
shower.- Non- sllp Housekeeping Work order
missing. . Supervisor sent for
1. Remove old Maintenance radiator needs
caﬁlklng & clean. Supervisor repainting.
20 Regrout shower &
caulk tub. Preplace
cover. .

3. Clean return grill |

& vent.

4. Paint radiator '
cover ] ' .

3rd Floor lounge. Soiled carpet, couch & . Housekeeping Replace
pillow. 8/25 Supervisor carpet? .
1. Clean carpet. 8/26. "Maintenance Pictures
2. Remove exiting Supervisor ~ taken.

- . furniture. . ' ’
3™ Floor phone Plaster peellng around 9/27 Maintenance Ready for
‘ - window ) , Supervisor paint 9/1/05
2™ ploor alcove Plaster peellng around” . 9/27 Maintenance Ready for
- window o ' Supervisor final coat.
1st® Floor alcove Plaster peéling -around 9/27 Maintenance Ready for
- : _ window Supervisor final coat

1" dayspace Plaster peellng around 9/27 Maintenance Ready for

R window ‘Supervisor final coat

-Paint chipped 1 -In lobby & dayroom. 9/27 Maintenance In progress-

= : . : Supervisor

RM 315 lounges " Soiled carpet C Housekeeping | Replace carpet
1. Clean.carpet 8/25 Supervisor -




, :
Licensing Violation Plan of Correction Comp Date . Personfs) Follow-up
: : : Responsible
OVERALL PHYSICAL PLANT CORR?CT}{ON AC’I}‘lIVITIE)S e THaint Sup [Hgt Actionr Training
Tub Rooms . epair chemical pumps to a . ] ALT
2. -Repair all tile walls/floors Maint Sup | for: hskp recognition of
3. Deep clean floors : Hskp needed.re?alrs. 'New
4. 'Replace all rusty metal objects Hskp construction project
5. - Replace any worn curtains. Hskp planned for tub room in
6. Replace worn soap/towel dispensors. Hskp B17.
. : 7. Replace old vents. Chief Eng
Plaster work- (Bldg 9) Repalr walls & paint . | Create a‘wall chart to
1. Develop daily tracking log Update ’ .| track daily work. Work
daily - Maint Sup | possible till midnight
2. Weekly access workload. Maint’ and on wegkends.
. . o Sup/Plant
Painting 1. Develop plan Mgr :
a. Door frame & Handralls (B17) ’ | Mgt Achfon: Develop
b. Lower B1l7 corridor walls. plan tol address needs of:
c¢. Door & Frames in B6 & B9. facility
~d. Follow plastering
..e. Day 'spaces
f. Main Dlnlng Room
. g. Re51dent rooms
| Hallways (all) . ‘Maint Sup
‘BLD 6 Mudding ~ Maint Sup . _
Housekeeping Assess all areas. Attention to Hskp | Document daily rounds.
Co B baseboards and corners, Condition of | Use Susan T-C as
- furniture. Clean all tubs. additional auditor.
Smoke Rooms 1. Replace ceilings & grid. { Chief Eng | Use contractor to do
2. ' Order new metal furﬁlture work. Copy Env.
. 3. Paint with Epoxy: Secretary with all POs
4. Install 2™ cleaner in both ‘for contracted work.
5.  Remove vinyl in ‘B6. B
6. Install new fan in B6 : .
7. Create monthly GI cleaning day. Mgt Action: Create .
' . : monthly deep ¢leaning
' . day. Shutdown lounge.
Coordination -Safety Mgr for up to 8 hours.
Flooring Issues StP Linoleum .to repair? Project 8/29 - StP Linoleum due
- B17 hallways? Eng in. .
~. Resident rooms '
'~ B6 Nurses sta.
- B6 dayrooms.

- B9 vending areas/VCT

i




Minnesota Veterans Home - Minneapolis - - ~ Attachment 1z
‘Residenf Incident/Variance Report .

Emp!oyee s Desc

Date/Time of report B Daten" ime of Vanance (xf different) 5/ 25 / 0% 29

rip }on of Var:ance/lncndent
/057 :

~ “sident's namé Bldg/Rm# Fi[ MR# ! FFl3 ' DOB [~m2s ]93>
- _amelitle of witness(es) : I
ype of Variance:
Non-Falls: (check only one) ‘
____ Behavioral altercation ___.Biting o ____ Superficial Soft T!SSUe Injury unrelated fo a faﬂ
___ Bim | ' . Choking ____ Unsafe Smoking e Restraint incident
___ ETOH/(ChemicalUse  ___ Elopement . ... )_(_ Other -
. Fa!ls - : unwﬂnessed fall or found on-floor - . witnessed fall
. Location of Vanance (check only one) L _
;é_, Bedroom __. Bathroom . Ot'her_Revsident’é‘ Room ~ ___ UnitHallway
__ Elevator: _ - © . Other Unit —__ Outdoors - Méin'Dining Room 17
__ Unit Dining Room —— UnitDay Room - ___ Smoking floungé ~ : _____ Chépel of Peace
____ Tub/Shower-Room ___ Other: _ - '
" Situational Information 4
___ Frombed o - __. Fromtoilet - . __ Mechanical Lift mvolved
— - Erom chair or@ . __ Other: _ L : Tub/shower eqmpment mvolved .
Vi
ZZ”?Z%?"V?E I, it oo puiled e pegauts Sent b
VBMCE per transportation and &&W\Lw s SF Wase
sting'and/orincontinenee a factor? Nea .. Ifso, last time resxdent todeted L
at fimie did resident lasteat? T £ and have fluids? B S :

Wasfl;e’side'nt stand‘mg ] walking reaching up _ reachmg'down . ?.
Any enwronmental jssues? (i.e. poor Ilgh’ung, wet ﬂoor etc) I\}()

- Immediate Triage: Head to Toe exam::

.Did resident hit head’?@lYes If yes, mmal neuro ekam

* Temperature: 1005 puise: 1 {z .. Respiration: ,7—0 BIP: [2-8/ 79 (Usual B/P: kol

- Describe any injury: bl-e,e,ag,cme {ra,\,\ p{\ 5[;[_(, wa s @,,;\% Q([{gg'z gDPiSSUf\ﬁ_a
CLo‘fﬁnq sccovreds “Area wald e_lvccgmsae&z‘f@?—pﬁrgg/ccpphd -

Action Taken: None - FirstAid'.x : Eme‘rgency room__- Hospitalized _>g .

_P~=mments: _ = -

‘cian nofified: Person notlﬁed/Date/ﬂme [ fes 5; IV\_D ;Lw( ~e S A oy :
Family notified: Date/time 5%’5‘ /405 7,0 - Namefrelationship: A3t @ﬁ, DF*@S&#“TIL w[@t’/\ (e w:m‘ac‘_cw
.cIP updated or temporary CP started’? Mmﬂ,,é'z’ ,/Z*?w ,/ - Nurses’ Néte made: Yes No

Nurse Signature/)’\/\,m/O;/MA -ﬁw{ L.—‘)Df‘\j : Date/Time _ S5~ // S /5’5/ 9\9*‘ j/

REVT1-01 /7
MVH01-02 :

-

MO1-131F
11M01-131F.doc o g

-



24 Hour review of mcldentlvanance reveaIS' / : )
e l No Injury - Minor Injury Complicated Minor lnjury _'__ Major lnjury
Describe: %//J/ 7@@ J&/M Lo Z . ey Z -

A
- Take vital swgg when reprod ucing circumstances of afall (e g., at same fime of day as fall or n' re31dent fell 10 minutes after

. .ea’ang a large meal take vital signs 10 mxnutes after the resident eafs): : . Y
- vmg/Standmg B/P: .. Lying: , N : Pulse k
j} ,/,M 1 minute after standing: o T Pulse___-
/ : A '3 minutes afterstanding: B : / - Pulse _

- Changes in resident requiring reaseeesment of the care plan:

ﬁdf%//’%ﬂﬂ?ﬁ(@%@%fm I &g 0K - :
Interdisciffinary Discussion of Variandb: ﬁ%ﬂ/ LI s S . Tirlome il |
Srgnature/)/ . pozae ST Al w RS : _ ~Dat§Z}7(é5’T ime _/¥ =

Route fo Nurse: Manager

Revnew for quallty lmprovement' N : _
Drd the care plan address potentlal for this type of vanance” Yes@lf yes; was the care plan followed? Yes/ No
For falls only: s ’ : .

Internal Factors '
Neurological

#  pastfalls(0-180 da‘ys) T Isolated event __'_»__'Cardievascular
Orthopedic B o __‘,_*_,Percethal : . _____ Psychologlcal /cogmttve _____ New illness / onset
Elxmmatlon needs | _ Pain - Does the reSldent have an identified paxn management plan? Yes/No.
'Comments ‘ - - _ g , : o
" External Factors - | ‘ I L : (
_ Medications .. - ___._ Appliances/devices . _ - Environmental /situational hazards
Is resident receiving: .. anfipsychofics ‘ antianxiety/h}'/pnotlcs' .- antidepressants .
______cardiovascular medications ' R dlilre'tic:e |
Comments: ‘ ‘ )

For any type of vanance
Modn’ cations fo the Resident Care Plan Yey? Ng (descnbe changes or why no change is made W WQ‘@%/ '

Af%%yfﬁ Agaz. ?MM/ /Mgzéﬂmm/,u /i V—#f/

Referral Necessary ) o
OT/PT/ST ' __‘___ Vision - : ___ Audio

'Comment = - B .
P, 'Vlanager (when section complete) W 7o~ / A/,%,/hz]ﬂ/ .Da.te: f/ / % / a5 :

Medical-

Co rrectrve Act;o
7. ) ég? 0/ °

nary of Contributing factors: ;%Zéﬂ/n//ﬂ/ /M/,sa) '
K’//“/éjm ‘ M/ cxfz/,/sz @a) ééé‘//
ADON Revlew ' 7@% é/l:’ 74_’{ Z /%7 btz )

Vulnerable Adult Act - Is exter report requrred? Yes No ; o ‘

Date/tme/name report made fo CEP: / ) : .. Date original reporter notxf ed: ' - ( .

,Comments _ : o ’ A8

‘Slgnature. / g//)»’?l (A‘/ - Date [2f-Qf-2.5

MO1-131F : _ - REV 1101 -
MURATNY

H:\01\M01-431F.doc



" Attachment 1

MomentusIE
_ STATE OF MINNESOTA |
VETERANS HOME - MINNEAPOLIS
OPERATING POLICY AND PROCEDURES
Tile:. . (Agency) - Residert IncidentReport . Number: 0106
. Approvals: Admimistrator —_— DR ljate:-DRAFT 8/30/05

'vf v VYV

Page 1 ~ of 3

OBJECTIVE::

To define the role/responsrbrhty of staff for reporting: resident mCIdents/acmdents

To describe the procedure for completing an electronic resident incident report.

To establish a method that will provxde direction for the assessment and appropriate medical
intervention when a resident incident occiis.

To assure that appropriate persons are notified of mc1dents ie., staff phys1c1ans famﬂy
members, etc.

"> To assess the cause of mmdents and 1mp1ement correctwe/preventwe action when mdlcated

POLIC.Y: ,V . o , :
All resident ineidents/accidents, and injuries must be reported. An incident report that details the

- ¢ircumstances surroundmg/leadmg up to the accident/injury must be completed. The report shall also

define the action taken after learmng of the 1nc1dent/acc1dent or injury.

> A resident mc1dent report shall be completed for any incident/accident occurring on or off the
facility campus.- :

- > The person arriving first on the scene or first to be. made aware of the incident shall initiate the

~ Observation Report.” The only exception‘is for medication errors. Observation forms will be’
completed for medlcauon errors only by pool staff, pharmacy staff and all non-nursing staff. A
nurse finding a imedication: error will complete the Resident Incident Report:
Licensed nurse intervention/assessment should be souglit as soon as possible after the incident:
All incident reports are to be reviewed by the Director/Assistant Director of Nursing and the
' Quahty Manager to determine the need for further assessment, mvesugatxon to’ 1dent1fy possible
" vulnerable adult issues, and to ensure appropriate follow-up action. -
> I_nc1dent reports w111 be retamed accordlng to the Agency Record Retention Schedule

A4

- FORMS: :
" Momentum Agency Incident Report

DEFINITIONS: '
Staff: Any person omployed by or volunteering for the aneapohs Veterans Home including
persons providing contract ser vrces/care




‘Title: (Resident) —Incident Variance Report L " Number: 01-06.

[ : o AR ' .. Page20f3. . .

Incident: ‘A sudden, unforeseen, and unexpected occurrence or event. Any unusual occurrence that

causes harm or has the potential for causing harm to a resident. Any resident behavior which may put
the resident or others at risk (i.e., physical/verbal aggression, unauthorized leave, use of non- _
prescribed mood altering substances, etc.). Any physrcal injury (with or w1thout a known cause) noted .

~ upon-examination of a resident. .

. PROCEDURE:
, When a staff member is made aware of or witnesses an mcrdent the followmg steps are to be taken

1. Immedlate mterventmn to ensure the Safety of the resident. NOTE: In the case of a physrcal threat -
to safety, such as a fall or noted injury, a licensed nurse/nurse practitioner should do an -
assessment and initiate follow-up. In emergency situations stay with the resident while
summomng a hcensed nurse; provrde first aid to the resident within the scope “of training and
ability. -

2. Indmediately report the incident to the unit nurse.

3. The licensed nurse will initiate the Res1dent Incident Report Rehab staff will initiate a resident

- incident report for incidents occurring while in therapy. Recreational Therapy staff will initiate a
resident incident report for incidents occurring while at an RT Program Soc1a1 Service will
imitate a resident incident report for behavioral incidents

NOTE: -
s Altercations/incidents involving two or more res1dents requlre a separate incident report’ for
' each resident. :
Identify residents by full name and. n_'1ed10a1 record number.
Complete Incident-Report for observations from a mandated reported
¢ Contact the ADON during regular business hours and the Nursmg Superv1sor durmg off-hour
shifts for nnmedrate triage for Vulnerable Adult concerns.

¢ &

- 4. Triage the resident situation

A. Handle any acute issues for the resident’s. status using emergency nursing procedures 4
Once the re51dent is determined to be in a stable s1tuatron initiate the completlon of the report

C. Contact the ADON during regular business hours and the Nursing Superv1sor durmg off-hour
~ shifts for 1mmed1ate triage for Vulnerable Adult concerns.

5. Im'aate the Resrdent Incident Report
Section A for all incidents
Section B for all falls ) ,
Section C for all medication/pharmacy incidents
Section D for all behavioral relatéd incidents
Section E for all other incidents including mandated reporter observations Sect10n F for all
incidents :

wvnwe



- Title: (Re51dent) Incident Variance Report . Number: 01-06

LT L ' _Page 3 of3

, Complenon and Routing Guldelmes
D. The nurse manager/designee/nursing supervisor - will review the incident report on the Shlft of
. occurrence or as soon as possible and note review in the Section F comment box. The review
shall include care plan adjustments to meet the needs of the resident.

E.  The assistant director of nursmg/des1gnee will complete Section G — Nursing Admmlstratlon
review within 24 hotrs of occurrence. The nursing supervisor will complete Section G for
mghts/weekends/hohday within 24 hours of occuirrence. Section G includes rewewmg all

' incidents for CEP/DA Criteria. .

F. . Pharmacist will review and sign off all incident Feports. related to med1cat10n/pharmaey incidents
on the shift of occurrence or as soon as possible.. _

G:  Assistant Director of Nursing will trigger administration to review specific mcldents
reports via Morning meeting. Assistant Director of Nursing w111 approve. the electronic
‘Incident report wﬂehm—%—-heafs—eileee&ffeﬁee-

H:\DRAFT\POL-PROC\OI-Oé 8-30-05.doc



Patient: <All>

. Unit-ﬁ. .<Au>- R

Listing of Incidents -

'Attachmént .

lncndent Category

ReS|dent Name

~sive/Aggressive.
JAsive/Aggressive .
~ Abusive/Aggressive -

Falls
Falls
-Falls
Falls
‘Falls
Falls
‘Falls
Falls
Falls
Falls .
Falls,
Falls
Falls -
Falls

b S

Falls .
Falls
Falls
Falls
Falls
Falls
Falls
" Falls
Falls
Medications

Medications -

Medications

Medications -

Medications
|

Misac.

- Misc.

Misc.

Misc.

Incident Category:  <All>
Daté Range: - Sep 6, 2004.to Sep 6, 2005

| Unit iDate Occured}  Status
2N 08/31/2005  Entered

" 2N 08/31/2005  Entered
*3N 08/31/2005 - Entered.-
2N . 09/05/2005 - Entered
4N 09/01/2005 .Entered

2N - 09/05/2005 - Entered

. 38 09/05/2005  Entered
3s 09/03/2005  Entered
3N 09/05/2005 ° Entered
4N 09/02/2005 ' Eritered |
u2-62 09/02/2005 - Entered * §
4N 09/02/2005  Entered
2s - 09/02/2005 - Entered -
AN 09/05/2005  Entered
2N 09/04/2005  Entered
4N 09/02/2005  Entered

" U3-63 09/03/2005 -  Entered’
2N v 09/02/2005 *  Entered
2N : 09/02/2005  Entered -
ut-61’ 09/05/2005  Entered -
U2-62 | 09/05/2005  Entered.
U2-62 09/01/2005 *  Entered
U3-63 - 09/03/2005  Entered

. U262 09/03/2005  Entered
U2-62 09/02/2005 . Entered
U2-62 09/05/2005  Entered
3s - 09/02/2005  Entered
3s 08/01/2005 Entered
2N 09/05/2005 Entered
2N 09/05/2005  Entered
2N 09/02/2005  Entered
2N 09/03/2005  Entered
U3-93 09/01/2005-  Entered

3s - 09/06/2005  Entered

2N 09/01/2005  Entered
u1-12 09/02/2005  Entered:
2N 1 09/05/2005  Entered
u2-62 | 09/04/2005 ° Entéred
3N . 09/05/2005  Entered

Page 1 of 1
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Attachment :

“Rugust 75, 2005

To: ‘ Interdisciplinary Team Members'(IDT)
From: ~ 'Diane Vaughn
- Re: " Restraint Audits

Thank you for letting me alter the routine of your day in regards,te
survey follow-up. I appreciate your willingness to participate in this
urgent process. o . :

“ The goal of this audit is to{

4 ‘Inventory the actual dev1ces each resident is u51ng

¢ Ensure that proper assessment -ahd documentatlon ‘were. done 1n the
selection of this intervention

¢ Assess the needs for immediate reassessment of any 1nd1v1dual
resident by the IDT

¢ Ensure the care plan coveys requlred documentatlon
¢ Ensure residents have a documented plan for reassessment for least
restrlctlveness :

The methodology.is:

L 2

Utilize the restraint audit ard device-listing
¢ Evaluate each resident on. the uniit as to if they are utlllZlng any
- devices
¢ If the resident is utlllZlng a device, complete the audit and update
the device listing
.¢ . Note which residents require follow-up and what type (e}g.'need MD
" oxder, or care plan changes, etc) . .

What happens then:

¢ Theé resident’ spe01flc cllnlcal rounds team will convene to. reassess
the items requiring follow—up :

‘¢ We'are assured the re31dents are in the least restrlctlve dev1ce and
are aware of the risks of a device- -

¢ We regain survey compliance

Examples of devices:
- Alarms
Siderails
Belts )
Lap buddy’s
:Chairs that prevent rising
Other individualized devices

LA R S R R 4



Restraint Audit

Attachment 2t

| Documentation Requirement

Compliance

Cqmm.er;ts £ or

Follow-up

Type of Device (s)

Confirm is actual device
in use

Variances .|

- Required |

Device is an enabler

Device is a positioner

Device is a restraint

Medical Symptom of device

List Med. Symptom:

Goal of device

List Goal: .

Pain assessmént was
completed prior to the -
initiation of a device

Rehab was constilted

Date Rehab consulted:

OT recommended -device

Yes -/ No

| Least restrictive steps
taken prior to lnltlatlon'

of device

Please list:

Documentatlon exists that

. the medical decision

maker. has been informed
of the risks- of the
device including serious
injury and death

Date/Location of
information

Progress notes indicate
the re31dent’s tolerance
to the device -

Date(s) of progress
--note: .

CARE PIAN DOCUMENTATION®

Device is on the care
plan ineluding:

Goal and Medical Symptom

Time out from being in. -~
device (e.g. to walk)

Interventions to meet
toileting needs

"Interventions to meet

repositioning needs-

Interventions to meet
‘hydration / nourishment
needs :

The care plan contains

steps to decrease the use

of the device over time

Other comments regarding
the device use:

. Resident:

Unit:

Date:




Attachment 2¢

August 31 2005

To: Clinical Rounds Teams
From: . Diane Vaughn
RE: © - Restraint Audit /.RenieW'

‘Thank you to the soc1al workers and behav1or analysts that
worked so diligently on the restralnt documentation audlts.

our next step is to have an IDT review of the audlts. The
IDT should review for: ’

» Is the device 1dent1f1ed a pOSLtloner/enabler/or
restraint

Is .medical symptom present

Is there. a goal for the device-

Are there parameters set as to when to use

Is there informed consent for devices that can cause harm
- if it says, Yarchived” we need to re-do it

Is there a.progress note for re31dent tolerance to the
device ‘ o

Are all of the details on the ‘care. plan:

interventions to meet toileting, rep051tlon1ng, hydratlon
Do they have a restralnt reductlon plan

YVYVY V¥ vVvv

Most - of this is done ori the audlt - where items  are ‘
m1331ng, uniclear or archived, please write a IDT progreSS‘
‘note. .Here is an example: :

IDT met to reVview the use of device).' The IDT continues to
find this device to be the least restrictive device
‘(include previous attempts if relevent) , the resident is
tolerating it well (examples are best). Reduction plan:

We will continue this device for the next’ quarter at which
time will reassess the device.




Atta&_:hment 4 =

- L

FaexhtyLCede— l[@/) N
_Screening .Date: "[ é@ '/Of%

Facm’cy Staﬁ’ Please complete thts sectxon T Type of Screemnq
‘ pinital [ ]Annual [ ] Status Change

Room & Bed# | ate of Birth; jo-31-3Y9 . Gender:@[ﬂ Payment Type: [ ]MA [1PVT [1PPS
Diet_and Nutrition'Problems: [ ]Weight Loss [ }Nutrition Problera = ['] Feeding_T_ube . '[ ]Meéhaqicauy. Altered Dist

* "Oral Hea,lfh 'S'ef'eenin.q Form

' Resxdent Last Name

First Name & Ml:

(1) Mmlmum Data SetInformation - - ‘- SECTION K: ORAL/ NUTRITIONAL STATUS _
- . 1. | a. Chewing Problems e a.
_a. _ Heavy Debris - ' b‘ ,mgne. o ) .Deritures B ) : ;\g::::‘g:g Pretetems 2'
Heavy Plaque : - Upper | [1Full [ ]Parial o d. NONE OF ABOVE d_d h
Hedvy Calculus \ . © "Lower { [ 1Full (-]Partal :
PR : - : : SECT[ON L: ORAL/DENTAL STATUS
/ . o T . ‘ P 1. | a. Debris (soft, easily movable substances)
e —e - - — . o " presentin mouth prior to goingtabedat | - .
c. | . ¥4 Missing Teeth w/o Replacement d. |. Loose Teeth A night la ]
- Doesn't wear Dentures or Partlals =~ : .Decayed Teeth . N Has-dgntures and/or removable bridge - | b.
| Ppetilems with Dentures or Partials " | Broken Teeth/Fillings B R all. natural teeu:l lost - doe(as nc;trt l - .
g ¥ : S ) ~ . . sveror does not use dentures (or partial |, - " N
L1 Nalural Teeth are‘Pr,esent . \ RootTipe Present >4 ~a-§—n—t——-—~———-——— — .. - __-—-—- c.V .
- - — . = . .. ™ | Broken, loos€, or carious teeth N
e . Swolle or Bleeding Gums . ) . | & Inflamed gums {gingiva); swollen or
Oral Abscesses, fistulas T e — 7 bleedmg gums;.oral abscesses ulcers o
Ulcerations, Denture Sores . | - f. [ i/f "Daily Oral Care Needed . J b | g" rlEShles o th/d \ dail e.
f i ion . ] . Daily cleaning of tee! enuresor aily R
Soft or Hard Tissue ltescons - . _moulh care ~ by resident or staff T
g. NONE OF ABQVE .
oy o = . ’ -
-(2) Daily Oral Care Plan . }/\i;\ . - [] Resident Maintains Oral Care lndependently i
o I R = o [t}-Resident Needs Staff Supervision -

[ ] Resxdent Needs Direct Staff Assistance

The items checked below are recommended to malntaln the oral health of this res:dent

[L]/T oothbrushmg Each morning and evenmg. brush téeth.and gumis for2 munutes using a soft: toothbrush and ﬂuonde toothpaste
[ ] Remove Partsal(s) before brushing teeth [ ] Provide dental floss [ ] Electric toothbrush recommended
[ 1 Each morning and evemng. swish with 2-3 teaspeonsof Fluongard or ACT ﬂuonde rinse for one minute, then spit out. -

[ 1. "Denture and Partlal Denture Care- Once dady. usea toothbrush or denture brush and mild soap to brush dentures and partuals
" -soaking alone will not remove harmful plaque. At bedtime, remove and.brush dentures, then soak them in a.denture cup avernight.
. Soak dentures in plain water, oruse a cleaning product such as Efferdent or Polldent but do not let the dentures dry out.
1 Apply a denture adhesive, such as Fixodent or Polygrip each morming

-\ % et T Wneieh CRers s i LITUE S A e
(3) Dental Cate Referral Recommendations’ /J/W’Z’-«(,/*— / Ao ﬁumi_/«/

{1 Ng ental Referral. Resident has noneed for dental referral at this txme ﬁ e @47( b
{({-Routine Dental Referral. ‘Resident has routine dental care needs. T ) /W : :

o {1 lmrnedlate Dental Referral. Resident has urgent dental needs.

Screening and Referrat Notes: /w20, [L/C, /ﬁa/,%gg — /(/0( 2 2 /Q—“\ /Lé, Ié'f /W\J 4
' (6=
LN 20 g0 e . cz/) /zjrm,—a__ zﬁbcéu,\ej/ / “L? -5 €/

/@ /()//,\a«@\/w o ai Vicki Cuno (6123 721-0690 .' .

. Appleras-Screener A Facility Staff Responsible for Referrals

d) Apple Tree Denttal . T h
Bringing Smiles to People with Special Dental Access Needs . Form OHSv3 .
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‘ Attachment 4}

FacrhtvCode \/Iﬁr

—~

—qﬁcﬁrm

Screer)ing Date: _) ! t lg- ZOQ"‘

Facnhty Staff Please complete this section

Type of Screening »
[.] Status Change

| [ 1initial *

J Annual

Soc Sec #

L te of Birth; /ﬁ//é’/é’ﬁ
[ ]Weight Loss

{IMA [1PVT []1PPS
[ ] Mechamcally Altered Diet

Gender:
[ ] Nutrition Problem

}qﬁ IF] -Payment Type

Dxet and Nutrmon Problems 11 Feedmg Tube

SECTION K: ORAL/ NUTR!TIONAL STATUS

(1)’ Minimum Data Set Informat:on
1. | a. Chewing Problems a.
: g = Swall Probl ’ .
a T Hewvy Debris b [\?ﬁfone Dentures - 2 Moot \;;:ﬁ roblems - 2_
-~ Heavy Plaque . Upper | [ )Full [ ]Pertal d.: NONE OF ABOVE' - d L~
' “Heavy Calculus - Lower | [ ]JFull’ ] Partial o : i
- j T — SECT]ON L' ORAL/DENTAL STATUS
. X N I £ Debris (soft, easily mavable substances) :
: e ' . - present in mouth prior to gomg to bed at ~ \/
c. Missing Teeth w/o Replacément d. Loase Teeth N night a.
’ Doesn't wear Dentures or Partials Decayed Teeth - - ‘b. Has dentures and/or removable bridge b:
Problems with Dentures or Partials., | Broken Teeth/Fillings ’ ¢ iShome / ag natura{ leett;los: do?s not :
——tr y ? : g - ave or does not use dentures (or partia
‘ ] Natural Teeth .are Pr.esent \ Root Tips Present » -4 - dentures) c
— L . S : > d."Broken, loose, of darious teeth d.
e. | A Swollen or Bleeding Gums N e. Inflamed gums (gingiva); swollen or V
: Oral Abscesses, fistulds - L T > bleeding gums; oral abscesses; uicers -
Ulcerations, Denture Sores -f. |> | Daily Oral Care Needed ~ | * ; .g 5 |ashles ¢ testhydents dat &
- - - - - ., Daily cleaning of téeth/dentures or dajly
Soft or Hard Tissue Lesions mouth care ~ by resident or staff f.
-1 9. NONE OF ABOVE

< .
[RCL

] Resident Maintairs Oral Care Independently
] Resident Needs Staff Supervision -
H/ﬁgsment Needs Direct S’caff Assistance -

(2) Daily Oral Gare Plan-

/?,\) C/_}

The items checked below are recommended fo malntam the oral health of thls res:dem‘

‘H//Toothbrushmg .Each mornmg and evening, brush teeth and gums for 2 minutes’ usmg a soft toothbrush and fluaride toothpaste
: [ 1 Remove Partigi(s) before brushing teeth [ ] Provide dental floss [ ] Electric toothbrush-recommended
{ 1Each mornmg and evening, swish with 2-3 teaspoons of Fluorlgard or ACT ﬂuonde rinse for one mmute ‘then spxt out

. Denture and Partial Denture Care Once daily, use a toothbrush or denture brush and mild soap to brush dentures and partials
~soaking alone will not remove harmful plaque. At bedtime, remove and brush ‘dentures; then soak them in a denture cup overmght
Soak dentures in plain water, or use a cleaning product such as Efferdent or Polident; but do not let the dentures dry out
[ 1 Applya denture adhesive, such as Fixodent or Polygrip each mormng

(]

v

(3)' Dental CarefReferral Recommendations

L1 Mo Dental Referral, Resident has no need for dental referral at this fime.
RQoutine Dental Referral. Resident has routine dental care needs.
mmediate Dental Referral Resident has urgent dental needs.

Screening. and Referral Notes: .

Vicki Cuno. (6123 721-0690
Facility Staff Responsible for Referrals

w‘%’df J)Iyt WH'

Apple Tree Scréener

e .
W Apple T.ree Denial
‘Bringing Smiles to P’zap"lclwi’lh Special Déntal Acecess N=ad-



Oral H _e_a_!_i-h SereoningEorm— - Eatility Code"“‘:’v—‘ }’44“‘“' e
‘ Screening Date: /5’7 73‘{/

Type of Screening _
[ 1initial %nnual [ 1 Status Change

Room & Bedﬁate of Birth:"/.g?//f?/é_? __ Gender: M{F} _Payment Type: [IMA [1PVT []PPS
Diet and Nutriion Problems: [ ] WeightLoss . [ 1 Nutrition Problem [ ] Feeding Tube . }_M’echar;ically Altered Diet

(D) Minimam Dafa Set lhnform'ati on o ' SECTION K: ORAL/ NUTRITIONAL STATUS

| Resident Last. Name:

First Neme & M.l:

1. | a. Chewing Problems . a.
opr=yra - - ) b. . Swaliowing Probl - b.
a. Heavy Debris - b. | [ 1None . Dentures - : G M\:ﬁt}? Pagg © emsA c. -
Heavy Plaque . Upper [ 1Full []Partial d. NONE OF ABOVE . d.
‘Heavy Caleulus Lower | [ ]Full [ }Partial e - o ] .
- T K ) SECTION L: ORAL/DENTAL STATUS
Co ) ” X P 1 1. | a. Debris (soft, easily movable substances)
. - - - - " presentin mouth prior o going to bed at
c. | | Missing Teeth w/o Replacement’ .od Loosé Teeth N " night a.
1 Doesn't wear Dentures or Partials - . Decayed Teeth T "1 b. Has dentures and/or removable bndge b.
Problems with Dentures or Partials Broken Teeth/Fillings . ¢. 'Some / all natural teeth lost - does not :
Natural Teeth are-Present ] \ . Root Tips Present Ly - ngu‘r); sc;oes oot use dentures {or pamai_ A ‘c '
 p—— e 7 | e Broken, loose, or carious teeth - ld
e. Swallen or Bleeding Gums . | e Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas " T o " 1 bleeding gums; oral abscesses; ulcers
Ulcerations, Denture Sores f. | | Daily Oral Gare Needed. . | b | °Df riashles ¢ etderit daily - e
- - : Lo - 1 . Daily cleaning o eeth/deritures or daily |
Soft or Herd Tissue Lesions mouth care —~ by resident or staff R
’ g. NONE OF ABOVE . g

[1] Res;dent Maintains Oral Care Independently
[ ] Reésident Needs Staff Supervision
[ ] Resident Needs Direct Staff Assistance

" (2) Daily Oral Care Plan ¥
@ o | *\",//?’\)@

The Items chécked below are recommended to malntain the oral hea/th of this reSIdent

- [1 Toothbrushing Each morning and evening, brush teeth. and gums for 2 minutes Using a soft toothbrush and ﬂuonde toothpaste
’ . [ 1Remove Partial(s) before brushing teeth [ ]-Provide dental fidss [ ] Electric toothbrush recommended
- [-]1Each mornmg and evening, swnsh thh 2-3 teaspoons of Fluorigard or ACT ﬂuonde Tinse for one minute then spitout.

[] Denture and Partial Denture Care Once dally, use a toothbrush or denture brush and mild soap to brush dentures and partials
—soaking alone will not remove harmful plaque. At bedtime, remove and brush dentures, then soak them in a denture cup overmght
Soak dentures ini plain water, or use a cleaning product such as Efferdent or Polident, but do. not let the dentures dry out. ”

[ 1 Apply a denture. adhesxve such as anodent or Polygnp each mornmg ’

'(3) Dental Care Referral Recommendatlons

[ }-No Dental Refefral. Resident has no need for dental referral at this time.
~Routine Dental Referral. Resident has routine dental care needs.
nmedmte Dental Referral. Resxdent has urgent dental needs.

Screening and Referal Notes: __ &)W /uu" C&-{a,/:»e/x 4,‘2" y m wmmr/'?*-;‘;-—oy
. e : d

£ 7™ <L 1
. ) ( ( )&/@\/Zb#* : Vicki €uno (6123 721-0690

App?f’"free_&creener o Facility Staff Responsible for Referrals

W Apple Tree Dental )
Bringing Smiles to People with Special Dental Access Needs Form HWE->




[

al‘thT_S_cme.n_i 0. Fn i

Laemty{%ode‘—% g

7737 m/
f'%//oé/

" Type of Screenmq
[ 1 Status Change

Scréenihg Date:

[ ]initial Annual

Soc Sec #:

* First Name & Ml;
Roori & Bed Gender: |

' & %Dé’(gof Birth, /2//9/ 53 >le1 Payment Type:
1 Diet and Nutri roblems: [ ]WeightLoss [ ] Nutrition Problem

[IMA. [ 1PVT [ ]PPS
11 Mechénically Altered Diet

0 ]Feedmg Tube

SECTION K: ORALI NUTRITIONAL STATUS

(1)’ Minimum Data Set Information

i 1. | a. Chewing Problems a.
a [[Fewbsis ] b [TINere [ Dentures. @ ModhPan e
. Hea.vy Plaque ) . Upper [‘] Full [ ]Partial S 1 4. NONE OFABOVE . 14
- | Heavy Calculus | Lower [ JFull [ ]Partial - e
L ; T . . - : - SECTION L: ORAL/DENTAL STATUS
. : T—— — \ 1. | a. Debris (soft, easily movable subslances) .
- . " o 1 * present in mouth prler ta gomg to bed at
- Missing Teelti w/a Replacement . |. d. Loose Teeth - night - a,
.| Daesn'twear Dentures or Partials Decayed Teeth - R b. Has dentures and/or removable bridge b.
Problems with Dentures or Pariials, Broken Teeth/Fillings ¢."Some / all natural teeth lost - does not
Natural Teeth are Present . Root Tips Present Ly "haye or does not use dentures (or partial
- - \ . dentUres) i o C.
) - S . > | Broken, loose; o carious teeth d.
e. Swollen ar Bleeding Gums | e. Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas ~ - - ) > bleeding gums; oral abscesses. ulcers
Ulcerations, Denture Sores *.f 1 | Daily Oral Care Needed | * '1 B" "TShles ' ¢ toethident daily - e..
o - : — - g —¥ .| f. Daily cleaning of teeth/dentures or daily
. Soft or Har‘db Tissug Lesions . ;. mouth care - by resident or staff f.
’ ) ' ’ g. NONE OF ABOVE :
. . ._ N \'.’
(2) "Daily Oral Care Plan %? . [ 1 Resident Mamtams Oral Caré lndependently
} . ' ‘// Ca"z} [ 1 Resident Needs Staff Supervision .
A [ ] Resident Needs Direct Staff Assistancé -

The items checked hélow are recommended to mamtam the oral health of this res;dent

[1] Toothbrushmg Each mornmg and evemng, brush teeth and gums for 2 rnmutes using a soft toothbrush and ﬂuonde toothpaste.
. [ 1Remove Partxal(s) befare brushing teéth [ ]Provide dental floss [ ] Electric toothbrush recommended ’
~ [ ]Each mommg and evenmg, swish with 2-3 teaspoons of Fluorigard or ACT fluoride, nnse for one mmute then  spitout.

[} Dentureand Partlal Denture Care  Once daily, use a toothbrush or denture brush and mild soap to brush dentures and parnals
'—soaking alone will not remove harmiul plaque. At bedtime, remove and brush dentures, then soak theri in a denture cup overmght.
.- Soak dentures in plain water, or use a cleanmg product such as Efferdent or Polident butdo not let the dentures’dry out.
: [ 1 Applya denture adheswe, such as leodent or Polygrip each morning

(3) Dental Care Referral _(Récomm_endations

[ 7 No Dental Referral. Resident has no need for dental referral at this time. ]
_F.1_Routine Dental Referral. Resident has routine dental care needs. B :
‘nmediate Dental Referral. Resident has urgent dental needs :

(tlocod ot 6,049414/&417 Ao
//(),(JJJHJLJ'C? L Bgst b

bueening and Referral Notes:

S S e . )

- ’ ) (( )&M‘»\-/Zb—t’f’ Vicki Cuno (6123 721-0690

Apple Wee S ge Sereener - Facility Staff Responsible for Referrals -

5‘?7 Apple Tree Dental

Bri’agn:g Smiles to Peoplz with Spécial D:nlal Aeccess Needs Form OHSvy3



> _Oral H aj_LLh_&Qpe.e ring—Fo e —Eadil !'LV~CDdP RV A4 N
. Screening Date: 77 'OL/

Facility Staff - Please complete this secﬁoﬁ ] V o .. Tvpe of ,:.(;reemnq .'__3,%7 OC/ .
‘Resident Last Name: ' '

{}Initial %nuual i1 Stalus Change

First Name & Ml

Room&Bed Date of Birth;_/2//9 Zéfz Gender: Nm Payment-Type: [IMA [1PVT []PPS |
Diet and Nutrition Problems: [ ] Weight Loss [ ] Nutrition'Problem ] Feeding Tube {]Mechaﬁi‘ca'nymtered Diet

. (1 ) ‘Minim um Data Set !nform ation o SECTION K ORAL/ NUTR]T!ONAL STATUS
- . . - " : 1. | -a. Chewing Problems a.
Coa Heavy Debris b, [ 1None Dentures 1 f,,ﬂf‘,;”;ﬂ Problems >
Heavy Plaque o . Upper [1Full [ ] Partial d. NONE OFABOVE . d:
Heavy Calculus . Lower [1Full []Paral’ ]
: \ : SECTION L: ORAL/DENTAL STATUS
. C - o — - >\ 1. | a. Debris (soft, easily movable substances)
. - e - - us present in mou(b prior to gomg to bed at
c. Missing Teelh w/o Replacement  _ }. d. Loose Teeth | night - a.
. Daesn't wear Dentures or Partlals ) Decayed Teeth 1 b. Has dentures and/or removab(e bridge b.
Problems wilh Denlures or Pariials Broken Teeth/Fillings - | ©."Somé /all ratural téeth lost - does not
Nalural Teeth are Present R \ Root Tips Present by ' . L\Z\gut:gsc;oes_nol use dentures (or partial e
. a - *. -} d. Broken, loose, or carious teeth - d..
e. |- Swollen or Bleeding Gums ‘e Inflamed gums (gingiva); swollen or
Oral AbScesses, fistulas e P bleeding gums; aral abscesses; ulcers
-Ulceratlions, Denture Sores - £ || Dally Oral Care Needed | b | ¢ g ';”‘Sh'es nd of toeth/dent dail e
- - - ~ . Daily cleaning of teeth/dentutes or dai
Softor Hard Tisue Lesions o ’ ) : mou{h care - gby resident or staff v f,
- g NONEOFABOVE . - . ] g..

[ 1 Resident Maintains Oral Care Independently
[ 1 Resident Needs, Staff Supervision
{ J Resident Needs Direct Staff Assistance

4' .t ,' : q . ‘
(2). . Dgllv Or.abl Care Plar.l @(?/99 "95 _

The items checked below are recommended fo ma:ntaln the oral health of th/s res:dent

I1- Toothbrushmg Each moming and evemng, brush teeth and gums for 2 minutes usmg a soft toofhbrush and ﬂuonde koothpaste
[ 1 Remove Partlal(s) before brushing teeth [ ] Provide dental floss [] Electric todthbrush recommended
{ 1 Each morning and evemng. swish with 2:3 teaspoons of Fluongard or ACT ﬂuonde rinsé for dne mmute then spit out,

{1 Denture and Partial Denture Care .Once daily, use a toothbrush or denture brush and mild soap to brush dentures and partials
© —soaking alone will not remove harmful plaque. Atbedtime, remove and brush dentures, tfien soak them in a denture cup overmght
Soak dentures in plainwater, or use a cleaning product such as Efferdent or Palident, but do notlet the dentures dry out.
[ 1 Apply a denlure adheswe, such as Fixodent or Polygrip each morning -

- (3) Dental Care Referral Récommendations
[

] No Dental Referral. Resident has no neéd for dental referral at this time. . W %ﬁ%/

.1 Routine Dental Referral. Resident has routine dental care needs.
‘mmediate Dental Referral Resident has urgenk dental needs

Sueening and Referral Notes: (4 )aci0d A8%. CM41M 2 Ta L AB )Q/CJ\..!_WMr/T—Q?—@g/
: L i (UL 24 /71!@ /'Mh s bx ot NS 54
(4 )t i b .07/ S ol &ﬁi&a}-— B»A,Wmcgn 57*&5’«3&/

) { L M@bﬁ’ _ Vicki Cano (6123 721-0690.

ForTE Tz Sorooncr s Facility Staff Responsible for Referrals

. f"\

‘ﬁ Apple Tree Dental
Brimging Smiles to People with Special Dental Access Needs . Form QOHSy3




St $o e

- ' ;/M/'\,.
~OFET Health Screenmg Form FHL’T“LY“’UUE A

Screemng Date: ;S ‘/’031

Fac:htyStaff Pleasec_omlete this section:', C N .'T&/pé of Screening
h {1inital  BfAnnual [ ] Status Change -

First Name & Mi: . 'So.l.:‘Sep #:-

RQOm&Bed#gDate of Birth; /,,?//Q/5J’ Gender: N[Fj Payment Type: [ ] MA [1PVT []PPS

Diet athUt_rit; Problems: [ ]Weight Loss [ INutiiion Problem [ ]Feeding Tube [r Meghanicélly. Altered Diet

Res:dent Last Name

4'(1 ) Mlmmum Data Set lnformatlon S SECTION K: :ORAL! NUTRITIONAL STATUS
’ - . 1.|a. €hewing Problems ) a.
?i- -} 7| Heavy Debns ol by M"ﬁone . Dent_ures ) 2 3\;‘3310\’;22 Pro blems ‘ ' : .
) Heavy Plaque = . : Upper | '[ 1Full {']Partidl . 1a NONE OF ABOVE R d (_,/ )
| Headvy Caleulus . - . Lower [ 1Full [ }Partial .
= ; \ . ) . SECTION L. ORAUDENTAL STATUS
: ’ - e > 1. | a.‘Debris (soft, easily movable substances)
I - = S—— présent in mouth prior to going to bed at .
‘c. -+ |.Missing Teeth w/o Replacement edaf Logse Teeth - - N night. - . | a. .
Doesn’t wear Dentures or Partials Décayed Teeth ] A " }..b. Has dentures and/or removable bndge b.
. .| Eroblems with Dentures or Partials, ’ "Broken Teeth/Filings . ¢. "Some / all natur al teeth lost- does nof - |
U1 Natural Te’e}h ?r‘e_ Present’ \ " | Roct Tips F‘re‘seth 1. br - gzmégees n?t Use.denture_s (or partial | -c‘
) . - - — . ™ .. Broken, loose, or carious teeth’ e
e . S\f/qllen or Bleeding Gums - - S ] o N e. Inflamed gums, (gingiva); swo}l_en or
) -] Oral Abscesses, fistulas ; - S - > bleeding gums; oral abscesses; ulcers L
Ulcerations, Denture Sores " f.| A Daily Ordl Care Needed | s |y g" r'ashles . .ft ot g e
" Py e B AN - . aly Ci eamng of lee enturés or daj Y
Soft or Hard Tissue Lesions : : 2 mouth-caré — by resident or staff oLt
1 g. NONE OFABOVE
. : o ‘. , AU . N . o i
(2) Daily Oral Care Plan . }7]«;: . [-] Resident Maintains Oral Care lndepend.ently"
R . S = CZ} : [ 1 Resident Ne&ds S ff—§ ipervision . °
’ ) . [ esrdent Need taff Assistance

The items checked below are recommended to mairitain ttie oral health of this res;dent ’ B

- [L]A)othbrushmg Each mornmg and evening, brush téeth and gums for 2 minutes usmg a soft toothbrush and ﬂuonde toothpaste
. { 1Rémove Partxai(s) before brushing teeth [ ] Provide dental floss [ ] Electric toothhrush recommeénded .
[ 1 Eaeh morning and evenxng‘ sw;sh with 2-3 teaspoons af'FIuorsgard or ACT ﬂuonde rinse for one miriute, then spitout”

[1- Denture and Partial Denture’ Care Once daily, use a toothbrush or denture brush and riild soap to brush. dentures and partials
) —soaking aloné will not rémove harmful plaque. At bedtime, remove and bfush dentures, then soak them in a denturé cup ovem!ght
Soak dentures in plain ‘water, or use a cleaning product such as Efferdent or Polident, but do not let the dentures dry out
[1 AppIy a denture adheswe such as Fixodent or Polygnp each marning . .

'(3) Dental Care Referral Recommendétions

7 NoDental Referral.. Resident has no need for dental referral at this time.
foutine Dental Referral. Resident has routine dental care needs.
.mmediate Dental Referral. Resxdent has urgent dental needs.

Screenmg and Referral Notes: /]/(/@Jt /Cd«é C/@‘M allb(f(///wL /@C/LQQ/K/LJ’?,{?
UL ayn - Ame) o) /)@IJ.O/WL&:«LMM%
Ko Mpiel oy Crppeed Alerns .

/‘/b (OQW@# R Vicki Cuno (6123 72i—0690

~ . AppleFres Screener Facility Staff Respansible for Referrals

W Apple Tree Dental:

Bringing Smiles to People with Saa-2-2
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State Of anesota Veterans Homes Board -

A-19-003-C (6/98)
anesota VYetérans Home - Mlnneapoh ‘ )

5101 Miznehalid Avenue South o T AUTHORIZATION.
~ Minneapolis, MN 55417 R LT o .. FORRELEASE OF
. 612-721-0600 Fax 612-778~1259 MNRelay —800—627-3’529 " - "MEDICAL INFORMATION

Please Return mformatxon to the Attentmrx of

o VARG ==
| 'ADDRESS: Oune. \}é’jfxa.mﬁ 'brwe : .
(Y\@\é mm 837'((7 Date of Birth 1214|1463

Social Security Number |
Date Admitted to MVH- :

T hxs is yoirr full and sufficxent authonzatmn to release to the anesota Veterans HOmes Board of .
.Du‘ectors, its ageits, representatlves or employees, the HOSPITAL OR MEDICAL information checked
_below. This authorization spec1ﬁcally inc¢lndes records prepared pI'lOI‘ to and after the date of this
. :authonzanon 1 authorize conversations between the bearer of this authorization and medical,
. psychiatric, psychological and social services personnel. This authorization includes the release of -
mformatmn concernmg drug abuse, alcohohsm, psychlatrxc/psychologlcal mformatlon and HIV/AIDS.

‘?;Tnformanon is needed for the followmg dates of stay: __ (,ULL,. / MU@ (s MG\«(;JZ:JL@/-(
o Dlscbarge Summames oo : '
a ‘Outpatient Records, Summanes Interdlscxphnary Notes Phy51c1an and Nurses Notes
a Labs/X-rays
‘0 Medical, physical, social, psychologlcal/psychlatnc hlstones and assessments
o

| Statements regardirig applicant's participation in programs, including compliance with treatment
plans, rules, care plan and abstmence from mood-altering substances

- Other, mcludmg the followmg e Ae ke V\b*és : ’GY‘UV\—S‘QQQ: 20(3/\ -~ \\}kbézmb

. 4 Infbrmatzon collected through use af thzs release wzll not be disclosed or dzssemmated to zna’zvzduals
Co business entities or state or federal government agencies wzz‘hout your informed consent, except as

. . required/permitted by law. ' i

_ B This release will expire one (1) year from - ‘the date of your Szgnature Attentlon Pubhc F acxhtles

' - Minnésota Statutes §13.05, subd. 4(d)(7) reqmres automatic explratlon of this authonzatmn one year

from the date of its execution.

+ C. Information will be used to determine your elzgzbzlzzy for admzsszon and continued stay at z‘he _Mznnesoz‘a
'~ Veterans Homes. - : .

- You miy refuse to sign this release of information, but such reﬁzsal may.- result ina demal of your
admissior to a.anesoza Veterans Home or in the Homes inabilily to meet your care needs.

I have read and ‘unde‘rstand the conditions of this release of information as stated on this form. I hereby

authorize you (NAMED ABOVE) to disclose the requested 'informettio to the MN Veterans Homes Board.

\r

Applicant/Resident Signatur - . Date
~ Reason Applicant/Resident Cannot Sign'

- THE MINNESOTA VETERANS HOMES BOARD IS AN EQUAL OPPORTUNITY/AF FIRMATIVE ACTION
EMPLOYER. .



“Note Text

TITLE: PATIENT CONTACT NOTE

DATE OF NOTE: DEC 21, 2004@15:45 ENTRY DATE: DEC 21, 2004@€15:45:10
AUTHOR: OFSTEHAGE,JOHN C EXP COSIGNER: = - '
URGENCY : ' ", STATUS: COMPLETED

Name . of Veteran E 7

Nam Jaticnchip of Contact if other than Veterant
K - pt's sister' s

Date & T:.me of Contact Dec 21, 2004@15 45

Type of Contact: Telephone

Reason fozsises t: I spoke with Pt's \sister_ regarding dental
care for' i : ‘ S

Option"’s ssed J.nclude 1. No treatment.

2. Adm:.ss:x.on to VA ‘medical center for evaluatn.on in
the OR of dental problems and necessary tooth extract:.ons

! is go:.ng to meet w:.th_ Hosp:.ce team in the near future
t - - — . . . .

‘the MVH. Follow:_ng a discussion of Pt's comfort issues, risks and. Benef:.ts of

Dental surgery in the OR we: will® determlne if we should adm:.t- fo;
dental treatment . .

a

Next -w:.ll call me follow:.ng her meet:.ng with the Hospice team

/es/ JOHN C OFSTEHAGE
STAFF DENTIST " . -
"Signed: 12/21/2004 15:53

Facility: MINNEAPOLIS VAMC




. ' ’ Attachment
Minnesota Veterans Home o
' - Minneapolis

e ' “Dental Program

o Schedulmg Admlss.u*iiAnnual Exams
Admissions

1. An admission referral for a'dental exam is completed when an admission dental -
packet is compiled and sent fo Apple Tree Dental (ATD). An admission dental -
packet includes an oral health plan, dental referral form, current physician order
sheet, history and physrcal and dlaQHOS(S list.. Date the admission dental packet is
sent will be tracked in the Excel Tickler Dental File . '

2. “Upon receipt of the packet ATD will schedule the admission dental exam.

3. ADT will fax the appomtment list to HIM. ' :

4. HIM will.provide nursing with the list.

5. . Nursing will offer the dental appointment to the resrdent and involve the Socral
~Worker, as indicated, if a responsible party is involved. .

@ Nursing will return the list to Unit HIC indicating the resident acceptance/refusal of
the dental appointment. Unit HIC will inform the HIM dept. of refusals. ‘Refusals
are to be documented in the Excel Tickler Dental File, Momentum progress notes .
and Health Maintenance Monitoring form. [f the resident/representative accepts
the appointment the HIC will note the appointment on the calendar. .

7. ATD will be notified of the refusal and schedule the resrdent for another dental
exam.
8. Resrdents will be offered three consecutlve opportunities to accept a dental
appointment. After the third refusal, ATD will place the resident on an- lnactlve list
" and HlM will track for the next annual appomtment .

Annual Exams .

. Dept HIC will track and refer all residents due for an annual dental exam. ATD
will track/schedule annual dental exam and fax the appointment list to HIM
approximately one week prior to the visits. HIM distributes the list to the units.

2. Nursing will offer the dental appointment to the resident and mvolve the Social -
Worker, as indicated, if a responsible party is involved.

3. Nursing will return: the list to Unit HIC indicating the resident acceptance/refusal of
the dental appointment. Unit HIC will inform the HIM dept of refusals. Refusals
are to be documented in the Excel Tickler Dental File, Momentum progress hotes
and Health Maintenance Monitoring form. If the resrdent/representative accepts

- the appointment the HIC will note the appointment on the calendar.

4. ATD will be notified of the refusal and re-schedule the resrdent for another dental
exam. -

'5. Residents will be offered three consecutlve opportunmes to accept a dental
appointment. Afterthe third refusal, ATD will place the resident on an inactive list
and HIiM will track for the néxt annual appointment. ‘

. Umt HIC will track in Excel Dental Tickier File all annual dental visits refused by
residents. By the fifth working day of every month the Dept. HIC will generate a
Dental Referral Exam list for residents who refused the last annual exam and
residents due for an annual exam. Dental paokete will be completed upon request
by ATD.. : ‘ .

H:\POL-PROC\P-P19\dental. doc . - .MVH 8-30-05
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M]NNESOTA VETERANS HOME - | Attachment
Minneapolis '

APPLE TREE DENTAL SERVICES PROT CCOL |

YERIVETT TR

A D\./IJ_EJUU.IJLL N

AT Admissons < e e

S0 No

L.

2.

3.

Residents will be referred for a dental examination within 90 days after. admlssmn

- * Admission Dental Packet = Oral Health Plan, Dental Referral Form Phys1c1an Order -

Sheet, History and Physzcal and Diagnosis list
**Documentatron in the progress notes to include: “Resident mlssed/reﬁlsed dental

" appointment on (date). See ATD progress note” Or “Resident seen by ATD on (date)

See ATD progress note™.
1. On Admission, the Unit HIC will initiate the Oral Health Plan-and Dental Referral by
- noting the resident name, room number and medical record number on the bottom of

. the form. The Oral Health Plari will be sent to the Social Worker for completron
The Dental Referral will be sent to Nursing for completlon '

2. MVH Social Worker will be responsible to meet with the new resident or resident’s
representative to complete-the Oral Health Plan by or at the time of the Initial Care
Conference. Soc1a1 Worker will complete the Oral Health Plan indicating a

. determination to receive dental services from Apple Tree or other dental provrder and
identifying who will make treatment decrsxons "The Oral Health Plan will be grven to
the Unit HIC. -

3. Nursing will complete the Dental Referral by the Initial Care Conference The ;
Dental Referral will be given to the Unit HIC,

4. A copy of the Oral Health Plan and Dental Referral is placed in the *adrmssmn dental
packet and the originals are filed in the medical record under consultation.-

5. Admission Derital Packet* is completed for the admission annual dental referral and

~ sent to the Dept HIC who will deliver the packet to Apple Tree Dental during the next '
"visit. Referral will be entered in Momentum by the Dept. HIC .
Upon receipt of the packet ATD will schedule the admission dental exam.
ADT will fax the appomtment list to HIM
HIM will provide nursing with the list.
Nursing ‘will offer the dental appointment to the resident and. mvolve the Social -
Worker, as indicated, if a responsible party is involved.
10. Nursing will return the list to Unit HIC indicating the resident acceptance/reﬁlsal of
_ the dental appointment. Unit HIC will inform the HIM dept. of refusals. Refusals are
to be documented in the Excel Tickler Dental File, Momentum progress notes and
~ Health Maintenance Monitoring form by the unit HIC. If the resident/representative
accepts the appointment the Unit HIC will note the appointment on the calendar.
11. ATD will be notified of the refiisal and schedule the resident for another dental exam..

" 12. Residents will be offered three consecutive opportunities to accept a dental *

- appointment. After the third refusal, ATD will place the resident on an macuve hst
and HIM will track for the next annual appointment.

13. The medical record and a copy of the current medrcatron/treatment sheet accompany
the resident for admission exams.

'14 Nursmg will initiate the Oral Care Plan by the time of the Tnitia] Care Conference

. ANNUAL EXAM]NATIONS

Residents will be referred for an annual dental examination every 12 months.

Dept. HIC will track and refer all residents due for an annual dental exam. Referral will
be documented in the progress notes by the Dep’c HIC.

ATD will track/schedule annual dental exam and fax the appomtment list to HIM

approximately one week prior to the visits.
HIM distributes the list to the units.



Minnesota Veterans Home - Minneapolis o L .
. VAMC Dental Semce Protocol o - N o Page2 of3 -

45—~Nursmg—mll-c->ﬁ'er thedentaLappcmﬁnent-tcthe-x:cddentand—mvclxc-thes chal_Wo;ke:

..5

—~as-indicated, if a respensible party-isinvelved. - > S
Nursing will return the list to Unit HIC indicating the res1dent acceptance/reﬁlsal of the

-dental appointment: Unit HIC twill inform the HIM dept. of refusals. Refusals are to be

documented in the Excel Tickler Dental File, Momentum progress notes and Health
Maintenance Momtormg form.by the Unit HIC: Ifthe res1dent/representat1ve accepts the

-appointment the HIC will note the appointment on the calendar. -
. ATD will be notified of the refusal and re-schedule the resident for another dental exam.

Re51dents will be offered three consecutive opportunities to accept a dental appointment.
After the third refusal, ATD will placc the res1dent on an inactive list and HIM W111 track

. for the next annual appointment.

Unit HIC will track in Excel Dental Tlckler F11e all annual dental visits refused by
residents. By the fifth working day of every month the Dept. HIC will generate a Dental

- Referral Exam list for residents who refused the last annual éxam and residents due for an

' annual exam. Dental packets W111 bc completed upon request by ATD..

II RETURN FROM DENTAL APPOINTMENT

A,

Apple Tree Dental will complete a progress note for every res1dent seen that mcludes the .
name of the dentist or dental hygienist, date of service, specific dental services provided
(documentation needs to reflect if this appointment included an annual exam),

" medications admlmstered, med1ca1 or dental consultatlons follow-up orders and follow~

‘up appomtments
Nursing will review progtess notes and follow—up w1th any orders accordmg to policy and

. procedure for transcribing physician orders. (Attendmg phy51c1an shall venfy/ clanfy a11

orders prior to implementation).
Dept HIC will provide the unit HIC with the appointment hst noting if the resident was

- seen foran annual exam. The unit HIC will document the admission/ annual dental wsxts
on the Health Maintenance Monitoring form and in the pro gress notes. ** '

Unit HIC will file the dental (nursing) referral and dental progress notes under the
consultation tab in the medical record . Unit HIC will note dental visit in the pro gress
notes ‘ :

II[ EMERGENCY[DENTAL CONCERNS

oA

C.

D

Emergency/Dental Conéerns will be initiated by Nursmg on the Requcst for Dental Exam
Form and given to the Unit HIC. Nursing will document request in the progress notes
Unit HIC will send the request to the Dept HIC. .

Dept. HIC will fax the request to Apple Tree Dental or call 1t n dcpendmg on the

‘ 31tuat10n/t1me urnitil the next visit.:

Apple Tree Denfal will schedule the appomtrnent and notlfy the Dept. HIC via a phone
call or on the next schedule. . .

IV MISCELLANEOUS

A

After every examination or check-up Apple Tree Dental prov1des a Wntten treatment’ plan
" fo the resident or their representative. Thé resident or their representative signs a consent
form, a tear—off section Which is part of the treatment plan letter. Consent forms must be

. réceived by Apple Tree Dental before treatment is started. Treatment plans will not be

- sent out for emergency visits.

B.

C.

.D.

Unit HIC notifies the Department HIC of cancellatlons Department HIC W111 notify .
Apple Tree Dental.

All missed appointments will be noted on the Health Maintenance Momtormg form and
in the progress notes the Unit HIC. :
Oral Health Plan will be nndated hv the Qnn IR S B T



*. Minnesota Veterans Home - Minneapolis o : ~
VAMC’Dental Service Protocol - - ‘ L g "Page3 of3 -

' mmcex_chances '

—— E.—The Dept.HIC-will- be the. confaf't betwcenMVH—Mpl&andApple TreerDentaﬁur_ et

scheduling all dental appomtments and all scheduling concerns. Clinical concerns will be
" directed to the DON and admmlstratwe concerns o me Duector of HIM and/or the

_ Assistant Administrator. . :
F." Dept. HIC will notify Apple Tree Dental of all admlssmns d1scharges and room changes
"~ onamonthly basis.

O \16\Denta1\ATDPROTOCOL doc- . . | MVEH 3/20/00 '_
. . : REV 08/31/0505
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MB\JNESOTA VETERANS HOME
Minneapolis

ORAJU E&AL‘TH‘PI:‘AN‘—NURS*INGLCARELITNIT T

A part of your admission to the Minnesota Veterans Home, you are being offered denn
seérvices through-Apple Tree Dental, a private, non- profit, contracted dental service.
An Apple Tree dental hygienist will provide an initial oral health sereening within tne fi

=}

first two

months after admission and an oral health screening annually. Should additicnal dentai work -

be needed, a referral will be made and Apple Tree will provide you or your responsible

. 'detalled plan of treatment for approval before any work is lmtlated At present, most d
services are at no cost to you. . )

party a

ental

*Admission and annual dental exams will be provided as services éllow You may wish to

To be completed by/at injtial care e conference.
Date of last dental exam (check-up):

~ diagnostic services. Following each exam, as indicated, I understand that I will be

- continue seeing your present dentist, espemally n’ you are cu. rently havmg dental problems
which your dentlst is addressing.

‘]  Iauthorize Apple Tree Dental to provide dental exammatxons and routine preventwe and

provided with a treatment plan, and treatment will not be started without further consent.
D. . Iwill make arrangements with my dentist, Dr. ,to prowde oral

health care and will also provide this health care facility with a written record ofa

dental

exam provided within the last year. (Required by MN Health Department Regulations)
[[] . Irefusean admission dental examination. I understand that a dental examination to
include routine preventive and diagnostic. services will be offered to me on an annual

bases. Servwes W111 be prov1ded by Apple Tree Dental.

Residenf’s/Residen‘t Representatife’s Signature . .  Date
TREATMENT DECISION S
1.  -Does the resident make treatment decisions? No __ - Yes

If yes, the resident must sign below.

, Resident’s Slgnature - ' ' " Date 4
2. Does the resident’s representative make treatment decisions? . No ___ Yes
+ Ifyes, the resident’s representative must sign below:

Representaﬁ?éas 'Signétu'r‘e. Relationship Date

Representative’s Name (PRINTED)

H:\DRAFT\I6\PC16-42Cdraft4.doc

Address - . R .+ PhoneNumber
City - : State Zip Code
ResidentName = - Bldg/Rm#  MR# Social Security#  Birth Date
. sttnbutxon Original- Resxdent Chart/ Consultation Tab .
Copy ~ Medical Record Clerk/Apple Tree Dental
16-42C MVH 10/57
Rev 3/04



MINNESOTA VETERANS HOME
Minneapolis

- ORALHEALTHPLAN-BOARDING CARE

“As part of Vour admission to the anesota Veterans Home, you are being offered dental-
services through Apple Tree Dental, a privats, non- prof‘ t, contrac:' ed dental service.

Admission and annual dental exams will be provided as services a]iow Should addmonal .
dental work be needed, Apple Tree will provide you or your responsible party a detailed plan

of treatment for approval before any work is initiated, At present, most dental services are at

* no cost to you. You may wish to continue seeing your present dentist, especially if you are
current!y havmg dentai problems which your dentlst is addressmg

To be completed by/at mmal care conference.
Date of last'dental exam (check-up) 4

D I authorize Apple Tree Dental to provide dental exammatmns and routine preventive’ and
- diagnostic services. Following each exam, as indicated, I understand that I willbe -

. provided with a treatment plan, and treatment will not be started’ without further consent.
[] - Iwill make arrangements with my dentist, Dr. o .~ ,toprovide oral.
-+ . health care and will also provide this health care facility Wlth a-written record of'a dental
‘ exam provided within the last year. (Required by MN Health Department Regulations)

[[]  Irefusean admission dental examination. Iunderstand that a dental examination to

' include routine preventive and diagnostic services will be offered to me on an annual
Abas es. Services will be provided by Apple Tree Dental

Resident’s/Resident Representative’s Signgtli_ré ) Date
TREATMENT DECISIONS |
1. Does the resident make treatment decisions? No Yes

| Tf yes, the'resident must sign below.

. Resxdent’s Slgnature = ' Date
2. Does the resident’s representative make treatment decisions? __‘__ No __ Yes
If yes, the resident’s representative must s1gn below :

" Representative’s ‘Signature Relationship - ’ Date

Representative’s Name (PRINTED)

' Address . ' : S Phone Number
City . "~ State ZipCode
_Remdent Name b Bldg/Rm# MR#: Social Security# - - Birth Date

Distribution: Ongmal- Resident Chart/ Consultation Tab )
Copy Medical Record Clerk/Apple Tree Dental -

1642C ‘ : ’ . MVH10/7
H\DRAFI\IG\PCI6—42Cdraﬁ4doc ‘ ' L . Rev3/04



MINNESOTA VETERANS:HOI\/[E

- - Minneapolis
" Resident Name: ‘ e Bidg/Rm_#: . . - MR#:
o Attending Physician: | . : Daﬁe of Appoinﬁnent:_
| | . COMPLETED BY MVH STAFF-
PROBLEMS TO BE EVALUATED S o
" Reason for Appoinment (V) [JAdmission Exam [ JAnnual Exam [JOther (Explain)
Check all that appiyl_(\/) [downTeeth [JDenture
L : . [JUpper Full
[JLower Full
. [IUpper Partial
T : : DprerPa:tié.l
. MEDICAL ALERTS : - -
. Allérgies/SensitiVities; ~) o . o Other Alerts: () . [JNone .I
[INo Known Allergies/Sensitivities . a [JPremed, heart -~  []Chemotherapy: .
~ | O Penicillin - [ Codeine [INSAID: * | [JPremed, joint [[JHead/Neck Radiation
\ DAmoxicillin - [ Aspirin [JOther: . [JPacemaker - [[JCoumadin '
UErythromycin [] Lidocaine ~ [] Other: ' [IDNRDNI . [] Other:
"| OTetracycline [INovocaine [ Other: | [steroids [Jother:
OISulfa . [JLatex [Jother: - N ' o

* 'See Attached; Current medical history /Current medic;éﬁiéns / Current diagnosis list -

Reqixires monitoring for wandering Q) L—_IYes [INo (fyes, mak:e amgmeﬁw for an eséort) :
Ambulatory? (V) [JYes [INo Needs assistance with transfers? () [JYes [INo

" Special Needs:
- Mental ngtus aﬁd Decision Making . T o
, Slightly Severely [] This Cliént makes their own treatment decisions.
Normal Impaired Impaired ' [] This Client's Representative makes treatment decisions.
. Memory O £l O . . . Representative Name:

Odemtaton . L[] - OO0 O ~ Phone#
- Judgement g 0O 0O .

Cooperation, Communication, Behavior Management .
- [[] Generally Cooperative Approaches for managing behavior:

lj Sometimes UDCOOPeta:ﬁv'e

] Usually Uncooperative .
(-] Always Uncooperative

SIGNATURE:_ DATE:

(Nurse Comp!etin’g Request)

- 16-43C . - - - - ‘ . S MVH 7/99
H:\16\PC16-43C.doc ' ‘ R o REV 3/00




" Minnesota Veterans Home

o -~~;--»-.-"~Mi~neapolis~

" Health Care Maintenance Monitoring

- Influenza Vaccine . Pneumococcal | Tetanus Vaccine -
Vaccine ' o
" Other Immounizations
Marntoux.1% Step - Mantoux 2" Step’ | Chest X-ray

Date ‘ Date : . .
1 Read Read .
.| Induration’ | { Induration

(mm) (mm)

| Guaiac (date/results)

Health Maintenance ecord date of Iab/test in box) .

“Dental Examination

H:\16\PCM16-48C.doc

bate of Exam » Admissic?n
[ Date of Refusal
Date of Missed Appt i
Resident Name Room# . MR#
- M16-48C MVH 11-30-01 -

REVISED 08/05




. Apple Tree Dental Phone: 763-784-7993 . Fax. 763-784-597¢

O - Dental Concern: Request For Dental Exam '
~Residents — — ——Facility:Minnesota Veterans- Home ... .. T 3 1c 1 —
’ ~ 5101 Minnehaha Ave. So.
Minneapolis, MN 55417 - Phone #: 612-721-0690 | X20%#
Attention: Health Information Fax #:612-728-1237 | MR#

"“agident currenﬂy an Apple Tree Patient? [:I Yes [ JNo**1If no, send a copy of the following to NVH denta1 lizison: OHP, Physician
iy Sheet H&P, Dlagnosrs List )

[] Denture Concern ’ . : . T D Tooth Concerr_x :
] Upper Full . ___ Broken Denture o [] Upper ___Pain .
[[] Lower Full ___ Broken/BentClasp ) [J Lower . Swelling .
[] UpperPartial . . __ Broken/MissingTooth o [ ] Front = _ . Chipped/Broken Tooth/Tecth
1. Lower Partial - __ Il Fitting Denture . - [ Back ___ Sensitive Tooth/Téeth
___ Sore/Bleeding Gums C o L Left - "~ Loose Tooth/Teeth.
___ Patient Lost Denture [ Right ___Lost Filling
___ Staff Lost Denture = ___Lost Crown -
___ Check-Up (12 month) . Cleaning Needed
___Other L Other

FOR DENTAL LIAISION USE ONLY
Date ATD contacted: ~ Contacted:
Date DC Faxed to ATD:

Attention: Sharon Pederson_or Marcia- M_ark
Notes: '

Requested on Oral Health Screemng Form by Apple Tree Dental
‘Screener - Date:

Reportéd ° :
B Date:

MVEH Dental Liaieon: ook ComoTloalth Tnfommantion

*Send completed form to MVH Department Health Information Clerk

For N_[VH Dental Liaison Use
Appomtment Date

. 1641F E ' : . - .. MVH10-97/ev 05/03
H: \16\pc16-41F doc . )




Minnesota Veterans Home -

Minneapolis

Dental Progress Note .Fi.le

Residéent Name: L  RM#& _ MR#
16-24C T o . ' ‘ ~ MVH3/00-
H:\16\pc16-024C.doc ' : . .
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 Attachment
MINNESOTA VETERANS HOME aneapohs I
DENTAL DIRECTOR PROGRAM '

am ¢ e e ot e ms e o

__Apple Dental will provide a Dental Professional Screener to visit the Minnesota Veterans Home momhly to
serform the oral screening section of the Minimum Data Set (MDS)-and recommend daily oral care p;ans for
every new resident of your facility. .

PI'IOI‘ to Dental Director Visit:
« HIC will fill out the information in the top box (plus room and bed numbers) of the Oral Health Screemng
~ Form. Nursing will fill in nutritional section.
o Screenings will be completed on:
V" Anyone due for annual MDS Screenmg (current month and next month).
v’ New, Admits .
v Residents with significant status change.-

-When Apple Tree Dental Screener is Present for the MDS ScreenmgVISIt
e Upon arrival to the nurses’ station the HIC will present forms for those needmg MDS screemngs to Apple
Tree Dental Screener .
o - A staff member escorts.the screener to the remdent’s room for the screenmg
+  When the Apple Tree Dental Screener is finished at each nurses’ station, she will give the completed
Screemng F orms to the HICto make cop1es Copy goes to screener ongmal form W111 be filed in the chart

&fter Dental Director Vlslt : '
»  Nursing'will review Section 2 Daily Oral Care Plan to see 1f Daily Oral Care Plans have changed.
e HIC will review Section 3.
- v" If there is an immediate Dental Re]ferral Recommendatzon the HIC Wﬂl 1mt1ate a Dental Concern Form
, and send to the HIM Department.
v’ If there is a Routine Dental Referral Recommendatzon Apple Tree Dental will schedule their routine
© ‘examination when it is due.
¢ Department HIC who is responsible for makmg the dental referral will s1gn the bottom of the Oral Health
~ Screening Form.
e The original Oral Health Screening Form should be filed in the re51dent’s facility chart after it has been
rewewedhmhaled off by nursmg ‘

\\MVH_MPLS\SYS2FILES\WORDPROC\POL-PROC\P-P16\ATD-DDP.doc o T " MVH Rev 8/05 -



Oral Health Screening Form Facility-Code:

_Screening Daté:

Facility Staff - Please complete this section - - Tvype 6f Screening |
| Resident Last Name: * R "[1iital [ )Annual [] Status Charge
_First Name & Ml ’ Soc Sec #
Room & Bed#: _ Date of Birth;___ . Gender M [F]" Payment Type: [ IMA [1PVT []PPS
Diet and Nutrition Problems: [ ]WeightLoss  [.] Nutrition Problem - [ ] Feeding Tube [ 1 Mechani(:ally. Altered Diet

o n. - £ L. . SECTION K: ORAL/ NUTRITIONAL STATUS
(1) Minimum Data Set ruforma ion - , T2 Chewioa Probims .
’ - ) b. Swallowin oblems b.
a, Heavy Debris. b. | [ JNone - Dentures ) e M\gzth g'alﬁ Problem =
’ Heavy Plaque’ . ~ Upper | [ ]Full-[ ]Partial. | NN d. NONE OF ABDVE . a
-| Heavy Calculus, \ . Lower [ 1Full [ ) Partial
- T i SECTION L: ORALIDENTAL STATUS
: : g - e 1. | a. Debris (soft easily movablé substances)
- . - . . ; C— — ] ‘present in mouth prior to going to bed at
c. | - | Missing Teeth w/o Replacement d. Loose Teeth % night . ] a
] Doesn't wear Dentures or Partials : . Decayed Teeth : b. Has ‘dentures and/or removable bndge ib.
Problems with Dentures or Partials . ‘ Broken Teeth/Fillings c. ‘Shome / ag natura: teeﬂ:j lost' do:(as notm |
- . ave or does not use dentures (or partial
Natural Teeth are Present . \ Root Tips Present by dentu res) s
: : RS e d. Broken, Ioose.' orcarious teeth - d.
e. " | Swollen or Bleeding Gums e. Inflamed gums (gingiva); swollen or
Oral Abscesses, fistulas - : — bleeding gums; oral abscesses; ulcers
Ulcerations, Denture Sores ©f Daily Oral Care Needed A orrashes . e.
e ‘-O T Cesi ) l I Y I = | f. Dally cleaning of teeth/denturés or daily
Soft arHart - 1issue _esion® ' mouth care - by resident or staff L

. g. NONE OF ABOVE N 9.

[-] Resident Maintains Oral-Care Independently
[ ] Resident Needs Staff Supervision
[ ] Resident Needs Dlrect Staff Assistance

(2) Daily Oral Care Plan . %?ﬁ

The items checked below are recommended to maintain the oral health of this resident:

[ ] Toothbrushing Each moming and evening, brush téeth and gums for'2 minutes using a soft toothbrush and fluoride toothpaste.
: [ ] Remove Parttal(s) before brushing teethi [ ] Provide dental floss [ ) Electric foothbrush recommended :
[ ]Each momnng and evenmg, swish with 2:3 teaspoons of Fluongard or ACT fluoride rinse for one minute, then sprt out.

[] ‘Denture and Partial Denture Qare Once daily, use a toothbrush or denture brush and mild soap to brush dentures and partials
" —soaking alone will not remove harmful plaque. At bedtime; remove and brush dentures, then soak them in a denture cup overnight.
Soak dentures in plain water, or use a cleaning product such as Efferdent or Pohdent but do not let the dentures dry out.
[ 1 Apply a denture adhesive, such as Fixodent or Polygrip each morning_

(3) Dental Care Referral Recommendatlons

[ 1 No Dental Referral. Resudent has no'need for dental referral at this time.
.. [ 1 Routine Dental Referral. Resident has routine dental care needs.
* ]} immediate Dental Referral. Resident has urgent dental needs.

Screening and Referral Notes:

Vicki Cuno (6123 721-0690

. Apple Tree Screener ) ) Facility Staff Responsible for Referrals

2

W Apple Tree Dental . .
Bringing Smiles to People with. Special Dentel Adeccess Needs - Form OHSv3




Attachmen

- MN Veterans Homes Mpls
Interdisciplinary Compxrehensive Assessment
: August 25, 2005 '
' Minutes

The team members.reviewed the current policy for
comprehen81ve assessment / cllnlcal rounds process and
accountabllltles :

No.changes'were made to the existing procedures. Review
and. enforcement of the policy/procedures is required.

It was clarified that the Social Worker will initiate the
. Safe Smoking Assessment upon admission, smoking incident,
and PRN. The IDT will review the assessment as a team and
determine if theé resident requires any interventions
regarding their smoking practices.:

- Department directors will review the policy with fhelr
. staff ‘and enforce the tlmely completlon of assessments and
related documentatlon

An additional meeting will be set up to review the Clinical
Rounds and Care Conference meetings to¢ ensure all IDT
members are clear on their responsibilities.



Attachment §

—STATE OF MINNESOTA
'VETERANS HOME - MINNEAPOLIS
OPERATING I'OLICY AND PROCEDURES

A Title: Resident Assessment Instrﬁment(RAI) E , o " Number:- 01-71

: .Ali)provals: '

Administrator A.S. 11/01 R . Date: 11/01

P,ége_l . of_'2

Tt is the policy of MVH-Mpls. that a comprehénsive assessment, i.e. RAI, including =

POLICY:
the MDS, RAP’s (Resident Assessment Protocols...in conjunction with the RAP
Guidelines), be completed upon adxmssmn ofa resident, quarterly, annually, and if a
. significant ehange in status occurs. The Lead MDS Coordmat_or/de31gnee will track
~ and provide a schedule for MDS c¢ompletion and monitor for compliance.
L PRQCEDURE:
L New Admxssmn'
A. Nursmg, Reereation Therapy, Mental Health Services (MHS), PT, and Dietary will

complete a departmental assessment between day 2 and day 8 (admission day = day
“one”) for each newly admitted resident. Data from the departmental assessments will
correspond to appropriate sections of the MDS, i.e. MHS= Sections B, E, and F; ; Dietary
=K; PT = G-3, G-4;  Recreation Therapy = N; Nursing = all other sections.

The Admission MDS, anid Resident Asséssment Protocols (RAP’s) will be completed by

_ the unit MDS Coordinator by day 14 of the resident’s stay. By signing lines AA-9a and-

R-2, the MDS Coordinator is attesting to the accuracy of the submitted MDS data.. By

‘sighing line V-B1, the MDS Coordinator is assuring completion of the RAP’s. After

RAP and care plan review, the staff person leading the care conference (any
interdisciplinary team member, i.e. RN, Social Worker, Dietician etc.) will sign line V-B2
to assure that appropriate problem areas as identified by the MDS are addressed within
the resident’s plan of care. The initial care conference will be scheduled by day 21 via

Health Informatxon Management.

L. Quarterly M])S ReVIew

'A. :

Each res1dent will be reassessed every 84 90 days utilizing the’ Quarterly MDS form to
monitor for changes in resident status. The MDS Coordinator will complete all sections

" ‘of the Quarterly MDS via staff/résident interview, and utilizing data from the resident’s



Titleé Resident Assessment Inétrument’(RAI) o : . . Number: 01- 71 '

A

. Al

Page 2 of 2

written record mcludmg, Nurses "Weekly Charting, and Quarterly Range of Motion Data
Collection Form, and will sign lines AA-9a and R2 attesting to the accuracy and
completion of the assessment. - A care conference will be scheduled via Health,

- . Information Management corresponding with the completion date of the Quarterly MDS.

Annual’l\/:[DS Reass_essmeni;:

The RAT'will be cempleted within- 365 days of the resident’s last compfehensive
assessment, i.e. Admlssmn MDS, S1gmﬁcant Change MDS, or last Annual MDS
Assessment

Eleven days prior to the Annual MDS due date the Lead MDS Coordmator will notify the
interdisciplinary team of the seven-day observation period for completing départmental
assessments. Each section of the MDS will correspond to a departmental ‘assessment as
per the Admission MDS, except Social Semces (not MI-IS) will be responslble for
sections B, E, and F.

The unit MDS Coordinator vill be responsible for completing the MDS and RAP’s as per

- the Admission section above. Health Informa’uon Management will schedule care
_conferences as above.

Significant Change MDS& '~

If at any time during the year a resident experiences 4 significant change in health status,
as defined in the HCFA RAI Version 2.0 Manual (located on all units) and per an ‘

interdisciplinary team dialogue, another comprehensive assessment (“Significant Change
MDS”) will be initiated per the above manual instructions. Subsequent care conferences

* and MDS’s will be scheduled from the date of Significant Change. MDS completion.

H\POL-PROC\P-P01101.71.doc



Minnesota Veterans Home-Minneapolis DATE:_

0 Annual O Significant Change

Chmcal Rounds Review 0 Admission [0 Quarterly
. Quahty of Llfe ' : : Comments from Clinical Rounds Discussion
Vulnerabilities Reviewed O
Long Term: Goal
Discharge Plan

O Long-term placement 01 .Plans to discharge 0 Level of care change

‘ Resustcitation Code Status *Review MD Orders OFull Code O DNR ODNI O Hosplce O Comfort Care O LTP |

- O referral to MD for “ablhty to'make HC

| Decisions”

Socxal/Personal Support Personal / Busmess Management/ Psychosocial support services provided
Strengths

".Has support of famﬂy/fnends
1:1 counseling support

" Financial mgt.
Group(s)
End of life
Other,

OoDooooo

Spiritual Care -
O "Worship Services 0O Recent loss/life change
Faith Concerns Oyes O no

{0 Chaplain Visit Referral

| Therapeutic Recreation : T S
Frequency. groups attended S ~__ Program type_

Goal Met: Oyes Ono O partially O Goal continue . [I Goal Change
O work therapy program . A .o

Comments

Smoking

| Smoker? D'yes [ mo Any unsafe incidents? 0 yes 0 no Any change in risk factors? [ yes O no
Mental Health ' ) . .

[1 Baseline Status O Change From Baseline Status \“Describe:
0 Target Behavior: - :
0 No Psychotropics used O Psychotropxcs used Consent in place Oyes’ CIno

(circle) antldepressant antipsychotic _hypnotic antianxiety ] Routine 0 PRN

DX:

Describe » : . . ‘ - .

'| Problems with: DBehavxor . ... DOCognition: : I Mood/thought

0 MHS Referral for Behav10r Assessment, Therapy Services, Psychiatry
Currently mvolved in: : .

O Referral for Decision Making Assessment

Resident Narie: ' I Bldg/RM#:  MR#




Q'uality of Care

Comments from Clinical Rounds Discussion

Medical Condition
Baseline? Oyes One. Describe

Infection: 0 MRSA . O VRE 0 BX of TB

.| Location: .

| Precautions: 00 Contact O Isolation ‘

| Pain: .0 No pain 0O Chronic pain managed Location:
Acute/new pain: O'yes Ono Location:
Pain Management Plan: Effective : Oyes Ono D Routme analgesxcs/tx’s DPRN’s used

Update pain management plan: [ yes O no

Medical Referral Neede(l‘ :

Temp. Care Plan neededz Oyes Ono

Skin Skin Impaired Oyes Cno .[Chronic Condmon Treatment Treatment
"Describe: ‘
Location: - ' . .
Niuttrition Current Weight (lbs) Weight: D stable O loss # 0O gain #
.| Diet/fexture: . . [ Hydration Plan Comments: ' ' '
Elimination - Co : .
. Bladder Continent Dyes Ono DO Assisted: . - [OSIC DFoley OS/P
Bowel Continent Oyes Ono [Ostomy Charge: ‘
At Risk: o ’

Falls/Safety/ Mobility .
ONofalls  Frequency over past quarter(#):____ ' ‘
O bed alarm O 'wheelchait alarm- Olocked unit 0 TAS unit D thigh belt O ﬁont closure Drear closure O lap 1ray

{0 lap buddy 0 Wedge cushion O perimeter inattress [ floor matt [1 Other:

Siderails: Ohalf Ofull 01or2.  Straps: O foot O ankle: O shoulder

10 PT/OT Referral

Restraints Reviewed — [ Remains least restrictive

0O Recommend Change

| Why: C . - » ' Consent in place O yes [no
Rehab Status.- 0 PT . '
Attends: - 0OT
00 Speech
Dysphagia Diagnosis / Swallowing Gmde in place
O Fitness Gyri: .
Clinical Roun.ds Attendee’s Signature:
CARE CONFERENCE REVIEW : DATE:
1o No change since clmlcal rounds notatlon o Changes/updates sirice clmlcal rounds notatlon Describe:

Resident/Family Concerns or Comments:

Care Conference Attendee’s Slgnature (mcludmg resident and famlly)

Remdent Name:___ . ' | Bldg/RM# e
_ MCP-001 T

{




- Title:

. STATE OF MINNESOTA VETERANS HOME — Minneapolis
. OPERATING POLICY AND PROCEDURES

Resident Focused Documentation System for . - . . Number; 01-76
MVH-Mpls Interdisciplinary Team - Lo ' o
o : LT - ‘ _ REV: 12/1/04-
Approvals:  Administrator A.S. 12-1-04 ' S .. Date: 01/03
Page: 10of6

" Objective: Resident. focused care planning has been proven to nnprove outcomes for resuients Having
individualized problem/issue identification completed by an interdisciplinary team w111 improve
the remdent’s quahty of 11fe and quality of care.

"Policy: : Pre-screenmg to discharge is a continuous process versus a segmentation. The work of one part
of the team becomes a formal part of the next steps. Interdisciplinary teaming is built in,
duplication is mmlmlzed and re51dents are not asked repeated questions. The framework of
this process is:

' €3 Pre-Admission documents are a permanent part of the medical record ~
£3 The RNM puts in place predictable interventions prior to admission.
- £3 The  designated Nurse further assesses the resident upon admission and adds to ‘che '
document. B :
£3 The interdisciplinary team assessments begm
£3 The care plan is developed.
€3 Interventions are implemented.
£3 Evaluation towards goals is performed.
£3 Reassessment is started. :
PROCEDURE: i
1. Pre-screenmg Clinical Nurse Spec1ahsts
"A.  Determine eligibility of resident
B.  Determine if holistic needs can be met within the MVH Mpls Continuum of Care
C. - Complete Pre-Screening Assessment (M02-298C vsd)
. D. Communicate to applicant
E. Communicate to Interd1sc1p11nary Team
2. Pre-admlssmn Reglstered Nurse Manager (RNM)
A, RNM or-designee begins pre-coordination of care
B.

Coordinate plan for safety a:nd pressure ulcer prevention so-it may be mplemented the. day of

adnnssmn

1. Estimated Braden Score and Proactive mterventlons

2. Predictable Fall Potential / Safety Issues / Proactive interventions :
3. Pre-care plan any other issues that need to be addressed for the resident upon admlssmn



Tlﬂe Res1dent Focused Documenta’uon System for : * Number: ‘01-76
MVH-Mpls Interd1sc1phnary Team . . . Page2 of 6

3. ~Adm1ssmn Nursmg
A. RNM or designated Nu:cse adml’fs resident . : :
(1).Coriplete indicated sections of the AdImssmn Assessment (MO2—3 OZC‘ and scheduled
.Momentus assessments. . :
(2).Initiate Admission Vital Sign /Narrative Notes in Momentus -
Add initial resident issues to the Interd1s<:1p1mary Care Plan Templates (MCP- 002)
Start communication link with family '
Insures all required physician orders are obtamed and transcribed-
'HIM schedules in Momentus
- Admission height and weight
."~Admission vital signs q 4hrs x 24
Admission narrative notes q 4hrsx 24 .
Risk for falls assessment *
Skin Check Questionnaire .
Admission Base Care Path

m D0 W

DA W

4. Assessments: Nursing
' AL RNM or. Designated Nurse implement assessment process
B. . Complete the Admission Nursmg Data Co]lectlon Coordination Form (1\/102-3 00C) to assign the
: - assessments: ]
1. Assessments include: .
a. .. Bowel and bladder Incontmence Assessment (02-035¢/ 02 174C)
b. Pain Assessment (M02-282C) -
.C. Risk for Falls (Momentus) - ‘
d. = Resident Functional Abilities Form (MOZ-299C Vsd)
e Skin check questlomlane (Momentus) :
2. Assign Mantoux
3. Assign Skin Inspection
C. Review the following vulnerable areas for resident spe01ﬁc vulnerabﬂmes
i. Exhibiting psychotic or psychopathic behavior, ‘manic-depressive, hallucmatlons delusions,
delirious, clinically depressed
Combative or physically assaultive
_Verbally threatening, poor impulse control
. Chemical health drugs, alcohol
Agitated, anxious
Socially isolated — withdrawn, alienated from other re31dents or staff
.” Unable to make decisions
" Persons unable to perform ADL’s
Impaired memory, judgement
‘ 10 Impaired speech and communications -
11. Sensory deficits — visual, auchtory
12. Neurological impairments
" 13. Selfbarm . :
14. Suicidal ideation '
15. Persons easily exploited by other residents
16. Sound deficits .
17. Isolation

© 0N QG W



Title: Resident Focused Documentation System for - o "Number: 01-76 -
" MVH-Mpls Interdisciplinary Team , Page 3 of 6

5., RAI Process (M])S Triggers, RAPs) Interdisciplianry Team Members o
-+ Ttis the policy of MVH-Mpls. that a comprehenswe assessment, i.e. RAI, mcludmg the MDS, RAP S
(Resident Assessment Protocols...in conjunction -with the RAP Guidelines), be completed upon
. admission of a resident, quarterly, annuaLy, and if a significant change in status occurs.
Accountabilities: The Lead MDS Coordinator/designee will track and prov1de a schedule for MDS
completion and monitor for comphance

A. New Admxssmn / Initial M])S

1

Nursing, Social Servmes Therapeuttc Recreation, Mental Health. Serv1ces (MHS),.

: . Rehabilitation, Chaplaincy, and Dietary will complete interdisciplinary assessments

between day 2 and day 8 (admission day = day “one”) for each newly admitted resident.

. Data from the departmental assessments will correspond to appropriate sections of the

'MDS, i.e. MHS= Sections B, E, and F; D1etary K; PT=G-3, G—4 Recrea‘don Therapy
- =N; Nursing = all other sections.

The Admission MDS, and Resident Assessment Protocols (RAP’ s) w111 be completed by
the Unit MDS Coordinator by day 14 of the resident’s stay. By signing lines AA-9a and

" R-2, the MDS Coordinator is attesting to the accuracy of the submitted MDS data. By

signing line V-B1, the MDS Coordinator is assuring completion of the RAP’s. After
RAP and care plan review, the staff person leading the care conference (any
interdisciplinary team member, i.e. RN, Social Worker, Dietician etc.) will sign line V-
B2 to assure that appropriate problem areas as identified by the MDS are addressed
within the resident’s plari-of care. The initial care conference will be scheduled by day
21 via Health Information Management and / or MDS Coordmator '

'B. Quarterly M])S Rewew*
1. Each resident will be reassessed every 84-90 days ut:hzmg the Quarterly MDS form to

monitor for changes in resident status. The MDS Coordinator will complete all sections of
the Quarterly MDS via staff/resident interviéw, and utilizing data from the resident’s record -
including, Nurses’ Weekly Charting, and Quarterly Range of Motion Data Collection Form,
and will sign lines AA-9a and R2 attesting to the accuracy and completion of the assessment.
‘A care conference will be scheduled via Health Informatlon Management corresponding Wlth
the completlon date of the Quarterly MDS

C. Annual M])S Reassessment:

L

" The RAI will be completed within 365 days of the resident’s 1ast comprehens1ve
assessment, i.e. Admission MDS, Significant Change MDS, or last An.nual MDS
Assessment.

Eleven days prior to the Annual MDS due date the Lead MDS Coordinator will notify the
interdisciplinary team of the seven-day observation period for completing departmental
assessments. Each section of the MDS ‘will correspond to a departmental assessmeént as

per the Admission MDS, except Social Servmes (not MHS) will be respons1b1e for
sections B, E, and F.

- The unit MDS Coordmator will be respons1ble for completing the MDS and RAP’s as per

the Admission section above Health Information Management will schedule care
conferences as above B -
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Title: Resident Fociised Documentation System for - ' " .Number: 01-76
. MVH-Mpls Interdisciplinary Team : ‘ ; Page4 of 6 °

D. Srgnmcant Change MDS:

1 If at any time during the year a resrdent expenences a s1gmﬁcant change in- heahh status as
defined in the CMS RAI Version 2.0 Manual (located on all units) and per an
mterd1sclphnary team dialogue, another comprehensrve assessment (“Significant Change
MDS”) will be initiated per the above manual instructions. ‘Subsequent care conferences-and
MDS’s will be scheduled from the date of Significant Change MDS completion.

2. Significant Change in Status monitoring for a NCU resident will be*done at Clinical Rounds:

a. - The MDS ‘coordinator will bring the form to Clinical Rounds '
- b. The Clinical Rounds team will review residents who:
"~ i - have returned from the hospital
il - having a change in status per MDS Manual deﬁmtlons
R i X have received a new significant diagnosis or newly found terminal diagnosis
- ¢. The clinical rounds team will have up to 14 days to determine if there is a significant
change in status.” The decision Wﬂl be documented on the Significant Change in Status
Form M02-312C.
d. The form is filed under the MDS secuon of the md1v1dua1 resident’s medmal record.

Developmg the Interdlsc1plmary Care Plan

A.

As the assessments are completed the mterdlscrphnary team starts to develop the mltlal plan of
care for the resident.

(1).Each interdisciplinary team member documents - by daung and 1n1t1a1mg each entry -

indicated problems, goals, approaches required for the involved resident
- a. Each member will include indicated risk factors, measurable goals as indicated,
and approaches to- eliminate or minimize problems and approaches to strengthen
resident’s goal achievement.

b.  The vulnerable areas that would place the resrdent at risk for abuse including -
self-abuse, neglect and/or, financial exploitation are noted on the care plan by an
asterisk. Specific measures/approaches to be taken to minimize the risk of abuse
shall be part of the care plan.

(2).The MDS Coordinators will take this information and prepare a computerized copy of the
+ care plan and bring it to the Clinical Rounds meeting for approval/edltmg

'(3). The templates may be thinned at the time of approval of the computenzed copy of the care

plan. ‘

" (4).The care plan is reviewed/revised with the résident/family at the Care Conference

(5).It is the responsibility of the Clinical Rounds Team to maintain the accuracy of the resident
care plan

Progress Towards Goals:

A.

Clinical Rounds
(D. Drsclplmes
Nurse Practitioner
RNM or des1gnated Partnenng Nurse
MDS Coordinator
Social Worker -
Dietician -
Rehabilitation
. Mental Health Services
Therapeutic Recreation
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- = Chaplaincy
= Pharmacist
'« Others as indicated
(2) Resident Selection .
- = Residents.due for MDS and Care Conference .
= ' Residents experiencing Slgmﬁcant Change ,
" Residents who are experiencing problems or change dunng the week of the Clinical
‘ Rounds (Residents with temporary care plans in place)
- (3).Content
n Comple‘aon of the Clnncal Rounds Rev1eW Form (MCP 001) See attached.

. 8. Reassessment Processes
: A. Weekly Charting (M02-297¢) ‘ -
(1).Collection of data to determine the Iemdent ] progress towards care planned goals
(2).Noting declines and improvements .
*(3).Noting Acute 1llness

'B. . Temporary Care Plans
(1. Temporary Care Plan Goals: (TCP01- 04)

a. ‘To provide a high quality time efficient process to commumcate tempOrary
. changes in status of residents in the NCU.
- b. To enhance the care planning process so that the care plan reflects the current

~ condmon of the resident in between. monthly/quarterly interdisciplinary updates

(2) Temporary Care Plan Definitions:
a. Temporary Care Plan: A care plan that includés problems that a member(s) of the
‘ interdisciplinary team considers to be lasting < 30 days
b. " Template: A care plan option, which contains basic standards of practlce and/or
policy/procedure remmders that can be individualized for each resident situation.

E)B Temporary Care Plan Procedure :
‘ a. When there is a change in a resident’s status requmng mterventmn it should be -
documented in the nurses’/interdisciplinary Notes and on elther the permanent
care plan or Temporary Care Plan.
b. - Determine if resident qualifies for significant change in condmon per MDS
criteria: The interdisciplinary team member(s) will determine if the situation is
.expéected to. last <30 days. If the change is <30 days, the nurse or
interdisciplinary team member may: .
o Complete an md1v1duahzed plan of care using the blank temporary care plan
. template
- o Utilize the temporary care plan template for resuient illness
e Utilize the temporary care plan template for resident injury’ .
o The interdisciplinary team member will determine what™ elements on the
template are appropriate for the resident situation and add add1t1ona1
information to md1v1dual1ze it. (See instructions below)
c. If the resident change is expected to be longer that 30 days in. length, the
interdisciplinary team member should alert the MDS Coordinator and ADON 'to
assess the resident for s1gmﬁcant change (by MDS deﬁmtron) If determined that
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a significant change has occurred, the care plan will be updated through the
significant change assessment process.
d. Directions for completing a Temporary Care Plan Template
: e _ Date and initial the left hand column of the template
o As further changes are made; date and initial the changes as on any legal .
* " document. Highlighting out discontinued sections of the plan is acceptable as
long as it is dated and initialed. :
e Place in the MAR so on-coming nurses will see
» Insure a nurses’note or interdisciplinary note has been written on the situation
e When resolved; the template should be filed behind ’rhe permanent care plan in
- the 1nd1v1dual resident’s medmal record
" C. ,Slgmﬁcant Changem Condmon._
1. Wheri a condition is identified that is consxdered by chmcal judgement to be permanent
and/or. meets- the MDS Significant Change Criteria a significant change in status

assessment process is to take place (Comprehenswe MDS - Refer to Assessment section
above.) '

D. . Re-admxssmn ~
' (1).Pharmacy will prmt out the most current l1stmg of the re51dent’s medication ot a duphcate
carbonless form when the resident is admiitted to the hospital. This will have holes for the
chart punched in it. Tt will be delivered to the floor through the pharmacy delivery system.
(2). The Health Information Clerks will place the form in the front of the resident’s chart '
(3).Upon receipt of the readmission orders form, the GNP will review the previous and new .
orders. She/he will mark R,C, or D by each order — noting specifics of changes at the bottom -
: of the form. The GNP will bring the duplicate Page of the form and a copy of the .
readmission orders to the pharmacy ‘
" (4).The pharmacy will produce a MAR/TAR from the mformatlon and send the order listing,
© MAR/TAR to the station. The timeframe will be approximately 1-2 hours if received before
2:30 PM. If received after, call the pharmacy to see if MAR/TAR will be ava11able
Sas The. partnenng nurse will send the followmg to the pharrnacy
- o review the ancillary orders c
. . e ‘reviewthe allergy listing '
' e attach a copy of the discharge summary if avaxlable
. return medications needed a label change
(5)-The nurse on duty will transcribe the orders. She/he will also include reviewing the chart for .
_ any orders or ancillary orders missed from prior to the hosprtahzaﬁon ‘
~ (6).If the nurse practitioner or pharmacy services are not available, the nurse will call the
. Medrcal Officer of the Day for conﬁrmatron of the orders. '

HAPOL-PROC\P-P01\01-76R.doc



Addendum Doeumentation System P/P v_01’—76

: Mnhesote Veterans Home
: - Minneapolis -
' Procedure_ for Admission Docum-enﬁation o

. ]_?hase I Pre—Séreeﬁiﬂgl Clinical Specialist RN

A. The Clmlcal Speaallst RN’s will document information obtained on aresident
through the pre—screenmg process on the NURSING PRE—ADMISSION '
ASSESSMENT : .

B The ongmal NURS]NG PRE-ADMISSION ASSESSMENT will be filed in the
administrative folder in Adrmssmns Ofﬁce : , .

C. A copy will be attached to the admission packet that goes to the RN Nurse Manager
on the adxmttmg unit. ’

Phase ]I:V , Pre—Adxmssmn/ RN Nurse Manager '(RNM) :

A. The RNM will review the NURSING ’PRE—;ADMISSION ASSESSMENT. He/she
~will then initiate the ADMISSION CARE PLAN. At a minimum, the resident’s
safety plan, pressure ulcer preVen_tion.plan, and ADL plan will be ad'dressed. :

B. The RNM will make arrangements for spec:lahzed equipment, pressure rehevmg
mat(:resses safety devices to be available prior to the adxmssmn

C. The RNM will delegate ass1gnments for new admlssmn assessments on the
ADMISSION NURSING DATA COLLECTION COORDINATION form.

‘PhaseIll:  Admitting RNLPN
A. The admitting RN/LEN will:

‘1. Greet the res1dent .

2. Review the NURSING PRE-ADMISSION ASSESSIV[ENT
3. Review the RNM comments

4. Rev1ew the ADMISSION CARE PLAN

B.. Update with addxuonal information: -
1. Communication

Behavioral concerns initially noted
ADL’s

Nutrition/Hydration

Elimination

Mobility

AR WD
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Procedure for Admission Documentation '
-Page2 of 2

7. Safety Plan
8. Pain Management plan
- 9. Sleép pattern concerns
10. Acute diagnosis concerns
11. Pressure Ulcer Prevention Plan
-12. Complete the ADMISSION ASSESSN[ENT including
- 13. Skin inspection
14. Height / weight
15. Last bowel movement
16. Neurological baseline
17. Vital signs every 4 hours times 24 hours (record in Momentus)
18. Pain rating with vital signs
19. Lying and standing blood pressure baselme
20. Noting special personal devices: dentures hearing a1ds pacemaker check boxes,
glasses, etc.

21. Write an incidental status entry in the N urses’Notes every 4 hours tzmes 24
~hours in Momentus

C. Interdlsclphnary Team AssessmentS' ‘
‘ Range of motion |
- Cognition assessment
Dietary :
Therapeutic recreatxon
Social Service
Spirituality ~
Rehabilitation as indicated :
Otliers as indicated by resident need

?°,.\’F\S"PS"‘E°.’“
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" Addendum - Documentation System 01-76
' Minnesota Veterans Home -~
Minneapolis
Guide for Completmg L,unlcal Rounds / Care Conference Form” .

This form is meant not only a§ a way to more fully capture the interdisciplinary discussion .-
of residents at clinical rounds who are scheduled for upcoming care conferences, but as a guide
and documentation tool for the care conference itself. In the future, some version of this form
 (and attached informational letter) could also be used as a routine communication tool for-

families. '

What follows isa step—by-step gu1de for the mterd1501pl1nary (D) team members attendmg
Clinical Rounds (page 1) and those attendmg the Care Conferences (side 2) for completmg the
form.

1L Each Clinical Rounds group is to ’designete arecorder. The recorder is to comnlete
the “Clinical Rounds/ Care Conference Form” and also document indicated aspects
of the clinical discussion in the individual resident’s med1ca1 record.

A. Here are options for selectmg a recorder:
1. Each ID member selects one of the residents on the schedule
2 A fixed rotation of one de51gnated recorder
- 3. Selecting a volunteer :
4 * Note: For the sake of experience it is more beneﬁc1a1 to rotate this

role, i.e. not having the same person be de51gnated as the recorder each
week. :
2. The residents reviewed at Clinical Rounds aré scheduled for the next week’s care
' conferences. This will include résidents up for annual, quarterly, admission and
significant change review. Non-scheduled residents with concerns, multiple falls, or
- other acute health or safety issues are also to be brought up at this time (discussion of
non-scheduled residents should be documented ina pro gress note versus the Clinical
- Rounds form). .
3. - The date of the C]Jmcal Rounds dJscusswn and review type should be recorded at the '
top of the page 1. '

4, > oai should be written in the space provided. The res1dent’s current .
~long-term g an be found on the cover sheet at the beginning of the care plans. If the
team finds the goal has been met or is outdated, a recommendatlon can be made to
review/rewrite the goal at the care conference

S.  (located on the care plan cover sheet).
If changes to the plan are to be made check the appropriate option. Follow-up
documentahon will be recorded at the care conference.

6.

7. Indicate the | 5 The current order can be found on the
Physwlan s Or er form in the ysician Order portion of the chart. '

HACP\MCP-001guide.doc | S MVHY/02




. 8. Informatlon regarding & and non-restraining (NR) devices can also be found on
the rhys1c1an s Order form. The GNP, Dartnermg nurse, RNM, or OT staff can help
provide accurate information.

9. Any ID member can help provide input regarding & : i
referrals should be made to MHS, VA psychiatry, or Chaplamcy A nurse or GNP can.
help indicate if psychotroprcs are used and if an accompanymg dlagn051s is listed.

10.

11,
12,
13

14.

15, R
section of the form. Resident eommumcatron or swallowing 1ssues/concems mdrcatmg
aneed for Speech Therapy services can be documented here (referrals need an MD '
order).

16. | :
. drs plme houll rev1ew the re51 ent goals, document thls review by hrghllghtmg the last
review date. (next to the goal on the care plan), write in the next date of review, initial next to .
this date, and indicate the discipline responsible.**

17. Upon completion of page l, the form should be filed in the Care Plan portion of the
chart after the resident’s care plan and before the MDSs.

18. Those staff attendmg the Care Conference can review the Clinical Rounds
‘documentation on page 1 with the resident and family at the care conference. On page
two, designate with a “v” if the information on page 1 remains current and correct. If
’ changes have occurred, “¥” the appropnate space and provide an explanation in the
L€ S section. Resident goal review and care plan updates may be documented
“here as well as resident and farmly comments.

19.  After the care conference Page 2 should be s1gned by those attending mcludmg the
resident and family and dated. Both pages should have the resident’s name, room #,
and medrcal records # documented at the spaces provided at the bottom.

F:\CPMCP-001 guide.doc B | - : MV 9/02 -






‘MN Veterans Hbme ~-Minneapolis

MDS Significant Change Détermination

Reason for Significant Change Discussion: A Decline / Improvement is noted that: (Check all that apply)
rD Will not normally resolve itself without intervention by |.L0 Impacts more than one area of the resident's health
staff or by lmplementmg standard disease-related status; and Requires interdisciplinary review and/or .
clinical interventions, is not self—hmltmg - revision of the care plan.

"~ Improvément i two of more of the
- following

Decline in two or more of the following 6r Primary Discipline Requests a -
Significant Change in Status Assessment be done

as “niot easily altered” E2 and E4B-

1 Any improvement in an ADL E] Resident’s decision-making [1 Unplanned weight loss problem (5%
‘physical functioning areawherea- |.  ¢hangde from 0 or'1 to 2 or 3 for " in 30-days or 10% in 180 days ) K3a
" resident is newly coded as 0,1, or item B4 : " o :
2when - previously scored ‘
~as 3,4, 0r8 G1A . .
[] Decrease in the number ofareas | [1 Emergence of sad or anxious [0 New pressure ulcer at Stage 1l or
where Behavioral Symptoms or "~ mood pattern as a problem that is . higher, when no pressure ulcers.
~ 8and or Anxious Mood are coded not easily altered (ltem E2) were previously present at Stage I

- or higher M2a

[0 Resident’s decision-making [ "Incréase in the number of areas [] Resident begins to use trunk
. changes from 2 or 3to 0 or 1: B4 - where Behavioral Symptoms are " restraint or a chair that prevents
' . coded as “not easily altered” .| rising when it was not used before
- . . , _ P4cande .
.| 0 Resident's incontinence pattern [ "Any decline in' an ADL physical 1 Overall deterioration of resident’s
* changes from 2,3, or4 to 0 or 1 functioning.area where a resident - condition; re5|dent receives more
=+~ Hiaorb’ is newly coded as 3,4, or8for support Q2=2

: . G1A- : '

] Overall lmprovement of res;dent’
condition; resident receives fewer
supports Q2=1

[] Resident's incontinence pattern
_changes from Oor 1 to 2,3,0r 4
(H1a or b) or there was placement
of an indwelling catheter (item
'H3d) : :

. [0 Does not meet sighiﬁcant change c_riteria: (must include rationale) .

[0 Does meet significant change criteria:

Assessment Reference Date:

_Date MDS Due:

1 Notified on: -
L

Date Care Conference Scheduled:

. Date/ lnterdi§c'iplinary 'feam Signatures:

Resident: -

M02-312C
'H:A02\PCM02-312C.doc

Med. Rec. # - / Room #
ST MVH 10-08°




“Servmg Those Who Have Served »

MN Veterans Homes — aneapo!'s
Quahty of Care Standards’ — Nursing Care Units

s,

\lursmg care and services are performed to:

maximize the residents’ current abilities

-preserve and/or restore functional status .

support residents’ freedom of choice’ . oo

provide for resident privacy and ensure a'safe envxronment

follow the residents’ plan of care

provide for and maintain resident dignity and right to confidentiality

perform tasks within the scope of the employee’s training and ability

administer care which promotes dignity and respect.

communicate significant resident information to appropnate care team members
comply with- MVH policies/procedures’

comply with MDH and VA regulations

Promote a resident-centered environment:

primary focus is physical, mental and emotional well-being of each resident -
supports an environment of trust dignity and caring.

Attachmerit 102

maximize the comfort level of the residents through pain management Pam assessment is the 5™ vital sign.

Comprehenstve Resident Assessment and Care Plannmg

all resjdents receive a comprehensive assessment through the RAl/MDS process.
RAPS are completed

. items of concern are communicated on-the resident focused care plan .
_goal attainment is measured during the quarter!y process and whena signifi cant change in status is identified
.all nursmg staff are aware of the contents of individual residents‘in thelr care.

Personal Cares :

® Bathmg ) : :
1. . Each resident receives a bathe or shower a minimum of one time per week: and as needed and as
_desired.
2. Provide for resident privacy throughout the procedure mcludmg to and from the tub room
3. The safety belt is applied to and worn by all residents in the tub throughout the bath
4, Observe and report skin conditions to licensed staff
Note: NCU residents are not to be unsupervised in tub/shower rooms.
¢ Dressing:
1. Clothing is changed dally and as needed :
2. Residents are dressed appropnately for weather, actlwty level, social acceptablllty and to mamtaln privacy
: / dignity.
3. Clothing protectors are applied as needed whlle dining and are removed before the reS|dent Ieaves the
dining area. .
4. Footwear is appropriate to the resident mobility status.
5. Privacy and dignity are maintained throughout the procéss of dressmg
6.

" Clothing items are labeled with the resldent’s name.

° Groomlng

. Monitor, encourage participation, assist and/or perform resident groommg wh:ch lncludes

1. Shaving: daily and as needed
T2, Deodorant: - daily : '
- 3. - Nail Care: weekly and as needed (clean and trim)
4, Hair care: Combed daily, washed weekly and as needed
. 5. Oral Care; ° Twiceaday and as needed




“Serving T kase Who Have Served ».

Nutntxon and Dlmng

Posmonlng

Nursing staff will assist resident's in complstmg hand hvglene prior to each meal and. fohow infection control
policies through out the meal

Trays are picked up and served promptly within 5 10 minutes of arrival.
Trays are served to all residents at each dining room table before assisting individuals.
Staff is present throughout the meal. Licensed staff is available on the unit.

" Resident focused atmosphere and conversation are maintained throughout the dining experience
" Residents receive the required (including care planned items ). assrstance through out the meal.
~ Staff are seated while assisting residents with their meal

Nutritional supplements are provided in.the type, amount and time indicated
Documentation of nutritional supplement consumption is completed promptly
Fluids-are offered to the residents frequently throughout the day.

Intake report and/or record is monitored/documented as indicated.

Fresh water {at the proper consrstency} will be supplied every shitt.

Residents are positioned in a manner'to promote comfort and allow for maximum freedom of movement
Turning and repositioning is done every 2 hours or as care planned through individual assessments
Positioners, enablers, and restrictive devices all are least restrictive, have a physician / NP order rncludmg
medical symptom and a plan for re-evaluatlon of to[erance and effectiveness. .

_Resident moblhty

It is the goal of the nursing department to assist the resident to. mamtam their hlghest level of functromng All
residents will be assessed and care plarined for thelr mdwnduahzed mobmty plan containing:

@

Transfer technique
Plan for ambulating as assessed

" "AROM / PROM as assessed

Bed mobility -

Resident / Staff Safety

Suspected abuse or neglect is reported lmmedlately to the nursmg supervrsor hurse manager dlrector of

- nursing or social worker
" Mechanical lifts will be used as assessed specific to type. This will be noted on the care plan

The use of transfer belts is required on all physically assisted transfers. .
Nurslng and ‘housekeeping staff promptly resolves spills and wet spots on the floor.
Equipment that is in disrepair, inoperable or unsafe is reported to the mamtenance department and removed

- from the patient care area.-

Customer Service:

Call lights will be answered within.3-5 minutes and tub room/bathroom call lights are responded to
rmmedlately ‘

Each resident will be addressed by the name they prefer andin a respectful way.

e - All nursing staff are responsible for answering call lights in a timely and courteous manner

The call light cord is accessible for the resident’s use.

- Infection Control policies and guidelines will be followed and include:

Hand hygienie '
Use of Personal Protective Equipment :
Providing nursing services in a way that minimizes the transfer of pathogens.



"‘Sérving Those Who Havé Ser,véd” |

Resxdent and staff safety:

~

Residents are monitored a minimum of every. two hours and more frequently as mdlcaled.
Resident environment is maintained free of hazards and obstacles

Egress paths. are co..SIStently clear of obstacies.

Rooms and beds arelabeled with resident names.-

Wrist bands are legible and on all residents.

ReS!dent Dignity and anacy '

" Knock before entering rooms
Always ensure privacy for conversatxon and cares

- Use respectful tones

Resident medical records are not left unattended in the public view
MAR'’s are closed or covered when away from the cart -

‘Queries into resident status by others are referred to the nurse



" Attachment 10-2'
Minnesota Veterans Home-anea.pol.s |
) Resuient Care Audxt

-

Date / Shift of Audit: _ / - » * Unit:’
Auditor: _ :
Instructlons Record resident’s name, complete the aud1t with y€S OT 10 answers. If the answer is no,

. contact RNM ‘before leavmg the unit. Return completed audit form to RNM..

" Standard / Resident . . ~Name Name | Name | Name | Name | Name | Name | Name
Resident appears well groomed. ‘ ' I L ’

*Oral hygiene has been done
Fingernail are clean and trimmed

‘Facial hair is absent (except for
beards/mustaches)
Hair-is neatly combed
*Repositioning {every 2 hours} of
residents have occurred-and -
documented on HST ass1gnment
list.
*The incontinent resident is dry
and odor free :
*Treatment plan has been followed
‘regarding incontinent residents.
Chéck and changed q 2 hours..
*Resident has been offered fluids
within the past 2 hours.
Note: res that requn'e thlckened
liquids
1 Hearing Aids are in and on
Glasses are clean and worn .
*Splmts / therapeutic apphances
are on as ordered-
Residents clothes are cleani and
worn in a dignified manner
Proper foot attire is being worn.
- Ward Order
Bed has been made. Room is
| neat, no personal belonglngs on
floor,
Fresh Water and cup isat
bedside. (n/a on 6-3)
NOTE: Exception those that.
| require thickened liquids
*Gloves are readily available and
worn according to MVH policy

.| *No Incontinent pads on the ﬂoor '
*No linen on the floor ]
*No food containers or mcorltment
pads in the waste basket in the
1-room
When assisting with meals sta:ff is
sitting with resident. {Not ,
standing}

" Use back of form to document actlons taken.

e NOCs

MO02-330A ‘ - A e MVH 8/23/05
H:\02\M02-330A.DOC : :




Anrde

,,'1

Attachment 10-2¢

' MN Veterans Homes Minneapolis
Internal Monitor :
August / Sepeember 2005

““=hank you for agreelng to be the Shlft monltor

The purpose of the monltor is to valldate that care standards are being
met and i1f the care standards are not being met what was the obstacle to
having the care standards met. ‘

1.

2.

=0

11.

12.

_Here is the procedure I would like you‘to follow:

Introduce yourself to the units and let them know your purpose.

"Select 2 or more residents per NCU unit that are dependent on staff

for cares such as t01let1ng, rep051tlonlng, restraint release, oral
cares, hydration, etc. . : -

Don’t share who the residents are 1n1t1ally.

You may note the time and positioning of a resident;, or if the
resideént does not object, mark the incontinent pad with a time.

Come back after two hours have passed and see- 1f the cares have been
provided.- : : : 4
If the cares have not been prov1ded gather the nurse and the HST
assigned to the resident. Ask them: '

" A. ~ What were the obstacles or barriers that kept you- from providing
’ the requ1red care — ask them to be as specific as possible?
B. ~What would help remove those barriers? -
¢. Let them know that we are “friendly fire” looklng for solutlons~

' from versus- criticism of staff.
Also, select random room.ensurlng the water pltcher liner date is
today’s date, denture cups are dated within the month, oxygen tublng

~is no older than 1 week, toiletries are not in shared bathrooms.

Do a spot .check of oral care being performed

Also, monitor- glove use. :
Check that med / tx carts are locked and confldentlal information is
not left open.

Check that in between’ red passes the ]ulces / applesauces are dated,
covered, and placed in the refrigerator.

"Exisure charts are not left unattended on the floor.

It’s a.big job, but it is necessary now as we rebuild the structure of the

dnur51ng department and restore quallty care as we “Serve Those Who Have
ved”. . .

Please leave your flndlngs in the nur51ng supervisor offlce Wlth at note, .
“for Diane Vaughn”

" Thank you!



* Minnesota Veterans Home-Minneapolis

Resident Care Audit

‘Date’/ Shift of Audit: /o

Auditor:

Unit:

Instructlons Record res1dent’s name, complete the audit with yes or no answers. If the answer is no,
contact RNM before leaving the umt Return completed audit form to RNM

Standard / Resident

Name

Name

Name

Name

Name.| Name

Name

Name

Resident appears well groomed.

*Qral hygiene has been done

- [ Fingernail are clean and trimmed

beards/mustaches) - .

Facial hair is absent (except for

Hair is neatly combed

" | *Repositioning {every 2 houl-s} of
| residents have occurred and

- documented on HST ass1gnment
list.

| *The incontinent resident is dry
and odor free

*Treatmeiit plan has been followed
regarding incontinent residents.
Check and changed q 2 hours.

*Resident has been offered fluids -
within the past 2 hours.

- | Note: res that require thickened

liquids

Hearing Aids are in and on .

Glasses are clean and worn

*Splints / therapeutic appliances
| are on as ordered

Re31dents clothes are clean and
worn in a dlgmﬁed manner

Proper foot attire is being worn.’

Ward Order

| Bed has been made. Room is
neat, no personal belongmgs on
floor. :

Fresh Water and cup is at

' bedside. (n/a on 6-3)

'| NOTE: Exception those that
require thickened liquids

*Gloves are readily available and
worn according to MVH policy

*No Incontinent pads on the floor

“*No linen on the floor

No food containers or incontinent
pads in the waste basket in the-
room o

When assisting with meals staff is
sitting with resident. {Not ‘
standing}

Use back of form to document actions taken

" » NOCs

MO02-330A .
H:\02\M02-330A.DOC

‘MVH 8/23/05




Minnesota.Veteran: ‘me - Mpls
: Resident CareV  <sheet ‘ .
Date: . : S SRR Unit/Team ]
Resident - Oral Care Circle Hour Resident Repositioned / Toileted Comments
Reposmoned {R) . .
Toileted (T)
23 | 24 2|3 |4 |5 15 (16 | 17 | 18 | 19 | 20
23 | 24 23 {4 |s 516 |47| 1819 |20
1 . - g s
23 | 24 213 |4 |5 15 | 16 | 17 | 18 | 19 | 20 52 b,
23 | 24 2|3 |a|s 45 |16 | 17 | 18 | 19 | 20
23 | 24 3 {3 |4 s 15| 16| 17|18 |19 | 20 |
23 | 24 2 {3 |4 |s 15 | 16 | 17 | 18 | 19 | 20 |
23 | 24 213 74 |5 15 | 16 | 17| 187| 13 | 20 Pt
23 | 24 2 (3 |4 |s 15 |16 | 17 | 18 |19 | 20 :
23 | 24 213 {4 |s 5 | 16 [-17 [ 18 |- 19 | 20 [zdd
23 | 24 2{3-]als 15 | 16 | 17 [18 | 49 | 20 [t
23 | 24 213 |4 }s 15 | 16 | 17 | 18 | 18 | 20" 2]
23 | 24 213 |4 15 {1617 | 18] 19 | 20 125
23 | 24 2|3 |4 ls 15 | 16 | 17 {18 | 19 | 20 7
23 24 2 3 4 5 15 16 17 18 | 19 | 20 )
23 | 24 213 |4 |5 45 [ 16 | 47 | 18 { 19 | 20 )
23 | .24 23 |a |s "45 {18 | 17 [ 18 | 19 | 20 §
23 | 24 213 |4 s 15 1 16 [ 17.| 18 | 13 | 20 |&
23 | 24 213 lals 15 | 16 | 17 | 18 | 19 | 20 |lE%4
23 | 24 213 a4 |s 15 | 16 | 17 | 18- 19 | 20 3
. 23| 21 23 |a|s 15 {16 {17 | 18| 19 | 20, ‘

1. Circle the time you complete pos;tlomng and tonletmg on each resident

2. Initial when oral cares are- completed
3. Return thls document to the staff nurse, at the end of your shn‘t

' Thank you for “Serving Those Who Have Served.”

M02-331-W
H:\02\M02-331W.DOC

Night shift: HST:

Day shift. HST:

Evening Shift: HST:

Nurse Review:

Nurse Review:

Nurse Review:

RNM:

'MVH 8/23/05



Minnesota Veterans Home- Minneapolis -DRAFT#1
'GUIDELINES FOR GLOVE USE

Health care workers wear gloves to:

o Reduce the risk of acquiring infections

e - Prevent health care worker flora from being transmitted to resxdents .
.e  Reduce the transmission of flora from resident to resident via the health care worker.
o Prevent the transmission of hepatitis B, hepatitis C and HIV.

Did you know? '

Gloves do not provide complete protec’uon agamst hand contammahon :
~Wearing gloves does not provide complete protection against acquisition of infections caused by

hepatitis B virus and herpes simplex. :

Failure to change gloves between residents may contribute to the transmission of organisms.

Weather the weanng of rings resu!ts in greater transmnssnon of pathogens Temains unknown

further research is mdrcated

- Gloves are worn when:

o Personal care is provided to reSIdents .

o Thereisa poss;blhty of having cantact with blood or body ﬂmds
¢ Contact with mucous membranes or non-intact skm

¢ Personal protectlon is mdlcated

-Change gloves dunng resident care if moving from a contaminated body site to a clean body snte.
Hands must be washed immediately after gloves are removed.

Source: Guideline for Hand Hygiene in Hea[th-Care Settings: MMWR. October 25, 2003/51{ﬁR1S}£144



S .. S “Servmg lkose Who Havs Served”

MN Veterans Homes — Minn eapolis
Quality of Care Standards — Nursing Care Units "

'ursing care and services are performed to:
maximize the residents’ current abilities
preserve and/or restore functional status
support residents’ freedom of choice
provide for resident privacy and ensure a-safe environment.
follow the residents’ plan of care o
provide for and maintain resident dignity and right to confidentiality
perform tasks within the scope of the employee’s.training and ability
administer care whrch promotes dignity and respect. -
communicate - srgnlﬁcant résident-information to appropriate care team members
comply with MVH policies/procedures : . .
comply with MDH and VA regulations

‘®a ® ©® @ © e ® © o & ©

Promote a resrdent-centered enwronment :
e primary focus is physical, mental and emotional wetl-bexng of each resident
e supports an environment of trust dignity and caring. "
e maximize the comfort level of the resndents through pam management Pain assessment is the st vrtal sign.

Comprehensnve Resident Assessment and Care Plannmg
all residents receive a comprehensive assessment through the RAI/MDS process

e RAPSare completed
e items of concern are communicated on the resident focused care plan
o goal attainment is measured dunng the quarterly process and whena srgnrf icant change in status is identified
e all nursmg staff are aware of thie contents of individual residents in thelr care,
Personal Cares :
e Bathing: ) '
- 1. Eachresident receives a bathe or shower a.minimum’ of one tlme per week and as needed and as
desired.
-2 Provide for reSIdent pnvacy throughout the procedure including to. and from the tub room
3. The safety belt is applied to and worn by all residerits in the tub throughout the bath
4. - Observe and report skin conditions to licensed staff

" Note: NCU residents are not to be unsupervised i m tub/shower rooms. -

e Dressmg
Clothing is changed daily and as needed
" Residents are dressed appropriately for weather actrvxty Ievel social acceptablhty and to maintain pnvac;y
/ dignity.
Clothing protectors are apphed as needed while dining and are removed before the resident leaves the
dining area. .
. Footwear is appropnate to the resident moblhty status.
"Privacy and dignity are maintained throughout the process of dressmg
Clothing items are labeled wrm the reSIdent’s name.

oo 0 NS

e . Grooming
: Monitor, encourage partlmpatron assist and/or perform resident grooming whrch mcludes
1. Shaving: - -  daily and as needed .
2 Deodorant: daily
3 " Nail Care: weekly and as needed (clean and trim) .
4.~ ‘Haircare: Combed daily, washed weekly and as needed
5 Oral Care: Twice a day and as needed



O  “Serving Those Who Have Served”

Nutrition and Dlnlng S : -
e  Nursing staff will assist resnd\.. it's in completing hand hygiene prior to each meal and follow infection control
' policies through out the meal” ~
Trays are picked up and served promptly within 5-10 mmutes of arrival.
- Trays are served to all residents at each dining room table before assisting individuals.
Staff is present throughout the meal. Licensed staff is available an the unit.
Resident focused atmosphere and conversation are maintained throughout the dining experrence
Residents receive the required (including care planned items ) assrstance through out the meal
Staff are seated while assisting residents with their meal ‘
Nutritional supplements are provided in the type, amount and time mdrcated
Documentation of nutritional supplement consumption is completed promptly
Fluids are offered to the residents frequently throughout the day.
Intake report andfor record is- monitored/documented as indicated.
Fresh water {at theé proper consistency} will be supplied every shift.

Posrtronmg ’ ‘ : :
) ReSIdents are posmoned in a manner to promote comfort and allow for maximum freedom of movement
e Turnrng and repositioning is done every 2 hours oras caré planned through individual assessments.
e Positioners, enablers, and restrictive devices all are least restrictive, have a physician / NP order including
medical symptom, and a plan for re~-evaluation of tolerance and effectiveness.

esrdent mobrhty
It is the goal of the nursing department fo assnst the resident to maintain thelr highest level of functioning. All
residents will be assesged and care plarined for their individualized mobxhty plan contarnrng 3
e Transfer technique .
e Plan for ambulating as assessed
e« AROM/PROM as assessed
e Bed mobility

Resrdent / Staff Safety
o 'Suspected abuse or neglect is reported rmmedlately fo the nursrng superwsor nurse manager, dlrector of
nursing or social worker
. Mechanical lifts will be used as assessed specific to type Th|s will be noted on the care plan
The use of transfer belts is required on all physically assisted transfers.
Nursing and housekeeping staff promptly resolves spills and wet spots on the floor.
Equipment that is in disrepair; moperable or unsafe is reported to the maintenance department and removed
from the patlent care area. . .

Customer Service: :
e Call lights will be answered w1thm 3-5 mmutes and tub room/bathroom call lights are responded to
' |mmedrately

Each resident will be addressed by the name they prefer and ina respectful way.
o All nursing staff are responsible for answering call lights in a timely and courteous manner:
The call hght cord is accessible for-the resident’s use.

Infection Control policies and guidelines wi!l be followed and include:
e Hand hygiene
e Use of Personal Protective Equnpment
e Providing nursing services in a way thet mrmmrzes the transfer of pathogens.




“Sering Those Wkaﬂave Served"’; _~

Resxdent and staff safety

Residents are monitored a minimum of every two hours and more frequently as mdlcated
Resndent envirenment is maintained free of hazards and obstacles -

Egress paths are conSIstently clear of obstacles.

Rooms and beds are labeled with resident names.

. Wrist bands are legible and on all residents. -

ReSIdent Dlgmty and anacy

. Knock before entering rooms
-Always ensure privacy for conversation and cares

Use respectful tones .

Resident médical records are not left unattended in the public view
MAR’s are closed or covered when away from the cart

Queries into resident status by others are referred to the nurse



- Attachment 17

' State of Minnesota Veterans Home — Minneapolis -
NURSING POLICY AND PROCEDURES

Title: Thickened Liquids I Co Number: N02-151
S o ‘ . | . ' 2326
. - 19-043
.*‘/Vé . S 10-057
. Approvals:  Director of Nursing . - \@ o Date: 09/05
.+ Director of Dietary - . (5]\ ; : .
Medical Director N L . , Page: 1o0f1l
Objective: -To ensure that residents at risk for ‘aspiraﬁon. receive the right consistency of liquids Wbile

attending on and off unit events.

' Policy:

Procedure: :
A.- Following a comprehensive asséssment, if a res1dent is found to be at risk for asplrauon requiring’
thickened liquids, the following will occur:
1. The speech therapist, dietitian, or nurse practmoner Wntmg the order for non-thm liquids will
notrfy the HIC: :
-a. Inpersonor . '
. b, Viathe HIC Commumcatlon Board

2. The HIC Wlll place a blae colored insert into the 1dent1ﬁcat10n band of the individual resident.
3. All departments will be aware that re51dents with blue name band inserts may not have thin
liquids being offered.
4. Departments hosting the resident event are respon31ble for ensuring -a eurrent list of resident
~ diets/consistencies are. readlly available and an alternatlve beverage at the nght consistency is
_ available. .

B. At special events, staﬁ’ w111 note name band. If blue msert will venfy ﬂuld cons1stency on current -
hstmg before serving the beverage. . '

- C. During medication- passes ‘the re51dent is to receive the ordered consistency of ﬂmd For current
_ products available::
- 1. Water is available in all cons1stenc1es -
2. Nectar level fluids for medication passes or between meals mclude
a. health shakes
b. pudding,
c. applesauce,
d. ice cream, -
. €. magic cups
- 3. Honey level fluids for medication passes or between meals mclude
- a. pudding, ‘
b.- applesauce :
€. .magic cups
H \POL-PROC\P-P02\N02-151.doc




- Attachment

Minnesota Veterans Home- Minneapotis
GUIDELINES FOR GLOVE USE-

Health care workers wear gioves to:

Reduce the risk of acquiring infections ,

Prevent health care worker flora from being transm;tted to residents .

Reduce the transmission of flora from resident to resident via the health care worker
Prevent the transmission of hepatitis B, hepatitis C and HIV.

Did you. know" '

Gloves do not provide complete protechon agamst hand contamination.

Wearing gloves does not provide complete protection against acquisition of infections caused by
hepatitis B virus and herpes simplex.

Failure to change gloves'between residents may contribute to the transmission of organlsms
Weather the wearing of rings results in greater transmlssmn of pathogens rémains unknown
further research is md:cated .

l

Gloves are worn when:
o Personal care is provided to residents.
e - There is a possibility of having contact with blood or body fluids.
. Contact with mucous membranes or non-mtact skln )
' -Personal protection'i lS rndlcated

Change gloves during resident care if movmg from a cOntamlna'ted body site to a clean body site.
Hands must be washed immediately after gloves are removed

Source: Gmdelme for Hand Hyglene in Health Care Settmgs MMWR October 25; 2003/51{RR16}:1 44
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Time:



Attochment 2
State of M_.nnesota V eterans Home — aneapohs _
NURSING POLICY AND PROCLDT%S

Title: Unna.ry Incontmenee Manasement D AN SR Number: N02-150
iPl)rovals: DON/Medical Director ?—‘ ? 7/06 . Dite:-09/05

o | o pPak o

Page' lof 2
- Ol)jective:- - To identify the type of unnary incontinence as re51dent has so appropnate mterventrons may be
‘ mltlated :

Policy:
Procedure:”

A. Upon admission and PRN, resident that are incontinent of urine W1]l be assessed as follows:
1. A 3 day voiding assessmient will be completed by the nursing - unit durlng the 1mt1al MDS
assessment period.
" 2. The nurse pract1t1oner/phys1c1an Wﬂl order a bladder scan to determine the post V01d res1dua1
" (PVR). .
3. The results of the MMSE, BRADEN Scale, Functlonal Ab1ht1es PVR, and 3 day veiding
assessment will be reviewed by the nurse practitioner or physician. (See Momentus form). |
4. The nurse ‘practitioner or phys101an will determme the type/types of urmary mcontmence the
. resident has. :
5. Based on the type of UL 1dent1ﬁed appropnate mterven’uons wﬂl be ordered and care planned
" (See house protocol in policy appendlx)
6. Upon new incidence of Ul, thls process ‘ay be 1mt1ated at anytime.- (1 €. s1gmﬁcant change in
status). :

Appemllx (draft-needs further revzew)
Toileting Programs

Bladder Retrammg
‘A. Individualized Bladder Retraining

This is for a resident who is able to learn‘ and retain new Jﬁformatlon and has the physical ability and
" desire to retrain the bladder to tieat incontinence. Each program will be md1v1dually set up based on the
resident’s needs and etrolo gy of i mcontmence ‘ :

| B. Pro‘mpted Voiding

-1. From an individualized schedule determmed by the Ie51dent’s 3 day voiding assessment or
2 From the facrhty schedule:
a. Upon rising from bed.
. b. Beforelaying down in bed. -
" ‘c.. Before leaving the floor for meals.
" d. Upon return to the floor from meals.
- *pon” is defined as within 30-60 minutes. .



- Title: UrinarlyAIncomihence Management‘ : g ‘ . ' ' - Number: N02-150
.o . . R Page 2 of 2

Scheduled Toileting . e
Residents. Who are unable to identify or communicate to staff regardmg toileting needs They will. be
' toﬂeted with hands on assistance from staff: : S

A. Based on an md1v1duahzed schedule determined by the re51dent’s 3 day V01d1ng assessment or.
B. From the facﬂlty schedule: :
1. Uponrising from bed.
2. Before laying down in bed.
3. Before leaving the floor for meals.
4. Upon return to the floor from meals. :
o *”Upo is défined as within 30-60 minutes.

Check and Change

Res1dents who are elther phy31ca11y unable to be toileted comfortably or Who are extremely agitated by the'
© toileting process. . These re31dents will be checked for Wetness changed and cleaned if wet on the following
schedule: .

_ A Based on an md1v1duahzed schedule determmed by the res1dent’s 3 day vo1dmg assessment or
 B. Fromthe facility schedule: :
a. Upon rising from bed.
b. Before laying dowri in bed.
c. Before leaving the floor for meals.
~ d. Upon return to the floor from meals. .
' *”Upo is deﬁned as W1thm 30-60 mmutes

Some residents may be on scheduled toﬂetmg durmg the day and on check and change at’ night, based on
md1v1dual resident assessment :

- H\POL-PROC\P-P02\N02-150.doc



. MN Veterans Home — Minneapolis
Urinary Incontinence Assessment

Goal: To define the type of urinary incontirience a résidentAhas and individualized interve;ntions;

RdmmﬁDma

. Assessment Type / Date

Outcome Comment

MSE s s

"BRADEN

Functional Status review orx
Case Mix Score

Post Void Residual

3 = Day Voiding Assessment

Type(s) of

Incontinence and Interventions

Check
Type (s)

~AHRQ.Inqontinence Types

Select Interventions

Transient "Acute

Further medlcal evaluatlon ~ see physrclan orderx
section .

Individualized bladder retralnlng to be evaluated /
treated by occupational therapy

Chronic Urge

ojg

The resident may be toileted at intervals
con51stent with their assessed voiding pattern
,utlllZlng the facrllty toileting protocols

Chronic'Strees

olooo

.The resident may be t01leted at intervals
consistent with their assessed voiding pattern
utilizing the facility toileting protocols .
Toileting dintervals may be up to three hours

Chrohic Overflow

olooo.

The resident may be toiléted at intervals

" consistent with their assessed voiding pattern
utilizing the facility toileting protocols
T01let1ng intervals may be up to three hours

Chronic Functional'

" Prompted voiding

Scheduled toileting

Check and Change Program

'T01let1ng 1ntervals “may be up to three hours

Intractable

DDDUQDDDDDDDD

Prompted voiding

Scheduled toileting .

Check and Change Program

T01let1ng 1ntervals may - be up to three hours

Date:

Resident:

MD/NP Signature:

. Medical Record # Unit:

" M16-15C

HA16\M16-59C.DOC

MVHO09/05
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- MN Veterans Home — Minneapolis
3 Day Voiding Assessment

Check resident every hour and mark;the appropriéte column(s)

BN

| pay 1 Date:
. Time

. Dry

- Wet

BM

Sef | sar

"Type of Assist

7AM

Toilet | Assisted

8 AM

9AM

10 AM

TAM

12 Noon

1PM

2PN

3PM

4 PM

5PM

6 PM

7 PM

8PM

8 PM

10 PM

11PM

. 12 Midnight

TAM

T 2AM

3AM. -

4AM .

5AM

- 6AM

Resident:

M03-332C
G:AMDH ResponseiM03-332C.DOC

Medical Record #

‘Room#

Page 1 of 3
MVHO05/05




.~ MN Veterans Homé — Minneapolis

" 3 Day Veiding Assessment

Check resident every zhcu- and mark the appr.opriate column(s) .

. ,A;«;,‘,hrDay 2 Date:

ime

Dry

Wet .

Self

'T_oilet

_ - Staff ) " Type of Assist
Assisted . v

7TAM’

8 AM

_9AM

10 AM

1AM,

12 Noon

1PM

"2PM

3PM

4PM

~5PM

. 6 PM.‘,

"7TPM

8PM

9PM

10 PM

T1PM

12 Midnight

1AM

2AM

3 AM

- 4AM

5 AM

6 AM

Resident: -

Medical Record #

M03-332C .
- G:\MDH Response\M03-332C.DOC

Roomi#

Page2 of 3
MVHO09/05




MN Ve’terans'Hor.n'e — Minneapolis
3 Day Voiding Assessment

Check resident every hour and mark the appropriate column(s)

[Day3Dbater__ 1 Dy | Wet | Seff | St

Type of Assist

Time - -. | Toilet | Assisted-
7 AM - ‘ ‘

8 AM

9 AM

.. 10 AM

11 AM"

12Noon .. ,

1PM

2PM-

- 3PM

APM -

5PM

5PM.

" 7PM

" 8PM

OPM

10 PM

“1PM

12 Midnight

TAM

2AM

. 3AM

4 AM

5 AM

6 AM

Reéident: . = N : ‘ Medical Record #

M03-332C .
G:\MDH Response\M03-332C.DOC

Room# : ‘

Page 3 of 3
MVH09/05
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