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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 

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

PROVIDER MN Veterans Home Minneapolis COUNTY Hennepin 

ADDRESS 5101 Minnehaha A venue· South, Minneapolis, Minnesota 5 541 7 

_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. 

Signed: __________________________ Date: _______ _ 

In accordance with Minnesota Stat. sect~on 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.la 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 inci< 
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 ongoing monitoring to 
ensure compliance with accident /injury rep9rting. 

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 residents in the sample 
with restraints. (#s 4, 9, 30 & 31). Findings include: 

A lap buddy restraint was being 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 
(ge~iatric 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 w~ 
7126105 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) 01 

revealed that the resident only walking a few steps in the bathroom. The RN stated that the resident shoulcl i..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 7/27105 (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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Based on observation and interview tlie 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 assistat_it 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. 

Resident #9 was observed the evening of7/26/05 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 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 him.self. 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 obs~rved on 7/26/05 from 4:30 PM until 7:501 
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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: At a 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 monitoring 
to ensure compliance of resident assessment with use of restraints. · 

TIME PERIOD FOR CORRECTION: Fourteen (14) days 

4. MN 4685 .0400 Subp. 2 I. 

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 
of27 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. 



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 6 of 42 

Orders to MN Veterans Home Minneapolis 

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 of27 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, i· 
54) did not rec~ive 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 7/27i05 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 of7/7/05 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 
pro~eeded 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 ofresident #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 h~r 
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 ~r 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 diagno~es 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 riot repositioned for over 2 hours. Resident # 13 had diagnoses thCl:t 
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 docUm.enting 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 2116105 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 rooin. 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 off er 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·concemed 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 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 ~ssistant 
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 esophagea1 
reflux. The nursing assistant assignment sheet indicated the resident was total care for grooming. · During 
observations ofbedtime 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 ofresidents (#52, #5, #50, #51, #53 and #2)) to shave on 7/29/05 at 9:45 AM revealed.thata14 

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 cleariing 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 t~tally 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, operiing packages ar 
eat. Observation of resident #36 on 7126105 at 8:30 AM the resident was in the dining room waiting for his brea1 
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:m 
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 7/27105 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: all personnel involved in the care of the resident ~ust use a comprehensive plan of care. 

SUGGESTED lVIETHOD 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 facility failed to revise the plan of care for 1 out 1 resident's in th 
a change of diet texture,(# 34 ). Finding~ 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 1 

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 wru 
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. 

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. 1 
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 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 l1 AM an( 
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 securr · ~vh<: 
left the desk area. The Director of medical records was interviewed 7/29/05 at 10:15 AM and stated that t.LJ.,.. ... e w, 
policy about leaving the medical records unsecured in the nurse stations. 

TO COMPLY: Space mustbe 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. 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 "c~eck 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 
#l 7'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 
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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 ofresident #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 

Resl.dent #11 was not repositioned, toileted for checked for incontinence every two horn's. 
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 of3 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. Upori 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 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 re.straint 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 5122100 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 confrrmed 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 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 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 ofresidents (#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 r~view 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 fmd 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 #33di.rring 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 ai 

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 sen 
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 foe 
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 of6 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 
ad.ministration 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 ~vening 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 ofthe.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 
ther~ 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 7/27105 at 2: 15 PM reported there were 67 current vacant shifts for nurses 
and HSTs o~ the schedule to be filled for the weeks 8/10/05 - 8/23/05. During the period of7/27-8/9/05 
there were 56 vacant shifts. 

C. Family Members reported insufficient 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 hm 
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 ~ily, 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 cone<: 
short staffing. The families reported that when staffmg concerns are raised they hear about future plans as solutil 

· 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 c·oncem that their loved one would be shortchanged b) 
staff working 16 hours in a row. The current growth of this practice appeared to be worrisome." The March m.j 

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 1 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 VI 

from the supplemental nursing service agencies (pools) and that mandated overtime and in-house volunteers. Tl 
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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: 

• 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. 

• Residents did not receive assistance with shaving. 

• Residents did not receive oral cares. 

• Residents did not receive assistance with nail care. 

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

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

• Residents did not receive assistance with eating in a mariner that enhanced their dignity. 

• 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 instnict all appropriate p~rsonnel 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 rout of27 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~ 
up". 

A review of the HST assignment sheet last updated as of7/22/05 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 1113/04 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 #3 3 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 need~d 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 wa.S ·a good idea. The manual 
(hand) Sara was totally unsafe for the resident and if used would definitely need another staff to assist. The 
HST indicated that the resident was neve~ 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 l.t... .. 
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 ~asy 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 of9 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 nnrsing 
department related to quality resident care, which was received fro~ 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 ofNursing ~ould 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 4?58.0520 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 ec;ich 
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 !26105 the 
nursing assistant who gave resident # 18 evening cares was interviewed. The nursing assistant confirmed 
that he did not give th~ 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 °"' ..__, 
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 increas~d 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 reside~t had not been receiving oral cares. 

Resident #20 was admitted to the facility on 5/22/00 Huntington's chorea, failure 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 ofNursing 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 monitoriilg. 

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

Based on observation, 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 #6asof1/10/05 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 kept 
clean and trimmed. 

SUGGESTED METHOD OF CORRECTION: The Director ofNursing 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. 

T~ 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 of24 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 #18 were not repositioned as directed by their care plans. 

A review of the cur.rent 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 eve1 J 

2 hours". 

During evening observations on 7 /26/05 from approximately 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 mterview 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 aclmowledged resident #12 was past due for repositioning and assisted the 
resident to bed~ 

Resident #13 had diagnoses that included Parkinson'~ 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 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 lmow 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 dilling_ 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 yofil 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 chap.ged 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. MNRule4658.0525 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 receiving 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 pressm 
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 51115105 until 6/28/05. Review ot ........ e rec 
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 record 
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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 frrst 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 
3122105 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 rimcus 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 7/27105 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 r_esident hydration compliance. 

TIME PERIOD FOR CORRECTION: One (1) day. 

16. MN Rule 465.8.0530 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 7126105 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 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:m 
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 \ 
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 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 fmdings. On the 
subsequent kitchen inspection on 7/27105 at 1: 15 PM the garbage containers were once again note_d to be 
coverless. The dietary manager stated that covers had been ordered. 

-During the initial kitchen tour on 7126105 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 starr 
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 interview the facility failed to thoroughly clean equipment used in the serving of 
food. Findings include: 

During the kitchen inspection on 7/27105 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 fmdings and requested staff to clean the steam 
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 dishes and utensils 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 of27 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 arid 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 directed 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 fmished 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 $e toilet. 

Resident #18's had blood on fmger 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 fmger 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 atray~ 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 fmger. 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 anil 

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 proced1Ires for s.tandard 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 
orie out of three buildings surveyed, Building #17. Findings include 

Duritig observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor ofbuilding 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 c~ 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 II 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 



HE-0123 9-03 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 7 of 42 

Orders to MN Veterans Home Minneapolis 

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 ofbuilding 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 Nlirsing 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 ( G 13) 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 comers 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 bums 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 
comer 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 comers. 

Resident room (213) had the thermostat pushed through the dry wall, bed #2's closet had 
areas to both sides of the door frame damaged exposing the. metal comer 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 comers 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 ofphysical 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 uns~fe 
furnishings would be for staff to take it out of service and notify 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. MN 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 of27 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 ofbowel and bladder. Wears incontinence pad at all times. Toilet/change q (every) 
2hrs and pm (as needed).". A review of the current plan of care of resident #7asof12/7/04 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 #10asof12/30/04 indicated, "Toilet/change q 2hrs and pm". 

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 resident 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. 

Re~ident #18 was observed on 7 /27 /05 at 12:45 PM sleeping at her assigned dining room table iri 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 c 
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 · 
determining 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, anQ. 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 # 1 7 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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happens so often that I don't feel real good about it. The night staff went home today without emptyingmy 
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. 

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. 

cc: 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 



TATE 
Office of Governor Tim Pawlenty 
130 State Capitol+ 75 Rev. Dr. Martin Luther King Jr. Boulevard+ Saint Paut 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.rnn.us An Equal Opportunity Employer 

Printed on recycled paper containing 15% post consumer material 



STATE OF MINNESOTA 
.VETERANS HOMES Bo.ARj::> . . 
·MINNESOTA VETERANS HO:ME-MlNNEAPOLIS 
5.101 MlNNEHAHAAVENUESoura 
MlNNEAPOLIS,. JYfiNNESOTA 55417-1699 
(6~2) 721-0600 

September 7, 2005 

Ms. Ellie Laumark, Unit Sup.ervisor 
Minll~~ota Department of Health . . 
Health Policy~ Information· and· Compliance Monito~ing· Division 
Licensing and Certification Program · 
1645 Energy Park Drive, Suite 3 00 

·St. Pau~ JVIN· 5510~-2970 
. . . 

· @.~ ~eapolis Veterans Home - Plap. of Correction 

J?ear ~- ~aumark, . 

Attached is the plan of correction f~r the Minnesota Departmept of Health surv~y that-was-­
condu.cted on July 26 - 29th, 2005 at the Minnesota Veterans Home -·Minneapolis. As the 
r~sult of the survey; the Minnesota Bo~d of Director's responded with an act~on plan that 
was deliberate arid decisive to respond to the .citations and make. significant changes in key 
personnel at the facility. · TheAdministrator yvas replaced by Stephen.Musser, Executive · 
Director and the Director ofNursing.~eplaC?ed by Piane Vaughn, RN. Iii addition, one 
Assistance Administrator and the quality m~ager were re~oved. . 

we believe. that the actions taken in the plan of correction demonstrate a thoughtful and 
. comprehensive approach to. corre~ting those items that require immediate attention and a .. 
longer range· plan for ensuring that there are systems in place to prope~ monitoring and 
cotnpliance_with Health Dep~ment standards. , 

We look forward to yotir return visit so we Qap.. demonstrate that we have corrected the 
·citations and installed procedures to. _ensurethat ongoj.ng compliance is met. . 

· . Sincerely, 

Equal Opportu:p.ity I Affirmative Action Employer 
lo4N Relay Service 1-800-627-3529 

f ( 



MN Veterans Home.- Minneapolis 
MOH s~rvey.Plan ·of Corre~tion 

.. ··July 2S-29~ 2005 . 

·Licensing· Violation 

1. 4658. 0110 INCIDENT AND ACCIDENT REPORTING. 

All persons.providing services in _a nursing 
home must rep0rt any accident or·injury.to a 
resident, and the nursing home must· immediately 
complete a detailed inciderit report of the 
accident or injury and the. action taken after 

. learning of the acciden't o:r; in:j ury. 

IR not . 9ompleted on #34 .. 

Plan ·pf Correction 

The inc~dent ~eport has 
been· completed on 

· resident #34. The RNM · 
has received·a review of 
the expectations of 
.Incident reporting 
pr<?ced\lres~ 

To 'improve monitoring of 
incident repo.rts, an 
electronic incident 

"' report is being initi.ated · 
-through. the clinical 
software program: ·This 
~llows for "real time" 
m~nitoring of incident 
r.eports. 

Incident reports will be 
contin~ed'to be.traqked 
and -trended on an on­
going basis. 

I 
I 

! 
i 

'I 

I ,. 

Abbreviation legend: 
'' HNM: Registered Nurse Manager 

IDT: Interdisciplinary Team 
PCN: Position Control Number · 

.. RTF: Reque~t. to Fill form 

-Goal Date 

8/8/05 

Electronic IR. 
ini t,iated · 

9/1/05· 

9/1/05 

Pe;i:son(s) 
Resp9nsible 

RNM 2N 

Assistant 
Administrator. 

of Resident 
Life services 

Direct9r of 
Nursing 

FolloW-1:1P 

See 
attachments: 

la 
(Incident 
Repo_rt) 

lb 
(Incident 
R~port 

procedure) 

le 
(Sample of 
electronic 
incident 
repo~t 

tracking list} 



Licensing Violation 

2. 465~. 0300 .USE .OF RESTRAINTS 

.~ubp. 4. Decision to apply r~straint. 

'The decision ~o apply a rest~~i~t must be based 
on the compreh~ns-ive resfdent assessment.· The 
least restrictive restraint ·must be.used and 
incorporated into the comprehensive p~an of 
care. The. comprehensive plan of care ·must 
allow for progressive· removal or the 
progressive use of l~ss restrictive means. A 
nursing home must obtain an informed consent 
for' a resident pl~ced in a physical ·or chemical 
restr.aint. A physician-' s . order ·must l?e 
·obtained for a physical or chemical restraint 
which specifies the. duration and circumstances 
under which the restraint is 1;.o be used,. 
including the monitoring interval. Nothing ·in· 
this part requires a resiqent to be awakened 
during'the resident's normal sleeping.hours' 
s.trictly ·for . t.he purpose' of releasing 
restraints. 

Lap Buddies.without;. doctor's orqers - residents 
#'s 4,9,30, 31, 18, 19 

No ass~sstnent of least restrictiv.e device 

·14 days 

Plan of Co.rrection 

. Those residents noted.in 
the survey.requiring 
documentation; 
~eassessment~ ·and/or.a 
pl~n f o~· reduction were 
brought to the individual 
resident's clinical 
rounds (IDT) team for 
reassessment. 

The soci~l workers and 
be9avioral analysts 
performed .a complete 
house audit of all 
devices·to assure that 
r~quired.docume~tation is 
present. 

The audits . .wer~ reviewed 
by the Clinical Rounds 
(~nterdisciplinary Team.­
IDT) . Reviews and 
reassessments were 
comple~ed pS indic~ted. 

To continue a restraint 
redu9tion process the · 
Resident Safety Workgroup 
will add restraint rounds : 
to its proce~s .to ensu~e 
reduction is occurring 
throughout the facility. 
Resident Safety p~ocesses 
~ere reviewed arid 
updated. 

on-goipg education re:· 
"restraint proper 
environments'1 will be· 
devel~ped through this 
rounds team. Ari 
educati9nal event is 
scheduled for 
9/14 and 15/05. 

·Goal Date 

·9/2/os . 
. ) 

8/~5-30/05 

8/31/05.to 
9/?/05 

9/.2/05. 

9 /14 & 15./ 05 

.... 

Person (s) 
Responsible 

Director of 
Nursing 

:Follo_w-up 

See 
att~qhm~nts: 

~t2a 
(Team 

instr~1ctiq~~) 

#2b 
(Device audit) 

#2c 
(Team 

instructions 
for 

reassessment;.) 

·------------· 



Licensing Violation 

3. 4.65S. 0.300 USE OF RESTRAINTS 

Subp. 5 c. Physical restraints·~ 

At a minimum, for a resident placed in a 
physical restraint, a nursing 'home must ·also: 

C. 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; and 

Repositioning ....; residents not repositioned for 
greater than 3 hours #4, 11., 9, 18 

14 days . 

Plan of Correction 

Unit by unit education 
was- ·given'to.ensure the 

. expectatio:ri. that all . 
residents ar~ provided.an 
opportunity··for motion, 
exercise, and. 
elimination for not less 
than ten minutes during 
each two-hour pe.riod . in 
which a restraint is. 
em~loyed·. 

Monitors (Internal 
surveyors) are in place 
t9 observe this occurs 

·and intervene to· 
eliminate the .barrier~ 
when this is challenged. 

I 
··I 
. I 

I 
I 
I 

f 

Goal Date 

9/2/05 

Person (s) 
~~sponf?ible 

Director of 
Nursing 

Follow-up 

.See also 
Licensing 

violation#.' 
10-2 



Licensing Violation 

4·. 4658. 0400 Subp 2I Dental 

subp. 2. Info+Illation. gathered. The 
comprehensive resident assessment.must include 
at i·east the followi~g infor~at:Lon: 

I. dental condition;' 

14 days 

Pian of Correction· 

We respectfully disagree 
with this citation as the. 
existing ·system does meet 
·the· regulatory.· 
requ1rements .· The 
resident~ .in the survey 
sample'.had an initial 
oral exam by Appletree 
Dental.·. ' 

An. excel fil.e exists that 
tracks resident dental 
visits. 

To continuously improve 
service, the exist1ng 
policy was mo.dif ied. 

,-· 

·Goal Date 

9/2/05 

Person (s). 
Responsib1:e 

Director of 
Health 

Information 
Management 

Follow-up 

See 
attachments. #4 

a and #4b 
·(oral exam 

forms) 

#4c 
(scheduling 

procedures -
changes 
circled) 

#4d 
(existing 
Dental 

Services 
Protocol) 

#4e .Dental 
Director 
Program 



Licensing Violation 

5. 4658 .·04.05 Subp 1 Faiiure to devel:op care· 

.Plans " 

. S~bpart 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 impa.irments in 
function·a1 c.apacit;.y. A nursing assessment 
conducted according ·to Minnesot .. a 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 tq develop, review, and 
revise the resident's comprehensive plan.of 
ca~e.as defined in part 4658.0405. 

No.smoking assessment #35 
Ge~eral·lack of a~sessm~nt #20, 27 

20 days 

·Plan of Correction 

Individual resident 
a~:;ses.sments .have been 
comple'ted. 

.. ' Met with th~ IDT 
department managers and 
reviewed the 
documentatimi ·po~icy -
which remains compliant 
with the regulations. 

IDT departments are 
reviewing the expect?-tion 
with their staff . 

On-going surveillance. for 
. timelin.es·s of .assessment 
and fo'r re-assessments is 
instituted .. 

Goal Date 

9/a/os· 

Person (s)· 
Responsible 

Director o:E 
Nur~ing 

and· 
Ass.fstant 

Administrator 
of ·Resident 

Life s·ervices 

Quality 
Manager 

Follow,.. up 

See attachlJle.nt · 
#Sa 

(meeting 
minutes) . 

#Sb (related 
policies) 



Licensing Violation 

6. 4658.0405' COMP~EHENSIVE PLAN OF CARE. 

Subp. 3 .: Us.e. A comprehensive plan .of. c:::are 
must b.e ·used by all: personnel involved in the 
care 6f the +esident. 

Toileting 
Repositionin.g 
Oral care 
I&O 

Residents: 2 O, 17, . 11, 13, 12, 7, 10 ,. 6 

14 days 

'Plan ·ot· Correction 

The plan of 9are .and HST­
worksheets · were r.eviewed 
for.cbmpleteness on the 
noted residents. 

Educational review and 
enforcement · with HST'.s. 
and st~:ff ·m,1rses 

HST s~eets are care plan 
based 

On-going sµrveillance t'or 
timeliness·of assessment 
and for re-assessments is 
instituted. · _,.., 

Goal ·nate · I · Person ( s) 
Responsible· 

9/2/05 Directo.r of 
Nursing 

Qual~ty 
Manager 

Follow-up 



Licensing.Violation 

7. 4658. 0405 COMPREHENSIVE PLAN OF CARE .• 
Subp. 4. Revision. A comprehensive plan of 

····care must be reviewed and revised by an: 
. interdiscipl.inary team that includes the 
'attending physician,· a registered nurse with. 
responsibility for.t~e resident, and.othe~ 
approp~iate staff in ··disciplines as determined 
by the resident'~ needs, and, to the extent 
·practicable, with the participation of the 
resident, . the resi,dent" • s legal guardian .or 

·chosen.representative at least quarterly and 
within seven days of the revision af the 
comprehensive resident assessment required by· 
part 4658. 0400, .subpart 3., item B. · 

Not :t;evfsed re~ident #34 
diet change - ) 

14 days 

(thickened liquid 

Plan of Correction 

IDT review of :individual 
resident.case. 

Review and· ·enforcement of 
IDT. re.sponsibili.ties to 
update care.plan as 
.orders are obtained. 

Goal Date 

9/2/05 

Person(s) 
Responsible 

· Director of 
Nursin,g 

Assistant 
·Administrator · 

I . 

of Re-sident. 
Life Service 

/: 

Follow-up 

See 
a.t:tac4ments # 

5b 
(documentation· 

policy) . 



---
Licensing Violation Plan of Correction. Goal Date Person (f3) Follow-up · 

Responsible . 

8."~658.0470 Subp 2 
: The· charts r~oks ._at . Director . of · Completed 

4658.0470 RETENTION, .s~o~~GE, ~RETRIEVAL. 
"building 6 nu.rsing. 8/26/05 ·Health 

.stations. have been Information 

Subp. 2 ~ · St~rage. . Space must be. provided for relocated to the charting · Management 

the safe and confideritial storage of residents' 
room whic:q. has a locked •, 

clip.ical. recor¢l_s. . Recor.ds .of · current . door. IDT members will 

residents must be ~·tared. on site . have key acc~ss .. 

. 7 days : 

. 
·. 

I 

.. 

' 

.. . . 

.. 

r 

... 



Licensing Violation 

·9·.4658. a·sos subp 1 comprehensive care plan 
carried:out 

14 days 

Plan of Correction 

Unit py unit on all shift 
equcation.was given to 
review the basic .methods 
of care plan 
implementation involving. 
·HST duties. · 

The dai~y HST sheets are 
car~ plan based. RNMs 
reviewed them·ior 
completeness. 

Goal Date 

9/2/05. 

Person (s) 
Resp_orisil;>le 

D"irector.of 
Nu~.sing 

Follow-up 

Completed 



Licensing Violation 

·10. 46.SS. 0510 sp 1: ·S~affing .requirements·. 

.]\. nurs.ing.home must have on duty.at all times a 
sufficient numbe~ .of qualified nursing 
personnel, including registered nurses, 
lic.ensed practical nurses,· ar:id. nursing 
assistants to meet the needs of the residents 
at all nurses' stations., on all floors., and in 
all buildings if more thar1: one building is ~ 
invq~ved. ·. Thi.s includes rel:i,ef duty, weekenqs, 
and vacation replacements. 

14 days 

staffing ~eeds: through int.erviews and 
observations-, ·staff were unable to meet 
res'iQ.ent. needs; toile.ting, repositioning, 
shaving, nail care and nourishments not being 
passed. 

Plan of Correction 

Major administr~tive 
.changes .were maqe. The 
administrator, ~ssistant 
administrator of resident 
-.clinical seryices ,· · 
Director of .Nursing, and 
.Quality Manager ha:v·e 
separated employment .. 

An interim administrator 
·and interim DON. are .'1.n 
place. 

Initially 4 HST shifts 
were added t0 building 6; 
o~ 8/26/05 14 shifts of 
HST's per 24 hours was 
added.within the.nursing 

.home care. units .. 

Meeting was held with 
temporary agency yendors 

.to improve avai~ability 
... and continui t.y of care 

givers on 8/3.1/05 ... 

Priority of replacing 
.shift v~cancies is: 
·vol~nteer~ 'for extra 
hours, temporary_age~cy, 
and as a last resort -

·mandation. 

,, 
1 The system of RTF' s ~nd. 

PCN was reviewed and the 
pr~cess lmprov~d to 
decrease the time· a 

. vacancy . .is operi. 

A.bsenteeism polici.es· are 
being ~nforced. 

we· are continuing to 
refine· staffing patterns 
I distribution.of ~taf~ 

Goal Date 

8/30/05 

8/29 and· 
30/05 

.8/26/05 

8/31/05 

8/22/0.5 

9/2/05 

Qn;..going 

On-going 

·person(s) 
Res.pc;msible 

Administrator 
, Director of. 
:Nursing, and 
Director of '' 

Human 
Resources 

\ 

·Follow-up 



Licensing Viol.ation 

··10-2. 4658.0520 ADEQU:A~E AND PROPER NURSING 
·cARE. 

-Subp~ 2.A. Criteria for determining adequate 
and pr~per care. .. 

The criteria for determining adequate and 
proper care include: 

A. Evidence of adequate care and kind and 
considerate treatment at all times·. Privacy 

... must be respect.ed and safeguarded. 

~4 days 

Toiletfng, mech,anical lift transfers,· oral· 
hygiene, repositioning, and cl·ean ·clothing. 

Plan of Correction 

Nursing car.e,standards 
were. review~d. .Unit by 
unit - al.l shift 
inservic±ng was done to 
review expectati~ns·of 
~are and ·resident 
treatment. 

A care audit wa~ designed 
and is used on·every 

:I shift to ensure cares are 
being delivereq. 

Iritermittent monitors are 
scheduled to assure cares 
are being deli~ered 
properly and with 
re~pect. 

A comprehensive inservice 
is being destgned by 
social services for use . 

. in additional HST 
training and to replace. 
current general 
orientation education on 
re.sident dignity and 
respectful treatment. 

HST orientation 
competency processes are 
:Peing revised .. 

Current HST's will go 
through re·-comp~t.ency 
~~sting over the next two 
quarters. 

Leadership training .for. 
licensed nurse.s will be 
presented within the next 
2 quar~ers. 

Goal Date.· 

9/2/05 

9/2/05 

Started 
8/30/05 

10/1/05 

10/1/05 

1/1/06 

1/1/06 

Person(s) 
Re~ponSible 

Director of 
1-Jursing 

Follo.w-u~ 

·.see 
attachments 

10-2a 
(standards) 

l0-2b 
(audit) 

10--2c 
(monitor 
packet) 



Licensing Violation 

11. :4658.0520 ADEQUATE AND PROPER NURSING 
CARE.· Subp 2 D 

D. Assistance with or supervision· of shaving 
·of all. residents as 'necessary to keep them 
clean and we11-groot:ned. 

14 days 

12. 4 6 5 8 •· 0 52 0 ADEQUATE AND PROPER NURSING CARE. 
Subp 2 .. E 

~-· .Assistance as needed \o?'ith oral hygiene to 
keep the mouth, 'teet~.' or dentures clean. 
Measures must be used to prevent dry, cracked 
lips. 

14 days 

13. 4658.0520 ADEQUATE AND PROPER NURSING CARE. 
Subp 2F 

F. Proper care and attention t.o hands and 
feet. Fingernails· and. toenails must be kept 
clean and trimmed. 

14 days 

Plan of Correction 

·see #10-2 .above 

$ee .#~0-2 above 

See #10-2 above 

Goal Date 

9/2/0.5 

9/2/05 

9/2/05 

Person(s) 
Responsible 

Director· of 
Nursing 

I,.-·--· 

Director of 
Nursing 

Director of 
.Nursing 

Follow-up 



Licensing· Violation 

·14. 4658.0525 REHABILI~ATION NURSING· CARE. 

~ubp. 4. Posi~ioning~ Residents m~st be 
positioned in good body alignment. The 
position: of resid~nts unable to change their · 
own position must be chang~d at least ~very two -

· hour.s, . including periods of time aft.er the· 
res.:j:dent has been put to bed for the night, 
unless the p4ysician has documented that 
repo~itioning every two hours.during this time 

·period. is .unnecessary or the physician has 
ordered a ¢1.ifferent interval . 

... 14 days 

Residents # 6, 7, 12, 18 

Plan of Correction· 

See #10-·~ above 

Th~ individual residents 
noted in the survey 
sample hav~ been reviewed 

.by the. nurse manager~ 

Goal Date 

9/2/05 

Person(s) 
.Responsible 

Director of 
Nursing 

. Fopow-up 



Licensing Violation 

15. 4658.0525 REHABILITATION·NURSING' CARE. 

Subp. 9. Hydration. Res'idents must be offered 
and rec~i ve ~dequate wate~ and othe·r fluids· to 
maintain.proper.hydration and health, unless 
fluids are restrict~d·. 

No I & 0 
No cups provided with water pitcher$ 

Residents # 34, 20, 19 

1 day 

Plan of Correction 

·Tll.e individual residents 
. noted iii° t.he. ·~urvey were 
revlewed by the.RNM. 
Thes~. situations are 
remedied .. 

·An iriterdisc;:iplinary team 
including Speech Therapy 
Nursing, Medical · ·· 

· Dire.ctor, and Dietitians· 
met tb review the 
hy~ration procedures. 

The f.ollowing .. dedsions 
were mad·e : 

The current water passing 
procedure will be 
contin~ed and the ~M arid 
OD's are accountable to 
enforc.e that it is 
followed. 

See also # 17 

Goal ·nate 

8/24/05 

Person (s) 
Responsible 

Director of 
Nursing 

Fallo~-up 

~ 



·Licensing Violation 

16. 4658.0530 ASSISTANCE WITH EATING. 

Subpart 1. Nursing personnel-. Nu:rsirig 
personnel must determine that.residents are 
.served diets as prescriped. ·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 m~intains or 
e'nhances. each resident '.S dignity and respect. I 

Adaptive self-help devices must be provided.to.· 
contribute to the res~dent's independence in 
eating. E:o.od .and fluid intake of res.idents 
must be observed and deviations from .. normal 
reported to the nurse responsible for the 
resident's care during the·work period the ' 
observation of a deviation was made. 

Persi~tent unresolved problems must be reported 
to the attending physician. 

7 :days 

Staff st·anding while feeding resideD:ts 
Staf~ not assisting with feeding resideD:ts 
Resident# 10 '· 36 

Plan.of Correction 

See.also #10-2 

A Meal Assistance ·progratµ 
was developed. to increase 
t~e assistance available 
to the residents. 

A paging system was 
developed to:page for 
additionab assistance if 
an individuai. units 
mealtime is challenged. 

·rt was reviewed with 
staff regarding proper 
feeding assistance (e~g. 
do not stand while . 
assisting a resident'with 
feeding.) 

Long-term Plans: 

Tray-line meal .service is· ... 
being changed .to buffet 
style dining ·af.ter the 
dining rooms are 
renovated. There are 
funds encumbered for the 
required construction . 
r_equired. Wh~n '--
completed, this· will 
allow greater flexibility 
in schedule meals and · 

.. ·.setting up uriit routines 
as compared to the tray 
line system. 

·Goal· Date 

8/2f}./ 05 

9/9/05 

Summer 2006 

Person(s) 
Responsible 

Director of 
Nursing 

·Dir.ector of. 
Di?tary 

Administrator 

Follow...:up 



Licensing Violation 

17. Subpart 3 .· Risk o.f CJ:o~ing 

A resident identified -in the comprehensive 
·r~sident assessme~t, and as addressed in the 
comprehensive plan of c~~e, as b~ing at· ·risk of 
choking on food must pe continuously mon~tored 
by nursing. personnel 'when the resident is 

· e·atiiig so that timely emergency intervention 
can occur if necessary.· 

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

7 days 

.~lan of Correction 

An interdisciplinary team 
includ~ng·Spe~ch Therapy 
.N'ur.sing, ·Medical 
Directci~, and Dietitians 
met to review the 
,hydration pro.c~dures~ 

An imp~oved .system for 
identification of 

.. ,. resid7nt~ who· require 
· .. thickened liquids was 
; design.'ed.· · · 

The Resident. Dining and 
Nutrition Committee. will 
be revitalized.to address 
on-going issues. related 
to. nutrition and 
hy~ratio;n. 

Residents with thickened 
liquids will.have this 
·n~ted on the individual 
resident guid~.in the.~ 
in ·additional to the 
e~istin~ diet order· 
locations·. 

Goal Date 

8/.26/05 and 
8/31/05 

Designed 
·8/31/05~ tc;:> 

be · 
implemented 
by 10/1/05. 

8/31/05 

9/9/05 

Person(~) 

Responsible 

Director of 
Nursing, 

piiect.or of 
Rehab and 

Dire.ctor of 
D~e~ary 

Follow-up 

. 
See attachment' 

17.-a 
(Thick~ned 

Liqui'ds 
proc.edti.re) 



Licensing Violation 

1a .. MN.4.658.0610 Subp 7 

Sanitary.conditions. 

.Sanitary procedures and conditions must be 
rriaintaiJ:1:ed in the operation· of the .dietary 
department at all times. 

1 ·day. 

Based on observations and interview, the 
·~aciiity f~iled to maintain ~~nitary condition~ 
~t all times in the kitchen .. The ·findings 
include: 3 garbage containers without lids. 
Also, a hand scoop was stored i~side a sugar 
bin. 

-------
Plan of Correction 

Immediate ·C~rr~ction: 

Garbage can lids ~ere 
:or~ere4, please see 
attached invoice. An in­
servi_qe was ·given on 8-4-
o~ and 8-10~05. Please 
see attachments. 

Long term correction: 

A sanitation rounds 
checklist was developed 
and ·will be completed. 
monthly by a dietitian. 
Immedi~te correction will 
follow for any areas-of 
conce~n. Please see the 
attached checklist. 

Goal Date 

8/20/05 

. Person (s) 
Responsible 

Director of 
Dietary 

FoJ_low-up 



Licensing Violation 

l~. 4658.0670 ~ubp 2 

Sanitization; storage. 

All utensils and.equipment must pe ~~oroughly 
cleaned, and food-contact surfaces of utepsils 
and equipment must be given sanitization 
treatment and must·be stored· in such a manner 
as to be protected ~rom contamination.· Cleaned 
and sanitized equipment and utensils. must be 
~andled. in a way that· protects them from 
contamination. 

Based on observat~ons and 'interview.the 
facility failed to thoroughly clean equipment 
used in the serving of food. Findings include: 
the under. part of the shel ve's over the steam 
tables. and prep·area was found to be soiled 
w,tth food debris .. 

l day 

Plan.of Correction 

Tag #46.58.06.70 Subp. 2 

Immediate correction: 

A staff member was 
ord~red to clean the area 
and was checked by the 
Pietary 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 sanitation rounds 
checklist:was developed 
and will be' c.ompleted 
monthly _by a dietitian. 
·immed.iate correction wi11 · 
follow· for .any areas of· 
coµcern. Please see· the 
attached ch~cklist. 

Goal Date 

'B/20/05 

Person (s) 
Responsibie 

Director of 
. Dietary 

··Follow-up 



Lic~nsing Violation 

20. 465~.0675.Subp 7 

465a.0675 MECHANICAL CLEANING AND SANITIZING. 
. S~bpart : 7 Air dcying •. . · Di shes 
and utensils must be air dried before being 
stored or must be stored. in a s·elf-draining 
position. Properly racked .sanitized dis.hes and 
utensils may complete air drying in proper 
storage places, if availabi'e. 

Based on observa.tions and ipterview, the 
~aciiity failed to air~dry pans after . 
sanitizing and prior to storing.them in the 
cupboard. Findings include: baking pans were 
observed to. be stored w~t in the cupboard. 

7 days 

Plan of Correction 

--.Tag #4658 .·067'5 .Subp. 7 

Immediate correction: 

All. wet pans· were 
. removed,· ~ent th;rough .t:µe. 
dishmachipe·and p~operly 
air-dr~ed before putting 
away. An. in-se~vice was 
given on 8~4-05 and 8-10~ 
05·. Pleas~ see 
attachments. 

Long ter;m correction: 

A sanitation rounds 
checklist was develop~d 
and.will be completed 
monthly.by a dietitian. 
Immediate correction will' 
follow· for any areas of 
concern. Please see the 
attached checklist. 

Goal Date 

8/26/05 

Person (s)· 
Responsible 

Dir~ctor of 
Dietary 

Follow-tip 



Licensing Violation 

21. ·4658.0720 PROVIDING DAILY ORAL CARE. 

Subpart 1. · Daily oral care pla~ •. A nursing 
home· must est.ablish a daily· oral care plan for 
each resident consistent with the result~ of 
the comprehensive resident assessment~ 

B .. A nu~sing home must prov~de a resident .with 
the suppli~s and.assistance necessary to carry 
out the resident's daily. oral care ·plan. . The · 
suppl·ies "!llust include at a m_inimum: 
toothbrushes, fluoride toothpaste, mouth 
rinses, dental floss, denture cups, den~ure 
brushes, denture. cleaning products, and 
denture i:i.dhesi v:~ produc.ts. 

Not provid.ed for resident # 19, 20., 18,· 12, 15 

14 days 

22~ 4658.0725 PROVIDI'NG ROUTINE AND·EMERG~NCY 
ORAL HEALTH SERVICES. 

Subpart 1. Rou~ine dental services. A nursing 
home must provide, or ·obtain from an out.si'de · 
resource, routine dental ~ervices to meet the 
needs of each resident. Routine dental· 
services include 'dental ~xaminations and 
cleanings·, fillings and crowns, root canals, 
periodontal ·care; or~l surgery, bridges and 
~emovable dentures, orthodontic procedures, and 
adjunctive. service's that· are provided for · 
similar denta~ patients· in the community at 
large, as .limited by third party ·reimburs.ement 
po3:-icies. 

N0t done on all residents 
30 days 

Plan of· Correction 

The individual. residents 
noted.in the survey have 
been reviewed· and 
supplied. are provide·d. 

See.also #10-2 

We re~pectfully disagree 
with this citatiori.as the 
existing .system does meet 
the regulation · 
requirem~nts. We 
apologi z·e· that the . surv~y 
team was not made aware 
of th:e e:Xisting syste~ 
and tracking. 

The residents in the 
survey sample had an 
initial oral exam by 
Appletree '.Dental. An 
excel file exi.sts that 
tracks resident dental. 
vis·its. 

To continuously improve 
s.ervice, the existing 
policy· was.' modified. 

Goal Date 

9/2/05 

9./2/05 

Perf:?on°(s) 
Responsible 

Director of 
Nursing 

Director of 
Health 

Information 
Managemen~ 

and Di"rector 
of Nur~in~r 

.Follow-up 

See 
atta.chmerits. #4 

a· and #4b 
(oral exam 

forms) 

#4c 
{ s cheduli~g 

procedures -
changes 
circled) 

#4d 
(existing 
Dental 

Services 
Protocol} 

#4e Dental 
Director 
Program 



Licensing Violation 

23 •. 4658. 0800 INFECTION CONTROL. 
Subp. 3. S~aff. assistance with infection 
con~rol. Perso.nn~l. must be as~igned. to assis.t 
with the infection control program, based on 
the needs ·of .the resfdents and nu~sing home, to 
implement the policies and procedures·of the 
infection control program.· 

No timeframe listed 

'# 15 gloves not.changed from di~ty to clean 

# 11 incontinent pad on floor 

Plan of Correction 

A han4out was designed to 
review proper .glove use 
and included ~n the 

. education· noted in #10-2·. 

Goal Date 

9/2/05 

Person(s) 
·Responsible 

Director of 
Nursing 

Follow-up· 

See 
attachments 

10-2a 
( s tanda.rds) , 

10-2b 
(audit) 

and #23a 
(Glove use 
hanc;l.out) 



Licensing Violation 

24. 4658.1340·MEDICINE· CABl:l'.fET·AND PREP~RATION 

'AREA. 

:~ubpart 1. 'Storage of ·drugs. A. nursing home 
must store all drugs in locked compartments 
under proper temperat,ure controls, . and~ _permit 
only authorized nursing personnel to have 
access to the keys. 

Subp. 2 . Storage of Schedule II drugs·. A 
nursing home must provide '..separately locked · 

·'compartments I permanently affixed. to the 
·plJ,ysical plant or medication cart. fo·r· storage 
of .controlled drugs listed in Minnesota 
Statu~ei;;, se.ction 152 .· 02, subdivision .3 . 

l day 

Unlocked med carts bldg .17, 2nd and 3'rd 

25. 4~.58~1345 LABELING' OF DRUGS. 

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

14 days, 

Unlabeled meds 2nd fl bld.g 17 

/' 

?lan· of Correction 

Current policy requires 
the securing·of·the 
medication carts 
includi~g the double 
lockin$ of narcotics. 

To enforce the policy and· 
monitor medication I 
treatment cart 
compliance, a routine 

. .. audit wil 1 be done l?Y the 
·pharmacy.' Rando~ audits 
will be done by the 
Quality Manager, Officers 
of the Day, and.RNM's. 

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

Goal Date 

' .8./24/05 

. 9/2/05 

Person (s) 
R~sponsible 

Di:r;ector of 
Nursing 

Director of 
Pharmacy 

Director of 
Pharmacy 

Follow-up 

See attaahment 
#24a 

(audit) 



Licensing Violation 

26. ·4950·.1415 subp 2 

~658· •. 14is PLANT HOUSEKEEPING, OPERATION, AND 

MAINTENANCE. 

Subp. 2. ·Physical pl~nt. The physical plant, 
including. walls, floors·, ceilings, all 
furnishings, systems., and· equipment must· be 
kept in a continuou.s state of good repair. and 
operation with regard to the health, comfort, 
safety, and· well-being of t_he residents · · 
according to.a written routine .. maintenance and 
repair program. 

30 days 

'BUILDING 6 4658.1415 
G-13 bathro.oms 

Bsnit·. Corridor & area near doorways· 

Smoke RM G24 

Dining RMS.332 & 312 (include.all dining rooms 
an·d overflow areas) 

Din~ng RM· 332 

Plan of Correction 

See individual items 
listed below~ 

.Daily rou~ds are be,ing 
conducted:-· 

No call light system. 
1. Get ·quotes f~om 
vendor & install 

Build up of dust, debris 
and wax. 
1. Clean corridor 
Brown stains 'on walis, 
windows; ceili~g tiles .& 

air ducts. Burns on 
floo~,· cha~rs and 
tabletops. 
* See over~ll plan ·for 
both.lounges. 
Stained & soiled ~haiis. 

2. Redistribute·good .. 
c;hai-rs. 

3. Recover. or replace? 
. Minncor 

Dents &~chips in window 
f'rame.s exposing metal 
corner bead. 

Goal Date 

See 
individual 

· i terns below 

. 9/17 

8/26 

10/7 

8/26 

.9 I 3.o-

· Pers.on ( s) 
-Responsible: 

Physical 
Plant Manager .. 

Maint. Sup 

. Hskp 

Chief Eng 

Hskp 
Hskp 

Project Mgr 

.Maint Sup'. 

Follow-up 

-9/2/ Quote .to 
arrive Can be 
in~talJ.ed 10 
days after 
ap:1~oval. 

Done 

Ccintracts for 
work being 

obl:i:gated.and 
work on both· 

'smoking 1 oi.mge 
Bldg. 9 & 17. 

Recover. 
s.e·ats/backs 

Con·J:.act 
obligated 



Licensing Violation Plan of Correction Goal Date Person (s). Follow-up 
Responsib.le 

Tups had ·rubper b~mpers .9/27 In progress 
2nd &. 3rd FL tub rooms 

repaired with·tape that 
was f..~o~e l.eaving .. Maint Sup 

: 

,, residue·. : 

1 .. Repair ·bumpers w/ 
adhesive · 
Damaged walls and 

... 9/27 In progress 
2nd FL ·Kitchenette 

corners on.l~minate . ·Maint Sup .. 
: . 1. Repair sheetrock & .. 

I 

.. paint. 
2. R~pair or replace 

laminate. .. 
9/27. Maint Sup In progress Resident RJ:1 ~13 namaged·door.frame . 

w /~xpos~d metal. corner .. : 

· beading 
i.· Repair sheetrock 

I 2'. Paint 
3. ·Ins tal'l corner 

protectors . : .. 

BUILDING 17 
Tub Rooms all floors . Dust & debris under ·*Status: 

.. tubs . . 8/3o. Hskp. 4th floor done 
1. Clean all tub rooms 3rd flo1::>i: done 

.. 1 011 2nd floor 
I 

done . 
3-North Tub Room Rep~ir all broken, crack 9/17 

. __:__ 

Maint Sup In progress 
& chipped wall tiles in 
s·hower & toilet rm ... 

3-South Tub Room 9/17 
-

'Repair broken tiles in Maint Sup In progress 
shower. . . 

2-North.Tub Roo'm Repair ·crack 'corner on. '9/1 . Ma.int sup· Done. 
~all/base. 

2-South Tub Room Replace ti~e baseboard. 8/30 Maint ·sup 

_Hall areas near RMS' 439,247,286 &'bathroom of Detached.vinyl that has 9/17 P~oj .ect Mgr In progress 
RM 247 ·cur led up around the 

walls forming a .. 

baseboard. : 

Smoki~g area Tar s·tains on· walls; · ,.9/17 In progr~ss 
win~ows ~ ceilings. Chi~f Eng ; 

'. 
Damaged/pnsaf e 

. . 
: 

furniture. 
* Bee overall plan for 

i 

c9rrection 
.. 



L~censing·violation 

Resident RM 367 

Resident RM 288 

Main dining·RM 

465Sl4ll0 Safety issue .. 

MSFC 703 .. 1 
Repair damage~or seal opening to fir~~~esistive 
co~struction with approved· materials and 
methods. · 

.MSFC· 304 .• 1 

Remove combusti~le materi~l f~om dryers and 
vent· pipes. 

Plan of Correction 

Damaged walls ·by windows. 
exposed metal .beading. ' 
Strong urine·odor 
throughout room into 
hall.· 
Brown.stains on 
suspended ceiling tiles. 

Lack of non-slip strips 
on f Ioor in shower 
Review all. showe·rs in 
DOMS~ THP for loose or 
nd s~rips :·R~place 
immediate+y 
Incorporate this into· 
Environme~tal.and 

Nursing Rounds 

Bldg· 6 ,·9: Repair ·wall 
penet.rations from· win~s 
and pipes throughout the 
buqdings 
~. Seal ~enetrations 
2. Pol~cy to manage 

construct projects 

· ·Remove al 1 1 int and 
combustibles from ·behind 
t~e dryers and clean 
vent piping from dryers 
'in buil.ding .17 . 
1. C.lean' duct'ing 
2. · Install new access 

panel for future 
inspections· & · 

cleaning 
3. Write. a PM to 

Ar~hibus. 

Goal Date 

9/17 

9/17 

8/31 

9/27 

8/31/05 

8/31/0., 

Person (s) 
Responsible 

Maint;· Sup 

Hskp 

Maint ?up 

Maint Sup 

Nursing and 
Envirofi-. 
mental. 

services 

Chief Eng 
Maint Sup 

Pla;r}.~ !'1gr 

C4ief Eng 
. ., Chief Eng 

Chief ·Eng 

Follow-up 

9 / l. .Ready for 
painting 

. In progress 

Completed 
.8/31/05 

Work.In­
process 

Replace all° · 
loose and 
missing strips 
immediately or 
after 
regrouting has 
occur.red 

Repa~rs 1ooi1> 
comple~e 

Mgt Action: 
P/P draft 
completed for 
con.struction 
mgt. 
Mgt Action: 
New insp~ction 
access to be 
installed & PM 
~.i:i ttt?n in 
Archibus 



Licensing Violation 

MSFC 1010.5 
.Em~rgency lighting ·shall be provided ins-t~ll,..ed 
and"ma;i.nt'ain ope:1;at;ional in the following areas. 
where two or more. means .. of. egress· are rec;tui:t;"ed. 
This includes the foll.~wing areas .. : 1. . 
interior· corridors passageways· aisles· and 
spaces, 2) ·exit stairways, 3) windowless areas 

, • ha'Ving student occ'upancy, an d4) shops and .. 
laboratories. 

MSFC 3006.4 
Medical· gas (liquid oxygen) shall comply with 
NFPA 99 ~ldg. 16.Because it is occupied and MVH 
is the owner 

MSFC 903.2 
Provide an.approv~d automatic fire sprinkler 
system. Such system shall be installed in 
accordance with· NFPA standards 13, 13~R, and 
13~D, as appropriate · 

Plan of Correction 

Provide·e~ergency 

lighting for ·an 
. buildings. En:iergenpy 
~ighting shall provide 
·at least one ·foot candle 
power at the fl'oor 
throughout all means of 
egress. :At this time., · 
the ~mergency generator. 
comes on-line only if 
the public utility power 
supply is· interrupted. 
If the electrical power 

· is i1;1.terrupted to a 
singie building or 
section or a building, -
no emergency power is 
pr.ovided for -the 
effect~d building or 
section. 

Building 6, 9, 16, · 17: 
Liquid ·oxygen is 
transferred in.resident· 
rooms . · · Fire Marshal 
omitted B16 for orders. 

Goal. Date 

Project 
included 'in 
FY07 Bonding 
request to 
State · · · 
·leg.islature 

This project 
iE? in 
.prog;r~ss and 
will be 
funded once a 
~esign work. 

.,complete - in 
progress 

Building 17, 17 are not I 9/29 
.fully sprinklered~ 
Provide automatic 
sprinkler coverag~ in 
walk-in tY:P.~ coolers and 
freezers. Building ·17 
Electrica.l/.Telephone 
Roe~ is not sprinkl~red. 
1.. Get bids. for 

p~ntractor to repair 

Person(s) 
Responsible 

Plant ·Mgr& ·& 

Project .'Mgr : 

Project Mgr 

Asst Admin 

Plant Mgr & 
Project Mgr 

Chief Eng 

Follow-up 

Stu.dy in 
progress "to 
construct time 
extension . 
Meeting with . 
state 
ar9hitect 
.office has 
.been, set·-up .. 

Maj.or project 
- will need 
e,xtension 

Cost $SOOK !=or 
· fix $1. 2 mil . 
To .do .it 
right. · Bonc1 
request. 

.Project design 
in progress 
f qr asset 
preservation 
resources for 
:B~dg. 6 

Wo;rk to begin 
week of 
9/12/05 .. 



Goal· Date Person(s) Licensing.Violation 
I I I I Responsible 1. 

Pla~ of Correction 

27. MN Statute 144A.04 £ubd 4 (reissued at Subd 
11} 

subd. :11. Incontinent residents.: 
Notwithstanding Minnesota Rules, part 
4658. 0520, .an incontinent resident must be 
checked according to a spe'cific time interval. 
written ·in. the resident's c~re plan. ·The 
resident's attending.physician must authorize 
.in writing any inte:tval longer. than two hours 
unless the· resident, if competent, or a f·amily 
member or legally appointed conservator, 
gua:r:dian, or heal th c::are agent .of a res.ident 
who is not competent, agrees in w~iting to 
waive physician involvement in determining this 
interval, and this waiver is documented' in the 
resident's care plan. 

14 days 

28. MN· Statute 144.651 Subd 5 courtesy 

Subd. 5. . Courteous t:reatment. 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 t'acil.i,ty. . 

14 days 

SEJ!e # 10-2 

Individual residents were 
r~viewed.by the RN'M. 

The nurse practi .. tioners, 
~nterim director of' · 
n~rsing, ·and OT -d·eveloped 
a urinary incontinence 
management process to be 
implemented 'for. ;resident.s 
with UI over.the next.6 
months as their 
individual quarterly 
assessments or 
significant change 
assessments come due. 

A comprehensive inservice 
is being designed by 
social services f pr. use 
in additi~nal HST 
tra~ning and to replace 
current general 
·orienta~ion.education on 
resident dignity and 
respectful treatment:. 

See .also #10-2 

9/2/05 

·':?/.2/05 

2/23/06 

.. ·10/1/05 

RNM 

Director o:(: 
Nursing 

Director of 
' Social 
Services 

Admini.stra t9r 

Follow-up 

See attac:q.ment 
# 27a 

(UI Managemertt 
·procedures .... 

draft 2) 



Licensing Violation 

Boarding Care Rules: 

l. 465.S .4700 PJ::Lysical Exams 

Subpart 1· 

subpa~t 1. Physical examination at admission. 
Each patient or resident s.hall 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 admiss1on 
h:istory· and physical exa:-tnination; ·the adrni tt.ing 
diagnosis and.repo~t·of subsequent physical 
examinations; a report of a standard Man~oux 
tuber9ulin test or, i.f the Mantoux test f s 
positive or contr~indicated, a chest X ray 
.within three months· in advance of admission and 
as indicated.thereafter;. reports of appropriate 
laboratory examinations; gen.eral medical 

·condition including disabilities and 
limitations; instructions relative to the 
patient IS ·Or resident IS total . program Of Care;; 
written. orders for all .medic.ations with stop 
dates, treatments~· · special diets, and for · 
extent or restriction of activity; physician's 
9rders and' progress notes; and condition on 
discha:i;ge or transfer; or cause.of' death. 

14 days. 

Plan of Correction 

·A proce.dural review was 
performed by the DON and 
DOM' s NP. 

The HIM will audit all 
admissions by day 2· pf 
admission to ensure the 
MD h~s·signe.d the H&P. 

.. Goa1 D~te 

9/2/05 ·Medical 
D.irector 

HIM Director 

Pol low-up 



Licensing Violation 

2. 46'55 .-4000 

Subp. 2. Types of info:rm~tion reported. ~he 
care r~qord for each res'iden.t shall contain the 
.resident is weight -at the· time of admi-ssion and 
at least once each month thereafter and a 
summary completed at least monthly by.the 
person in charge indicating· the resident's 
genera~ condition, actions_, attitude, changes 
in sleeping habits or appetite; and any 
complaints·. · A detailed. incident report of any 
accident or. inj·ury and the action· taken s_hall 
be 'recorded immediate·ly. Ail .dates and ·times 
of visits by phys.icians or. podiatrists· and 
visits to· clinics, ~entists1 or hospitals shall 
b.e r~corded. 

No monthly progress n~tes for 1 of 6 residents 

14 days 

\ 

Plan of Correction 

Tpe individual residents 
review·w~s .c.ompleted. 

A full house audit was 
do~e to determine that 
all residents monthly 
reviews are being done. 

The RNM will monitor this 
through the electro_nic 
medical record to ensure 
that all are completed 
timely. 

Goal Date 

9/2/05 

Person(s) 
Responsible 

RNM 

Director of 
-"Nursing 

Follow-up_ 



Licensing Viblation 

3 .46:ss. 7000 Resident Rooms· 
Subpart j 

J. All.furnishings and.equipment shall be 
· maintained in ·~ usable, · safe; and · 
sanitary con~ition. 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 Environment 

subpart 1. General requirements~ The ei1tire 
fa~ility, including walls, floors, ce~lings, 
registe~s, fixtur~s, equipment, and furnishing~ 
shc;tll be maintained in ~ clean,. :sanitary, and 
order.J-y condition· throughout and shall be.kept 
free from offensive odors, dust, rubbish, and 

·safety hazards. Accumulation of combustible 
.material or waste in unassigned areas is 
prohibited. 

Urine sme1.1 · MMS 311 & 307 

RM 114 bath/ shower rm. 

RM. 214 bath/ shower rm. 
~ 

~~ . .: ·. 

Plan ot Ccirrection 

All beds.have;been marked 
with resident nam~s. 

; 

See individual items 
listed.be~ow 

Daily . rounds 
conducted 

will 

Reside~t relocated 

& Walls, 

be 

. Clean return·grill & 
vent. 

One· loose tile. Tub black 
areas, metal disc on 
ceiling· rusted. 
1. Remove old caulking & 

clean .. 
2. Regrout.shower & caulk 

tub. 
3. Preplace.cover. 
4. Clean return grill.& 

vent. 

Goal Date 

8/1/05 

See 
individual 

items below 

Comple-t::e. 

8/26 
. 9/1 

8/26 

Person (s) 
Responsible 

Physical 
Plant 

Director 

Physical· 
Plant 

Director 

Housekeeping 
$upervisor 

Housekeeping 
Supervisor 

Maintenance 
Supervisor 

Housekeeping 
Supervisor 

.Maintenance 
Supervisor 

·Follow-up 



Licensing Violation 

RM 314 hath/ shower rm. 

3rd Floor lounge. 

3rd Floor phone 

2nd Floor alcove 

lstd Floor alcove 

1st dayspacie 

Plan of Cdrrection 

Black· in grout, tub 
dingy, black grout under· 
sink.· Rust on radiator 
c·over. Dust in vent· by 
shower .. · Non-s-i.;ip 
missing. 
1. Remove old 
c'ciulking &. clean . 

. 2.' Regrou~ shower & 
cau~k tub. Preplace. 
cover. 
3. Cleah return grill ... 
& vent. 
4. Paint rad.iator 
cover 
Soiled carpet, couch & 
pillow. 
1. Clean carpe·t. 
2. Remove exit~ng 

·furniture .. 

Goal Date 

I 9/27 

8/25 
8/26. 

Person(s) 
Responsible 

Housekeeping 
Supervisor 
Ma~'ntenance 
Supervisor 

Housekeeping 
Supervisor 

· Maintenance· 
Superv~sor 

Follow-up 

*Vertt cleaned. 
Need help of 
Ho~ar.d b.ehind 

vent grid·. 
Work OJ:-der 

sent: for 
radiator n~eds 
repa~nting. 

Replace 
carpet.? .. 
l?i~tures 

taken. 

Plaster peeling .around . I . 9/27 I Maintenance I Ready for 
window Supe.rvisor paint 9/1/05 
Plaster peeling around· · ., 9/27 I· Maintenance I Ri~~d~ for 
window · · Supervisor · · final coat. 
·Plaster peeling .-arou:t?-d I '9/27 I Ma~ntenance I Ready fqr 
. wi'ndow · Supervisor · .final coat 
Plaster peeling around 9/27 Maintenance Ready f·or 
window Supervisor final coat 

·Paint chipped ·In lobby & dayroom. 9/27 Maintep.a:q.ce :rn J?.J:~gress, 

RM 315 lounges Soil~d carpet 
1. Clean.carpet 8/25 

Sup~rvisor 

Housekeeping 
Supervisor 

Replace carpet 



Licen.sing Violation Plan of Correction 

ovJifiLL PHYSICAL PLANT .CORRECTION. ACTIVITIES 
1. Repair phemical pumps to .all tubs. 
2. · · Repair all til~ wal1s/fioor~· 

Tub Rooms 

Plaster work· (l3ldg 9) 

Painting 

Hallways· (all) 
':BLD - 6 Mu~ding 
Housekeeping 

Smoke Rooms 

Fl~oring Issues 

3.· Deep 6lean floors · 
4. 'Replace all rusty metal objects 
5 . . Replace. a·ny worn curtains . 
6. Rep~ace wor.n soap/towel .dispensers. 
7. Replace old vents .. · . . 
Repair walls & paint 
1. ·Develop daily tracking log. Update 

d~ily ,. . 
2. Weekly access workload. 

1. Develop plan 
a. Door frame ~ Handrails (B17) 
b. Lower B17 corridor walls. 
c. .Door' & frames in B6 & B9. 
d. Follow plastering 

.. e. Day ·spaces · 
f. Main· Dining Room 
g. Resident· rooms 

Asse~s all are.as.' Attent.ion to 
baseboards and corners, Condition .of 
furniture. Clean all tubs. 
1 . Replace ceilings & g.rid. 
2 .. · Order new .metal f tirrli ture: 
3. Paint with Epoxy: 
4. Install 2Pd cleaner in both. 
s. Remove vinyl in ·B6. 
6. Install new· fan in B6 
7. Create monthly GI cleaning day. 

Coo+dination -Safety Mgr. 

StP µinoleum.to·repain? 
B17 ·hallways? 

·- Resident rooms . . 
B6 Nurses sta. 
B6 dayrooms. 
B9 vending areas/VCT 

Comp Date Person (s) 
Responsible 

Fol~ow-up 

Maint· Sup 
Maint Sup 
Hskp 
Hskp 
Hskp 
H'skp 
Chief Eng 

Maint Sup 
Maint· 
Sup/Plant 
Mg~ 

Maint Sup 
Maint Sup 
Hskp 

Chief Eng 

Project 
Eng 

Mgt· Action: Train~ng 
for.hskp recognition of 
rfoeded . repai:i;s . New 
construction pr9ject 
planned for tub room in 
B17. 

Creqte a wall chart to 
.track daily work. Work 
possiblE~ till midnight· 
and on weekends. 

Mgt Act\ion: Develop 
plan tol address needs of· 
facility 

Document daily rounds. 
use Susan T.-c as 
additional ~udit6r. 
Use contractor to do 
work. Copy Env. 
s.ecr.etary ·with a11 · POs 

·for contracted work .. 

Mgt Action: Create 
monthly deep 'cleaning · 
day. Shutdown lounge_ 
for up to 8 hours. 

·s/29 - StP Linoleum due 
·in. 



Milineso~ Veterans Home:.. Minneapolis 
:Reside·!lt lncidenWariance· Report 

Attachment 1~ 

. . 
E~ployee's Descr·pfoti of V~riance/lncident .· · · !\ · .. 1 
Date/Time"ofrepcirt D . f)-5/_ ?i?. . . . ' o·ate0me ~fVarian~e (i~different) s;1s;o3'!_7f __ . -· ---

'Sident's name , Bldg/Rm # 7JJ 1 MR# J-:!-- '8' lt3 po~ J. /-?-J-S-- J 13:>-
_-:tme/title of witness( es) ------=-----------------------------------­

. Type of Variance: . . 
. . 

Non .. FaHs: (check only one) 

Behaviorc;il. altercation· 

Burn 
ETOH/Chemical Use 

Falls: 

_ .. Biting · _ Superllcial ·Soft Tissue. lnjury unrelated to a fan 

·.-·. 9hoking ·_. _ Unsafe Smoking . Restraint inc.ident 

_ Elt;>pement X.. Other . · 
( 

_ ~.nv.:ltnessed faff or found on floor witnessed fall 
. Locati~n of Variance {check only one) 

;i._: Bedroom · 

Elevator: 

_ Unit Dining Room 

_. Tub/Shower Room 

Situational Information 

-·. Bathrqom Other Resident's Roorri _ UnitHallway 

_. Other Unit 

_. · Unit Day Room 

Other: 

Outdoors 

_ Smoking .lounge 

--------~ 

From toilet 

.. · 
_ Main"Dining Room 17 

-.-. Chapel of Peace 

Mechanical Lift ·inv9lved 

. · _ Tub/shower equipment invojved 

~;.....r....:._;...---F--~---'"--'-~-=-.r:;-;;;_.;._~_.,_,....;,.-...;_.~~---..l~~~~_;;;.::;,.-..L.-,;:_,__..,;,l-.z.---~---~~----

l f so, 1-ast time resident foileted: 
----~~~~a-n~d-h~a-ve~.-flu-i-ds-?~-~P · ----___ .,__...______ ____..;____,_ ______ _ 

Was _resident standing · walking reaching up ______ ~ reaching· down ___ ? 

Wa~ 

~Y~~~~~I~u~o~~~~~~.w~fu~~~-~~1-b_·_· __ ~~-------------~~ 
Immediate Triage: Head to Toe exam:· 

·.~dre~de~hlth~ad?@t~;·ffyes.~~~neuroexarn:·.------~·---.-------------
.Ternperature: lOD,$""' ·Pulse:.~. Respiration: :;Le'?. B/P: /~t>/7 (J (Usual.B/P: wrJ4 

. t 

~ :. · ~ t k w~_s {!_;,~+r-:9 lf~JJc; .r~ss {;re~ 
. . . 

· D?scribe. any .injury: · bL...e_ di'n_<( ~ {) ~· 

. \j 

Action Taken: None _________ First Aid-'-< .. xi'---'---- Emergency room_'·_. -- Hospitar~zec;i--.F-'K ........ ·. ------
( 

Comments:· . . . 
Physician notified: Person notified/Date/time . _ 6 Iv'\. a.. wa I/' ~. . 

F arnily notified: Dqte/time 6-/J4ps J .f · Name/ref~tlonshiP: /jj 7~ {> ~k5 e.ri-f wJ-. ~ t ;.,,, e_ f_,j; ..e,.Aj t>C (_ Of 

. C/P updated or temporary CP started? ~a;.dEa..,~ A~ · .· Niirs$s' Note made:@/ No . . . 
~· -SeSignatur(fvv~Akl.AT~. Lf>;J Date/Time 6-/1s-/?J3 d-;;i.: :// 

M01-131F . 

1\MOM 31 F.doc 

... 



24 Hour review of'incident/variance reveals: / . 

. _:_l No Injury · ·_· _ Min·~r Injur)i . · · · _/_ G Goo1mp,licated Minor Injury _._ Major Injury . 

Describe: tf?J_pq ~ :~~A o .. ~ :Z. _ A ~ "f~~ 
. . . . . . . v . V_v . . . 

Take vital sf . s when reproducing circumstances of a fall .(e.g., at same tfme of day as fali or if resident fell 1 Q· minutes after 

.. efi~ing .a .I_arge .~eal, tak~ vital ~igris 10 minutes after the resident eats): . l·. ~-.~;\·/'' [,~ \·\(~r:t; ".·J· !.;· :.: _;"· .. ~'. c/ . 
. :t::,:·· ~ ... ; : . .. . t.. .. ••• ~. :., • 

Lying~~tand~ng B/P: I/ . . Lying: I Pulse ___ __ 

) t..vr;faltd, tV 1 minute after standing: I · Pulse. 
$k7. o-· ~--~ 

. 3 minutes after standi!}g : I Puls~ ___ _ 

Changes 'in resident requiring reassessment of the care plan: 

~~vie~ for qui11ity improve~ent: . . . . · . ~ . : . . . . · · · . . 

Did the. care plan a~dress pot(:1nti~~ f~r this .typ.e of yariance? YeeJ yes, was the care plan folfo~ed~ Yes /.No 

For'fans onfy: 

Internal Factors 

_# __ past falls (0-180 ~~ys) 

_· __ Orthopedic · . 

__ . _· . Elimination ne~ds 

·.comments: 

-
__ • _=" Isolated event ·Cardiovascular _·. __ Neurol'ogicar. 

__ ._Perceptual . __ Psychofogic?ll /~qgni~ye ·_·· ·_.__ New iffn~ss I on$-et 

-·-.. Pain - Doe~ the resident ~ave an identified pairy management plan? Yes I No . 

--~~.,...-~--~~~~-~--~--.--~~~~~~~~~~~------~~~-~~.,...-~~ 

F=xtemar Facfors 

__ Me9ications 

rs resident receiving: 

\ 

-- Environrnen~af /situational hazards --.. _Appliances I devices· 

_· _._. antipsychqti~ .· --. -. antianxi~ty/hypnotics . _. _. ·_ antidepressants . 

--. _ ~rdicvascufar medieations __ . diuretics 

( 

Oommen~: ~~~~-,-~~---_,.....,._~-~~~~.:--~~--'--~~--~-~----~~~-~~-
For any type of varian.ce: . . 

Modification~ to the Resident Care. Plan: Ye~ (des~be cha~ges qr why no change is· mad~ .ta-/,2/~___;.. · 
. cfY'AWJf .~~-~ d~-/1/V#L ·.· 

- . 
OT/PT/ST __ .Vision· 

Qate/time/name report made to .CEP: ___ _ 

Audio Medical· 

Date: ·£( /g//os-. ; . / . 

_ __ ....__ Date original reporter notified: -------ii 
~-.Comment$: 

-,..-----------,,.----.,,------------'----------------~ 

.~gn~re=---------~~'·~~~~~~~~~-=1'~-/ _______ D~~ ~-~-A~ ,('1/L4. · ~<!Ate~r-rt &M tL4:... tL&:.... ve.J 

M01-131F . REV 1:1-01 
. . 

H:\01\M01 ·131 F.doc 



STATE Of MINNESOTA 
VETERANS :Hdl\1E: -~AP6LiS . . . . . . 

OPERATING POLICY AND PROCEDURES 

. . 

Title:. (Agency) - Resideijt Inci~~nt Report Number:· 01-06 

· Attachment 1 
MomentusIF 

Approvals: Admimistrator . Date:·DRAFT 8/30/05 

Page___._°! __ of 3 ----

OBJECTIVE:· 
. > To define the rol~/responsibility ofstafffor reporthig-resident incidents/accidents. 
>- To describe ~e procedure for completing an electronic resident incident report. 
>- To establish a method .that :will.provide-direction for the as.sessment and appr9pri~te J;Iledical 

. intervention when a resident incident occurs·. . . 
> To assure that appropriate persons are ~otified of inddents," i.e., staff, physicians, family 

members,. etc. 
· > To assess the -cause of incidents and implement correctiye/preventive action wh~n in~i.cated. 

POLICY: . . 

All resident incidents/accidents, and il;ijuries must be reported. An incident report fu.at details the 
cir~umstances surrounding/leaq.ing up ·to the accident/injury mu~t _be completed. The report shall als~ 
define the qctiori taken after learnfug of the incident/a~ddent or injury. 

> · A resident illcident report shall be completed fqr any incident/ accident occurri~g on or" off the 
f9-cility c~pu~. · . · . · 

> The-per~on arriving first on the scene or first to be.made aware. of the incident shall initiate tlie 
. Qbserv~tion Report.· The only ~xcepti01i 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 inedicatioii error will complete tb.e Resident Incident Report~ . . 

> Licensed nurse inte~vention/assessment should be sought' as soon as possible after the incident: · 
> Ali incid~nt reports are to be reviewed by the Director/ Assistant Director of Nursing and the 

. Qualify Manager t9 detenllin.e the need for further assessment, fu.vestigation, to· identify possible 

. vulnerable adult issues, and to ensure· appropriate follow-up action. , 
> hfcident report~ will ·be retained aqc.ording to· the Agency Record· RetentioJ;! Schedule. 

FORMS: 
· · Momentum Agency Incident ~eport 

DEFINITIONS: 
Stafj: Any person t?IDployed by or volunte~ring for the Minneapolis Veterans Home includ~ng 
per~ons providing contract. servi~es/ care. 



. Title: (Resident) - Incident Va;tiance Report · Number: 01-06· 
.... Page 2..of 3 ... . 

Incident: A sudden, ullfore~een, and uneipected occurrence. or event. Any µnusual. occurrence ·that 
causes harm or has the potential for causing harm to a·resident. Any resident behavior which may put 
the resident or qthers at risk {i.e.,. physical/verbal aggression, unauthorized le;ive, .use of non­
prescribed mood altering substances, etc.). Any .Physical injury (with qr without a lmown cause) noted 
upon .examination of a resident. . . . 

PROC~DURE: 
. when a staffmem~er is made aware ·of or witnesses an ~ci~ent the following steps. are to be t<iken: 

1. Immediate intervention to ensure .the safety of the resident. NOTE: In t4e case of a physical threat 
to safety, such as a fall or noted injliry, a licensed ·nurse/nurse practitioner should do an · 
assessment and initi~te follow-up·. In emergency situations· stay w~th the res~dent while· 
summoning a licensed nurse; provide first .. aid to ·the resident within the scope· of training and 
ability. · · · · · 

. 2. im:mediately report the incident to the unit nurse. 

3. The licensed .nurse will initiate ·the Resident fuciden~ R~port. Rehab staff will initi_ate a. resident 
incid~nt report for incidents occurring while in therapy. Recreational Therapy staff will initiate a 
resident 'incident. report for incidents occurr~g while at an RT l?rogtam. Social Serv~ce will . 
tmitate ~ resident incident report .for behavioral incidents 

NOTE: · 
+ Alterc.ations/incidents involving two or more residents require a.separate incident report'for 

each resident~ · · 
+ Identify reside_nts by full name and .. medical record number . 

. + Compiete h;lcident ·Report for qbservatfoµs from a ~andated reported 
+ Contact the.ADON' during regular business hours ~d the Nursing Supervisor ~'!lring off-hour 

shifts for immediate triage for Vulp.erable Adult concerns. 

4. Triage the resident' situation . 
A. Handle any acute issues for the resident's. status using emergency nursing procedures. 

One~ the resident is determined to be in a stable situation initiate the completion of the ;report 
B. For non-acute ineidents.refer.to attachment one for ~xamples of types of.incidents.????? · 
C. Contact the ADON during regular ~usiness hours and the Nursing. Supervisor during off-h<?ur 

shifts· for imniediate triage for Vulllerable Adult concerns. . 

5. Initiate the Resi~ent Incident Report 
A.' Section A for all incidents 
·R Section B for all falls · 
C. Section C for all medication/pharmacy -incidents 
D. Seetion D for all pehavioral related #ieide:p.ts 
E. Seetion E for all other incidents including mandated reporter o~servations Section F for all 

incidents · 



. Title: (Resident)- Incident Variance Report 
...... - -- -·--- - . 

Completiou and Routing Guidelines: . 

Number: O 1-06 
_____ Page3_of3 

D. The nurse manager( designee/nursing supervisor will review the incident-report. p~ the shift of 
occurrence or as soo~_ as possible and note review ip. the· Section F comment box. The review 
shall-include care plan adjustments to meet the needs of the resident. 

E. The assistan~ director of nursing/ desigriee will ~ompl.ete Section O - Nill-sing Administration 
review within 24 honrs of occ1:J.tfence. The nursing supervisor will complete Section G.for 
nights/we.ekends/holiday within 24· hours of occlirrence. Section G includes reviewing an· 
incidents f~r CEP/DA Criteria. . . 

F~ . Pharmacist will review and sign off all incident reports_ related to medication/pharmacy incidents 
on the shift of occurrence or as· soon as possible .. 

G-: Assistant Director of'.Nursmg will trigger administration to review specific incidents. 
reports via Mornin.g meetirig. Assistant Director of Ni.irsmg will approve. the electronic 
·Ind.dent repo~ 'Nith;in 24 hotirs ~f pccuh-ence. 

H:\DRAFT\POL-PROC\01-06 8-30-05.doc 



Attachment . . 
Listing of lncid.ents 

Patient: <All> Incident Category: <All> 

__ .::_.··_,_. -"--Y~. ~=--it.:...=·~=-~=:<=':_"-"I~~-'-"-·"·:.=-·~-··'-=···-~-'--"'-"-------- . ··-- P'!:~e-.~ange: _· ~~p 6,:~004.to ~~e ~!-.~~~s 
r·············· .. ···i~~·ici·~·~t .. c~{~9~~ ............. : .... ··············:············· : .................................................... ····:r ···········u-~i1 .. ·--·······; ·0~1~··0~~~~~d- 1 .... ········51~t~·~····· ······· 
) : . . 

Ab.usive/ Aggressive. . 2N 

Abu~ive/Aggressive . 2N 

Abusive/Aggressive . ··3N 

Fairs 2N 

~lls -4N 

. Falls ·2N 

Falls . 3S 

·Falls 3S 

Fa.lls 3N 

·Falls 4N 

Fa.lls U2-62 

Falls 4N 

Faus. 2S 

FallSt 4N 

Falls 2N 

Faffs. 4N 

Falls U3-63 

Falls 2N ·=· 

Falls ~N 

Falls. l.!1--6.1' 
F~lls U2-62 

,s U2-62 

Falls U3·63" · 

Falls . U2·62 

Fal'ls U2~62 

Falls. ·u2-e2 

Falls 3S 

Falls 3S 

Medications 2N 
, 

M~dications 2N 

Medications 2N 

.Medications 2N 

Medications U3-93 

Misc. 3S · 

Misc. 2N 

Misc. U1-14 

MisG. 2N· 

iVP~~. U2-62 

I\. 3N 

Page fof 1 

08/3~12005 . 

08/31/2005 

08/31/2005 

09/0512005 

0-9/01 /2005 

09/05/2005 

0910512005 

09/03/2005 

09/05/2005 

0910212005 

0910212005 

09/02/2005 

09/02/2005 

0910512005 

0910412005 

0910212005 

09/03/2005 . 

09/02/ZQO-S · 

091021200~ 

09/05/2005 

09/05/2005 

09/01/2005 . 

a·sio312oos 

09/03/2005 

09/02/2005 

0910512005 

. 09/02/2005 

Q.9/01/20.05 

09/05(2005 

09/05/2005 

09!02i2005 

09/03/2005 

09/01/2005. 

09/06/2005 

09!01J2boq 

0910212005 

09/QS/2.005 

0910412005 

09/05/2005 

Entered ~l ~~\ 
_Entered· g}j ~il.f&~ 

g~~r ii 
Entered ~it .. 

·. ~~::~:: ~~ 
Entered 

Entered 

Entered 

Entered 

Entered 

Entered 

Entered mJ.l ~~~ · 
Entered SI if~i 
~ntered ~@P~l 

~~~:~:: m1 
Entered .. ~\\j~j 
Entereq. \fl1n~~ 
Entered @~ ~~ 

. Entered 

Entered 

Entered 

Entered 

Entered 

Entered· 
Entered · ;[81; ~~~~ 

~~~:~:: II 
Entered j~jjj~~ 
Entered: l@!j j~l 

~~~=~:: ~~ 
Entered · ·1£.j j~j 

Sep-06-20.05 07:08 



. -·;.. 

To: Interdi.sciplinary Team Members' (IDT). 

From: 'Diane Vaughn 

Re: Restraint Audits 

Tha~k-you for letting me alter the routine of your day in regards.t9 
survey follow-up. I appreciate your willingness to participate in t~is 
urgent .process. 

· The go.al of ·.this audit· is to: 

+. ·Inventory the actual devi~es each· reside.p.t is using 
+ Ensu~e that proper ··assessment ·and documentation -were. doz:ie in the 

selection of this interve~tion · 
• Ass.ess ·the needs for immediate rea~~ies_sment of any indi:vidU:aJ_ 

resident by the IDT. 
• Ensure the ca~e plan coveys required doctimentation 
-+ Ensure residents have a · do·cumented plan for reassessment for ·least 

restrictiveness 

The methodology. is.: 

+ Util,ize the restraint audit arid c;ievice·listing 
.+ Evaluate ec;:i.ch resident on the un;it as to if they are utilizing any 

devices 
+ If the resident is· utiliz.ing a device, conw1ete_ the'.audit and update 

the c;iev~ce listing 
. + . Not;e which residents require follow-l,lp and what type (e.g. ·need. MD 

order, or care plan changes, etc) 

What happens then: 

+ The re~ident· specific clinical rounds team will convene to.reassess 
the items r.equir.i.ng follow-up 

.• we:are assured the residents a~e ~n the least· restrictive device and 
are aware of the risks o~ a device· 

+ We regain surv~y comp~~ance 

Examples of d~vic·es: 
• Alarms 
+ Siderails 
+ Belts 
+ Lap buddy 1 s 
• ·Chairs that prevent rising 
• Other individualized devices 

Att.achment~ 



Attachment ~l 

Restraint Audit 
_ .. --~~-c~~i?-~a~ion Requirement Comp1iance. Comments for F~-~~·ow-:-up .. . .. . 

... .. __ :variance~ .Required 0 --M-

Type of Device(s) Confirm is actual device 
.. < in use 

'• 

Device is an enabler 
.. 

Device is a position~r 

Device is a restraint 

'· 
:Medical Sympto~ of device List Med. Symptom: ,. 

.. 
.. Goal of device List _Goal: 

Pain ass~$sment was 
completed prior to the 
initiation of a device 
Rehab was consulted Date Rehab consulted: 

OT recommended-device Yes I No 
: 

Least restrictive steps Please list: 
taken prior to ·initiation· .. 

of device 

.. 

Docuineritation exists that Date/Location of 
.the medical decision information 

maker .. has been inf o~ed 
of the ;risks· of the 
device including serious 
injury and dea.th 
Progr~ss ns>tes indicate Date(s) of pr~g~ess 
the res;i_dent'~ tolerance .. note: 

to the'device 
CA;RE PLAN DOCUMENT.A;TION' ' 

Device is on the care . . 
plan including: 
.Gp al and Med;ica;i. symptom:· 

Time out from being in'. 
devi.ce (e.g. to ~alk) 
Interventions to meet -· 

toileting needs 
'"Interventions to meet 
repositioning heeds· 
Interventions to ·meet 
·hydration I nourishment 
need;s 
The care plan cont?lins 
steps to decrease the use 
of tp.e device over time 
Other comments regarding 
the device use: 

. Resident: Unit: Date: -------



Attachment 2c 

August 31, · 20·65 

To: Clinic'al Rounds Teams 

From: Diane Vaughn 

RE: · Restraint Audit I ·Review· 

Thank you to the social ~orkers ~nd behayior analysts that 
worked so diligently on the rest;i:-ain.t documentation au.dl. ts. 

Our next st .. ep is to have an IDT rE2view of the a1=J.di ts. The 
IDT s~ould ~eview for: 

> Is the device identified a pos.itioner/enable+/or 
restraint 

> Is.medical symptom present 
>Is there. a· goal ·for the d~vice· 
}>. Are there parameters set qS to when to use 
.>·rs.there informed conse~t.for devices that _can cause harm 

- if it ~ays, ~~ichiv~dµ ~e need·to ie-do it 
~ Is there a.progr~ss note for resident tolerance to the 

device · 
>Are all of the details on the ·care.plan: 
> interv~niions to me~t· toileti?g, ~epositioning,· hydration· 
}> Do they have a re~traint reduction plan 

. . 
.Most· of this is done on the audit ·-. wh~re items· are 
mi~sing·, unclear or archived, pl.ease. writ.e .~ ID.T progress 

·note .. Here· is an exqmple:· · 

IDT met to ~e~iew the.use.of device).· The IDT continues to 
find this device to be t~e least·restrictive device . 
· (i:q.clude previous attempts if relevent) , .the resident is · 
tolerating. it we~l (examples are best) . · Reduction plar:i :. 
We wili cont1nue this device for the next· quarter at which 
time will reassess the d~vice. 



Attachment 4 ~ 
.• ...... . . : : ~~> .. ··:. 

, . !( • 
• .. • ~: , ·:. • ! ... .. , ..... t: .... • 

.. ··. ' . 
·:: .. . . . . . . •:_ ~.• .. ·?"--o-~:: ·~ - . . .. 
:-.· ·-· ... ~-·~.:.~.~-~ .•. ~~~ ...... .-_.:~.:::--.. · .. ::;- · 0 r a-~_.I ·__ . ._'"-::·:··=-·.-.---.-· __:____:_:____,,___·: ·:- -;--··--~·;;-::·-· G d .... ·ll--t~ ........... · · 

-".. - · H e a I t h ~-~eenTn a . F o r m. ·. · F-ae1tt·t-JL- ~ -.-~---~ ~£..z. __ f. · · ---~-·-:· --
. . -·'i'.r~.iifi:/ . · . . . .. ' . . Screening .Date: . · {. D --~--Di 

_Fa~ility Staff: Please complete this sect.ion 
·. ~· . 

Type of Screening 

Resident Las~ Name: M Initial . [ ] Anf'..uai [ ] Status C~ange 

Room & Bed# 
Diet.and· ·Nutr.ition ·f>roblems: 

<;3ender:@[F] i:'aymE?rit Type: [ l M~. [ ·~ P\(T [:]PPS 

[ ] Wei~ht Loss [ J Nutrition Problem · [ ] Fe~ding_-r:ube · · · [ ] Mechanically. Alt~re9 Diet 

(1) Minim.urn Data Set-Information SECTION K: O~l:J. NUTRITIONAL STATUS . 
·1.- a. Chewing Problems 

a. Heavy ·Debris · D.eritures 
He.avy Plaque [ j Full [ l Partial 

Heavy. Calculus ~~·-·_L~o_w_er--..._;,.'[~]-Fu_l_l~[~·]_P_art_i_al __ ~, 

c. 

e. SwoUi=n- ~r Bleeding· ·Gums 
Oral Abscesses, fis.tulas 

Ulcerations, Denture Sores . 

Soft or Hard Tissue Lesions 

. b. Swallowing Prob!efDS 
c. Mouth Pain · .. 
d. NONE OF ABOVE 

SECTION ·L: ORAUDENT AL STATUS 
1, ·.a. Debris (soft, easily movable sub~t~nces) 

· present i~ mouth prior to going tp b~d at 
ryight · . . . .. a. 

b. ~-·entures and/or removable bridge · b. 
c. ·· me .all.n(ltural.teeth lost-: does hot· 

e~r does not use dentures (or partial 

er~. -
d. Broken, loose~ 9r carious te.eth 
·e. lnff~Jl:iecfgums (gingiva); ~woHen or 

bleeding gums:. oral absce~ses; ulcers 
.o'r rashes . 

f. Daily cleaning of teetJl/denlures or daily 
mou(h care - by resident or staff ·· 

• NONE"OF ABOVE: 

·_ (2) Daily Oral Care Pl·an . r.-] R~dent Maintains Oral· C;:i.re lndepend.ently 
'[L}--f{esJd~nt Ne~9.s Staff S4pervis'ion · · · · 
[' ] .Res!dent Needs Direct Staff Assistance . 

The items checked ~e/qw arl? recommended to maint~in the oral health of this re sf dent: 

ra/r~othbrushing. Eac;h mo~ning and evenin~,.brush t~eth.and gums fo.r2 mi.m~~es l;ISing a so~ttoothbrush and fj~oride to~thpast~. 
[· ] Remove Partfal(s) before brushing te~t.n [ ] Provide d~ntal floss [ ] Electric toothbr.usl;l recommended · · · · · 
[ ] Each f!1orning and evenihQ, swish with 2-3 feaspo0A-s.0f·Fluorigard or ACT fluoride rinse for ooe minute-, then spit cul· 

• • ~ • • 4 .. • 

[ ] . ·Denture ?nd Partial D$nture Care. -Orice daily, use a. toothbr~sh. or-dentur~ crush ~~d mild soap-to brush de~tures and .partials 
. ....:soaking alone wi!I not re.move harmful plaque. At bedtime, r-emove and.brush dE?ntui:es', then soak them iri P .denture cup overnight. 

. . Soak dentures in plain water, or use a deanin.@ product such as Efferdent or Poliderit, but-do not let the dentures dry out. · · 
( .· 'j,1 Apply a denture adhesive'\:5uch~as Fixodent or Poly~rip each.morning _ .. -... : ._ · · . . . . ~ -~. · 

~)· . ._~-Cc ~-h-t±:/G-~~~-t~ C(;e--_tJrtl-v::- .. ':!.:·r:~ 
.'C3}. De~_tal C~e REff'erralHecomr!ten"dations· .. ~~I .~ n~I~. 
,[ l Ng,.Bt:ntal Referral. Resident has n·o:need for dental referral at this time.· . · · . ~~[J:L~l · ) 
[ QA(outine Dental Referral. ·Resident has routine dental care needs. · · · · - . · · 
[ ] Immediate Dt?ntal Referral: Resic!ent has urgent dental needs. . . . . .. . . 

Screenln and Referrat Notes: 

Vicki.Cuna C-6121 721-0690 
Facili.ty S~9ff Responsible for Referrais 

A [' p I .e. • T .r. e e l> e n. t a· .1· 

-Fortrt OHSl'J. 
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Attachment 41: 

.. ~::~ · · · --· · · ·· · ·· :' . · · - -··· -~ .. ~ .. ,.,. :.· . .-.: __ · . .-:::--~~-· ___ :~: ... ~ ·p~:.iH1t--~·ea1f~ .. · ··V~ ···· 
~~ ·~~e~-~e-~-~~ · · .. ·. ~ . · ~~·~·-~~---
. ":"'~Y7 . .- . . · . . . · Scree!}ing Date: \ l /2A.e· / 0~ 

Facility ~taff - Please complete ttii~ section 

Resident Last Name: · , ()Initial 

Soc Sec# 

·Room~ B~d Gender: ~ [~] . Paym_ent Type: .(]MA [ ] PVT . [- ] PPS 

[ ] W~ight l,.oss [ 1,. Nutrition Problem [ ] _Fe~ding Tube ( ] Mechanically Altered Diet 

·(1) · Minimum Data Set Information S_EC.TJON K: ORAU NUTRITIONAL STATUS 
1. a. Chewing Prqbleins 

Dentures 
[ ) Full [ ] Partial 

b. Swallowing Problems · 

~> ~~~~ ~~~advE· ·' . 

SE°c;;TION L: ORAUDEN.TAL STATUS 
1. ~,· Debris (soft, easily movable substances) 

Missing Teeth ·wto Replacemen~ d. 
. · · pr~sent in mouth prior to going to bed at -

night · a. .c. 
Doesn't wear:- Denture~ or Partials· ·t> •. Has dentures and/or removable bridge o: 
Probiems with Dentures or Partials==' c. :some I all naturaf teeth losr- does no1 

'hav~ or Claes not use dentures (or partial 
Nat~ral Tee.th .are Present · "d~n~ur~s) c. · · . 

/ 
e. ·\./~ Swo!len or Bleeding Gums 

Oral Abs~esses, fistulas 

Ukerations, Denture Sores 

Soft or Hard Tissue Lesions 

(2) Daily Orar Care- Plan. 

· f. Daily Oral yare Needed ·· 
..,_--~--~--~~~~--

'1, 

d. · Broken, loose, or ciar.ious teeth 
e. lnfl.arned g1,Jmi {grngiva); swollen or 

bleeding g·ums; oral af?~cesses; ulcers 
~r rasf!es · 

f. Daily cleaning of teeth/dentures or daily 
mouth care - by resident or staff 

. . NONE OF ABOVE . 

· · ~:? · · · [ ] Resideot Maintains Oral Care Independently #VV ~ ~. [ ] ~~ioent. Needs Staff S4pervision . · · 
'&" - ~esident Needs, Direcf Staff Assistance 

d. 

e .. 

f . 

The items checkeq b.elqw are recommended _to maintain "the oral hf:!alth of t~is resident:· 

0oothbr~shirig ·.Each ~_orning and eYeninQ;~rus_h te~th ~n~ gums for ~.£'.li~·~tes·µ~ing a soft: toothb~sh ~nd fluoride toothpast~. 
[ ] .f\eniove Partial(s) before brushing teeth { J Provide dental floss [ ] Electriq to<;>thbrush·recommended . 
[ ] Each morning and evening, swis~ with 2-3 t~aspoons -of ~l~origard or ACT ~uori~e rinse for one: tninute;·then ·spi.t·0.ut. 

[ ] . Denture and Partial Denture Care . Once· daily, use a toothbrush or denture brush a'nct·miJd so~p to brush dentur.es ang partials 
~soaking 9lone i.yill not remove harmful pla·que. At bedtime, r.emove ·~nd brush ·dentur~s; then soak ~hem :in a denture cup overnignt. 
Soak dentures in plain water, or use a cleaning product such as Efferdent or Polident; but do not let the dentures dry out. · . 

., [ ] Appl~ a d~:mtur{? aph~sive, sucti as Fixqdent 9r Polygrip .each morning · · 

. . . 
(3) · Dent~I Care.Referral Recommendations 
[ J r;o Dent~.1 Referral. Resident has no nee~ for dental referral at this Hm.e. 
V'Rol!tine Dental Referral. Resident has routine dental care needs. 
[ ] Immediate Dental R~f~fra.1. Resident ha~ urgent dent?I needs. . 

Screening. and Referral Notes:· . 
(. 

Vicki Cuna. (6123.721-0690 
Faci!!tY Staff Respon$ible for Referrals 

rJJ .. A p p I e T. r e e 1) e n t. ;:i. 

·Bri11gi11g Smiles lo P.eop.1e _Wi}/1 Special Dt111al A'Cc~s~ N.·.,.,_ 



. ( 

Facility Staff ".'.Please complete th:is section e of Screenin 

Resident Last.Name: [ ] Initial I.] Sta,tus Cf)ange 

~- -- ----First Name &·Ml: · Soc Sec#: 

Rootn ~ Be9 ·1· ·1· 'I ~te -cl~Birth:. l,;;t/tq/5 ;J · . Gender: )ef [FJ Payrrient Type: [ J MA [ J Pvi [ ]PPS 

Diet and ~utr . ~ Pr. TE?_ms: [ ] Weight Loss . [ fNutrition.ProbJem [ ] Fef3di~g Tube· . [ ~ Mecha~ically Altered Diet 

.. (1) Minfmum ·Data Set Information ·SECTION K: ORAU NUTRITIONAL STATUS 
1. a. Chewing P·roblems . 

a. 

c. 

e.. 

t-leavy Debris 
Heavy Plaqu_e 

b.. [ l None 
Upper 

Dentures 
[ J Full I J Partial 

Heavy Calculus . ~~~L_ow_e_r_,,__._C_JFi_u_ll __ [_JP_a_rt_ia_1 __ ~_ 

Decayed Teeth 
1----;~M_iss_in~g~T_e_e_tn~w_/~o·_R_e~pl~ac~e~m-e~nt~·~-t· d. 

Doesn't ~ear Dentures ~r Partials 
Loose Teeth · 

Problems with Dent_ures 9r P~ntials 

N~tural Teeth are· Present 

· Swollen·ort;!leeding Gu~s 
Oral Abs~esses, fistulas 

· Ulceration~. Oenture Sores 

Soft or Hard Tissue Lesions 
< ... t _ .... l_o_a_il_y_o_ra_1_c_ar .... e_N_e_e...,de_q __ . ~ 

. b .. Swallowing Problems · 
c. Mouth Pain · 
d. NONE OF ABOVE 

SECTION L: ORAL/DENTAL STATUS 
1. a •. Debris (soft, easily movable substances) 

· present in mouth prior to going to bed at 
night · · a. 

b. Has dentures and/or removable bridge b. 
c. ·s.ome I all natural teeth lost . .., does not. . 

have or does not use dentures (or partial 
· · dentur~s) · ' c.· 

d. · Broken, loose, or carious teeth 
e. ·Inflamed gums (gingiva}; swollen or 

bleeding gums; oral absce~~es; ulcers 
or ras~es . 

f. Daily cleaning of teeth/deritu~es· or daily 
mouth care..:. by resident or staff 

. NONEOFABQVE 

d. 

e. 

f . 

(2) · Daily Oral Care Plan. [ ] Resident Maintains Oral Care Independently 
[ ] Resident Needs .Staff Sl_!per:vision 
[ ] 'Resident Needs Direct Stt:!ff Assistance 

The items checked below are recommended to maintain t~e oral he~lth. of thi~ reside17t: . 

Il 

[ ] 

Toothbrushing Each morning a·nd evening, brush teeth.and gums.for 2 minutes using a soft toothbrush and fluoride toothpaste. 
[.]Remove Partial(s)° before brushing teeth [ ].Provide dental f)ciss [ ] Electric toothbrush reco.mmended · 

. [·]Each morning ai:id even!ng, swish with 2-3 teaspoons of Fluorigard or ACT fh.10.~ide ·rinse for ?ne minu~e, then spit oul · 

Denture anc;i Partial Denture Care Once daily,-~se a toothbn'.Jsti or.dentu~e brush and mild soap to brush dentures al")d partia.ls 
-s9aking alone -will not remove harmful plaque. At bedtime, remove and brush dentures; then socik them in a denture cup overnight. 
S.oak dentures iri plain water, or use a cleaning product s·uch as Efferdent or .Polid.ent, but do. not let the dentur~s dry out. ·. 
[ ] Apply a dentur~ adhesive, such as Fixodeht or Pqlygrip each morning · 

· (3) · ·o~ntal Care.Referral Recomm~ndati.ons . 
[ ] . No Dental Referral. Resident has no need for dental referral at this time. 
[ ] Routirie Dental R.eferral. Resident has routine dental care needs. 
( ] ,Immediate D~ntal Ref~rraL Resident has_ urgent dental needs.· 

U)fk.A.JUL .A4£>~~11p '.~ ~'nr·~7--~7-oc/ . . (f 7 
Screening and.Referral Notes: 

. } 

·Vicki Cuno (6123 721-0690 
Facility Staff Respohs1ble for Referrals· . . . . 

Apple Tree Den al 
B~lnglng Snil/1!.S to· Peap/e IPitll Spi!'cfa·/ D1!11lal .A.ccl!SS Needs Form nu'<'-·' 



Facility Staff~ Pie.as.a compJete this s.ection .e .of Screen in . . . 
Residen·t Last Name: [ ] Initial [_ r Status Change 

- - - - ----
Soc Sec#: 

Rooni & Bed 

Diet and Nutri 
. oBte of Birth: l:? /19/0. ;J Gend~~: ¥ lfj PaymentType: [ J MA. [ 1 PVT [ J PPS 

ems: [ ] Weight Loss. [ ] Nutriti_on Problem . [ ] Feeding Tube [ ] Mechanicqlly Altered Diet . 

-(1) · .Minimurh o.at~ set Information. 

a. Hea"'.Y Debris b •. []None Dentures· 
Heavy Plaque . Upper l 1 Full [.] Partial 
Heavy caiculus ~~~L_ow_e_r_,__.;.I~)_Fu_ll--:.[~]-P_art_i_al~~ 

SECTION·K: ORAL/ NUTRITIONAL STATUS 
1. a. Chewing P.roblems 

b. Swallowing Problems 
c. Mouth P·ain 
d. NONE OF ABOVE . 

SECTION L: ORAl,./DENTALSTATUS 
a. Debris (soft, easify movable substances) 
. preseryt in mouth prior to going to bed ~t 

c. Missing Teetti W/q.Replacement d. Loose·Teeth n~~ ~ · a 
· poesn'l·\'i~ar Dentures or Partials Decayec;t Teeth b. Has dentures and/or removabl~ bridge b. 

Problems wit~ Dentures -0~ Partials. c .. ·s~me I all natural teeth last - does· not 
· ·have or <foes not µse dentures (or partial 

Natural Teeth are present · 
dentures) c. 

e. ·swollen or Bleeding.Gums 
Oral Absc~l?s~s, fistulas · . 

Ulcerat.ions, Denture ·sores· 

Soft or Hard Tissu~ Lesions 

(2) ·Daily Oral Care Plan 

d. Broken. loose; or carjous teeth 
e. lnflam~d gums (gingiva); swollen or 

· .. f. I , ·1 Daily Oral Care Nee~ed 
· bleeding gums; oral abscesses; ulcers 
·or rashes . 

f. q·auy cleaning of teeth/dentures or- daily 
: . mo.uth care - by resident or staff 

'r, 

~~9~v> 

. NONE OP ABOVE 

[ ] Resident M~intains Oral Care Independently : 
[ ] 'Resident Nee~s St~ff S~p~rvisi.on· 
[ ] Resid~nt Ne~ds· Direct Staff Assistance 

The items ch~cked below are recommended to maintain the oral health of this resident: . · .. 

d. 

e .. 

t . 

[ 1 Toothbruihing .Each morrting and ~vening, brush teeth and gums.for 2 ~inu~es vsin9 a ~oft toothbrush and flu~ride toothpaste. 
( ] Remove·Partial(s) before brushing teeth [ ].Provide dental floss [ ] Electric toothbrush recommend!3d · · 
[ ] Each rnoming and eve{ling, swish with 2 .. 3 teaspoons of Fluorigard 9r·ACT fluoride.nos~ ·tor one minu~e, then. spit -out. 

[ ] Der:iture and Partial ·oenture Care Once daily, us~ a toothbrush Of denture tirush and mild ·soap tb brush dentures and "partials 
· -=s9aking alo~e \Yill not remove harrrifu! plaque. At ~edtimel remove and brush d.entures, then soak them in a denture cup overni~ht: 
Soak dEmtures in plain· water, or Lise a cleaning product such as Efferdent or P91ident, but do not let t.he dentures" dry out. ·. 
[ ] Apply a denture adhesive, such as Fixodent ·or PolyWiP each morning · 

(3) Dental Care Referral _'Recomm.endations 
[ 1 No Dental Referral. f{esident has np need for dental referral at this time. 
[ ] Routine Dental Referral. Resident has routin.e dent~! care needs. 
[ ] Immediate Dental Referral. Res'ident has urgeot:dental needs.· 

Screening ~nd Referral N~tes: (~tf;ddf'f:!:{::;ift ~~~7i~l;a:y 

Vicki Cuno·(612l 72l-0690 
F"acility Staff R~sponsib!E;dor Referrals 

·A f' p r e T r e e .p e n .t a 
JJ ring,· n g S 111 i It: s to Pe" p J e ;,, l t /1 Sp .i c I a~ D .e 11 1 a l ..4 cc.es s Net: d s Form OHSv3 



7 • 

~· 

· ... ·. ~ ._FaCftily~G_cfil_e-;-_-:-··~·u:-tkl: .~. ·.:=-:.:.·~- · . 

.. Screening Date: .. 7-& 7 ·[.) L/ . 

facility S.taff- PJe~se complete this section Tvoe of Screenin 

·Resident Last Name: ( ] Initial Annual · 

- -

Soc Sec 

Roqm & Bed­ /2j;_qf6j Gender: )If: [F] . Paymeint.:rype: [ 1 MA [ l PVT [ l PPS 

Dfet and Nutritfoh' Problems: [ J Weig~t Loss . ( ] Nutrition· Problem . [ ] .~eedlng Tube [ ] Mechanfc~lly Altered DI et 

(1) Minimum Data Set Information SECTIQN K: ORAL/ NUTRITlONAL STATUS 
1. ·a. Chewing Problems 

a. 

~. 

e. 

Heavy Debris 
Heavy Plaque 

b. []None 
Upper 

Dentures 
[ l Full [ ] Partial 

Heavy Calculus ~-·~_L_o_w_er_. ____ r_1_F_u1_1_r_J_P_a_rti_a1_·_. ~ 

Do~sn't wear Dentures or Partials. 
Probl.ems with O.e.nlur.es or Par.tial~ 
Natural Teeth are Pre.sent 

Swo!len or Bleeding Gums 
qral Abscesses, fti;tul~s 

Ulceralions, Denture Sores · . _f. I , J Dally Or.al Ca~e Needed. 
Soft or Har? Tissue Lesions 

b. Swallowing Problems 
c. Mouth Pain 
d. NONE.OF ABOVE . 

SECTIQN.L: ORAL/DENTAL STATUS· 
1, a. ·Oebris (soft,.easily movable subslances) 

present in 1116uth prior to going to qed at 
night ·· · . · · a. 

b. Has dentures and/or removable bridge b. 
c. ·sam~ I all natural teeth lost - does ncit 

·have or does. riot use dentures (or partial 
· dentur~s) c. 

d. 13roken, loose, or carious teelh d .. 
·e. inflamed gums· (gingiva); swolleFl or 

bleeding gums; oral aoscesses; ulcers 
. or rashes . a. 

f. · Daily cleaning of teeth/dentures or daily . 
· mouth care - by resident or staff f • 

. NONE OF ABOVE 

(2) · Daily Or_al Care Plan [ ] Resident Maintains Oral Cqre Independently 
[ ] Resident Needs. st.aff .S1.:mervisi~n 
t l Resident Needs Direct Staff Assistance 

The items checked below are recommended to maintain the oral he9Jth. ofthis.resi9ent: 

:[ ] · To~thbrushing Each ·morning and ev~ning, brush ~~~th and gu~s for 2 minut~s using a soft.toofhorush and fluorid~ toothpast~. 
l ] Remove Partial{s) before brushi~g.teeth [ ·1 Provide dental floss [·]Electric toott)brush_ r~commendeq · .. 
[ ] Each morning ~nd evening, swish· with z;3 teaspooos of Fluorigard or ACT fluoride rinse for one mi~i.J~e, then. spit out. 

t/. 

[ ·] · Den~ure and Partial De~~ur~ Care . Once daily,·use a toothbrush or denture bru.sh and mild sqap· to brush dentures and ·partials 
-soaking alone will not remove harmful plaque.· At' bedtime, remove arid brush dentures, ·~.nen so_ak them in a denture cup overnight. 
Soak petitures in pl~in-.waler, or" use a cleaning produc~ svch as E~erdent or Polid~nt,· ~ut do not 1et the dentures dry oµt. · .. 

. . ~ ] Apply a dentur~ ad~esive, such a~ Fixodent or Polygrlp eac~ morning . 

(3) Dental Care Referral Recommendations 
[') No Dental Referral. Resident has no neep for den~al referral at this tim~. 
[ ] · Routine Dental Referral. Resident ha;S routine d~ntal care needs. · 

. { -] Immediate Dental ReferraL Resident ha~.ur~ent dental need~. 

~S~cr~e~e~ni~n~a~n~d·~R~e~fe~rr~a~l~N~o~te~s~=~~-!..~L.J.:c::J.~~~~~::::L~..4.:a.::~~.Ll.!.-A-4-.)._-/.+~...::::;:_e;,~~~~~··~,k-7..LJ...~/:..t--~7-0~ 

~~~~_:_~~~~~4-'.A~~~~~~~~"-l4_~~~~-s1~~ 
~~~~.:.-_.;__~~~~~...::;_...p.._,!~~~~~~~LJ-6~~~~-=-l--.:-d-t~cf 

- -. V~ck1 Cuno {612J 721-0690 
Facility Staff Re:sponsibl~ for.R~fe~rals 

F11rm. OHSY3 



. . 
.... . ' · .... : . : · . 

-.·:·· 

, ·Type of Screeni.~g 

Resident Lasf Name: -[ ] Initial [ ] Status. Change . 

First NarTle ~ Mi: · ·sac.Sec;;#: 

Room & Bed#. 

Diet and·Nutritr 

Oat~ of Birt~: · 12/J 9 /53 Gender: -~ [FJ Payment Type: · [ ] M~ [ ] PVT" [ -J PPq 

.C. J Vf eighl Loss [ J Nutrition Problem [_ ] Feeding T_ube [ ]" ryte?hc;i.nically. Altere9 Diet 

.· (1 J Minim.um bat~ Set information · 

a .. He~vy Debris· 
~eavy Plaque 

Heavy Qalculus 

. b: {. one 
Upper 

Dentures 
'[] fl.111 fl Partial 

~---·-·. L_o_w_e_r __ c_]_.F.._u_n _. [_]_P._.a..;.rt-ia-1 _... 

SECTlO.N K: :ORAU NUTRJTlONAL STATUS 
l.·· ·a. Chewing Problems 

b. Swallowing Pfoblerps 
c~ Mor,.itfl Paih · · 
d . . Na°NE OF ABOVE. 

s~c:r10N L: ·aRAl,JGENTAL STATUS 
1. a. :Debris {soft, easily movable substances) 

· pre;;ent in· i:nouth P,rior to going "to beq at 
1--~-· ..:..~_is_sin...;· g::...T_e_e_th_w._l_o_R_e.:...pl_ac_e_m_e_n._t ,_._.--1 · · d. ·..._--11--Lo...;9_s_e·_re_· e_th_· _· --' night. · . a_ . 

. b. Has 9.enture$ .and/or removable bridge. b. ·· 
c. 

Doe~n:t wear Dent4re.s gr Partials Decayed Teet~ 
P. oblems with Dentures or Partials. ·aroken Teeth/Fillings . \:.·some I all 0at.ur~l.t~eth lost· do~s no.~ . 

Root Tips Present have o~t:lees not use dentures {or p~utial 
dentures) · c. 

e. Swqllen orSleeding.Gums · 
Oral Absces~es, fistulas . 

Ulcerations. Dentur~ Sores 

Sq_ft .or !-:lard Tissu~ .. Lesions 

. (2) DaHy Oral .Care Pf·an 

·.d. Broken, loose,· or:carious·teeth. 
e. Inflamed gums. (gingiva); swoilen or 

bleeC!ing gums; oral abscesses; ulcers or rashes : . 
f. .Daily cleaning.of teeth/dentures or daily 

meulh ·care - by resident or staff 
. NONE OF ABOVE 

[-] Resident Maintai~s Ora!· Care !n.depend.entiy" · 
[_] ·R:~iden~ Nee.d~s~ a# L!pervision. · .· 
(t}1Ze$ident Need ~taff Assistance 

. . . -- .. 
The items checked below are recommt;;nded to maintain. the. oral .heaJth of this resid~nt: 

d .. 

e. 

f . 

~ 0oothb"rushing .Each ~orni~g and evening, brush teeth an<;f gums for~ minutes using a s~ft toothbrush. ~n~ fl~oride to~thpa~te . 
. ( ] Remove Partial(s) before·orushing teet~ [ ] Provide deptal.fio.ss [ ] El~ctri~ footlitiru?h recom.mentjed · . . · · · · 

[ ] _Each moniiijg .and evening, s.wish with 2·3 teaspooFts.ef· Fluorigard or ACT fluoride rinse for ope minute, then spit out· .. . . . •' ·. . . . .. 

(] . Denture a~d Partial .Denture.Car~ Once daily, use a toothbrush or denture brush aAd ·mud s0ap to brush.dentures and partials 
-sqaking alon~ will not_ remove harmful plaque. At bedtime, remove anq bfush".cfenture.s, th~n sqa_R them in a denture cup overnight. . 
Soak d~ntu·ras in plai~ water, 0r use a Clean}n.g product sue~ as Efferde!lt or Pblident, but do.not let the c:tentures dry out. · 
[ ] Apply a denture adh~siye, such as Fixodent or Polygrip each mq_rnlng · . . ·. · . · 

(3) Dental Care Referral Recommendations 
[ ] Nj'Vl?ental Referral.. ~esident has no· need f~r dental referral· at this time. 
[~cutine Dental Referral. Resident has routine dental care needs. 
[ 1 \mrnediate Dental Referral. Resident has urgent dental ne~ds. 

Vicki Cuno· (6l?l 721-0690 
Facili.ty Staff Respon.sible for Referral~ 

·. 

A· p p· I c T r c e D c n f }l I · 
B. r i n g i Jf g s 111 I I c s t o. p i: D p J e "' i t 11 .<:: n A - : - • -

--
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S'tate Of Minnesota Veterans Homes Board A-19-003-C C?J98) 

·.rvlinnesota Veterans E;ome - Minneapolis ...... ------·. ________ ···---·-· __ ·-··· ···----····· ---.... 
. ~-- siorMi.n.ri.ehallu A'.:v:en.ue:Sou\:h -~.------'----------~_-.. -----.-.-.A-I-=-J-T_H_0_,filZ1~:rJ:oiI"-
-- lvffrineapolis, 0.1N 55_417 . .. ._ . . . . .·. · FOR RELEASE OF 

612-.7fF·q600 Fax 612-728-1259 .MN-Re(ay: !-800~627-3529 'MEDICAL INF.ORlvlATIO.N 

Please Retu~n Information to the Attention of:-

·To: . . ·v V\\f!\G . _, 

ADoREss: ~D>...L . .ll--'w::::>..:--. v;l(....1-e ....... b-'=·~a...~n,,._s_J;:x_· ~-\.;....;;...~-=" _ 
. . . 

CS?J.:_-s . roN :s9-1n Date ·a~Birth ·12./ \ q } "l~ .3 
s·oqial S~curity N L;Imber· . 
Dat!!A~mitted to MVH- .. 

This is your full and ~~~fic.ien~ a~.tho~ization· to r:ele~se·to the Minne~ota"V .. eter-a;ns Home~ Board of . . 
Directors, its agents, representa.ti~es or employee~, the HOSPITAL OR MEDICAL information cheGked 

_.below. This .. authorization specµicaiiy indu_de.s re~-ords prepareg prf~r· to ·a,n:d after the date of this 
.authoriZ.ation. l authorize. conv~rsations betWeen the bearer· o:( this authoriz'ation and niedical, 

-_ -p~yclii_atric,' psychologk~l and sci.~ial services pel_"~tnin~l. This authorization inchi:des the rele~se o.f 
information concerni~g drug abqse, a~cohoJism;psychiatdc/psyc_Q.ological·inf?rination and HIV/AIDS. 

'Information 'is neeQ.ed· for the·following-dp.tes of stay: 
. ~ . . ~ 

A: 

13 .. 

D. 

CJ Discharge S:ummarie~ . 
o Outpatient Reco~ds, Summaries, Interdi~ciplinfil-y N ates~· Physician an~ Nurses' .Not~s 
.o · Labs/X-rays · · · " 

·. o -Medical, physic~l, ~odal, psycholdgi~ai/psychiatric histories and :assessnients . 
D StatemeJ;lts.r~g?.rdirig applica:q.t's ·participation in prqgra;m,s; includirig ~omplic~nce·with treatm~nt . 

plans, i;iles, ~are pliii;t arid ~bst:ll!.ence from mood-:altcrini subs~ani:es . ,cvi _ tL ... 
)ii:' , Other, m~ludlllg thefollowip.g: . ~. V\b~ .· .£t<=~c. 2oo-..--1 ~LDX;i 

NOTICE UNDER MN ·GOVERNMENT.DATA PRACTICESACT. .MN STATUTES. CHAPTER-13 
Information colle~ted thr:ough use oj thfs rele~se will not be dis~losed or disseminate~ to inif.ivic:luals, 
business. entities or state or fedetq.l goverJZment agendes without your informed consent, e;_cc'ept as· 
required/permitted by law. . . . 1 · 
This release wil( expire one (1) year from ·the date ofyoilr·signature. Attent~on Public Facilities: 
_Minnesota Statutes §1_3.05, _subd. 4(d)(7) r~qul:res automatic expiration ofthis_authoriz~tion one ye~r 
from the· ·date of its execution. . . . · 
lnfor_mation .will b~ usecf to.determine-your eligibllityfqr admission:amf continued stay at tfze Minn€?;SOta 
Veterans -Homes. · · · . · · · 

. You may refitse to sign ~his.r.ele_ase of information> but such refusal may.res1;llt in a P,enial of your. 
admis~i~n to a_Minneso~a Veterans Horrze or in the lfome_s inabz'Hty to meet your care -r;.ee.ds. 

I have read and lln:derstand the condition~ of this release of 1nfo~ation as stated .on this form. I hereby 
lorize you (NAMED. A.BOVE) ~o di~close the ~equested 'inforrh~tio · to the MN Vetera:q.s Homes Board. 

\• 

Applicant/Resident Signatµre . D.at~ 
Rea?on Applicant/Resident Ca~ot Sign: -~::::.:!.....:_!...1.l.~J.&.,?~__s-.......!lo~::::.:::::..i:a-:!--.,..-----

. THE lYlINNE~OTA VETERANS HOMES BOARD IS AN EQUAL OPPORTUNITY/AFFIRMATIVE ~CTION 
EMPLOYER.. . · . · .. · . 



--...,...-.. ------------''-----------­.· __ .. ···----··:--:- ----:-...--·-·------------. 

Note Text 
TITLE: PATIE~T CONTACT NPTE 

DATE OF NOTE: D~C ?1, 2004@15:45 
AUTHOR: OF~TEHAGE,aOHN C 

URGENGY: 

ENTRY DATE: DEC'21, 200~@15:45:10 
EXP COSIGNER: . 

'.STATUS·:. COMPLETED. 

Name. of Veteran:·· - - - -
- --

- : ~ .... 
, -

hip ·of Contact if other than Vetera.n :· 
p~·r s. sister· 

- ----

Dat~ # Time of Contact: Dec 21,2004@15:45 

Typ~ of Contact:. ~elephone 

Reason fo-t: ~·spoke with Pt's .sister 
care for · . . 
Option?s ssed include 1. No treatment. 

· · · 2. Admissi~;n to· .VA "medical cent~:r 

- --

tooth extractions. · 

regarding dental 

Hosp~ce team in th~ near .fut~re 

.the MVJi. Foll9wing a discussion of'Pt~s co~ort 1ssues, 
DentciJ, surgerY in th~ OR-we· will' determine if we should fo~ 
d~nt~l trea'tµie~t. 

~ex~:·- w{li call me following her meeting with the Hospice team 

(esi JOHN 'c OFSTEHAGE 
STAFF DENTIST 

· ~igned: 12/21/2004 15 :.53 
Facility: MINNEA;POLIS VAMC 

. ==========:::=====~-=====:;;===-...:.._-~=-:- ·-_--___:===========~=---. 



Minnesota Veterans Home 
· Minneapolis 

-'--___ -__ -_-___ -__ -__ -___ -__ -__ ~_.~ .. ~~~.~~~~~~~.oentalProgralfi 

Attachment 

-- ·-·· ---·-------. -·sch~aufing 1rnmlsS1onl~nnuarExams-···-··-.----· ·--------· ---~ ·· --· ··-----·-··· ··· 

Admissions 

. 1. An. admission referral for a 'dent~I exam is completed when an ~dmiss'ion dental.· 
packet is c_ompiled and sent to Apple Tree Dental (ATD). An admis~io.n den.tal · 
packet includes an o·ral ·health plan, dental referral form, .c.l.rr.rent physiCian order 
sheet, history and physical and diagnosis list.. Date the admission dental·pa.cket is 
sent will be tracked in· the Excel Tickler benfal File . . . 

2. Upon receipt .of the packet ATD will schedule the admission dental· exam. 
3. ADT. w(ll.fax the appointment list tO HIM. 
4. HIM will.provide. nursing\iVith the list. 
S .. Nursing will offer th~ dental appointment to the res_ident and involve the Social 

.. Worker. as indicated, if a responsible party is involyed. . · . 
. ·@ Nt.irsi'ng. will -return the list to Unif HIC indicatrng the_restdent acceptance/refusal of 

th~ dental appoif!tm~nt. Unit HIC will inform the HIM dept. of refusal$. ·R.efusals 
are to be documented in the Excel Tickler Dental File, Momeritu.m progress.notes . 
and Health Maintenance Monitoring form. If the resident/representative a.ccepts 
the appointmentthe HIC will. note the ~ppointment on the calendar. · . 

7. ATD Will· be notified of the refu~al and schedule the resident for another dental 
exam .. ·. . 

8. Residents ·will be offered three consecutive opportunities to accept"a dental 
appointment. After the tbird refusal; ATD will place the resident on an ·inactive list 
and ~IM will'_ track.for th.e next annual -appointment.· 

Annµal Exa:ms . 

·© Dept. HIC will track and t.efer all residents due _fo~ an a~nua(dental exa·m. ATD 
will track/schedule annual den.tal exam and fax the appointment list to HIM 
apprq?<{mately one weet« p~ior t9 the v·isits. HIM distribute~ the list to the units. 

2. Nursing will offer the dental appointment to the resident and involve the Social · 
Worker, as indicated,. if a responsible· party is involved. · · 

3.·- Nursing will return: the lisftp Unit HIC indicating th'.e resident acceptance/refusal of 
the dental appointment Unit H·IC Will inform the HIM dept. of refusals. Refusc;ils 
are to be documented· in the Excel Tickler Dental File, Momentum prc;>g.ress notes 
and· Health Maintenance Monitoring form. :1f the resident/representative-accepts 
the appointment the HIC· wi.11 note the appointment on the calendar. · 

4.. ATD will be notified of the refusal and re-schedule the resident for another dental 
exam.· 

. 5. Re~idents wilJ be offered three consecutive opportunities to accept a dental 
appointment. After"thethird refusal, ATD will .place the resident on an inactive list 
and HiM will track for the next annual appointment: · · · . · 

·@ Unit HIC will .track in Excel Dental Tickler File all annu?I dental visits refused by 
· r~sidents: By_ the fifth working day of every month the Oept. HIC vvm generate a 

Dental Referral Exam list for residents who· refused the· last annual exam ar:id 
resident~ due for an annual exam. Dental packets will be completed upon request 

.by ATD.. . . -
H:\POL-PROC\P-P19\dental.doc . MVH 8-30-65 



· l . 11INNESOTA VETERANS.H01v1E Attachment 
Minne~polis · · . 

APPLETREEDENTALSERVICESPROTOCOL . .. . 
·r.-s-eHEB-lf.hIN6r-~~~~~~~~~~~~_.__~_.._~--'-~~~~~~ 

···-A:-xdnrrs·sion·s ·· . ··----····-
. · · Residents Will be referred for· a dental examination within 90 days.after:.admis~ion! 

· * A~~ssion Dental Packet.= Oral Health Plan, De~tal Referra~ Fonli, Physician O!der · 
Sheet, History and Physical and Diagnosis list . 

. **:pocurilentation in the progress notes.to include: "Resident µrissed/J;,efµ.secl ~eJ;ltal 
appointment on (date). See ATD progress n~te". Or, "Resident s.e~n by ATD on (date). 
See ATD progress note"~' · · 
1. On Admissio~~ the Unit HIC will iiJ.itiate the Oral Health Plan· and Dental Referral by 

.. not1n.g tJie resident name, ro:om number ?Ud medical record number on the bottom of 
the form. Th~ Otal Health.Plan wUI be sent to th~ S<?cial Worker for completion. . 
The Dental Referral will be sent to Nursing for completion. 

2. MVH Social Worker will he responsibie· to meet whh. the new resident or r~sident' s 
representative· to ·complete.the Or~1 Hea~th Pla~ by or at the time of the Initial Care 
Conference. ~ocial Worker will complet~ the Oral Health Plan indicating a 

· . determination to ·receive dental services fro~ .Apple. Tre.e-or other: dental provid~r and 
identifying who. will m~ketreatment de.cisfons. ·The Oral Health Plan will be given, to 
the Uri.it HIC. 

3. Nursing wiil .comp let~ the Dental Referral by the Initial Care· Confer~nce .. · The 
Dental Referral wm qe given to the.Unit HIC! 

4. A copy of the Oral Health Plan and Dental Referral is placed in the ~a:dnrission dental 
packet and the originals.are fi~~ in the medical record under consultation.· . 

5. Admission Dental. Packet* is complete4 for the admission ~ual dentaJ re~erral and' 
sent to .the Dept HIC w:P.o will delivet the packet to Apple Tree Dental during t4e next 

·visit.. 'Referral will be entered in ·Momentllni by tlJ_e Dept. HIC · · 
6. Upon r.eceipt of the pa~ket ATD will scheduletlie admission dental exam. 
7. ADT will fax the appointment list to ~· · 
K HTh1 will provide nursing with the list. 
9. Nursing. will offer the dental appointment to the resident. and.-involye the Social · · 

Worker, as ~dicated, if a responsible J?arfy is involved. · 
I 0. Nursing· will return ~he list to Unit IDC indicating-the resident aeceptance/refµsal of 

the dental appointment. Unit HIC will info~ the HTh1 dept. of refusals.. Refusals are 
to be documented in the Ex~el Tickler Dental File, Momentum progress not~s and 
Health Maintenance Monitoring form by the 1,lnit HIC. If the· resident/representative 
accepts the appo.intment the Unit HIC will note the appointment on th~ calendar. 

11. A TD will be notified of th~ refusal and schedule the resident for another d~ntaJ exam .. 
12. Residents will be offer~4 three consecutive opportunities to accept a d~~tal · 

· appointment. After the third refusal, ATD will place the resident on an inactive. list · 
and Hi1v.f will track for the next annual. appoin~ent. . 

l 3. ';fhe me~ical re~ord a.lld a copy of tP,e. clirrent niedfoation/treatm.ent ~Iieet accompany 
th~ resident for.admission exams. 

14. Nur~ing will initiate the Oral Care Plan by the 'time 9f the initial Care Conference 

13. ANNUAL.EXAMINATIONS . .. . . 
:Residents Will be ·referred for an ~nnual d~ntal examination every 12 months. 

1. Dept. HIC ·will track and refer all residents due ·for an annual dental exam. Referral will 
be· doc~mentedin the progre~s notes by the pept. me. . . 

2. ATD will track/sc~edule annual dental.exam.· and fa.X th~ appointment list to HIM 
approximately o~e week prior to the visi.ts . 

. 3. HIM distributes the list to the units. 



Minnesota Veterans Home:- Minneapolis· 
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-----·-.~_:Nms-in~wi11-e-ffer-th©-dental-appg.mtment-tG-the-i:esident-ai:id-in-V-Q.1¥.e-the-Sqcial-Wm:kei:.,..-----
·--· ·:··.·-as-indicated; ifa:·respensible party··is-involved; · · · - · ·· ·· ·· · · ··- -··· ··· ·· -··· ·· ----··--·-- ·· 

.. s: Nursingwill retuni.the.list to Unit HIC·indicating the.restdent acceptance/refus~_ofthe 
. dental app.oin~ent: Unit IUC will inform. the HIM. dept. of refusals .. ·Refusals· an~ to be 
documented in -th~ Excel Tickler Dental File, ·Momentum progress notes ~nd Health . 
M<l:interi.ance Mo_nit~~)IiD:g fonD. .. by the Unit-RIC~ If the resident/representative·accepts the 

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

·7 .. ·Residents will be offered three coii~ecutive opporhmities. t~ accept a dent~l -appo~tment. 
After th~ third r~fusal, ATD will plac~ the resident' on an inactive list and HIM will track 
for the µext "1.D11Ual appolli~ent~ · · · . · .. 

8. Unit RIC will track in Ex~~l D~nt~l Tickler File .all annual dental visits refused by · 
residents. By the fifth working 'day of ~very month the.Dept. RIC will gener~te ~ Dental 

. Referral Exam. list for residents· who refused the last amiua1 ·exam anci residents ·due for an. 
~ual exam. Dental packets wilf be ·completed upon request by A TD.. . . .. . . . 

Ii. RETURN FROM DENTAL APPOINTMENT.·. . 
A. Apple Tree Dental will complete a progn~ss nqte for every resident seen th~t includes the . 

n'.aine of the dentist or dental hygienist, date of serv~ce, sp~cific dental services provided 
(documentatj.on' needs to reflect if this appointment incluqed an annual exam), 

· medications administered,".medical or dental consultatiop.s, follow-up orders and fo~low.: 
··up appointments. ·i · · : . . · 

B: Nursing will review progtess.notes and follow-up with any orders according to policy arid 
~ . proc~dlite for trap.scribing ppysician orders. (Attending physician shall ·verify/clarify all 

orders prior to iinplementatiqn). 
C. Dept. RIC will provide the unit-me· with the app~intment list noting if the resident was 

seen for an.annual exam. The unit.RIC will document the admission/annu,al dental visits 
. oh.the Health Maintenance Monitorillg forrtl and iri the progress notes. ** . 

D~ Unit HIC will file the dental {nursing) referral and dental progress notes under the . 
CO?J.Stiltation ~ab in the medical record . Uµit me· will note dentfl:l visit in the prQgres~ 
notes. 

m. Elv.lER~ENCY/DENTi\L CONCERNS . 
: A. Emergency/Dental aoncems· wi11 be· initiated by Nursing on the Request for Dental Exam 

Form and given to the Unit IDC. ·Nursing will document request ill. the progress notes; 
~· Unit.HIC wili ~ei:id the request to the Pept RIC. . . 
C. Dept. H;IC ·will fax the request to Apple Tree Dental or" qall it in depending on the . 
. . . situ':ltion/tjm~ ~ti_l the nex~ visit.· . . . · . 

· D~ Apple Tree Dental will sche4ule th~ appointment .and notify the Dept. HIC via a phone . 
call or. on. the next S;Chedule. . . 

IV. MISCELLANEOUS 
. A. After every examination or check-up Apple .Tree Dental provides a writt~n treatment-plan 

. to the ~esident or their representative." The r~sident or their representativ"e signs a consen,t 
form, a.te':lr~off section which is part of.the treatment plan Jetter. Con~ent fows must be 

. received by Appie Tree Den~al before treatment.is started. Treatment plans will not be 
sent out for emergency visits. 

B. Unit HIC notifies th~ _Department RIC .of cancellations. Department H;IC will notify : 
Apple Tree Dental. . 

C .. All niissed appointments will be noted on the.Health Maintenance Monitoring form and 
in the progress notes the Unit HIC. · · 

. D. Oral Health Plan will beunc1.::lt~r1 hi:rfhi::- ~'"'";,..1 -tu--1-----"' -~ · · · 



Minnesota. Veterans Home - W-Jnneapolis 
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m~ke~chanQes.~·~~~~~~~~~~~~~~~_;._~~~~~~.,..--~~~-'-~ . . . . ·o . . . . . . .. 

- _ _,_. E-.. --~e-Dept.HIG-w-ill-b6-the. co~taGt-betwe©n-11¥H-Mpls:-and-Apple-Tre~Dental-for-:. _____ ~----· -- : .. --·· .: ....... . 
schedUlirig all-<l:enta~ ~ppointments and all scheduling c.oncerns~ Clinical conc~m~ will ·be 

·directed to the DON and administrative concerns to the Director of:Hnv.1 and/or the 
Assistant Administrate~ .. _ · ·.. . . , .. . - . 

F. ·.Dept. HIC will notify Apple.Tree Pental of ail admissions, dis~harges and room· ch8:llges _ · 
.on a monthly basis. . . . , . 
H:\16\Denthl\ATDPROTOCOL.doc · 
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L------
MIN1'rESOTA VETERANS HOME 

. . Minneapoli$ 
-·OR-A:L-HIB--Ab-TH-Pb*N-==i'1:BRS-JNG-e-ARE-fJNIT------· -··-----

·. · .,,_.·-As-p~i:t·ofyo~r admission to the Minnesota·v~~r~~s Home; you an~_being 6ffered dental · 
services through-App.le Tree ben~al, a privat~, non-profit, con_tracted_dental service.·: · 
An Apple Tree dental· hygienist wm provide.an initial ·oral health screening within the first two 
months after admission and an oral hea.Jth screening annually. Should additional .dental work 
.~e ne~ded, a referral wilt" be made and Apple.Tree wll.1 provide you or yout re.sponsible l)c:1rty a 
·detailed plan of treatment for. approval "before any work is initiated. At present, most dental 
seniices· are at ~o cost to you. · 

*Admission and annual dent~I exams will be provid~d as. service~ ~llow. '(ou may wish t~ 
continue seeing your pr_esent dentist.I'. especially if you are c_urrently ·having d~ntal problems 
which yo~r d_e~tist is addr~ssing. · · 

To· be .complet_ed by/at initial c·are ·conference. 
Date oflast dental exam (~heck-up): . 

· D I authorize Apple Trey Dental to provide· dental examinations and routine preventive and 
diagnostic services. Fo1:1owing each exam, as indicated~ I understand th~t.I will be 
provided with a treatment plan,· and treatment will not be started without further. consent. 

D I will maice t:µrangements with my dentist, Dr. . .to provide oral 
health care and will also provide this health care facility with a wntten record of a dental 
exam provided w:ithin th~ last ye~. (Required. by :MN He~lth Dep~ent Regrilations) 

D . I _refuse ·&n: admiss~on dental e?Camination. I understand that a ~en~al exaniinatiori to 
include routine preventive a.n4 diagnostic. services will be offered to me on an annual 
bases. Services :will be provided· by Apple Tree pental. . 

Resident's/Resident Rep:resentati~e's Signature . Date 

TREATMENT DECISIONS 

1. ·Does the resident make treatment decisions? No · Yes 
If yes, the resident must ~ign ~el ow. 

Resident's Signature . Date 
2. Does t~e.res1dent's representative make treatment deci$ions? _·_._No _Yes 

If yes, the resident's rep.resentative must sign below: 

Representa~ive's · Signatrire · Relaffoµship 

Rep~esentative's Na~e (PRINTED) 

Address 

City · State Zip Code 

Resident N am.e· Bldg/Rm# 'M:R# 

Distribution: Original-:- Resident Chart/ Consu.l:tation Ta1:> 
Copy- Medical Record Clerk/ Apple Tree Dental 

1642C 
:H:\DRAFI\16\PC I 642Caraft4.~oc 

Date 

Phone Number 

Social-Security# Birth Date 

MVH 10/97 
Rev 3/04 



~SOTA VETERANS HO:ME 
. Minneapoiis 

· · ORAL··HEALTH~PLAN-..-BO:ARDING··GAR:'&-·-·------.-~-..:. .. __ ·--·-·····---
··-- - · : ... -·Aspai·f Qf your admission to the Mhmes.ota Veterans Horhe, you are being offered dental· 

services throu9h Apple Tree Den~af, a· private, n~~-profit, contracted dental service. 

Admission and aniu:1al dental exams·wm be provided as s~rvices allow. Should additional 
d~ntal woik be needed, Apple Tree will provide you or your r~$po.nsible'party ·a detailed plan 
of treatment for approval befqre any work is initiated. At present, most dental ser-1ices _are at 

, n9 co sf to you~ You may wish to continue seeing your present dentist, espedai°ly if you are 
currently having dental problems which your dei:1tist is addressing. . . . ~· 

To be completed by/at in~tial ·care ·confe~enc~. 

0 

D 

.D 

1. 

Date oflastdental exam (check ... up): ____ _ 
!authorize Apple Tree Dental ~o provide dental examinations and.routine preventive:ar:id 
diagnostic -services. Following·each .exam,. as indicate~, I understand that I wil~ be . · · · 
provided with a treatment plan, and treatm~nt ·will not be started'without further consent.' 
I will make arrangements with my .dentist, Dr. · . · , to provide oral. 
health care and will also provide this health care facility with a· written record. of"a dental 
exam provided within .the last year: (Requited by :MN Health. Dep~ent Regulations) 
I refuse an admission dental examinati,on. I understand that a .dental examination to 
include routine preventive and diagnostic ·service~. will be offered to me on an annual 
-b~s~s. Services will be provided by Apple Tree D~ental. · · · . · 

Resident's/Resident Representative's Sign~tUre Date 

TREATMENT .DECISIONS 

Do"es t]+e resident make treatment decisions? No Yes 
· if yes, the.resident must si~ below. 

Res~dent's Signature . . :· Date 
2. Does the resident's representative make treatment decisions? _· _No _·Yes 

If yes, the resident's representative J;rnist sigil belOw: 

· Representative's 'Signature Rela~onship 

Representative~s Name (PRI~~~TED) 

· Address 

City · State Zip Code 

Resident Name ;Bldg/Rm# 

Distribution: Original- Resident Chart/ Consultation Tab 
Copy- ~edi.cal Record Clerk/ Apple Tree Dental 

16-42C . 
H:\DRAFI\16\PCI 6-42Cdraft4.doc 

Date 

Phone Number 

Social Security # Birth Dat~ 

MVH 10/97 
Rev3/04 



... 
~SOTA ~TERANS.HON.IB 

. . Minneapqlis 

DENTAL REFE~~~ . . . -- ....... ·-··· -----·--- -

. . 
.Resident Name: ________ __,,_ ______ _..· ~ldg/Rm#: _____ ..____ MR#: _______ _ 

A~ncling Physician:.;.__· ----------- Da~e of :<L\.ppointment: ______________ _ 
! . 

j[ . COMPLETED BY MVH STAFF· 

PROBLEMS TO BE EVALUATED . 
. . . . 

· Reason for Appointment (~) · 0Admission Exam 

Check all that appiy:_ (-f} 

MEDICAL ALERTS 

Down Teeth ·onenture 
OUpperFull 
OLowerFull 
.OUpper Partial 
DLower Pa.¢~1 

All~rgies/SensltiVities: N> 
(]No Known Allergies/Sensitivities· / 

D Pellicflliri · · D Codeine DNSAID: 
DAmoxicillm · · D Aspirin D Other: -----
0'.Erytbro~ycin D Lidocaine D Other: _____ _ 
·oretracyclme .DNovocaine 0 Other: _____ ;.... 
psulfa . D Lat~?C 00ther: _____ _ 

DAnnual Ex~rn 

Other AlertS: ('1) 
0Premed, heart 
0Premed, joint 
OJ?acemaker 

··onNRJDNI 
Osteroids 

.. ·See Attached; Current medical history /Curre~t medica~ions / 0ment dic~.ghosis. list 

Dother (Explain) 

[]None 
0Chemotherapy: . 
0Head/Neck.Radiation 

. Ocoumadin · 
D Other:, _______ ..__ 
[]Other. ___________ _ 

Req~es monitoi1t1g for wandering (V) OY~s. 0No (If.yes, mak:e ~g~ents for an es~ort) · 
Ambillatory? (v) 0Yes 0No· Needs ~sistat;ice with transfers?(~ 0Yes []No · 

II 

SpeciruNeeds:.~~~~~~~~~~~~-.-~~~~-----.-~~~~~~~~~~~~~_;__-----,--

. Mental Status and Decision Making 

.Memory 
Orientation 

· Judgement 

Slightly 
Normal Impaired 

D .O· 
D · D 
D D 

Severely 
Impaired 

D 
D 
D 

Cooperation. ~oni.munkation. Behavior ~anagement 

·o This Client makes their" o~· treatment decisions. · 
o· This Client's Representativ~ mak~s treatment. decisiops. 

Representative Name: · 
~~-~~,_....,--~~---

Phone#: . 
--~~~~~-~~~~~~~ 

· D Generally Cooperative Approaches for managing behavior: 
OsometimesUncooperative -~~~~~· ----~~~~·~~~~~-~--~-~--~~--~~-
0 Usually Uncooperative · 
0 Always Uncooperative 

(Nurse Comp~eting ~equest) 

. · 16-43C . 
H:\16\PC 16:..43C.doc 

··~ 
MVH7/99 
REV3/00 



Minnesota Veterans Home 
------··----· -·. ·--·· ···-·- ····-·-~-·--Minneapolis· .. 

I{ealt~ Care MainteD:anc~.M;onitoring 

Influenza Vaccine· Pneumococcal 
Vaccme 

T~tanus Vaccine · 

.. ·.other Immumz·ations 

. . 
Mantoux.lst Step Mantoux 2n~ Step· Chest X-ra·.r 

Date Date 
Read ' Read. .. 
Indui-ation · Induration .. 

(mm) (mm) 

Health IYI~intenance crecorddate or iab/testin box). 

· . Guaiac (date/results) 

.. 

DateofExam 

Date ofRefusal 

Date of Missed Appt 
.. 

·Resident Name 

. Ml6-48C 
H:\16\PCM16-48C.doc 

.. 

Dental Examination 
Admission 

Room# MR# 

· MVH ll.:.30-01 · 
REVISEO 08/o·s . 

' . 



~· . 
I> 

. Apple TreeDentalPho~e: 763-784-7993. Fax: 763-784-597~ 

Dental Concern: Request For Dental Exam 
-·~Res'ldent: -·-· · · ~- ---!-Facility-;-Mim=.Leseta-V:etei:anS-Home.:....... -· -----·'.- ---· -· ·- ... __ '--Bldg#---·---

. · · 5101 Minnehaha Ave. So. ·i---------
. · Minneapolis, M:N SS417 . ·Phone#_: 612-72-~-0690 ,_Rm ____ # ___ -----

Attention: Health Informatiop. Fax #; ·612:.. 728-123 7 . MR# · 
· Is resident currently an Apple Tree Pa#ent? 0 Yes D No'!=* If no, send a copy of the foIIo~ing to MVH dental liaison: OHP, Physicia.11 
. Order Sh~et, H&P, Diagnosis LiSt ·· · · · · 

. D Denture Concern 

D UpperFull 
. D . Lower Full 
. D Upper Partial . . 
D . Lower Partial . 

Broken Denture 
· Brokeil/Bent<;:lasp 

Broken!MissingTootli . = m Fitting Penture . 
Sore/Bleeding Guins 

- Patient Lost Denture 
Staff Lost Denture 

_Check-Up (12 month) 
Other -----

Requested: on Oral Health· SC?r:e~ning Form by Apple Tree Dental 
·screener . Date: · · 

Reported ' 
By:._-_______________ Date: ___ _ 

0 Upper 
0 Lower 
D Front 
O Back 
D Left: 
D Right 

. . ' . 

D Tooth Concer~ · 

Pain 
_. Swelli,ng . 
_-. Chipped/Broken Tooth/Teeth 

Sensitive Tooth/Teeth 
·Loos~ T~oth!feeth. 

_Lost Filling 
LostCrown . 

. · CleaningNeeded 
Other -------

FOR DENTAL.LIAISION USE ONLY 
Date ATD contacted: · · · Contacted: _____ _ 
Date DC Faxed to ATD: ----.--
A~ention: Sharon Pederson or Marcia-Marks 
Notes: 

--~------,..~----------

MVH. Dental Liaison: Vicki Cuno. Health Inforniation 

*.Send completed form t~ MVH Department Iiealth Information .cI~rk 

· 16-41F 
H:\16\pcl6-41F.doc 

For MvH Dental Liaison Us.e 
Appointme:p.t bate·: _________ _ 

: · MVH 10-97/rev 05/03 



Minnesota Veterans Home 
Mi . ~~= -------'--~-- rneap.uus ____ .: .. _________ _:___~---~ 

Dental Pr~gress Note .File 

-: , 

l. 

" 

Resid~nt Name:--------:--------RM.#: ____ _..;.._ :MR#: ______ _ 
MVH3/00 · 16-24C. . .. 

H:\16\pc16-024C.dqc 



,.. ..... 

Attachmen1 

l\fiNNESOTA VETERANS HOMK- l\11nneapolis 
DENTAL DIRECTOR PROGRAM . 

-- .. -··-H 0 .. ·-------·--·--·-···-... --- '"'··-------·---·--···--:· ... - ···-·· --------·---:-··-- ··---r--" 0. 

Apple Dental will provide a Dental Professional Screener to yi~it the Mimiesota Vet~rans Home monthly to 
·perform the .oral screening sectibh of the Minimum -Data Set (f\fDS} and recommend daily oral care plans for 
every.new resident of your· facility. · . · · 

Prior to Dental Director Visit: 
• HIC Will fill out the information in the top box (plus room and bed numbers) of the Oral Health Screening 

· F9nn. Nursing will fill in nutritional section. · 
• Screenings will be compl~ted on: . 

./ Anyone due for .ann;ual lVIDS Screening (current month an~ next month). 
·./ Ne~Admits · 
;./ Residents with signifi~ant 'Status change.· 

·When Apple Tree Dental Screener is Present for the lVID.S Screening Visit: · 
. • Upon arrival_ to the nurses' station tlie IIlC. will present fonnS for those ·ne~ding MDS screenings to Apple 

Tree Dental Screener. . . 
• · A staff member escorts. the screener to the res~dent' s room for the scree~ing. 
• . When the Apple Tree Dental Screener is finished at each. nurses'· sta~on~ she. wili give the completed 

Screening Forms to the IIlC to make copies: Copy goes· to screener original form. will be filed in t4e chart. 
. . . : . . 

After D.ental Director Visit: 
• · Nursing Lwi~l reyiew Secti.on 2 Daily Oral Care Plan to see ·if Daily Oral Care Plans have changed. 
• .:me will review Sei:tion 3. · · · · · = · · 

· . ./ If there is an imlnediate Dental Referral Recommendation, the. HIG will initiate a Dental Concern Form 
and ·send to the H1Jv.[ Department. · .. · · 

./ if there is a Routine. Dental Referral Recommendation Apple Tree Dental Will schedule their ·routine 
·examination when.it is due. · · ·. 

. . . 

• D~partm.ent HIC who is responsible for making the d~ntal referral will sign tlie ~ottom of the Oral Health 
Screening Form. . · . . · · 

• The original Oral H_ealth. Screening Form ~hould be filed in -the resident's facility chart after it has been 
reviewed/initialed off by nursing; · · 

\\MVH_MPLS\SYS2\FILES\WORDPROC\POL-PROC\P-Pl6\ATD-DDP.doc MVH Rev 8/05 · 
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. Screening .Date: 

Type of S~reenii:-ig Facility Staff.:. Please complete this section 

Resident Last Name: {]Initial [ ] Annual [ ] Status Change 

First Nafl!e & Ml: Soc Sec#:. _________ _ 

Room &'Bed#:_· __ ___,, Date of Birth_: ____ _ ~~nder: [M] (FJ. Paym~n_t Type: [ ] MA [ ] PVT [ J PPS 

Diet and Nutrition Problems: [ J Weight Loss (. J Nutritior:i Problem [ j Feeding i:ube [ ] Mechanii;;ally. Altere9 Diet 

_(1) Minimum. Data Set Information SECTION K: ORAL(NUTRITIONAL'STATUS 

a. Heavy Debris. 

Heavy Plaque. 

Heavy Calculus. . 

b. []None 
Upper 

Dentures 
[ ] Full· [ J Partial. 

~~~L_o_w~er--~[_J_F_ul_l_(_]_P_arn_·_al~~. 

1. a. Chewing Problems 
·b. Swallowing Problems 
c. Mouth Pain 
d. NONE OF ABQVE . 

SE.CTION L: ORAL/DENTAL.STATUS 
·1. a. Debris· (~oft, easily movable substances) 

·present in mouth prior to going to bed at 
night ·. . a. c. Missing Teeth w/o Replacement- d. Loose Teeth 

a----~_-0-eca--ye_d_T_e_e-th~--~ 
Doesn't wear Dentures or Paruals b.· Has ·dentures and/or removable bridge b. 

c. ·some I all Aatural.teeth lost - does not Problems with Dentur~s·or Partials 
have or does not use dentures {or partial 

Natural Teeth are Pr~sent 
dentur~s) c. 

e. Swoller:i or Bleeding Gums 

Oral Abscesses, fistulas 

Ulcerations, Denture Sores 

Soft or·Hard Tissue Lesions 

(2) Daily Oral Care Plan 

t ..__..l_o_a_ily_O~ra_1c_a_r_e_N_ee_d_e_d __ _ 

d. Broken, loose, or carious teeth 
e. Inflamed gums (gingiva); swollen or 

bleedif!g gums: oral abscesses; ulcers 
or rashes 

f. Daily ge~ning of teeth/dentures or daily 
mouth care - by resident or staff 

. NON£ OF ABOVE 

· . [ ·] Resident Maintains Oral· Care Independently 
[ ] Resident N!3~ds Staff S~pervision 
[ ] Resi_i;f_ent Nee_ds Direct ·staff Assistance 

. .. 
Th_e items c_hecked _below are recommended to maintain the oral health of this resident: 

d. 

e. 

f . 

[ ] Toothbrushing Each morning and evening, brush teeth and gu~s fot'2 minutes using a s~ft toothf;>rush· and fluoride toothpaste. 
[ .J Remove Partial{s} before brushing teetli L l Provide den~! floss r J Electric foothbrush.recommended 
[ ] Each mon:iing and evening, swfah with 2.;.3 teaspooA-s ef·Fluorigard or ~.CT fluoride rinse for one minute, then spit out. 

[ J ·Denture and Partial Denture Ccire 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 us~ a Cleaning product sue~ as Efferdent or Polident, but do not let the dentures dry out 
[ ] Apply a qenture adhesive, such as Fixodent or Polygrip ea~h morning. .. 

(3) Dental Care ReferraJ Recommendations 
[.] No Dental Re_ferral. Resident has no· need for dental referral at' this time. 
[ ] Routine Dental Referral. Resident has routine dental care needs . 

. [· ] immediate Dental R~ferral.. Resident has wgent dental needs. 

Screening .and Referral Notes: 

Vicki ·cu.no (6121 721-0690 
. Apple Tree Screener · Facili.ty $taff Responsible for Referrals 

A p p I e T· r e e D e n t a I 
Bringing Sntiles to Peo.p/e 11•itl,..Sjleci11/ De11t11/ -At:r:e·ss Needs Fo.r.m OHSJ13 



·»MN .Veterans Homes Mpls · 
Interdisciplinary Compr.ehensi ve. Assessment 

August 25, 2·005 
Minutes 

The team members. review~d the current _poli'cy for 
comprehensive assessment I clinical. rounds process and 
accountabilities. 

No_ changes w~re made to the existipg procedur~s. Review 
and. enforceme·nt of the policy /procedur~s is required. 

It was· clari~ied that the So~i~l-Wdrker will initiate th~ 
·.Safe Smoking· Assess~ent upon admission, smoking incident, 

and PRN·. The IDT wi~l review the .assessment as a .team and 
determine if· .. the· resident .requires any interventions 
regarding the:l·r smoking practic.es·. ·. · 

Departmept directors will review the policy with th~ir 
staff .and enforce the·timely co~pletion of assessments and 
related documentati·on. 

An ~dditional meeting will be set ~p to rE?view the Clinical 
Ro:unds and Care Conf erenGe meetings to ensure all IPT 
members a·re ,clear on their . responsibili t~es. 

Atta chm en 



Attachment 5 

--"--------'--- - . --· ----'.sir--A-rE-en=r-Mf.NNESerr-A:-------· -· -
·.VETERANS HOME - MINNEAPOLIS 

OPE~TING P0LICY·ANI) PROCEDURES 

. title: Resident Assessment Instrument ~ ·Number:· 01-71 

AJ?provals: Administrator A.S. 11101 Date: 11/01 

POLICY: 

P.age __ 1 __ of · 2 

. . 
It is the policy of MVH-Mpls. that a comprehensive assessment, i.e. RAI, includjng · 
the J\IDS, RAP's (Resident Assessment Protocols ... in conjunction with the RAP · 
Guid~lines)~. be .completed upon adrnlssio:i:i of a r~sident, quarterly, ~ually, ;:m.d if a 
significant change in status occurs. 'f4e Lead ·MDS Coordinator/designee will·track 
and pr<?Vide a schedule for :M:bs completion .and monitor f~r compliance. 

PROCEDURE: 

I. N ~w Admis~ion: 

A.· Nursfu.g, Recreation Therapy, Mental Health Semc~s (lvrn:s), PT, and Dietary wili 
complete a departmental as~essment between day 2 and day 8 (admission day= day 
"one") for.each newly admitted resident. Data from the dep~ental assessments will 
correspond to appr~priate sections of the iv.IDS, Le. MHS= Sections B, E, and F~.Dietary 
== K; PT= G-3, G-4;. Recreation Therapy= N; Nursing =all other s~ctions. 

B. The Admission J\1;DS, and Resident A~sessme:ht Prot<?cols (RAP's) will be completf'.d by 
the umt MDS Coordinator by day 14 of the resi_derit's stay. By signing lines AA-9a and· .. 
R-~, the N.IDS Coordinator is attesting to the accuracy of the submitted MDS data .. By 

."sighlng line V-:Sl., the :Mbs Co.ordinator is assl,U'ing ·compl~tio:o. of the RAP'.s. After 
RAP and care plan r~view, the staff perso;n leading ·14e care ~onference (any 
interdis~iplinary t~am member, i.e. RN, Social Wo!ker, Dietid.an etc.) will sign line V-B2 
to assure that. appropriate problem ar.ea.S as· identified by the MDS are addressed within 
the resident's platj. of care. The initial care conference will be scheduled .by day 21 via 
Health Information Management. · 

Il. Qu~rterly MDS Review: 

A. Each resident Will be reassessed every 84-90 days .utilizing the ·Quarterly :MDS foim to 
momtor for changes in resident status. ·The 11DS Coordinator will complete all sections 
·of the Quarterly MDS via staff/resident interview, and utilizing data from the resident's . . . . . . . 
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written record including, Nurses;· Weekly Charting, and Qua_rt:erly Range of Motion Data 
Collectiop. Form, and will sign lines AA-9a and~ att~sting to the accuracy and . 
completion of the assessment. ·A care conferen~e will be sche9.uled via Health. 
information Management corresponding with the completion dat~ of the Quarterly IYIDS. 

ill. Annuall\IDS Reass~ssment: 

A. The RAiwill be completed within 3 65 day~ of the resident's last comprehensive 
assessment~ i.e. Admission MDS, S!gillficant Change MDS, or last Annual 11DS 
Assessment. 

B. Eleven d~y~ prior to the Annµal :MDS due .date the Lead.MDS Coordinator will :i+otify the 
interdtsciplinary team of the· seven-day observation period for completing departmental 
assessments. Each ~ectiOD: of the MD~ will correspond to a dep~menta.I. assessment as 
p~r the Admission 11DS, except Social Services (not :MRS) will be responsible for 
se~tions B, E, and F.· · . · 

C. · The unit.MDS Coordinator Will be responsible for completing. the MDS and RAP' s as per 
· the Admission section above. Health Inforination Management will schedule care 

conferences as above. 

IV. Significant Cha~ge l\IDS:: 

A. If ~t any time during the year a reside~.t ~xperiences a sigillfic~t change in health status,· 
as defined in the.HCP ARAI Version 2.0 Manual. (located on all units) and per an . 
interdisciplinary team dialogue, another comprehensive assessment ("Significant Chap.ge 
MDS") will be initiated.per the above manual instruqtions. Subsequent care coeferences 
and MDS's will be scheduled from the .. date of Significant Chapge.l\IDS coll:lpleti9n. 

H:\POL-PR,.OC\P-PO 1\01. 7.1.doc 
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Minnesota·Veterans Home-Minneapo'lis 
Clinical Rounds Review 

DATE: 
---=--~---

0 Admission· 0 Quarterly 0 Annual 0 Significant Change 
Qualify o.f .Life · : Comments from Clinical Rounds Discussion 

Vulnerabilities Reviewed D 
I.Jong Term-. Goal .. 

Discharge Pia:µ 
O Long-te~ placement 0 .Plans to discharge 0 Level of care change 

ResusCit~tio,n Code Status *Rev!e~· MD Orders 0 Full Code D DNR ... D DNI D Hospice D Comfort Care D LTP .. D referral to MD for "ability to-make HC 
Decisions" · 

Social/Personal Supp<;>rt Persona-I I Business Management/ Psychosocial support services p~ovidecJ 
D Strengths .. 

D ·.Has support offamily/:friends 
D 1: 1 coun_seling support 
D · ~ina~cial mgt. 
D Group(s) 
D E~d of life 
D Other 

Spiritual Care · D Chaplain Visit Referral 
0 ·Worship Services 0 ~ecent loss/life change .. 
Fruth Concerns p yes D ·no .. 

· The1·apeutic Recreation 
Frequenc;;y. groups attended · Program type'_ 
Goal Met: D yes D n<;> 0 partially D Goal continue . 0 Goal Change 
D work therapy program . 
Co:rpments . . .. 

Smoking .. 
sinoker? o·yes o. no Ariy unsafe incidents? 0 yes 0 no Any chang~ in risk factors? D· yes O no 
Mental Health D Referraffor Decision Makil\g Assessment 
0 Baseline Status 0 Change From Baseline Status ·.Describe: 
D Target Behavior: · 

.. .. 
0 No Psychotropics used 0 Psychotropics used Consent in place Dye~· Ono 
(circle). antidepressant antip~ychotic _hypnotic antlanxiety [j Routine 0 P~ .. 

: DX: .. 
Describe .. 
Problems with: D Behavior: . . D Cognition: 0 Mood/thought 

D MHS' Referral for ~ehavior, Assessment, Therapy Services, Psychia.trY 
,. 

Currently involved in:· .. 

Itesident Name: 
~~~~~~~~~~~~~~~ 

Bldg/RM#: MR#: ___ _ 



Quality of Care Comments from Clinical Rounds ~iscussion 

Medical Condition 
Baseline?· 0 yes 0 no. Describe Medical Referral Needed·: 

Infection: 0 MR.SA . D VRE 0. HXofTB 
Location: 
Precautions: D ,contact D Isolation Temp. Care Plan needed: Dyes 0 no 

Pain: -D No pain 0 Chronic pain managed .:Location: 
A~ute/new pain: Uyes D no Location: -

Pain Management P.Ian.: Effective : D yes D rici D .Routine analgesics/tx' s: p PRN' s used 
Update pairi management plan: D yes 0 no 
Skin Skin Imparred D yes D no . DChfonic Condition Trea1ment· Trea1ment 

Describe: .. 
. Location:· .. 

Nutrition Current'Weight (lbs.):. Weight: D stable . D loss # D gain# 
. · Diet/texture: . 0 Hydration Plan Comments: 

Elimination 
. Bladder. .Continent D yes D no D Assisted· 0 SIC D Foley 0 SIP 

Bowel Continent o, yes 0 no 0 Osfoiny Change: 
At Risk: 

Falls/Safety/ Mobility · . · · · · · ·o PT/OT Referral 
0 No falls }'.requency over past quarter(#): __ . . .. . · · . · · 
D bed alarm Q ·~heelchai~ alarm· Olocked unit o TAS ~it o thigh belt D front closure Drear closure o ~ap tray Restraints Reviewed - D·Remains least restrictive 
.D lap buddy D wedge cushio~ D perimeter mattress. D ~oaf m.att 0 Other: D Recommend Change 
Siderails: 0 ~a.If 0 full 0 1or2. Straps: 0 foot D ankle, 0 shoulder .. 

WJ:iy: Consent in place D ye~ D no 

Rehab Status.· DPT .. 

Attends: DOT .. 
0 Speech ,. 

Dysphagia Diagnosis I Swallowfug· Guide in place 
D~Fitness Gy.rii: 

Clinical ~oun.ds Attendee's Signa~ure: 
•. 

CARE CONFERENCE REViEW DATE: 
D N:o chang~ ~ince clinical rou.nds notation D· Changes/updates since cl~nical rounds notation Describe: 

.. 
. .. 

Resident/Family Concerns o·r Comments: .. 
. . 

. . . . 

. -· 
Gare Conference.Atten9ee's Sign~ture (including resident and family).: 

I 

Resident Name: _ ___. _____________ _ ~"f "f rrt.'11.. Ill ~ .. 
MCP-001 1/03/05 .. 

~' 
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· Objec~ve: Reside~t,foCU:Sed care p1allning has been proven to improve outcomes for residents. Having 
indiyidualized problem/issue identification completed by ·an mterdisciplinary team Will improve 

·Policy: 

the resident".s ·quality of life and .quality of care. . · · · 

Pre-screening to d~scharge is a continuous. process v~r~u~ ~ .$egmentation. The work of one part 
of the team becomes a. formal pa;rt of the. p.ext steps. Interdisciplinary teaining i~ bl;lilt in, 
duplication is minimized, and residents are not asked repeate4 questions. The framework of 
this proc.f?ss is: · · 

· 0 Pre-Admission documents are a permanent part of the medical-record 
0 The RNM puts 'in place predictable interventj.ons prior to admission. · 
ci The · designate~ Nurse further asse~ses the resident upon admission and adds to the · 

document. · 
O The interdisciplinary ~earn assessments begin. 
_O The care plan is developed. 
0 . Interventions are· implemente~. 
0 Evaluation towards goals is performed. 
O Reassessment is started. 

PROCEDURE: 
1. · Pre-screening: Clinical Nurs~ Specialists 

A. . Determine eligibility of resident . . . 
B. Detennihe if holistic needs can l;>e met :within the MVH-Mpls Continuum o{Ca.re 
C. Gomplete Pr~-Screening Assess~ent (M02-298C.vsd) 

. D. Communicate to ~pplicant 
E. Communicate to Interdisciplinary Team 

2. Pre~adlnission: Registered Nurse M$ager (RNM) 
A. 
B. 

RNM or-designee begin$ pre-coordination of care . 
Coordinate .. plan for safety and pressure ulcer ·prevention .so· it may be implemented the. day of 
admission · · . · · · 

1. · Estimated.Braden Scpre and Pro.active interventions 
2. Predictable ;F'all.Potential I Safety Issues I Proactive interventions 
3 .. Pre-care plan any other issues that need to be addressed for the resident upon admissi_on 
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3. 

. 4. 

·Admission: Nursing. 
A. RNM or designated Nurse admits r~sident.. . . 

(l).Complete indicated section~ of the Admission Assessment. (M02-302C) and scheduled . 
. Momentus .assessments. 

(2).Initiate Admission Vital Sign/Narrative Notes in Momenttis. . · · 
B: Ada.initial resident issues to the Interdisciplinary Care Plati Templates. (MCP-002) · · 
C. Start commu¢.catiqn link with f~y · · · 
D. Insures au required ·physician orders are obtained and transcribed· 
E. lIIM schedules in Momentus · 

T. · Admission height and weight 
2. · ·Admission vital signs q 4hrs x 24 
3. Adrllissi9ri narrative notes q 4hfs x 24 .. 
4. Risk for falls assessment ~ 
5. SJpn Check Questionnaire 
6. Admission Base.Care Path 

ASsessments: Nursfug ·. . 
A. RNM or. Designated Nurse implemel':lt assessment process 
B. Co~plete the Admission Nursing Data ·collection Coordination Form (M02~300C) to .assign the 

c. 

assessments; . · · 
1. ASsessmep.ts include: . . 

a. . Bowel aiid bladder Incontinence Assessment (02-035c/02-l 74C) 
b~ Pain Assessment (M02-282C) · 

· · .c. Risk for F3.Ils (Moment.us). 
d. Resident Functional Abilities Form (M02-299C.vsd) 
e. skill check questim;nutjre (Momentus) ·. . . 

· 2. Assigri Mantoux · 
3. Assigil Skin Inspection 
Review the followmg vulner~ble areas for resident specific vulnerabilities. 
i. .Exhibiting psychotic or psychopathic behavior, .manic-depressive, h~ucinations; delusiop.s, 

delirious, c~inically depr~ssed ·· 
~- .Combative or physically. assmµtive 
3 .. Verbally tb!eatening, poor impulse control · 
4. . Chemical health drugs, alcohol · 
5. Agitated, ~oµs . 
6. Sociaily isolated. -withdrawn, alienated from other residents or st~ 
7. · Unable to make decisfons · · - · · 
8. · Persons unable to perform ADL' s 

. 9. Impaired.memory, judgement . 
· 1 Q. Impaired speech and communications 
11. Sensory deficits- visual, auditory 
12·. Neurologi.cal impairments 
13. Selfharm . 
14. Suicidal ideation 
15. Persons easily_ exploited by oth~r residents 
16. Sound deficits · 
17~ Isolation 
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5. RAI Process (MDS, Triggers, RAPs) Interdisciplianry Team Members· ·: . . . 
· It ts the policy of MVH:.Mpls.. lliat ~comprehensive assessment, i.e. RAI, including.the 1YIDS,.RAP's 

(Resident Assessment Protocols.~.in. conjunction ·yvith the .RAP. Guidelines), be completed upon 
. adinission of a resident, qua.rt:e~ly, amiually, and if a significant change in status occurs. 
Accountab_ilities: The Lead MDS Coordinator/designee will track and. p~ovide a schedule for MDS 
completion and monitor for complianc~. 

A. New Admission I Initial MDS: . 
. L Nursing, Social Services, .Therapeutic R~creation, ·Mental Health· ServiCes ·(MRS), . 

. Rehabilitation, Chaplaincy, and Dietary will complete interdisdplinary assessments 
between day 2 and day 8 (admission day = day "one") for ~ach newly achpitted resident . 

. Data· froni the dep~ental a.Ssessments ~ correspond to appropriate sections of the 
·. 1vIDS, i.e. J\1H;S~ Seption8 B, E, and F;· Dietary:::== K; PT= G-3, ·G-4; Recreation Therapy 
= N; Nursmg =all other sections. . · . · · · · , · . 

2.. Th~ AdmissiqnNIDS, andRe~identAssessmentProtOcols ~'s) will be completed by 
the Unit MJ?S Coordinator.by-day 14 of the resident's stay. By ~igning lines AA-9a and 

· R-2, the IvIDS Coordinator is ·-atte~t¢g to the accuracy of t4e submitted JYIDS data. By 
signing line Y-Bl, :the l\IDS Coordinator is assuring- completiqn of the RAP·'s. After 

· · RAP ·and care pl~ · review, thy staff . person leading the care conference ( ~y 
interdisciplinary ·team inemher, i.e. RN, Social WoI-"ker, Dietician etc.) will sign line V­
B2 to assure that appropriate probl~m areas as icientifi~d by the :MDS are. addressed 
~~the resident's plartof care. The initial. care c~mference will be schedul~d by day 
i 1 via Health .Information Management and I or. J\IDS Coordinator. · 

. . 

· ·B .. Quarterly MDS lleyiew: . 
1. Each r~sident will 1Je reassessed every 84-90 days utilizing the Quarterly :MDS 'form to 

monitor for. changes in resident s4J.tus. The MDS c·oor4inator will complete all sections of 
the Quart~rly MDS via suµf/res!dent mterview, and utilizing data from the resident;-s record 
iricluding, Nurses' Weekly Charting, and Qrµrrterly Range of Motion Data Collection Form, 
and will sign lines AA-9a ~d R2 attesting to the accm:acy and compl~tion of the assessment. 
·A care cqnferen~e will be scheduled via Health Information Management correspo:r;iding with 
tJ:ie completion date of the Quarterly MDS. · · 

C. Annual MDS Reassessment: . · · 
. 1. · The RAI Wil~ be· completed· within 365 ·days of the resident's ·I~t comprehensive 

assessment, i.e. Admission 11DS, Significant Change J\IDS, or ·fast Annual MDS 
Assessment. .· · · 

2. . . Eleven days prior to ~e Annual J\IDS due date the Lead l\tIDS Coordinator win ·notify the-· 
interdisciplinary teain of the seven-day ohservation period for completing departmental 
assessments. Each section of the MDS ·wJ.µ. correspond to a departmental assessment as 
per the Admission MDS, except Social Services (not :rv.IHS) will be responsible for 
sections n, E, a,nd F. . . 

3. · The unit MDS Coordinator will be responsible for completing ~e MDS and RAP's ~s per 
the Admission section above. Health Info~ation Management will schedule care 
conferences as above. · 
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D. Significant Change l\IDS: · . . . 
· · 1. If at any time during the year a resident experiep.ces a significfilit c~ange in· health status, as 

define4 in the CMS EA.I Versi~J?. 2.0 l\fanual (located on all units) and per an 
interdisciplinary. team dfalogu~, 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 Siinillcan.t Change MDS completion. · · 

2. Significant Change in Status monitorillg for a.NCU resident will be··done at CliniGal Round~: 
a. -: The. MDS ·coorcijn.ator will 1'ring the form to Cliill~al Rounds 

·. b. The Clinical Rounds.team will review residep.ts who: 
1. . have returned from the.hospital · 
ii. · having ~ chang~ in status _per MDS Manual definitions 
lll. have received a new signjfiqant diagnosiS or newly foundterminal diagnosis 

c. The clinical rounds team will have up to 14. days to determine if there is a signi:ficant 
change in status.· The .decision will be document~d on the Significant ~hange ·in Status 
~orm M02-312C. · · · . 

d. The form. is filed under the JyIDS section of the indivi~ual resident's ?ledical record. 

6. Developirig the Interdisciplinary Care Plan . 
A. · As the assessments are completed the interdjsciplinary teani starts to develop the initial plan of 

.. . care for the resident · · · · . . . . . 
(1).Each interdisciplinary team member documents - by dating an4 initialing each entry -

indicated problems, goals, approaches required for the involved resident · 
. a. Each member will. include indi~ated risk factors, measurable goals as indJcated, 

and approaches to: yliminate or miujmize problems, and approaches to strengthen 
resident's goal achievement. 

b. the vulnerable areas that would place the resident at risk for abuse, inCluding · 
self-abuse, neglect and/or: 'fmancial exploitatio.p. are note4 on the care plan by fill 
asterisk. Specific measures/approaches to be taken to niinimiz~ the risk of abuse 
shall be part of the care· plan. 

(2). The :MDS Coordinators will take this information and prepare .~ computerized copy of the 
. · care plan and bring it to the Clinical Rouncls meeting for approval/ editing · · 

· O ). The templates may be. thinned ~t the time of approval of _the cqmputerized copy of the care 
#~ . . 

( 4). The care plan is reviewed/revised with the resident/family. at the Care Conference 
(5).It is the respon~ibility of the Clinical Rounds Team to maintfiln the acc-uracy of the resident 

care.plan. · · · 

7. · Progress Towards Goals: 
A. Clinical Rounds 

(1 ). Disciplines: 
• Nurse Practitioner 
• RNM or designated Partnering Nurse 
• Jv.fDS Coordinator 
• Social Worker · 
111 .Dietician · · . 

• 111 Rehabilitation 
111 • Mental Health Services 
11 Therapeutic Recreation 
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11 Pharmacist 
• Others as. indicated 

(2).. Resident Seiection -.. 
11 Residents.due for 1v1DS and Care Conference 
• · Reside:p.ts experiencing Si~cant Change 
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11 • · Re~idents who are experiencing problems or change during the· week of the Clinical 
Rounds· (Residents with temporary care plans in place) 

(3).C<mtent . 
· • Completion of the. Clinical Round~ ReviewFqnn (MCP-001) See .attached. 

8. Reassessment Processes · 
A. We~kly Charting {M02-297c) . 

(1 ). Collection of data to .deteimine the ;resid~nt' s progress towards care planned g<;>als 
(2).Noting declines and improvements . 

· (3).Noting Acute illness 

· B. . .T~mporary Care Plans . 
(1 ). Temporary· Care :rian Goals: (TCPOl-04) 

a. · · To provide a high quility time effident process ·to co+rununicate temporary 
changes in sfatus of residents in the NCU. . 

· b. To enhan~e.tbe care pla:Oning proc~ss so that the care plan ~eflects the c~ent 
· condition of the resident in betweeP..monthly/quarte1:1Y ~terdisciplinary updates. 

(2)~ Temporary Care Plan Definitions:· . . . . 
a. Temporary Care flan: A care plan that includes pi:oblem.S that a inember(s) of the 

interdisdplinary team consic;lers to be lasting < 3 0 d~ys · · . · . 
b.· ·. T~mplate:· A care plan option,_ which co:q.tafus basic standards of pi:-actice ~d/or 

policy/p~ocedur~ rerillnde:i;s that can he indiVidualized for each resident situation. 

(3)~ Temporary Care Plan Procedure . 
a. When there is a ~hange in a resident's sta~ requiring intervention it should be 

do9umented ill the nurses' /interdiscip~ary Notes· and on either the permanent 
care plan or Temporary· Care Plan. · · · · · 

b. .Det.ennine if residep.t. qualifies for ~ignificant . change in c9ndition per 1vIDS 
criteria: The interdiscipl.ll+ary team meD;1ber(s) will determine if th_e s~tu_ation is 

·expected to.· last <30 . days. If the change is <30 days, the nurse or 
interdisciplinazy team member- may: . 
•. Goniplete .8.p. individualized plari of care using the blank fo:qiporary care plan 

template ·· . · 
• ·Utilize the. temporary care plan template for resid~nt illness 
• Utilize the temporary care plan template for resident injury· 
• The interdisciplinary team memqer will determine whaf · eleme:nts on the 

template are appropriate for the· . resident situation and add ·additional 
information to indiv!dualize it. (See i_o.structions below) · 

c. If the resident change Is expected to be longer that 30 days in. length, the 
_interdisciplinary temp: meniber sho~d alert the :MDS Coordinator and ADON.to 
assess the resid~nt for significant change (by MDS defuiition). If detennined that 
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a significant change has occurred;) the care plan will be updated tbr~ugh the 
significant change assessment process. · 

d. Dire~tions for completing a Temporary Care Plan Template 
• . Date cl;nd initial the left hand.column of the template. 
• As further changes are ·made; date and· initial the. changes as on. .any legal 

· c;locument.. Highlighting out discontinued sections of the plan is ~cceptable as 
.long:as it is dated-and initialed. 

.• Place in the MAR so on,..cqming nurses will see 
• Insure a nurses' :note or interdisciplinary note has been written on the situation 
• When res·olved; the template ~ho-µld be filed behind the.permanent' .care plan in. 

the individual resident's medical record. · 

. -
C. . Significant Change in Condition: . 

· 1. · When a condition "is identified that is considered by clinical judgement to be pernianent 
and/ or .. meets· the. :N.IDS Significant Change Criterui a significant change in status 
assessment process is to .take place (Comprehensive MDS - Referto Assessment section 
above.)· · . · · · 

D. Re-admission . . .. 
(l).Pharmacy Will print out the·most current)isting_ of the resident's medication 01i a duplicate 

carbonless form when the resident is admitted to the hospital.. This will p.ave· holes for the 
chart p-llnched in it. It will be delivered to the floor through the pharmacy delivery system. · 

(2). The ~ealth Information Clerks will place the form in the fro:r;it of the resident's chart 
(3). Upon receipt of the readmissfon orders fqrm,. the GNP will review the previous and new . 

. 0~4ers. She/he will mark R,C, or D. by eac~ order - noting specifics of changes at the bottom 
of the form. . The GNP wj.11 bring the duplicate ·page of the ·form and a copy of the 
readmissipn ord~rs to the ph~acy · . . · . 

( 4). The ·pharmaqy will produce a MAR/TAR from the information· and send the order listing, 
. MAR/TAR to the statjon. The time:fyame will he approximately 1-2 Jiours if received before 
2:30 PM~ If received after, call the pharmacy.to see ifM.ARJTAR will be available.· 

: a. · The. partnering nurse· will send the· foilowing to the pharmacy: 
• review the an~illary orders. . . · 
• · review·the ·allergy 'listing 
• attach a copy of the di~charge ~uminary if available 
· •. · ._ return medfoations needed a label change· 

(5). The nurse on duty will tr~cribe the orders. She/he will also include ~eviewing the chart for 
. any orders or ancillary orders missed from prior to the hospitalization 

(6).If the ntirse practitioner or ppami.acy services are p.ot available, the nurse will call the 
Medical Officer of the Day for conffrmation of the orders. 

{I:\POL-PROC\P-P01\0l-76R.doc 



Phase I: 

Addendum Documentation System· P/P _Ot-76 

· Minnesota Veterru.J.s Home 
Mllmeap.oli~ 

Proc~dure fo·:r Admission Documentation · · 

:Pre-Screening I Clinical ·Specialist RN · 

A.· The Clinical Specialist'RN's will document information obtain~d on a·resident 
through t4e pre-screening process on the NURsING PRE-ADMISSION 
ASSESSMENT. . 

· B. Tue original NURSING PRE-ADMISSION.ASSESSMENT will be filed in the 
· administrative folder in Admission.$ Office. 

C. A ~opy will be attached to the admission packet that goes to the RN Nurse Manager 
· on the a~tting unit. · 

.Phase II: . ·Pre-Adriµssion I RN Nurse Man~~e~ (RNM) 
. . 

A. TheRNMwillreviewtheNURSING.PRE-;ADl\fiSSION ASSESSMENT. He/she 
Will then initiate the ADMISSION CARE PLAN. At a minllnum~· the resident;s 

. safety plan, pressure ulcer preven~ion.plan, and ADL plan will be addresse~. · 

B. The RNM will make arrangements for specialized equipment, pres.sure relieving· 
mattresses, safety devices to be available prior to the admission. 

C. The RNM will ~elegate assignnients for ne~ a~ssion ~sse.ssments on tlie 
ADMISSION NURSING DATA COLLECTION COORDINATION form. 

Phase ill: Adntltting RN/LPN 

A._ The c;idmitting RN/LPN will: 

1. Greet the rt?sident . . 
2. Review ·th~ NURSING PRE-ADMISSION. ASSESSME:Nr-
3. Review the RNM comments 
4: Review the ADMISSION CARE PLAN 

B~.· Update With additional information: . · 
· . L Communication · 

2. B.~haviqral concerns i:Qitially noted· 
3. ADL's . . 
4. Nu~ition!Hydration 

. 5. Elimina:fion 
. 6. Mobility 

O:\FILES\WORDPROC\02\adrp.ission doc.doc 
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7. ·safety Plan 
8 .. Pain Management plan 
.9. Sleep pattern concerns 
10. Acute diagno.sis concerns 
11:. Pressure illcer Prevention Plan 

· 12. Complete f4e ADMISSION ASSESSMENT including 
13. Skin .inspect~O:J?. . · · 
14: Height I weig;b.t . 
15. Last bowel movement 
~6. Neurologicai b~eline 
17. Vital signs every 4 hours ·tim,es 24 hours (re9ord in MomentuS). 
18. Pain rating with vital si~. · 
19. Lying and standing blood pressure bas~line 
20. Noting- special persoµal devi9es: dentures; hearing· aids, pacemaker ·check b.oxes, 

gl.asses, etc.· · · · · ..... 
21. Write .an ~ncidental status entry in the Nurses' Notes every 4 ·hours times 24 · 

hours i!l Momentus. 

C. Iriterdis'ciplinary Team Asse~sm·ents: · 
· . 1. Range of motjon '· 

2. · Cogri.ition assessment 
3. Dietary 
4. Therapeutic recreation 
5. Social Service 
6. Spirituality 
7. Rehabilitation as indicated 
8 ~ Others as indiCated by resident ne~d 
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. · Addendum - Documentatiqn System 01-76 

ivlinnesota ·Veterans Home 
fylinneapolis . 

Guide for Completing_ "Clinical ~ounds I Care Conference· Form'' 

This form is meant not only as a way to more fully capture the interdisciplinary ·discussion . ~ 
of residents 8;t clinical rounds who are sqheduled for Upcoming care conf~renCt:fS, but as a guide 
~d documep.tation tool for the care conference itself. In the future, ·some versio~. of this form 

· (aD:d attached ~ormational letter) co:uld also be used as a routinecoillmunication tool for· 
families. · · ·. · . 

. . What foll_ows is.a step-by-step gtiide for the interdisciplinary (:Ip) team members attending 
Clinical Roun_ds (page 1) and. those ~ttending the Care Conferences (side 2) for completing the· 
form. 

1. Each Clini~al Roup.ds group is fo ·designate a recorder .. The recorder is to complete 
the ."Clinical R9unds.l Care. Conference Form" and also document indi<;ated aspects 
of the clinical discµssion in ~e individual resident's medical ·record. . · 
A. Here are optioris for selecting a recorder: 

1. Each ID member seiect~ one of the residents on the schedule 
2. A fixed rotation of one designated recorder 
· 3. Selecting a volunteer · · 

· 4. * "N"<?te: For the sake of experience it is more beneficial to rotate this 
role, i.e. not havfu.g the same person be designated as.the recorder each 
week. · ' ·· · 

2. The residents i-evi~wed at Clinical Rounds are s~heduled for the next week's care 
conferences. This will include residents up for annual, quarterly, admission and 
s~gnilicant change review. Non-scheduled residents with conceriis, multiple falls, or 
other acute health or safety issues are also to be brought up at this time ( dis.~u~sion of 
non-scheduled residents.should be .documented in a progress note versus.the CUnical 

. Rounds form). 

3. · The date of the Clinical Rounds discussion and review type should be rec9rded at the 
top of the page 1. . . .. 

4. The should be written in the. space provided. The resident's current 
· lo:µg-term goal can be found on the cover sheet at the be~g ofthp care plans. If the 
team :firids· the goal has been met or is .outdated, a recomn;ie11datio~· ~an be made to 
·revif'.w/rewrite·the goal at the care confe~ence. 

5. Designate with a "./"the current (located on the care pl'W cover sheet). 
If changes to the plan are to b~ made, check the approprlel;te option. Follow-up . 
documentation will be recorded at the care conference·. · · 

6. can.be answe~ed with the· G:NP'.s and unit nurse's.input. 

7. Indicate the . The current order can by found ·on the· · 
Physician's Order fo~ in the Physician Order portion of th~ chart. 

· H:\CP\MCP-00 lgui~e.doc MVH9/02 



. 8~ 

9. 

10 .. 

11. 

Information regarding and non-restraining (NR) devices can also be found on 
th~ Physici~' s Order form. The GNP, partnenng n'urse, RNM, or OT staff can help 
provide ~ccurate ¥oi:matio~. · · = · 

Any ID member c~ help provi~e input regarding ·and if 
referrals· ~hould be made to MHS, VA psychiatry, or Chaplaincy.· A nurse or GNP can. 
~elp indicate ff psychotropics .are used and if an accompa:q.ying diagnosis is listed. 

information and needs should be indicated,· or if there are "no concerns at 
tbj.s time". Referrals ~o ·chaplaincy may·be indicated h~re. · 

Data regarding should be indicated by the TR staff.· 

12. ~tatus cari be indicated with inp~t from the partriefi?g nurse, RNM, or GNP. 

13. 

14. 

The dietician will ·have information regarding including. current weight. 

Data regarding 
the chart). 

can l?e found ·on the Falls Ffow ·Sheet (in.the Flow She.et portion of 

15. Representatives from PT and OT can help the recorder compl~te the 
·se¢tion of the fo~. Resident ~·omm:unication or swallowing issues/con'?ems indicating 
a need for Speech Therapy· services can be documented here {referrals need an MD . 
9rde~)- · · · 

16. to be recorded.** Priorfo the care conference, each 
discipline shoulq review therr re_sident goals, document this review by highµ.ghting 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 indi~ate the discipline-responsible.** · 

17. Upon completion of page 1,. the fopn should be filed in the Care Plm;i portion of the 
chart, after the resident's care plan and before ~e 110Ss. 

· 18. Those staff attending the Care Conference can review the Clinical ~ounds . . 
documentation on page 1 with the resident and family at the care copference. On page 
two, _design.ate with a "./" if the. information on page 1 remains current and correct. If 
changes have occurred, "./'~the appropriate space and provide an explanation in the 

section. Resident goal review and care plan updates· may be docUm.ented 
.. here as well as resident and family comments. 

l 9. After the car~ conference, Page 2 should be $~gned by those attep.ding including the 
.i;esident. and family· and dated. B9:fu P'1:ges sh~m14 hav~ the resident's name, room #, 
and ~edical rec?rds # ·doc~ented' at the spaces ,provided at the bo:tf:om. 
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-MN Veterans Home -·Minne.apolis 
¥DS Significant Change Determinati.on 

Reaso·n for· Significant Change. Discussion: A Decline f Improvement is noted that: .(9heck all that apply) 

· D WHI not normally resofve itself. without intervention by .D _Impacts more thah one area of the.resident's health 
statu~; and Requires iriterdisciplinaiy review and/or . · staff or by imple.menting standard disease-rE?lated 

clinical interventions, is not self-limitinq. · revision of the care plan. · · 

f mprovement in- two of m~re of the Decline in two. or more Of the foUowing or Primary Discipline Requests a 
· followinQ Significant Change in Status As~essm~nt be done 

fD Any improvement in an AOL tJ Resident's decision-making D Unplanned weight loss problem (5% 
physical. functior:iing area where q . change from. q or·1 to 2 or 3 for in 30·days or 10% in 180 days) K3a · 
re$ident is newly coded. as 0, 1·1 or item 84 
2when previously scored · 

· as3,4, or8 G1A 

D. Decrease in the number of areas 0 Emergence of sad or anxious .o New pressure ulcer at Stage II or 
where Behavio~al Symptoms or mood pattern as a prqbfem that is higher, when ho pressure ulcers. 
Sand ot Anxious Mood are.coded not easily altered .(Item E2) were previously present at Stage II 
as ''riot easily ·altered" E2 and E4Ef or hiqher M2a 

D Resident's decision-making D ·increase in the number of areas D Resident begins to use trunk 

•. 
: C?hanges from 2 or 3 to O ·ar 1: 84 ·.where Behavioral Symptoms are · restraint or a chair that prevents 

coded as "riot easily altered" · .rising when it was not used b~fore 
P4c and e· 

D Resident's incontinence pattern D. ·Any decline iri a·n ADL phy~ical D Overall deterioration of resident's 
: changes from 2,3: or 4 to. 0 or 1 functi<;ming .area yvher~· a reside~t · . conditi~n; resident -receives more 

H1a orb · .. is newfy coded ~s 3,4, or 8 for support Q2=2 
G1A·· 

D qverall improvement of reskiE?nrs . D Resident's ·incontinence pattern 
condition; resid~nt .receives fewer . changes from. Dor 1 to 2,3,or 4 
supports Q2=1 (H 1 a or b) or there was placement 

of an indwelling qatheter (Item 
. H3d); 

. D Dot;?S not meet significant change criteria: (must include rationale) 

D .Does meet sig.nificant change cnteria:. 

Assessment Reference Date: Date MOS Due: 
: 

H_IM Notified on: · Date Care Conference Scheduled: 

Date I f.nterdi~ciplinary Teaf'!l Signatures·: 

Resident: 
M02-312C 
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"Serv_ing ·Those Who Have Serv~d". 
MN Veterans Home~.- Minneapolis 
Quality o·f Care Standards;~ Nursing Care Units 

Nursing care and services an~ performed to: 
· • maximize the resldents1 current abili~i~s 

• . preserve and/or restore functional st«i;itus 
.• support reside_nts1 fre~dom of choice· 
• provide for reside~t privacy arid ensure a·saf~ environment. 
• follow the residents1 .plan of ~are 
• provide for and maintain resident dignity and right t9 confidentiality 
• perform tasks.within the· scope of the employee1s training and abifity 
• administer care which promotes' di~nity and respect. . 
• communicate significant resident information tq appropriate care team members. 
• comply with MVH policies/procedures· · · 
• comply with MOH .arid VA regulations 

Promote a resident-centered environment: . 
• primary fqcus ·is physical;c mental and emotional well~being of each resid~nt · . 
• supports an environment of trust dignity and caring. · · · · . . · . 
• maximize t.he comfort level of the residents throug~ pain management. Pain assessment is the 5th vital sign. 

Comprehensive Resident Assessment. and Ca~e Pla_nning: 
· ~ all residents rec~ive a comprehensive assessmant through the RAl/MDS process. 

• RAPS are completed · . 
• . items of concern. are comr:nunicated on ·the r~sident focused ~are plan . 
• . goal attainment is measured· during the quart~rry process and when a sig_nificant change in status is identified 
•· . all nursing staff are aware of the.contents of individual_ residents·~n their care. · 

ersonal Ca.res : 
• Bathing: . . 

1. · Each resident receives a bathe or shower a minimum of one tjtne per week·and as needed and as 
. desired. · 

.. 2. Provide for resident privacy through.out the procedure including ·to and from the tu~ room 
3. The safety. belt is applied to and worn by ~II residents· in the tub throughoµt the bath ... 

· · 4. Obs.erve and report skin conditions to lic~nsed staff · . · · 
Note: NCUresidents are not to_ be u~supervi~ed in tub/shower room~ .. 

• Dressing: 
1. Clothing is changed daily and as neede~ .. 
2. Residents are dressed appropriately for weather, activity r·evel, social acceptability and to maintain privacy 

I di.gnity. . . 
· 3. Clothing proteQtors _are applied as needed while dining and are removed before the re.sicjent leaves the 

dining area. · · · 
4. Footwear is appropriate to the ·resident mobility status. 
5. Privacy and .dignity are maintained th~oughout the process of dressing. · 
6. . Clothing items. are l~bel~d with the residenf s name. 

• Grooming . 
. Monitor, encourage participation, assist and/or perform resident groomjng which includes: 

1. Shaving: daily and as needed · · 
2. Deodorant: · daily · 
3. Nail Care: weekly and as needed (clean and trim) 

· 4. Hair care: Combed daily, washed w~.ekly·and as needed 
5. Oral Care: Twic~ a day and as needed . 



''Serving Thos(! Who ifave Served"· 

Nutrition arid Dining~ 
• Nursing. staff will assist residenf $ in completing hand hygiene prior to each meal and· fdliow infection control 

policies through out the meal - . · 
• Tray~ are picked up and served prom.ptly Within 5-10 minutes of arrival. 
• Trays aie serv·ed· to all residents af each dining room table before assisting individu~ls. 
• Staff is present thr~:)Ugh<;>ut.the meal. Licensed staff is available on the unit. 
• · Resident fo~used atmosphere and conversation are maintained tnroughout the dining experience 
• · Residents receive th~ r~quked -(inclu_dihg _care planned items ). assistance through out the meal. 
• Staff are seated while assisting residents with their meal 
• Nutdtional supplements are provided in. the type, amount and time indicated 
• Documentation of nutritional. suppiement consumption is completed promptly 
• Fluids are offered to the residents frequently throughout the day. · 
• Intake reportanc;i/or record is m~nitored/documented as indi.cated. 
• Fresh water {at the proper consistency}witl be supplied ev~ry shift. 

Positioning: . 
. • Resid~nts are positioned in a mann~rlo promote comfort 'and ·allow for maximum freedom of movement. 

• Turning and repositioniDQ is done every 2 hours or as care pl~nned through individual assess.ments. _ 
• Positjoners, en.ablers, and restrictive devices all are least restrictive, have a physician i NP order irwluding 

· medical symptom! and a pl~m for r~-evaluation of tolerance and effectiveness. 

Resident. mQbility: . 
It is the· goal of the nursing department to assist the resident to. maintain their highest level -of functioning. All · 
r~sidents will be assessed and care planned for their individualized mobility plan containing: · · · 

• Transfer technique 
• Plan for ambulating as asses~ed 
·• AROM I PROM as assessed 
• Bed mobility · 

R.eside.nt l Staff Safety: 
• Suspected abuse or neglect is reported ·immediately to the nursJng supervisor, nurse nianC?ger,_ director of 

nursing or social worker 
• ·. Mechanical lifts will be used pS assessed specific to type. This will be note~ on the ca.re plan 
• The. use of transfer belts .is required on atl physically assiste~ tran.sfers .. 
•. Nursing and ·nousekeeping staff promptly resolves spill~ and wet spots on the floor. 
• Equipment that is in disrepair, inoperable or unsafe is ·reported to. the maintenance department and· removed 

.from the patient care area. · -

Customer S~riice: . 
• Call lights will be answered within. 3-5 minutes and tub room/bathroom call lights are responded to 

immedi~tely. · . 
• f=ach re~ident will be addressed by the name they prefer and in a respectful way. 
• · All nursing staff are responsible fqr answering can lights in a timely and courteous manner .. 
• The call light cord is accessible for the resident's use . 

.;ction Control policies and gµic:Jelines will be followed and include: 
• Hand hygiene · · 
• · Use. of Personal Protective Equipment 
• Providing nurs.ing services in a way that minimizes the transfer of path.ogens. 



._ 

"Serving Those Who Have Served'' · 
Resident an9 .staff safety: . 

• Residents are monitore9 a minimu,n of every. two hours and more frequently as indicated. 
• Resi~ent environment is :rnaintained free of hazards and obstacles 

· • Egress paths. are consist~ntly clear of. obstacles. 
• Rooms and beds are- labeled with resident names. · 
• Wr~st bands are l~gibl~ g:nd on all residents: 

Resident Dignity and ·Priv~qy . . · 
• · Knock before entering roofl1s 
• Always ·~ns~i're privacy for conversation and cares 
• use respe~tful ton~s 
• Reside.nt medical records are not ieft 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 

·. 



.I 
Minnes9ta Veterans Ho~e-Minne~polis 
Resident Care Audit 

Date / Shift ofAuc:Ut:. / ·Unit: 
Auditor: . . . 

Attachment 10-21 

Instructions: Record resident's I).ame, compfote the am;lit with yes or no. a."tJ.swers. If the answer is no, 
co:ritact·~M'.before leaving the ~nit.·Return completed audit forn'.l to RNM .. 

· · · Standard I Resident .. . .Name Name 
Resident appears well' groomed. 
*.Oral li.ygiene ·has been done 
Fingernail are clean and trimmed 

. Facial hair is absent (except for 
beards I mu~tache~) 
Hair-is neatl,y·:combed 
.*Repositioning {every 2 hours} of 
residents have oq:~urred· and · 
. docurp.ented on HST assignment .. 

list. " 

*The incontinent resident.is dry · 
and odor free 
*Treatment plan has bee:q. followed 

· regarding incontinent residents .. 
Clieck ap,d changed q 2 hours. 
*Resident has been offered fl:µ.ids 
within the past 2 hours. ' 

Note: res. that require thickened 
liquids 
Hearing Aids are· in and on 
Glasses are cleah and worn 
":Splints / therapeµtic appliances 
are on ·as ordered. 
Residents clothes are cleart and 

· worn in a dignified mamier 
Proper foot a,ttire is being worn. 

Ward Order 
Bed has been ·iµad~. Roqm is 
neat, no personal belongings on 
floor. : 

Fresh Water and ~up is at 
bedside. (n/a on 6-3) 
NOTE: Exception those that . 
require thickened liquids 
*Gloves are readily. availaple and 
worn according to :f\1VH policy 

*No Incontinent pads on the floor 
*No linen on the floor·. 
*No .food contalners or incontinent 
pads 'in.the waste basket in-~e 

··room 
When assisting with meals staff is 
sit~g with resident. {Not .. 
standing} 

Use back of form to document actions ta.ken. 
• NO~s 

M02-330A 
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MN Veterans Homes Minneano1is ... 
Interna1 Monitor 

August·/ September.2005 

Thank you for agr~eing .to be the shift monitor .. 

Attachment t0-2c 

The p~rpose of the ~onitor is to validate that care standards ar~ being 
met and i£ the care standards ~re not bein~ met, what was the obst~cle to · 
havi~g the care'Btan~ards met . 

. Here is the procedure I would like you to follow: 

1. Introduce you+:"self ·to· the· uni ts and iet them know your pu.rpose. 
2·. ·.Select. 2 or more residep.ts per NCU unit ·that. are depen.dent on· staff 

f_or cares . such as· t~ileting,. repositioning,: restra'int releas.e, oral 
cares, hydration, etc. . 

3 . ." Dem'· t share ·who the residents are initially. 
4. You· may note the time and positioning of a reside!lt~ or i·;E the 

resi~ent does not objE?Ct., .mark the incontinent pad with ·a t;i_me. 
5.. Come back afte~ ·two ·hqur$ ;have pas·sed q.nd see ·if the cares have been 

provided.· · ·. · 
p. If the car~s have not been :Pr.ovided, .gather t~e nurse and the H~T 

assigned to the resident-. Ask them: · · · 
A. ·What were.the obstacl,es or barriers that kept you· from provid;Lng 

the required· care - ask the~ to. b~ as·. specific as possible?. 
B. ·what would help remov~ thos~·barriers? . . . 
C. Let· them .know that ·we are "ftiendl'y ·fire" looking for solutio.ns· · 

. from versus· criticism of staff.· 
7. · Also, select random room. ensuring the wat.er pitc~er liner d.ate is : 

today's date, denture cups'are' dated within the month, o~ygen tubing 
is no ol~~r th~n 1 week, t~i~etries .are not in ~h~red bathrooms. 

· 8. Do a ~p-ot . check of 6ral care being performed . 
.9. :. . Also, monitor._ gl°ove use. 
10. Chee~. that m.ed I tx'. carts are locked and· confid.ential ·information is 

not left open. 
11. Check that"in between· nied passe·s the juices i app.lesauces· are dated, 

covered, ·anq placeQ. in the refrige~ator. · 
12. · Ensure charts a·re not left . unattended on the floor~ 

~t's a.big job, but it is necessary now as we rebuild the structure bf the 
nu~sing department and restore qua:lity care as we ."Serve Those Who Have 
Served". 

Please leave your· findlngs in the nursing supe~visor offi9e with at note,. 
"for. Dia~e Vaughn" .. 

· · _ ... 1ank. you! 



Minnesota Veterans Hon;ie-Minneapolis 
Resident Care. Audit 

Date"/ Shift of Audit: · / Unit: 
Auditor: 
Instructions: Record resident's name, complete the audit with ye·s or no answers. If the answer.is no, 
contact RNM before leaving the unit. Return. completed audit form to MM .. · 

Standard / Resident Name Name 
Resident appears well groomed. 
*.Oral hygiene. has been done 

:---Fingernail are dean and trimmed. 

Facial hair is absent (except for 
beards /mustaches} . · 
Hair is neatly combed 

. *Repositioning {every 2 ho~rs} of 
resi4ents have occurrec:l and 
docume~ted on HST assignment 
list. 
*The incontinent resident is dry 
and· odor free 
*Treatment plan has been follqwed 
regardmg 4icontinent resi4ents. 
Check and changed q 2 hours~ 
*Re~ident ·ha~ been offered fluids · : 

: 

·within the past 2 hours. 
Note: res that reql.iire.thickened 
liqui4s 

. flearing Aids are in and on . 
Glasses.are clean, and worn 
*Splints ./ therape~tic appliances 
are on as ordered 
Residents clothes are clean and 
worn in a dignified "manner 
Prop¢r foot attire is being worn·. 

Ward Order 
Bed has been made . Room is 
. neat, no personal belongiri.gs on 
floor. 
Fresh Wat~r and cup is at 

: bedside. (n/a on 6-3) 
NOTE: Exception those t~at 
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 incontillent 
pads in the ~aste baske~ in the. 
roo~. 

Wt.i.en assisting with meals staff is 
sitting with resident. {Not 

I standing} 
Use back of form to document actions taken. 
• NOCs 

M02-330A 
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. Minnesota· te.rans Home - Mpls 
Date: Reside11. Care Worksheet 

I Resident · I .Oral Car~ I UllitJTeain ·I . 1===-====-~ Comments Circle Hour Resident Reoositioned I Toileted 

Repositioned '(R) 
AM.IPM 

Toileted (T) 

23 I 24 , .1 · I 2. ·I 3· I 4 

1
.5 

23 24 1 2 3 4 5 

231241.1'1 213 14 15' 

2312411 1213 14 15 

23 I ~4 11 I 2 1· 3 I 4. I 5 
23 24 1 2 3 

~3 J 24 ·I 1· I 2 I 3. I 4 

1
. s. 

23 24 1. ~- 3 4 5 

23 I 24 I :1 I 2 I 3 I 4 I 5 
23 24 1·2 3.4 5 

23,2411121314 ·15 
23 24 1 2 3 4. 5 

. 23 I 24 I 1 ·I 2 I j 
1

4 

1
5 

23 24 1 2 3 . ·4 5 

23,2411 1·2131415 
23. ·24 1 2 3 4 5 

23 I 24 I 1 I 2 I 3 
1

.4 I 5 
23 24 1 2 3 4 5 

23 t. 24 .

1
1 

1
. 2 I 3 I 4 I 5 

23·. 24 1 2 3 4 5 

. . 
1. Gircle the time you complete .Positi'oning and toiteting ~n each resident 

2. Initial whe·n .oral cares are.completed 
3: Return this document to the staff nurse. at the end of your shift 

.. · 

14 I 15 I 16 I 17 I 18 I 19 I 20 
14 . 15 · 16 · 11 18 . . 19 ~o 

14 I 15 I 16 I 11 I 18 I 19 

14 ·15 16 17 18 19 I 20 

14 I 15 I 16 I 17· I 18 

1

.19 I 20 

14 15 16 17 18 19 20 

14 I ~5 1 1~ I 1: . 1 18. 1 1~ I 20· 

14 .15 16 17 18 19 20 

14 i · 15 I 1& 

1
. 17 I· ~8 

1
. 19 I 20 

14 15 16 17 · 18 19 20 

14 115 116 I· 17 118 I 19 1·. 20· 

14. 15 16. 17 18 j 19 20 

14 I 15 I 1& I 17 I 18 I 19 I 20 

14 I 15 I 16 I 17 I 18 I 19 I· 20 

14 I· 15 I 16 

1

.17 I 18 I 19.

1 
20 

14 15 16 17 18 19 20 

14 I 15 I ~6 r 1.7 I 18 I 19 , 20 

.14 15 1s I 11 1a 19 

14 I 15 I 16 t 17 I 18 .

1 

19 .

1 

20 

14 15 16 17 18 19 20 

Night shift: HST: Nurse ReView: 

Day shift: HST: Nurse Review: 
Evening Shift: HST: Nurs~ Review: --'-------..--­

.RNM: 

Thank you for "SeNing Those Who Have SeJVed." 
MVH 8/23/05 M02-331'-W 
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Minnesota Veterans. Home- Minneapolis -DRAFT#1 
'GUIDELINES FOR GLOVE USE 

Health care· worker$. wear .glove~ t6: 
• Reduce the rJsk_ of acquiring infections 
• . Prevent health care worker flora from being transmitted to residents 
• Reduce the transmiss~on of flora from resident to resident via tt)e health care worker. 
• Prevent the transmissi~m of.hepatitis 81 hepatitis C and HIV. 

Did you know? . · . · · · 
Gloves do n'ot provide complete protection against hand contamination . 

. Wea~ing glove~ does not provide complete protection.against acquisition of infection$ caused by 
hepatiti$. B ·virus and J:terpes simplex. · 
Failure. to change gloves betwe.en residents may contribute to the· transmission of organisms. 
Weather the wearing of rings results in greater transmiS$iOn of pathogens -remains 'unknown, . 
further resear~h i~ indicated. · · · · 

· · Gloves ·are worn when:· . 
• P·ersonal care is provided to' residents. 
• There is a possibility of having contact with blood qr bpdy fluids. 
• Contact with mucous membranes or non-intaGt skin. 
• Personal protection is inoicated. 

. . . 
. C.hange gloves during resident care if moving from a contaminated body site.to a clean b9dy site. 
Hand~ must be washed immediately after gloves ·are removed. . 

. . 
Source:· Guideline for Hand Hygiene in Heal.th-Care Settings: MMWR. OctOber 25, 2003/51{RR16}:1-44 



. . 

."Sefving ·Those· Who Have Served'~ 
MN Veterans Homes - Minneaoolis . . 
Qual~ty·of Care Standards-:- Nursing Care Units" 

Nursing care and· services are performed to: 
• maximize .the residents1 current abilities . 
~ preserve and/or restore functional status 
• support residents.' freedom of choice 
• provide for resident privacy and ensure.a ·safe environment. 
• fellow the residents' plan of ~are · · 
• provide for and maintain resident dignity and right to confidentjality 
• "pe_rform tasks within the scope of the employee's. training .'and abiUty 
• . administer care which· promotes dignity and respect. . 
• communicate-significant resident·informatio.n to appropriate care team "members 
• · comply with MVH policies/procedures 
!II _comply with MOH an9 VA regulations 

Promote a resident-centereq ·environment: 
• primary focus is physical, mental and emotiona·I well-being of each resident 
•. supports a~ environment of tru~t dignity an.d c_aring. · · · · : . 
• maximize.the comfort level of the re~idehts·through pain niahagement. Pain as~essment is the 51h yital ~ign. 

Comprehensive Resident Assessment and Care Plannjng:· 
• · all residents receive a comprehensive assessment through the RAl/MDS process. 
• . RAPS are completed . . . . . 
• items of concern are communicated on th.e resident focused care plan . . 
• goal att~inment is measured ·ciuring the quarterly process and. when ·a "significant c[lange i.n status is identified 
• ·all nursing ~taff are a~are of the.contents of individual resid~ents. ir:i their ca.re~ · · 

'ersonaf Cares : · 
• Bathing: 

· 1. · · Each resident receives a bathe or shower a.minimum·ofone.time per week and as needed arid as· 
desired.· . . · · · 

2. Provide for resident privacy throughout the pr.ocedure. including to .arid from the tub room 
3. · The safety belt is applied to and wor.n by all resiqerits i!l the fub throughout the bath. 
4. ·. Observe· and report skin conditions to l.iGensed staff . · . : 
Note: NCU residents are not to be im"supeivised in tublshoy.ter rooms. . · 

• Dr~ssing: 
1. Clothing is _changed daily and a~ need£?.d . 
2. ·."Residents are dressed appropriately for weather, activity level, social acceptability: and to maintain privacy 

I dignity. . .. .· . 
3.. Clothing protectors are applied as needed while dining and are removed before the resident leaves the 

dining area. . · 
· 4. . Footwear is appropriate to the resident mobility status. 
5. ·Privacy and dignlty are maintained througliout th.e proc~ss of dressing. 
6. Clothing items are labeled with th~ residenf s name . 

. • . Grooming 
Monitor,· enyourage participatipn, assist and/or perform resident grooming which includes:· · · 

1. Shaving: · . daily and as needed · 
2. Deodorant: daily 
3. · Nail Care: weekly and as needed (clean and t~im) . . 
4. ~ Hair care: Cor:nbed daily, was!Jed weekly and as needed 
5. ·oral Care: Twice a day and as needed 



~'Serving Those. Who Have Se7Ved''. 

Nutrition and Dining: . 
• Nursing staff will assist resident,s in completing hand hygiene prior to each ·meal and follo>'V infection control 

policies through out the meal"· · 
• . Trays are picked up and served promptly within .s-19 minutes of arrival. 
• · Trays are seNed to aii re.sidents at each dining room table before ~ssis.ting individuals. 
• Staff is p~esent throughout tne meal. _Licensed staff is available on the unit. . . 
·• Resident focused atmosphere and conversation are maintaineq through.out the di11ing ex.perienc~ 
• Residents receive the required (including care planned items.) as:Sistance through .out the meal. 
• Staff are seated while assisting residents with their meal · · 
• Nutritional ?Upplements are prov!ded in the type, amount.and time indicated 
• Docume~t.ation of m.1tritional supplement consumption .js co.mpleted promptly 
• Fluids· are offered·to the residents frequen~ly throughout the day. 
• Intake report and/or record ·js. monitored/documented as indicated.· 
• Fresh water {at ·the proper consistency} will be supplied every shift. 

Positioning: 
• Residents are positioned in a manner ·to promote comfort and allow for maximum freedom of movern.ent. 
• turning and reposJtiqning is done every 2 hours or·as ca.re planned th.rough individual assessments. · 
• Positioners, enablers, and restrictive devices all are least resl~ictive, have a physician I NP order-including 

medical.symptom, and a plan for.re-evaluation of tolerance and effectiveness. 

Resident mobility: . 
· It is the goal of ~he nursing department to as$ist the resident to maintain their highest level of functionii)g. All 

residents will be a~sessed and care planned for their iri~ividualiz"ed mobility plan cont~in1ng: . ? ·. . 

• Tran~fer technique . 
• Plah for ambulating a~ assessed 
• AROM I PROM as ~ssessed 
• B~d mobility 

Resident I Staff Safety: . 
• ·Suspected abus~ or neglect is reported ·immediately to the m:irsing superyisor, nurse manager, director of· 

nursing or social wo.rker · : . 
• . Mecht;lnicat lifts will be used as assessed specific to type. This will be noted ~n the care pian 
• The use of transfer .belts is required on all physically assisted transfers. 
• Nursing and housekeeping staff promptly resolves .spms andwe~·spots on the floor. 
• Equipment that° is in disrepair~ inoperable or unsafe ·is reported to the mC?intenance 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· 

immediately.· ~· · · . 
• Each resident will° be addressed by the name they prefer and in a respectful way. 
~- All nursing staff are responsible for answering· call light~ ·in a timely and courteous m~nner-: 
• The·call light cord is accessible.for.the resident's use. 

_, ifection Control policies and guidelines will be followed and incl~de: 
• Hand hygie·ne 
• Use of Personal Protective Equipment 
~ Providing nursing services in a way that minimize$ the transfer of pathogens. 



.... 

"Serving Those Who Have Served'' ... 
Resident and staff safety: . . . . 

·• Residents are monitor~d a minimum of every tWo h9urs and.more frequently as indicated.· 
o Resident.environment is mai~tained free of hazards and obstacles· . · · 
·• I;:gress paths are consistently clear of obstacles. 
• Rooms ~md beds are labeled with resident names. 
• . Wrist bands are legible and on a.II residents. · 

. . 

Resfdent Dignity and Privacy. 
~ . · Knock before entering rooms 
• . Always ensure privacy for conver~ati_on and cares 
s Use respectful tones . . 
• Resident medical records are not left unattended iri the public;: view 
• MAR's ~re ciosed or covered when away from the cart . · 
• Queries into resident ~tatus by_ ot~ers are re_fe~red to the nurse 

.\. 



J;.1,.. 
· Attachmen1. ' 

S~ate ofMin.nes_ota Veterans Home-Minneapolis · · 
NURSING POLICY.AND PROCEDURES . 

Title: Thickened Liquids Nllinber: N02-151 
23-26 
19..:043 
10-057 

. · Apprqvals: Director of Nursing 
Director of Die~· 
Medical Director 

Date: 09/05 

Page: 1 ofl 

~bjective: :To e:p.sure that residents at risk for aspiration. receive the :nght consistency of liquids while 
attend~g on and off unit events. : 

Policy: 

P;ro~ed~e: . . . . . 
A.· FolloWing .a ~ompre~ensive. assessm~nt, if a l:"esident is. found to be· at risk ~or· aspiration reqtiiring; 

thicke~edliquids, the f<;>llowing will occur: · . 
_ 1. The speech therapist, dietitiari, o~ nurse practitioner writing the order for non:..thin liquids. Will 

notify the RIC:· 
·a. Iii.person or· 

. b~ Via the me Coinmunication Board . . 

. .2. The HIC will plaee a blue GoJqr~d insert into the ~dentification b~d of the individual resident.. 
3. All departments will be aware that residents with· blue name .band inserts inay nQt have thin 

liquids _being offered. · . · 
4. Departments hoSting the r~sident event are responsible for· ensuririg ·a current list of resident 

diets/consistencies are. readily available and an alternative beverage at the right consistyncy is 
available. . · 

B. At special events, staff will note name band. If blue insert, Will verify fluid c~nsistency ~11: current 
·listing before serving. th~ bevera~e. 

· C. DU.ring medica~on··.passes,. the residei°it is to receive. the ordered consistency of fluid. For current 
products available:· . . . · 

, · .· 1. Water.is availaple iii all consistencies . 
· 2. Nectar level fluids fqr medic<!tlonpa;Sses or between meals include: 

a. health shakes · 
b. pudding, 
c. applesauce, 
d~ ice cream, · 
e. magic cups 

3. Honey level flUids for medication passes or between meals include: 
a. pudding, . . 
b. · apple~auce, . 

. c .. magic cups 
H:\POL-PROC\P-POi\N02-151.doc. 



Minnesota Veterans Home- Minneapolis 
GUIDELINES FOR GLOVE USE· 

Health care workers wear gloves to.: 
• Reduce the risk of acquiring 'infections 
• Prevent health ca.re worker.flora from being transmitted tq resi~ents .· . 
• Reduce t~e- transmission- of flora from resident to resident via the health care· w9rker. 
• prevent the transmission of hepatitis B, hepatitis C and HIV. 

Did you. know? . . 
Gloves db not provide complete protection ·against hand contamination. 

· Attachment 

Wearing gloves does not prqvide complete protection against acquisition of infections ca~sed by · 
hepatitis B virus and herpes simplex. · . 
Fa!lur~. to change gloves"betvireen r~sidents may contribute to the transmission ~f organi~ms. 
Weather the wearing of rings results .in greater transmissipn of pathogens remains unknown, 
further research is indicated.. · ; . i 

Gloves are worn· when: · · 
• · · ·f>ersonar c$re is provided to residents. 
• · · There is a possibility of having contact with blood or body fluids. 
• Co.ntact with mucous membranes or non-intact skin. · 

. .; ·, ·Pers~rial pr<?tectiori'i~ indic.ated.' : 

Change gloves during resident care if moving from a contaminated .body site to a clean body site. 
Hands must be washed immediately after gloves are removed. 

. . . 
Source: G1:1ideline for ~and Hygien~ in Health-Care Settings: MMWR. October 25; 2003/51{RR16}:1-44 



Attachment: 

Cart Locked Unlocked Nurse · Meds out on · · MAR 
Number Pre.sent . ·Cart . C~mfidentiru 

. Med Cart 1 

. ·Med Cart2 

· · MedCart3 

Tx 1 

Tx2 

: 'tx3 

Comnient~:· 

Unit ID: 

Tech/RPh ID: 

Date: 

Time: 



Title: 

State of ~esota Veterans Home-!~neapolis 
'. NUP-$ING POLICY AND PROCEDURES 

Urinary Incontinence Management . · ~ \ 

Attachment 2'. 

Number: N02-150 

;( 0 
DON/Medical Director 0 .. ~ <( ~ ,.,0 . s;l-'. 0\" ~ . 

Approvals: Date: ··09/05 

Objective:· ·. To identify· the type. of urinary incontinence as resident has, so appropriate interventions· m~y be 
· initiated. · · 

Policy: 

Procedure:. · . . . . . 
A. Upon admissfon·and PRN, n~sident that are incontinent of urme will be ass~ssed as. follows.: 

1. A 3 day v9iding· as.sessrrient will .qe completed by fue. nursing·uuj.t during the initial MDS 
asses_sment penod. · · · . . . . · . . . 

· 2.. The nurse practitioner/pl;iysiciail will order a bladder. scan to determfu.e the post void r~sidual 
.. (PVR). . . . .. 

3. The . results .of the lv.(M:SE, BR.Ap~N ·Scale; functional ·Abilities, PVR, and 3 day voiding 
ass~ssment will be reviewed· by the nurse praqtitioner or physician .. (See Momentus· fo~). . 

4. · The nurse· practitioner or· physiciap. will detemrine the type/types of uriilary incont~ence. the 
res~dent has. . · · · · 

5. Ba$ed on the type of UI identified, appropriate interventions will be ordered and care planned. 
(S~e house protocol in policy appendix).· . 

6. Up.on new incidence of ui, this process· may be ifiltiated at anytim,e. · (~·.e.~ significant change in 
status). ' : . . 

Appendix ( draft~ne~~ further re~iew). 
Toileting Programs 

. . . 
Bladder Retraining 

·A. Illdividualized Bladder Retraining 
. . .. 

This is for a resident who is able to ~earn and ret~ new information and ·has the physical ability and 
·· desir~ to retrain the bladder to tteat incontinence. Each program will be individually set up based ·on the 
residet?-t' s J?.eeds. and ~tiology of~continence. · 

B. Prompted.Voiding 

· 1. From an indj:vj.dualized s~hedule determined by the resident's 3 day voiding assessment or 
2. Froni the facility schedule: 

~ Upon risiri.g from bed. 
b. Before faying down in bed. 
· c .. Before leaving the floor for meals. 

· d. Upoil return to the floor from meals. 
*"Upon" is defined as within.30-60 lninutes. 



Title: Urinary· Inco~tinence Management 

. Scheduled Toiletillg 

.· 

.'N"uniber: :N°02-150 
Pa e.2 of2 

Re~idents. who are unable to identir1 or communicate to staff regarding toileting needs~ ·Tuey will. be 
toileted with hands on assistance from staff: · · 

A. Based on an iri.dividualized schedule deterinined by the reside~t' s 3 day voiding ~se~sment or. 
B. From the facility schedule: · 

1. Upon rising fr.om bed~ 
2~ Before laying down in bed. 
3. Before leavmg the floor for meals.· 
4. .Upon retuin to the floor from meals. 

· *"Upo?-'1 ~s defined as. ~thin 30-60 minutes. 

Check and.Change . 

Residents :who are either ·physically unable t~- be toileted comfortal;:>ly or who are extren;iely agj.tated by :the . 
. to.iletmg· .process. . These residents will b~ checked for wetness; changed and cleaned if wet on the following 
schedule: . 

A. Based ~nan ~dividualized sc~edule c;lete~ed by th~ rysid~nt' ~ 3 day ~oiding assessm~nt or. · 
B. ·From the facility schec;lule·: . · · 

a. · Upon rising ~om: bed. 
b. Before faying down in bed. 
c. Before leaving the floor for meals . 

. ·. d. Upon return to the floor .from meals . 
. . · · *"Upon" is defined as withiµ 30-~0 minutes •. 

Some· residents may be on scheduled toileting during the day and on check and change at night, based on 
indjvj.dual resident assessment. · · · 

· H:\POL-PROC\P-P02\N02-150.doc 



MN Veterans Home - Minneapo1is 
Urinary Incon~inen·ce Assessment 

Goal: To ~efine the type of urinary inccntirience a resident_ has and individualize~ interventio?8. 

Relevant Data: 
.Assessment Type I Date 
~ ····-- ... ····--·- ........ - ... · .......... ·-·--· 

BRADEN 

Functiona) .. Sta.t.us· ·review or 
Case Mix Score 
Post Void Residual 

3 Day Voiding Assessment 

Outcome Comment 

Type(s~ of In~ontinence·and Interv~ntions 

Check . AHRQ Incontinence Types 
Type.(s) 

Tr~nsieht ·'Acute 

Chronic Ur.ge 

Chronic Stress 

Chronic Overflow 

Chronic FunctiOn?l 

Intractable 

Select Interventions 

o Further mediqal evaluation - s~e physician order 
section 

.0 Individualized bladder retraining to be evaluated I 
treated by occupational therapy . ·. ,. 

Q 

O The res~dent may be toileted at i~tervals 
consistent with. their assessed voiding pattern 
.utilizing the facility toileting.protocois 

·o 
d 
o. 

: o . The resident may be toil~ted. at intervals: 
consistent with ·their ass·ess.ed ·voiding pattern. 
utilizing the facility toileting profocols. 

O ~oil~ting ·intervals may be up to three hours 
o 
o 
o .The resident. may·b~ toileted at intervals 

consistent ~ith their assessed·void~ng pattern 
utilizing the facility toileting protocols 

.o To~leting intervals may be up to thre~ hou~s 
o 
(J 

D · ;prompted voiding 
0 Scheduled toileting 
0 Check and Change Program 
0 .Tofleting intervals. may be up 
o 
o· Prompted voiding 
Q Schedu~ed toileting 
0 Check .and Change J?rogram 

to.three hours 

o Toileting intervals may.be ·up to three hours 
a 

Date: MD/NP Signature: 

Resident: -------------------- . Medical Record *----
M16-15C 
H:\16\M16-59C.DOC 

Unit: 

MVH09/05 



MN Veterans Home - Minneapolis 
3 Day Voiding Asses~ment 

C~eck resi~ent eYery hour and mark.:~he appropriate ·column°(s) 

Day 1 Date: _____ _ 
Time 
?AM 

8AM 

9AM 

10AM· 

t1 AM. 

12 Noon 

1 PM 

2PM 

3PM 

4PM 

5PM 

7PM 

8PM 

9PM 

10 PM 

11 PM 

12 Midnight 

1AM 

2Al\'.1 

3AM .. · 

4AM. 

5.AM 

6AM 

Dry · Wet Self Staff· 
ToHet Assisted 

.BM Type of Assist 

Resident: --.....------------------- Medical Record# _______ Room#. __ _ 

M03:-332C 
G:\1'.IDH R;esponse\M:03-332C.DOC 

Page 1 of3 
MVH09/05 



. · MN Veterans Home - Minneapolis 
· · 3 Day Voiding Asse~sment · 

Check resicient every hour and mark the ~ppropriate qolumn(s) . . 

Day 2 Date:-----­
Time 
?AM. 

BAM 

9AM. 

10AM 

11 AM. 

12 Noon 

1 PM 

3PM 

4PM 

.. 5PM 

6PM .. 

·7PM 

BPM 

9PM 

10 PM 

11.PM 

12 Midnight 

1AM 

2AM 

3AM 

· ·. 4AM 

5AM 

6AM 

Diy Wet Self . Staff 
Toilet Assisted 

Type of Assist 

Resident: ------------------ Medical Record# _________ Room# __ _ 

M03-332C 
G:\MDH Response\M03-332C.DOG 

Page2of3 
MVH09!05 
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MN V~terans'.Home-'rviinneapolis 
3 Day Voiding Assessment 

Check resident everj hour a.nd rn~r~ the .appropriate column ( s.) 

Day 3 Date: 
Time 

Diy Wet Self Staff 
Toilet · Assisted. 

7AM 

BAM 

9AM 

10AM 

·11 AM 

12 Noon 

1 PM 

2PM· 

3PM 
} . 

·4PM 

5PM 

6PM 

?PM 

BPM 

9PM 

· 10PM 

11 PM 

12 Midnight 

1AM 

2AM 

3AM 

4AM 

SAM 

6AM 

Type of Assist 

Resid~nt: _ .......... ___________________ Medical Record#_·-...,------ Room# __ _ 

M03-332C . 
G:\1vIDFI Response\M03-332C.DOC 

Page3 of.3 
MVH09/05 



Questions - Senator Vickerman 

1. Staffmg 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 form.al 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: 

Turnover Rates FY05 (July 04 - June 05) 

Turnover Rates 
RN LPN HST GMW FSW Facility 

FerQus Falls 12% 24% 21% 0% 4.36% 12.39% 
HastinQs 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% nla 41.4% nla 



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 Survey 

RN Range Ave 
Mp ls 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 
Mp ls 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 numb~r 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 i.f 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 l\IDH? 

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.· 

• · Seven of those positions were RN' s; 
• 12 were LPN's, and 
• 14 were HST's; 

Of the 3 3, 11 were. 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? 

• During this time, Human Resource staff attended 13 job 
fairs. 



• On 2/13/05 an advertisement in the Star Tribune for 
RN's, L~N's and HST's .. 

• · The next one ~.,vas not until 7/23/05 and 8/28/05. 
Subsequently, there have been ads placed in a variety 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 re9ruited 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 
e~ergency is created when staffing falls to a level where the basic patient 
services are threatened and cares cannot be c<?mpleted. 

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 mand'ltory overtime before 
calling agency staffing was at the end of January. It was changed to 
accomplish two things; 

. (1) Our own staff knows our resid.ents best our and should be th.e 
called first to care for residents before agency (pool) staffing was 
called. · 

(2) Best use of financial resourc·es 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. Bywhom? 

This was a decision made by local management according to the 
provision included in the labor agreements. 

4. Where any of the previously mentioned 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 calleq. · 

(2) It was also implemented as a measure to conserve resources . 
. Agency (pool) staffing cost double what we. typically pay and we 
would rather pay our owti 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. 

5. 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. Vacarit positions were 
filledthrough 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 implemented, 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 budgeting process and financial controls. As a result of these 
discussions, 

• We are working on an expanded reporting system for board 
mem~er' s, which includes financial, but al~o 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. 

• The Board has also created three new oversight committees:· 
Financial Manag~ment, Quality Assurance; and a Special 
Review Committee for situation such as occurred at 
Minneapolis. 

• 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. 

• 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. · · 

• And finally, the Governor has asked that the Board initiate a 
review of all homes board facilities to ensure that all aspects of 
operatiop.s pass muster. This review is to be completed by 
January 15th, 2006. 

• We have wonderful support from 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, VV A, 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 s0.. 

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 :OOam. 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 resusilsitate/ do .not intubate (DNR/DNI) so CPR 
was not initiated. The incident was reported to the coµunon 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. 
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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 A venue South, Minneapolis, Minnesota 5 5417 

_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. 

Signed=-------------------------- Date: _______ _ 
-~··········· .......................................................................................................... ················· ................................ _ ............ . 

. ill 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.la 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. 
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SUGGESTED METHOD OF CORRECTION: The Administrator and the Director of Nursing c0~_._. 
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 residents in the sample 
with restraints. (#s 4, 9, 30 & 31). Findings include: 

A lap buddy restraint was being used on resident #9 without a physician's order or a clear indication for its 
use. During evening observations on 7126105 from approximately 4:40 PM until 7:45 PM, resident #9 wa~ 
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 t" 
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 7122105 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 restramt, 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 w~ 
7126105 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 ti 
padded thigh belts "only ifthe resident is attempting unsafe ambulation." The care plan did not specify ~d 

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 7/27105 at 11 AM with the registered nurse (RN} 01 

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. 
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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 r~strictive 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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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 assistru;it 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 knov.._ 
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 

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 sta~fto 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 tcr bed. The resident's incontinent pad was wet. 

TO COMPLY: At a 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 monitoring 
to ensure compliance of resident assessment with use of restraints. · 

TIME PERIOD FOR CORRECTION: Fourteen (14) days 

4. MN 4685.0400 Subp. 2 I. 

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 5122100 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 
of27 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 2/10105 stated: will increase scheduled free water to 250 cc 4 times 
day times 3 days . The assessment/pl~ 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·staffperson 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 

-~·· 0rders 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#l 7 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 
. -

#l 7's urine leg bag had not been emptied by the night staff. Resident #9 who required thickened liquid&-
was given unthickened juice. 

A review of the current physician's orders for resident #9 as of 717105 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 ........ ~ 
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 ~r 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, apA 
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 w~ch 
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 riot 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 6/10103 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 7126105 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 7/27105 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 doc1Imenting fluid intake on 
a form in resident's room and did not complete oral cares. 

Resident #20 was admitted to the facility on 5122100 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 7126105 at 
approximately 6: 10 PM in the dining rooin. 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 '!lld 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 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 assist? .... + 

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~ TL~ 
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 ofbedtime 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 dur· 
the evening shift on 7 /26/05 revealed that resident #6 and resident #9 were not shaved. A review of cun. 
plans of care for resident #6 (1110/05) 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 7126105 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) 
SarCl: 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, operiing packages ar 
eat. Observation of resident #36 on 7126105 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 serv1 
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:m 
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 7/27105 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: 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 facility failed to revise the plan of care for 1 out 1 resident's in th 
a change of diet texture,(# 34 ). Finding~ 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 $tated 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 tea.IP 
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 ru 
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 notavailable 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 desk 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. 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. 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 emptyfug 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 
#l 7'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 of7/7/05 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 7/27105 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 - 1110/05) 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 posh ... ~<l 
changes had been observed during breakfast and afterwards when the resid~nt 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 of3 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. Upori 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 a.t 2:45 PM and resident #12 had not been repositioned. The HST acknowledged resident #12 
was past due for repositioning and assisted the re.sident 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 nursiri.g 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 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 ofbedtime 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 /~6/05 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 s~aff, 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 #33dilring 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 pach. .... s-es ru 
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 sen 
And resident #3 6 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 foe 
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 Direc~or of Nursing could review the current 
scheduling and resident care plan policies and procedures, revise as needed and instruct appropr~+~ 
personnel. The Director of Nursing could designate a staff person to do ongoing monitoring to e1 
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 
suffjcient 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 , ..1 

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 of8 residents, 4 of the 8 required a Sara-type 
standing lift with 1-2 staff to assist; 7 ofthe.8 residents required assistance with toileting or a checkand 
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 rea~ 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 m~ager 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 of7/27-8/9/05 
there were 56 vacant shifts. -

C. Family Members reported insufficient 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 aJ 

gave several examples of care not being completed for their residents. Examples included toileting not bt ...... _6 

done every two hours or according to mdividual 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 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 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 c·oncern 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.' 'Ug] 

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 minu1 
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~ 
from the supplemental nursing service agencies (pools) and that mandated overtime and in-house volunteers. Tl 
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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: 

• 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. 

• Residents did not receive assistance with shaving. 

• Residents did not receive oral cares. 

• Residents did not receive assistance with nail care. 

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

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

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

• 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 ne.eds 
and instruct all appropriate p~rsonnel 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 similai 
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 
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 1113/04 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. r 

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 ~asy 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 thejnitial tour ofbuilding 6 on 7/26/05 from approximately 11:30 AM until 1:43 PM 
rev~aled 7 male residents (#50, #5, #51, #52, #53, #2, #54) who had not been shaved. Observations during 
the evening shift on 7126105 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 nnrsing 
department related to quality resident care, whlch 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 ofNursing 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 of27 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·? 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 7126/0r 
nursing assistant who gave resident # 18 evening cares was interviewed. The nursing assistant ccinfirme-. 
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 amolint 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 7/27105 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 nursingassistant 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 reside1:_1.t' 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, failure 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 askedthe 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 monitormg. 

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

Based on observation, 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 #5 5 indicated, "Monday PM"; resident #3 3 ·"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. ... r .. 

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 #18 were not repositioned as directed by their care plans. 

A review of the cur.rent 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 1217 /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 approximately 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 
5112105, 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 of3 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 717105 
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 staf~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 aclmowledged resident #12 was past due for repositioning and assisted the 
resident to bed~ --

Resident #13 had diagnoses that included Parkinson'~ 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 ofbowel 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 hu.~ 
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 yolir 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 incontirient 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 unabl 
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 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 receiving adequate hydration. 
Findings include: 

The facility failed to document intake of fluids for 3 out 3 residents in the sample (#19, #20, & #34) at hijili 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 pressru 
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 5/115/05 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, 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 ofhis ability to swallow. His caloric and fluid intake was not recorded in the medical record 



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 29 of 42 

-~~~rders to MN Veterans Home Minneapolis 

Resident #20 was admitted to the facility on 5/~2/00 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 JV 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 off er 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 on12/14/04 was 116.4 pounds. The weight for the resident was documented as 928 pounds on 
3122105 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 7126105 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 tim\,,.., 
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 assistantsheet 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 re.sident 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 tr~ct 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 ofbuilding 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 approximate(, 
· 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 7126105 at 8:30 AM the resident was in the dining room waiting for his brea.1 
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 #3 6 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:m 
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 7/27105 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: 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 of7/7/05 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 ofcare, 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 emsu...v 
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 note_d 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 a~d 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 interview the facility failed to thoroughly clean equipment 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 C01\1PL Y: 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 dishes and utensils 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 of27 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 1113/04; 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 Direct0~ ---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 resident_s 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 cleansinQ: 
pad was retrieved from the container and used to clean the resident, a clean incontinent pad was then pl< 
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 he~ 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 atray. 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 fmger. The RN confirmed that she was not 
aware that the resident had blood on her fmger 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 utl 

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 secure( 
orie out of three buildings surveyed, Building #17. Findings include 

Duritig observations, on 7/28/05 at 8:55 AM, of the medication carts on second floor ofbuilding 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 cap: 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 II 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 er 
medication storage policies and procedures, revise as needed and instruct appropriate personnel. .; 
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 ofbuilding 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 o(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 comers had a build up 
of dust, debris and wax. 

The smoke room (G24) had streaked areas ofbrown 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 w1u1 
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 
comer 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 comers. 

Resident room (213) had the thermostat pushed through the dry wall, bed #2' s closet he. 
areas to both sides of the door frame damaged exposing the metal comer 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 comers 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, 
24 7, 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 approacr 
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. 

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. · 



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 39 of 42 

~rders to MN Veterans Home Minneapolis 

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. MN 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 of27 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 ~f bowel and bladder. Wears incontinence pad at all times. Toilet/change q (every) 
2hrs and pm (as needed).". A review of the current plan of care of resident #7asof12/7/04 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 #10asof12/30/04 indicated, "Toilet/change q 2hrs and pm". 

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 resident 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 ~sign~,:1 
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 iri 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 c 
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 ii .. 
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 faniily member oflegally appointed conservator, guardian, 
or health care agent of a resident who is no competent , agrees in writing to waive physician involvement in 
determining 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, anq record review, the faci~ity 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 # 1 7 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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happens so often that I don't feel real good about it. The night staff went home today without emptying t!J.y 

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 frrst?" The nursing assistant replied to the resident, "I was going to get these wet 
pants off you frrst. 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 confrrmedthat 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 -'-1 - '3 

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. 

cc: 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 



STATE. OF MINNESOTA. 
VETERANS HOMES Bo.ARD . 

._.ivimNEsoTA VETERANS Hom- MINNEAPOLIS 
s101 MINNEHAHAA VENUE Sourn 
1v.fiNNEAPOLIS,. l\1INNESOTA 55417-1699 
(6~2) 721-0600 

September 7, 2005 

Ms. ~llie Laumark, Unit Sup·erv?-sor 
Minn~~ota Department of Health . . . 
Health Policy~ Information· and· Compliance Monito~ing· Division 
Licensing and Certification Program · 
1645 Energy Park Drive, Suite 3 00 

-St. Pau~ ]V(N'· 5510~-2970 

. . . 
· ~~ NJ!-nneapolis Veterans Home - Plap. of Correction 

Dear Ms· ~aumark, . 

Attached is the plan of correction f~r the Minnesota Departmep.t of Health surv~y that-wasc----­
condu_cted on July 26 - 29th, 2605 at the Minnesota Veterans Home -·Minneapolis. As the 
result of the survey; the Minnesota B card of Director's responded with an act~on plan that 
was deliberate arid decisive to respond. to the .citations and make. significant changes in key 
personnel at the facility. · The Administrator yvas replaced by Stephen.M~sser, Executive · 
Director and the Director of Nursing .~epla~ed by Piane Vaughn, RN. In ad~!tion, one 
Assistance Administrator and the quality ma~ager were re~oved. 

we believe. that the actions taken in the plan of correction demonstrate a thoughtful an.4 
. comprehensive approach to. correQting those items that require immediate attention and a . 
longer range· plan for ensuring that there are systems in place to proper: monitoring and 
compliance.with Health Depq.rtnient standards. -

We look forward to yotir retuni viSit so we <;an.demonstrate that we have cotrectedthe 
·citations and instilled procedures to. _ensure'that ongoj.ng compliance is met. · 

· . Sincerely, 

Equal Opportupity I Affirmative Action Employer 
1'4N Relay Service 1-800-627-3529 



MN Veteran~ Home:- Minneapolis 
MOH S~rvey.Plan of Corre~tion 

.. ··July 2S-29~ 2005 . 

·Licensing-Violation 

1. 4658. 011() INCIDENT AND ACC'IDENT REPOR~ING. 

All persons.providing services in .a nursing 
home must rep0rt any accident or·injury.to a 
resident, and the nursing home must immediately 
complete a detailed inciderit report of the 
accident or injury and the. action taken after 

. learning of the acciden't o:i;:- injury. 

IR not . c;:ompleted on #34 .. 

Plan -pf Correction 

The inc~dent ~eport has 
been· completed on 

·resident #34. The RNM · 
has received·a review of 
the expectations of 
.Incident reporting 
Pr<?ced1:1res ! 

To ·improve monitoring of 
incident rep~rts, an 
electronic incident 

!I report is being initi.ated , 
-through. the clinical 
software program~ ·This 
~ll6ws for "real time" 
m?nitoring of incident 
r.eports. 

Incide~t reports will be 
contin~ed'to be.traqked 
and -trended on an on­
going basis. 

I 
I 

i 
j ., 
I 
1· 

Abbreviation legend: 
,, HNM: Registered Nurse Manager 

IDT: Interdisciplinary Team 
PCN: Position Control Number· 

.. RTF: Reque9t. to Fill form 

Goal Date 

8/8/05 

Electronic IR. 
initiated· 

9/1/05. 

9/1/05 

Pe;r-son(s) 
Respc;msible 

RNM 2N 

Assistant 
Administrator. 

of Resident 
Life services 

Direct<;:>r of 
Nursing 

FolloW-1:1P 

See 
attachments: 

la 
(Incident 
Repo.rt) 

lb 
(Incident 
R~port 

procedure) 

le 
(Sample of 
electronic 
incident 
repo~t 

tracking list) 



Licensing Violation 

2. 465~. 0300 .USE .OF RESTRAINTS 

.~ubp. 4. Decision to· apply r~straint. 

;The de9ision ~o apply ·a rest!~i~t must be based 
on the compreh~ns·i ve resfdeD;t asses~ment. · The 
least restrictive restraint must be used and 
incorporated into the comprehensive p~an of 
care. The. comprehens~ve plan of care ·must 
allow for progressive removal or the 
progressive use of l~ss restrictive means. A 
nursing home must obtain an informed consent 
for· a resident pl~ced in a physical ·or chemical 
restr.aint. 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 ~he monitor.ing interval. Nothing ·in· 
this part requires a resiqent to be awakened 
during"the resident's normal sleeping.hours 
s.trictly 'for. t.he purpose' of releasing 
restraints. 

Lap Buddies . without:- doctor's orc;lers - residents· 
#'s 4,9,30, 31, 18, 19 

No ass~ssment of least restrictive device 

·14 days 

Plan of Co.rrection 

. Those residents noted.in 
the survey.requiring 
documentation; 
reassessment~ ·and/or.a 
plan f o~· reduction were 
brought to the individual 
resident's clinical 
rounds ·(IDT) team for 
re.assessment. 

The soci~l workers and 
be9avioral analysts 
performed .a complete 
~ouse audit of all . 
devices·to assure that 
r~quired.docume~tation is 
present. 

The audits·.were reviewed 
by the Clinicai Rounds 
(~nterdisciplinary Team -
IDT) . Reviews and 
reassessments were 
comple~ed ~s indic~ted. 

To continue a restraint 
reduqtion process the · 
Resident Safety Workgroup 
will add restraint rounds : 
to its proce~s ·to ensu~e 
reduction is occurring 
throughout the facility. 
Resident Safety p~ocesses 
~ere reviewed arid 
updated. 

On-goipg eduqation re:· 
"restraint proper 
environments" will be· 
devel~ped through this 
rou,nds team. Ari 
educati9nal event is 
scheduled for· 

'-'-~~~-,--~~~~---::-..---~~~~~~--,--.-~--------L..~9~/~1:..::-4 and 15/05. 

'Goal Date 

·9/2/os . 

. ' 

. . . 
8/~5-30/05 

8/31/05.to 
9/?/05 

9/.2/05. 

9/14 & 15./05 

· ... ·. 

Person (s) 
Responsible 

Director of 
Nursing 

:Follo:w-up 

See 
att~c;hm~nts: 

#2a 
(Team 

instr~ctiq~s.) 

#2b 
(Device audit} 

#2c 
(Team 

instructions 
for 

reassessment;:) 



Licensing Violation 

3 • 4_6 5 8 • 0.3 0 0 USE OF RESTRAINTS 

Subp. 5 c. Physical restraints·~ 

At a minimum, for a resident placed in a 
physical restraint, a nursing ·home must ·also: 

c. 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; and 

Repositioning - residents not repositioned f.or 
greater than 3 hours #4, llJ 9, 18 

14 days 

Plan of Correction 

Unit by unit education , 
was ~iven•to.erisure the 

. e.Xpectatiorl:. that all . 
residents ar~ provided.an 
opportunitY'·for motion, 
exercise, and 
elimination for not less 
than ten minutes during 
each two-hour pe.riod . in 
which a restraint is. 
em:ployed·. 

Monitors (Ihternal 
surveyors) are in place 
t9 observe this occurs 

·and intervene to· 
·eliminate the .barrier~ 
when this is challenged. 

I 
.. , 
. I 

I 
I 
I 
; 
i 
!· .r 

Goal Date 

9/2/05 

I I 

Person(s) 
R:~sponf?ible 

Director of 
Nursing 

I 

Follow-up 

.See also 
Licensing . 

violation #: . , 
I 

10-2 



Licensing Violation 

4·. 4658. 0400 Subp 2I Dental 

Subp. 2. Infop:nation. gathered. The 
comprehensive resident assessment.must include 
at l·east the followi~g infor~at.ion: 

I. dental condition;' 

14 days 

r 

Pian of Correction· 

We resp~ctfully disagree 
with this citation as the. 
existing system does meet 
·the· regulatory·· 
requ1re~ent:s .· The 
resident~ .in the survey 
sample".had an initial 
oral exam by Appletree 
Dental.·. ' 

An excel file exists that 
tracks resident dental 
visits. 

To continuously improve 
service, the existing 
policy was mo~ified. 

,-· 

·Goal Date Person (s). 
Responsib~e 

9/2/05 Director of 
Health 

Information 
Management 

( 

·I Follow-up 

,- .--
' 

See 
attachments. #4 

a and #4b 
·coral exam 

· forms) 

#4c 
(scheduling 

procedures -
changes 

I circled) 

#4d 
(existing 
Dental 

Services 

I 
Protocol) 

#4e .Dental 
Director 
Program 



Licensing Violation 

5. 4658 .·04.05 Subp 1 Faiiure to deve~op care· 

.Plans ~ 

. s~bpart 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 impa.irments in 
functional c.apacit;.y. A nursing assessment 
conducted according ·to Minnesota Statutes, 
section 148 .171, subdivis'ion 15, may be ·used. as 
part of the comprehensive resident assessment. 
The results of,the comprehensive resident 

··assessment must be used tq develop, review, and 
revise the resident's comprehensive plan.of 
ca~e.as defined in part 4658.0405. 

No.smoking assessment #35 
Ge~erai·lack of a~sessm~nt #20, 27 

20 days 

·Plan of Correction 

lndiVidual resident 
a~ses.sments .have been 
comple'ted. 

.. ' Met with th~ IDT 
departme.nt managers and 
reviewed the 
documentatimi ·po~icy -
which remains compliant 
with the regulations. 

IDT departments are 
reviewing the expect~tion 
with their staff. 

On-going sunteillance. for 
. timelin.es·s of .assessment 
and fo·r re-assessments is 
instituted .. 

Goal Date 

9/a/os· 

Person (s)· 
Responsible 

Director of 
Nur~ing 

and· 
Ass.istant 

Administrator 
of ·Resident 

Life s'ervices 

Quality 
Manager 

Follow.-up 

See attachqte.nt 
#Sa 

(meeting 
minutes) . 

#Sb (related 
policies) 



Licensing Violation 

6. 4658.0405' COMP~EHENSIVE PLAN OF CARE. 

Subp. 3; Use. A comprehensive plan of.pare 
must b.e ·used by all: personnel involved in the 
care bf the +esident. 

Toileting 
Repositioni:o.g 
Oral care 
I&O 

Residents: 2 O, 17, . 11, 13, 12, 7, 10 ,. 6 

14 days 

'Plan ·ot· Correction 

The plan of ~are .and HST­
worksheets ·were reviewed 
for.completeness on the 
noted residents. 

Educational review and 
enforcement· with HST'.s. 
and st~·ff ·rn,1rses 

HST s~eets are care plan 
based 

on-going sµDl'eillance for 
timeliness·of assessment 
and for ~e-ass~ssments is 
instituted. _,,, 

Goal ·nate 

9/2/05 

Person (s) 
Responsible· 

Directo.r of 
Nursing 

Qual~ty 
Manager 

Follow-up 



Licensing.Violation 

7. 4658. 0405 COMPREHENSIVE PLAN OF CARE .• 
Subp. 4. Revision. A comprehensive plan of 

··care must be. reviewed and revised by an 
.interdiscipl.inary team that includes the 
'attending physician,· a registered nurse with. 
responsibility for.the resident, and.othe~ 
approp~iate staff in"Ciisciplines as determined 
by the resident's needs, and, to the ext~nt 
·practicable, with the participation of the 
resident, .the res;Ldent'•s legal guardian.or 

·chosen.representative at least quarterly and 
within seven days of the revision af the 
comprehen·si ve resident assessment required by. 
part 4658. 0400, .subpar,t 3., item B. · 

Not :i;evfsed re~ident #34 (thickened liquid 
diet ~hange - ) 

14 days 

· Plan of Correction 

IDT review of :individua'i 
resident.case. 

Review and· ·enforcement of 
IDT. responsibilities to 
update care.plan as 
.orders are obtained. 

Goal Date 

9/2/05 

Person(s) 
Responsible 

· Director of 
Nursi:q.g 

Assistant 
'Administrator · 

I . 

of Re-sident. 
Life Service 

~ 

Follow-up 

See 
a.t:tacl'l;ments # 

Sb 
(documentation · 

policy} 



Licensing Violation 

8. ·. 4658. 0470 Subp 2 

4658.0470 ~ETENTION, STORAGE, AND RETRIEVAL. 
. .. . . 

Subp. 2~ Storage. Space must be provided for 
the safe and confideiitial storage o'f residents' 
clinical· records.· R~cords ~f ·bri~rent 
residents must. be s·tored. on site . 

. 7 days 

Plan of Correction. 

The· charts raoks"at 
'building 6 nu.rsing. 
;stations. have been 
relocated to the charting 
room whic:q. has a locked 
door. IDT members will 
have key access. 

Goal Date 

8/26/05 

Person (p) 
Responsible 

Director of 
·Health 

Information 
Management 

Follow-up 

Completed 



Licensing Violation 

·~l. 4658. a·sos subp 1 Comprehensive care plan 
carried:out 

14 days 

Plan of Correction 

Unit py unit on all shift 
education.was given to 
review the basic .methods 
of care plan 
implementation involving . 

.. HST duties. · 

The dai~y HST sheets ar~ 
car~ plan based. RNMs 
reviewed them· ·for 
completeness. 

Goal Date 

9/2./ 05. 

Person(s) 
Resporisil?le 

D'irector.of 
Nu~.sing 

Follow-up 

Completed 



Licensing Violation 

·10. 46.58. 0510 sp 1: .s~affing _requirements·. 

~nursing.home must have on duty.~t all times a 
sufficient numbe+ .of qualified nursing 
personnel, including registered nurses, 
lic.ensed practical nurses,· ai;id nursing 
assistants to meet the needs of the residents 
at all nurses' stations, on all floors., and in 
all buildings if more thaD; one building is ~ 
invq~ved. ·. Thi.s includes rel.i.ef duty, weeken~s, 
and va·cation rep~acements. 

14 days 

staffing !feeds: through int.erviews and 
observations·, ·staff were unable to meet 
res'ic;J.ent. needs; toile.tiiig, repositioning, 
shaving, nail care and nourishments not being 
passed. 

Plan of Correction 

Major administr~tive 
.changes .were maqe. The 
administrator, .assistant 
administrator of resident 
.,clinical seryices ,· · 
Director of .Nursing, and 
.Quali t:y Manager ha:v.e 
s·epa37ated employment .. 

An interim administrator 
·and interim DON are.'in 
place. 

Initially 4 HST shifts 
were added t© building 6; 
o~ 8/26/05 14 shifts of 
HST's per 24 hours was 
added.within the.nursing 

.home care. units .. 

Meeting was held with 
temporary agency yendors 

.to improve avai~ability 
... and continuity of care 
gi~ers o~ 8/~1/05 ... 

Priority of replacing­
.shift vacancies is: 
·volunteer~ ·for extra 
hours, temporary.age~cy, 
and as a last resort -

·mandation. 

~· 1 • 
The. system of RTF' s and 
PCN was reviewed and ·the 
pr~cess l~prov.ed to 
decrease the time· a 

.vacancy ~s operi. 

~.senteeism policies· are 
being ~nf creed .. 

we· are·continuing to 
refine· staffing patterns 

'--~~~~~~~~~~~~~~~-:-~~~~~~~-,-~~/__::d:::::-istribution 'of staff 

Goal Date 

8/30/05 

8/29 and· 
30/05 

.8/26/05 

8/31/05 

8/22/0.5 

9/2/05 

on-going 

On-going 

·Person(s) 
Res·p~msible 

Administrator 
, Director. of. 
:Nursing, and 
Director of 

Human 
Resources 

\ 

I 

·Follow-up 



Licensing Violation 

... 10-2. 4658.0520 ADEQUA~E AND PROPER NURSING 
: CARE. . 

·subp~ 2 .A. Criteria for de.termining adequate 
and pr~~er car~. -

The criteria for determining· adequate and 
proper care include: 

A. Evidence of adequate care and kind and 
considerate treatment at all ·times·. Privacy 

... must be respect.ed and safeguarded. 

1.4 days 

Toileting, mechanical lift transfers,· oral 
hygiene,_ repositioning, and cl·ean ·clothing. 

:I 

Plan of Correction 

Nursing car.e,standards 
were. reviewed. .Unit by 
unit - an shift 
inservic±ng was done to 
review expectations· of 
care and ·resident 
treatment. 

A care audit wa~ designed 
and is used on·every 
shift to ensure cares are 
bein,g delivereq. 

Intermittent monitors· are 
scheduled to assure cares 
are being delivered 
properly and with 
re~pect. 

A comprehensive inservice 
is-being des~gned by 
social services for use . 
in additional HST 
training and to replace. 
current general. 
orientation education on 
re.sident dignity and 
respectful treatment. 

HST orientation 
C-oinpetency processes are 
:Peing revised .. 

Current HST's will go 
through re·-comp~t.ency 
~~sting over the next two 
quarters. 

Leadership training .for. 
licensed nurse.s will be 
presented within the next 
2 quar~ers. 

Goal Date.· 

9/2/05 

9/2/05 

Started 
8/30/05 

10/1/05 

10/1/05 

1/1/06 

1/1/06 

Person(s) 
Re~ponsible 

Director of 
Nursing 

-
Follo_w-up_ 

-
'.See 

attachments 
10-2a 

(standards) 

10-2b 
(audit) 

10-2c 
(monitor 
packet) 



Licensing Violation 

11. :4658.0520 ADEQUATE AND PROPER NURSING 
CARE; Subp 2 D 

D. Assistance with or supervision· of shaving 
·of all . residents as 'necessary to keep them 
clean and well-groo~e~. 

14 days 

12 • 4 6 5 8 ,; 0 52 0 ADEQUATE AND PROPER NURSING CARE. 
Subp 2 .. E 

?·· Assistance as needed ~ith oral hygiene to 
keep the mouth, ·teetJ:i.1 or dentures clean. 
Measures must be used to prevent dry, cracked 
lips. 

14 days 

13. 4658.0520 ADEQUATE AND ~ROPER NURSING CARE. 
Subp 2F 

F. Proper care and ·attention t.o hands and 
feet. Fingernails· and. toenails must be kept 
clean and trimmed. 

14 days 

Plan of Correctibn Goal Date 

·see #10-2 .above 9/2/0.5 

$ee .#~0-2 above 9/2/05 

See #10-2 above 9/2/05 

Person(s) 
Responsible 

Director· of 
Nursing 

1.....---

Director of 
Nu·rsing 

Director of 
.Nursing 

Follow-up 



Li6ensing·Violation 

·14. 4658.0525 REHABILI~ATION NURSING· CARE. 

~ubp. 4. Posi t:-ioning .. Residents m~st be 
positioned in good body alignment. The 
posit.ion: of resid~nts unable to change their· 
own·position must be chang~d at least ~very two. 

· hour.s, . including perfods of time aft.er the· 
res.;i'dent has been put to bed for the night, 
unless the p4ysician has documented that. 
repo~itioning every two hours.during this time 

·period.is unnecessary or the physician has 
ordered a ~iifferent interval. 

·: 14 days 

Residents # 6, 7, 12, 18 

Plan of Correction· 

See #10-·~ above 

Th~ individual residents 
noted in the survey 
sample hav~ been reviewed. 

. by the. nurse manager .. 

' 

Goal Date 

9/2./05 

Person{s) 
.Responsible 

Director of 
. Nursing 

. Fo;Llow-up 



Licensing Violation 

15. 4658.0525 REHABILITATION·NURSING. CARE. 

Subp. 9. Hydration. Res'idents must be offered 
and rec~ive ~dequate wate~ and othe·r fluids· to 
maintain.proper.hydration and health, unless 
fluids are restrict~(f. 

No I & 0 
No cups provided with water pitcher~ 

Residents # 34, 20, 19 

1 day 

.. ..., 

P.lan of Correction 

·Tne i:hdi vidual residents 
· noted in' t.he · ·~urvey were 
revlewed by the.RNM. 
Thes~. situations are 
remedied~. 

·An iriterdisqiplinary team 
including Speech Therapy 
Nursing, Medical · ·· 

· Dir~ctor, and Dietitians· 
met tb review the 
hy~ration procedures. 

The ~allowing· decisions 
were made: 

The ·current water passing 
procedure will be 
conti~ued and the FlJM arid 
OD's are accountable to 
enforc~ that it is 
followed . 

See also # 17 

Goal ·nate 

8/24/05 

Person(s) 
Responsible 

Director of 
Nur~ing 

Fol lo~-up 

~ 



'Licensing Violation 

16. 4658. 0530 ASSJ:·STANCE WITH EATING. 

Subpart 1. Nursing personnel·~ Nu;i:-siris 
personnel must determine that· resid~nts. are . 
.served diets a~ prescriped. ·Residents needing 
help i~ eating must be promptly assisted upon 
receipt of the ·meals.and the'. assistance must .be 
unhurried and in a manner that m~intains or 
e

0

nhances • each reside:r+t 1,S dignity and respect• I 

Adaptive self-help devices must be provided.to.· 
contribute to the .res~dent's independence in 
eating. ~o.od and fluid intake of re's'idents 
must be observed and deviations from .normal 
reported ·to the nurse responsible for the 
resident's care during the·work period the ' 
observation of a deviation was made. 

Persi~tent unresolved problems must be reported 
to the attending physician. 

7 :aays 

Staff st·anding while feeding resideD:ts 
staf~ not assisting with feeding reside~ts 
Resident # 10 '· 36 

1· 

i 

Pian.of Correc~ion 

See.also #10-2 

A Meal Assistance·ProgralJl 
was developed. to increas·e 
t~e assistance available 
to the residents. 

A paging system was 
developed to:page for 
additionab assistance if 
an individuai. uhits 
mealtime is challenged. 

·rt was reviewed with . . 
staff regarding proper 
feeding assistance ( e·. g. 
do not stand while . 
assisting~ resident.with 
feeding.) 

Long-term Plans: 

Tray-line meal .service is· 
being changed .to buff et 
style dining·-at:ter the 
dining rooms are 
renovated. There are 
funds encumbered for the 
required construction . 
r.equired. Wh~n '·-
qompleted, this· will 
aliow greater flexibility. 
in schedule meals and 

.. ·.Setting up urii t routin~s 
as compared to the tray 
line system. 

-Goal· Date 

8/2?./ 05 

9/9/05 

Summer 2006 

Person (s) 
Responsible 

Director of 
Nursing 

·nir'ector of. 
Di~tary 

Administrator 

Follow...: up 



Licensing Violation 

17 • S.ubpart 3 • · Risk o.f Cho~ing 

A resident identified ·in the comprehensive 
-r~sident assessmeJ;,Lt, and as addressed in the 
comprehensive plan of c~~e, as being at .. risk of 
choking on food must pe continuously mon~tored 
by nursing. per.sonnel 'when the resident is 
e·atiiig so that timely emergency intervention 
can occur if necessary.· 

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

7 days 

.~lan of Correction 

An interdisciplinary team 
ihclud~ng·Spe~ch Therapy 
.N'ur.sing, ·Medical 
Directci~, and Dietitians 
met to review the 
,hydration pro:c~dures. 

An imp~oved ,system tor 
identification of 

· 1· resid~ntp who· require 
· .. thickened liquids was 
· design.ed. · · · 

The Resident. Dining and 
Nutrition Committee. will 
be revitalized.to address. 
on-going issues. related 
to. nutrition and 
hyc:lratiop.. 

Residents with thickened 
liquids will.have this 
·noted on the individual 
resident guid~.in the.~ 
in ·additional to the 
existing diet order· 
locations·. 

Goal Date 

8/26/05 and 
. 8/31/05 

Designed 
. 8/31/05~. t9 

be 
implemented 
by 10/1/05. 

8/31/05 

9/9/05 

Person (s) 
Responsible 

Director of 
Nursing, 

pir.ect.or of 
Rehab and 

Director of 
D~e~ary 

Follow-up 

I 

See attachment' 
17-a 

(Thick~ned 
Liquids 

proc.edtire) 



Licensing Violation 

18·. MN .4.658. 0610 Subp 7 

Sanitary.conditions. 

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

1 day 

Baseq on observations and interview, the 
·taciiity f~iled to maintain s~nitary condition~ 
~t all times in the kitchen .. The ·findings 
include: 3 garbage containers ~ithout lids. 
Also, a hand scoop was stored inside a sugar 
bin. 

-------
Plan of Correction 

Immediate ·Co.rr·~ction: 

Garbage can lids were 
·. or¢iere¢1., please- se-e 
attached invoice. An in­
servic~ was ·given on 8-4-
0~ arid a-10..:·os. Please 
see attachments. 

·Long term correction: 

A sanitation rounds 
checklist was developed 
·and ·will be completed. 
monthlX by a dietitian. 
Immediate correction will 
follow for any areas-of 
conce~n. Please see the 
attached checklist. 

Goal Date 

8/20/05 

. Person (s) 
Responsible 

Director of 
Dietary 

Fo:).low-up 



Licensing Violation 

19 .• 46·58. 0670 Subp 2 

Sanitization; ·storage. 

All utensils and.equipment must pe ~~oroughly 
cleaned, and food-contact surf~ces of ute~sils 
and equipment must be given sanitization 
treatment and rriust·be stored· in such a manner 
as to be protected !=rom contamination: Cleaned 
and sanitized equipment and utensils. must be 
~andled. in a way that· protects them· from 
contamination. 

Based on observati:ons and ·interview.the 
facility failed to thoroughly clean equip~ent 
used in the serving of food. Findings include: 
the under . part of the shel ve's over the steam 
tables. and prep.area was found to be soiled 
w;!.th food debris .. 

1 day 

Plan.of Correction 

Tag #46.58. 06.70 Subp. 2 

Immediat·e correction: 

A staff member was 
ord~red to clean the area 
and was checked by the 
Pietary 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 s~nitation rounds 
checklist:was developed 
and will be' c.ompleted 
monthly .by a dietitian. 
·immed.iate correction will' 
follow· for .any areas of· 
co~cern. Please see·the 
attached ch~cklist. 

Goal Date 

'8/20/05 

Person(s) 
Responsib],e 

Director of 
. ·Dietary 

··Follow-up 



Lic~nsing Violation 

20. 465~.0675 ·subp 7 

4658.0675 MECHANICAL CLEANING AND SANITIZING. 
. Subpart :1 Air dcying.. . ·Dishes 
a~d utensils must be air dried before being 
stored or must be stored. in a s·elf-draining 
position. Properly racked ·Sanitized dis.hes and 
utensils may complete air drying in proper 
storage places, if available. 

Based on observa.tion.s and i:p.terview, th:e 
f aciiity failed to air:-dry pans after 
sanitizing and prior to storing.th~m in the 
cupboard. Findings include: baking pans were 
observed to. be stored w~t in the cupboard. 

7 d·ays 

Plan of Correction 

... Tag #4658 .·067"5 .Subp. 7 

Immediate correction: 

All. wet pans· were 
. removed,· ~ent th;rough .t:µe. 
dishmachipe·and p~operly 
air-dr~ed before putting 
away. An. in-se~viae was 
given on 8~4-05 and 8-10-
05·. Pleas~ see 
attachments. 

Long terµi correction: 

A sanitation rounds 
checklist was develop~d 
and.will be completed 
monthly by a dietitian. 
Immediate correction will' 
follow· for any areas of 
concern. Please see the 
attached checklist. 

Goal Date 

8/26/05 

Person(s)· 
Responsible 

Dir~ctor of 
Dietary 

Follow-tip 



Licensing Violation 

2l. ·4658.0720 PROVIDING DAILY ORAL CARE. 

Subpart 1. · Daily oral care plaµ .. A nursing 
home· ·must est.ablish a daily· oral care plan for 
each resident consistent with the resultp of 
the comprehensive resident assessment~ 

B •. A nu.rsing home must pr:ov~de a resident with 
the suppli_es and. assistance necessary to carry 
out the resident's daily_ oral care plan .. The· 
supplies '!'rlust include at a m.;i.nimum: 
toothbrushes, fluoride toothpaste, mouth 
rinses, dental floss, denture cups, den~ure 
brushes, denture. cleaning products, and 
denture ~dhesi v:~ produc.ts. 

Not provid.ed for resident #: 19, 20., 18,· 12, 15 

14 days 

2 2 ~ 4 6 5 8 • 0 7 2 5 PROVID-I"NG ROUTINE AND · EMERG~NCY 
ORAL HEALTH SERVICES. 

Subpart 1. Rou~ine dental services. A nursing 
home must provide, or ·obtain from an out.si.de · 
resource, · routine dental :services to meet the 
needs of each resident. Routine dental· 
services include 'dental ·examinations and 
cleanings·, fillings and crowns, root canals, 
periodontal ·care; or~l surgery, bridges and 
~emovable dentures, orthodontic procedures, and 
adjunctive. service's that· are provided for · 
similar denta~ patients· in the community at 
la,rge, as ·limited by third party -reimburs.ement 
po3=-icies. 

Not done on all residents 
30 days 

Plan of· Correction 

The individual. residents 
noted.in the survey ~ave 
been reviewed· and 
supplied are provide·d. 

See.also #10-2 

We re~pectfully disagree 
with this citation.as £he 
existing -system does meet 
the regulation · 
requirem~nts. We 
apologiz·e· that the .survey 
team was not made aware 
of t~~ existing syste~ 
and tracking. 

The residents in the 
survey sample had an 
initial oral exam by 
Appletree·nental. An 
excel file exi.sts that 
tracks resident dental. 
vis-its. 

To continuously improve 
s_ervice, the existing 
policy· was.' modified. 

Goal Date 

9/2/05 

9./2/05 

Perf.?on· < s) 
Responsible 

Director of 
Nursing 

Director of 
Health 

Information 
Managemen:t 

and Di'rector 
of Nurf?ing 

.Follow-up 

See 
attachments. #4 

a and #4b 
(oral exam 

forms) 

#4c . 
(schedulin·g 

procedures -
changes 
circled) 

#4d 
(existing 
Dental 

Services 
Protocol) 

#4e Dental 
Director 
Program 



Licensing Violation 

23 •. 4658 .. 0800 INFECTION CONTROL. 
Subp. 3. S~aff_ assistance with infection 
con~rol. Personn~l.must be as~igned to assist 
with the infection dontrol progra~, based on 
the needs ·of .the resi'dents and n1:1rsing home, to 
implement the policies and pro.cedures ·of the 
infection control program.· 

No timeframe listed 

'# 15 gloves not. changed from di~ty to clean 

# 11 incontinent pad on floor 

Plan of Correction 

A hand.out was .designed to 
review proper .glove use 
and included ~n the 

. education· noted in #10-2·. 

Goal n·ate 

9/2/05 

Person (s) 
'Responsible 

Director of 
Nursing 

Follow-up· 

See 
attachments 

10-2a 
(standards) , 

10-2b 
(audit) 

and #23a 
(Glove use 
hanc;lout) 



Licensing Violation 

24. 4658.1340 ·MEDICINE. CABINET· AND PREP~RATION 
'AREA. 

:$ubpart 1. ·storage of ·drugs. 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 II drugs·. A 
nursing home must provide '..separately locked, · 

·'compartments I permanently affixed. to the 
· pJ::iysical plant or medication cart. fo·r · storage 
of .controlled drugs listed in Minnesota 
Statu~e~, section 152:02, subdivision J. 

l day 

Unlocked med carts bldg .17, 2nd and 3'rd 

2 5 . 4 ,6.5 8 ~ 13 4 5 LABELING· OF DRUGS • 

Drugs used in the. ·nursing home must be label~d 
in accordance with part 6800.6300. 

14 days. 

Unlabeled meds 2nd fl bld_g 17 

/' 

~lan· of Correction 

Current policy requires 
the securing·of·the 
medication carts 
includi~g the double 
lockin$ of narcotics. 

To enforce the policy and· 
monitor medication I 
treatment cart 
compliance, a routine 

... audit will be done l?Y the 
·pharmacy.' Rando'f[l audits 
will be done by the 
Quality Manager, Officers 
of the Day, and.RNM's. 

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

Goal Date 

' .8./24/ 05 

. 9/2/05 

Person (s) 
R_espohsible 

Di:r;ector of 
Nursing 

Director o:f 
Pharmacy 

Director of 
Pharmacy 

Follow-up 

See attaahment 
#24a 

(audit) 



Licensing Violation 

26. ·49s8·.141s subp 2 

~658· •. 1415 PLANT HOUSEKEEPING, OPERATION, AND 

MAINTENANCE. 

Subp. 2. ·Physical plC;tnt. The physical plant, 
including. walls, floors·, ceilings, all 
furnishings, systems., and· equipment must· be 
kept in a continuou.s state of good repair. and 
operation with r~gard to the health, comfort, 
safety, and· well-being of tpe residents·· 
according to. a written routine .. maintenance and 
repair program. 

30 days 

·BUILDING 6 4658.1415 
G-13 bathro.oms 

Bsnit-. Corridor & area near doorways· 

Smoke RM G24 

Dining RMS.332 & 312 (include.all dining rooms 
an·d overflow areas) 

Din~ng RM· 332 

Plan of Correction 

See individual items 
listed below: 

Daily rounds are bejng 
conductec:L·· 

No call light system. 
1. Get ·quotes f~om 
vendor & install 

Build up of dust, debris 
and wax. 
1. Clean corridor 
Brown stains ·on walis, 

. windows; ceiling tiles & 
air ducts. Burns on 
floor~· cha~rs and 
tabletops. 
* See over~ll plan ·for 
both.lounges. 
Stained & soiled chai~s. 

2. Redistribute·good ·· 
qha:t.rs. 

3. Recover. or replace? 
. Minncor 

Dents & ::chips in window 
frame.$ exposing metal 
corner bead. 

Goal Date 

See 
individuaI 

· items below 

. 9/17 

8/26 

10/7 

8/26 

_9/3.0' 

· Pers.on ( s) 
-Responsible: 

Physical 
Plant Manager .. 

Maint. Sup 

. Hskp 

Chief Eng 

Hskp 
Hskp 

Project Mgr 

. Maint Sup'. 

Follow-up 

-9/2/ Quote .to 
arrive Can be 
ins.talJ.ed 10 

dayEJ after 
apl~oval. 

Done 

. Contx·a·cts for 
work being 

obl-1:gated.and 
work on both· 

'smoking lounge 
Bldg. 9 & 17 · 

Recover. 
s _e·a ts /backs 

Cont.act 
obligated 



Licensing Violation Plan o'f Correction Goal Date Person (s). Follow-up 
Responsib.le 

Tups had ·rubper b~mpers .9/27 In progress 
2nd &. 3rd FL tub rooms 

repai~ed with'tape that 
.. 

was ;t..~of?e l.eaving Maint Sup 
: .. 

,, residu~·. : 

1 .. Repair ·bu~pers w / " 

adhesive 
Damage.d walls and 

... 9/27 :i:n progress 
2nd FL ·Kitchenette 

corners on.lqminate . ·Maint Sup .. 
: . 1. Repair sheetrock & ... 

I 

- paint. 
2. R~pair or replace 

laminate. .. 
9/27. Maint Sup In progress Reside.nt R~ ~13 namaged·door.frame . 

w /expos~d metal. corner . . : 

· beading 
i.· Repair sheetrock 
2·. Paint 
3. ·Instal'l corner 

protectors . : .. 

BUILDING 17 
Tu~ Rooms all floors . Dust & debris under ·*Status: 

.. tubs . . s/3o. Hskp. 4th floor done 
1. Clean all tub rooms 3rd flo1:::>r done 

.. l on 2nd floor 
I done. 

3-North Tub Room Rep~ir all broken, crack 9/17 Maint Sup In progress 
& chipped wall tiles in 
shower & toilet rm ... 

3 -so·u th Tub Room Repair broken tiles in 9/17 Maint Sup In progress 
shower. 

2-North.Tub Roo'm Repair ·crack ·corner on. ·9/1 .Ma.int sup· Done. 

\'.!all/base. 
2-South Tub Room Replace ti~e baseboard. 8/30 Maint ·sup 

.Hall areas near RMS 439,247,286 &'bathroom of Detached.vinyl that has 9/17 P~oj .ect Mgr In progress 
RM 247 ·cur led up around the 

walls forming a .. 

baseboard. : 

Smoki~g area Tar s·tains on· walls; · ,.9/17 :r:n progr~ss 
win<;l.ows. ·& ceilings. Chi~f Eng ; 

'. 
Damaged/J.msaf e 

. . 
: 

furniture. 
i 

* 'See over~ll plan for 
c9rrection 



L~censing·violation 

Resident RM 367 

Resident RM 288 

Main dining·RM 

465Si4110 Safety issue·· 

MSFC 703.l 
Repair damage:or seal opening to fir~~~esistive 
co~struction with approved· materials and 
methods. 

.MSFC· 304 .• 1 
Remove combusti~le materi~l from dryers and 
vent· pipes. 

Plan of Correction 

Damaged wal 1 s ·by windows. 
exposed metal .beading. ' 
Strong urine·odor 
throughout room into 
hall.· 
Brown·stains on 
suspended ceiling tiles. 

Lack of non-slip strips 
on f Ioor in shower 
Review all. show~rs ·in 
DOMS~ THP for loose or 
no strips :·R~place 
immediate+y 
Incorporate this into· 
Environme~tal.and 

Nursing Rounds 

Bldg·6,·9: Repair ·wall 
penet.rations from· wires 
and pipes throughout the 
bui~dings 
·1. Seal penetrations 
2. Pol~cy to manage 

construct projects 

· ·Remove all lint and 
combustibles from behind 
tl;te dryers and clean 
vent piping from dryers 
'in buil.ding .17. 
1 . c.lean' ducfing 
2. · Install new access 

panel for future 
inspections· & · 

cleaning 
3. Write. a PM to 

Archibus. 

Goal Date 

9/17 

9/17 

8/31 

9/27 

8/31/05 

8/31/0., 

•I.· 

Person (s) 
Responsible 
Main~· Sup 

Hskp 

Maint $UP 

Maint Sup 

Nursing and 
Environ·-· 
mental. 

Services 

Chief Eng 
Maint Sup 

Pla;Q.~ f1gr 

C4ief Eng 
Chief Eng 

Chief ·Eng 

Follow-up 

9/l. .Ready for 
paj.nting 

. In progress 

Completed 
.8/31/05 

Work.In­
p~o~ess 

Replace all · 
loose and 
missing strips 
immediately or 
after 
regrouting has 
occur.red 

Repa~rs 100% 
comple·~e 

Mgt Act.ton: 
P/P dr~ft 
completed for 
con,struction 

I mgt. 
Mgt Action: 
New insp~ction 
access to be 
installed & PM 
~i:itt~n in 
Archibus 



Licensing Violation 

MSFC 1010.5 
.Em~rgency lighting ·shall be provided inst~ll,..ed 
and ··ma.;i.nt.ain ope+ational in the following areas. 
where two or more means .. of. egress· are requiJ;"ed. 
This includes the.foil~wing ~r~asl 1. · 
interior.corridors passageways· aisles· and 
spaces, 2) exit stairways, 3) windowless areas 

/ • ha'Ving student occ'upancy, an d4) shops and .. 
laboratories. 

Plan of Correction 

Provide·e~ergency 

lighting fo·r ·all 
):mildings . E~ergen.9y 
~ighting shall provide 
·at least one ·foot candle 
power at the floor 
throughout all means of 
egress. :At this time., · 
the ~mergency generator. 
comes on-line .only if 
the public utility power 
supply is· interrupted. 
If the electrical power 

· is i~terrupted to a 
singie building or 
section or a building, ... 
no emergency power is 
pr.ovided for -the 
ef f ect~d building or 
section. 

Goal. Date 

Project 
included ·in 
FY07 Bonding 
request to 
State · ·· 
·legislature 

Person(s) 
Responsible 

Plant ·Mgr& '& 

Project ·Mgr : 

Follow-up 

Stu.dy in 
progress "to 
construct time 
extension. 
Meeting with 
state 
ar9hitect 
.office has 
.bee:n, set-up .. 

Maj.or project 
- will need 
e;x:tension 

Cost $SOOK ~or 
· fix $1. 2 mil . 
To .do .it 
ri~jht. · Bonil 
request. 

1-------------------~---------------------------------------------------1---------------------------------...,.----.;-T-h-i~s--p-r--o~j-e-c-t---i-P-r-o-J70-e-c-t-.-M-g-r-=---r-.P-~-oject de~ign 

MSFC 3006.4 
Medical· gas {liquid oxygen) shall comply with 
NFPA 99 ~ldg. 16 ·Because it is occupied and MVH 
is the owner 

MSFC 903.2 
Provide an.approv~d automatic fire sprinkler 
system. Such system shall b.e installed in 
accordance with· NFPA standards· 13, 13 "'"R, and 
13~D, as a~propriate · 

Building 6,9,16,· 17: 
Liquid ·oxygen is 
transferred in.resident· 
rooms. · · Fire Marshal 
.omitted. B16 for orders. 

is in in progress 
.prog~~ss and Asst Admin f~r asset 
will be . preservation 
funded once a resources for 
~esign work. B~dg. 6 

·.complete - in 
progress 

Building· 17, 17 are not I 9./29 
Plant Mgr & 
Project Mgr 

Wo~k to begin 
week of 
9/12-/05 .. .fully sprinklered~· 

Provide automatic 
sprinkler coverag~ in 
walk-in tY:P~ coolers and 
freezers. ~uilding 17 
Electrica.l/.Telephone 
Room is not sprinkl~red. 
1.. Get bids. for 

~~ntractor to repair 

Chief Er.ig 



Goal· Date Person (s) Licensing'Violat-ion 
I I I I Responsible 

1
. 

Pla~ of Correction 

27. MN Statute 144A.04 ~ubd 4 (reissued at Subd 
11} 

Subd. :11. Incoptinent residents.: 
Notwithstanding Minnesota Rules'· part 
4658. 0520, .an incontinent resident must be 
checked according to a specific time interval. 
written 'in. the resident's c~re plan. ·The 
resident's attending.physician must authorize 
.in writing any inte:tval longer. than two hours. 
unless the· resident, if competent, or· a family 
member or legally appointed conservator, 
gua~dian, or health care agent .of a resident 
who is not competent; agrees in w~iting to 
waive physician involvement in determining this 
interval, and this waiver is documented. in the 
resident's care plan. 

14 days 

28. MN· Statute 144.651 Subd 5 courtesy 

Sµbd. s. . Courteous treatment. 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 facil~ty. . 

14 days 

S~e # 10-2 

Individual residents were 
reviewed by the RN'M. 

The nurse practi .. tioners, 
i~terim direc~or of- · 
nursing, 'and OT ·developed 
a urinary incontinen~e 
management process to be 
implemented 'for.;residents· 
with UI over.the next.6 
months as their 
individual quarterly 
assessments or 
significant change 
assessments come due. 

A comprehensive inservice 
is being designed by 
social services f9r. use 
in additional HST 
tra~ning arid to replace 
current general 
·orienta~ion.education on 
resident dignity and 
respectful treatment:. 

See .also #10-2 

9/2/.05 

. SJ/2/ 05 

2/23/06 

,.·10/1/05 

RNM 

Director o:f: 
Nursing 

Director of 
' Social 
Services 

Admini.s tra t9r 

Follow-up 

See attacI:iment 
# 27a 

(UI Managemertt 
procedures .... 

draft 2) 



Licensing Violation 

Boarding Care Rules: 

l. 465.5.4700 Pf:Lysical Exams 

Subpart 1' 

subpa~t 1. Physical examination at admission. 
Each patient or resident s.hall 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 admiss'ion 
h:istory and physical examination; ·the admitting 
diagnosis and.repo~t·of subsequent physical 
examinations; a report of a standard Mantoux 
tuber9ulin test or, if the Mantoux test is 
positive or contr~indicated, a chest x ray 
.within three months· in advance of admission and 
as indicated.thereafter;. reports of appropriate 
laboratory examinations; gen.eral medical 
·cohdition inCiuding disabi'lities ~nd 
limitations; instructions relative to the 
patient 1 S ·Or resident 1 S tota_l ·program Of care;; 
written.orders for all.medications with stop 
dates, treatments~. special diets, and for · 
ex~ent or restriction of activity; physician's 
9rders and' progress notes; and condition on 
discha~ge or transfer; or cause.of' death. 

14 days. 

Plan of Correction 

· A proce.dural review was 
performed by the DbN and 
DOM' s NP. 

The HIM will audit all 
admissions by day 2· 9f 
admission to ensure the 
MD h~s·signe.d the H&P. 

.. Goal D~te 

9/2/05 ·Medical 
D.irector 

HIM Director 

.Poll ow-up 



Licensing Violation 

2. 46·ss ~4000 

Subp. 2. Types of inform~tion reported. ~he 
c~re r~qord for each r~iide~t shall contain the 
.resident is weight .at the·~ime of admission and 
at least once each month the~eafter and a 
summary completed at least monthly by.tbe 
person in charge indicating· the resident's 
general condition, actions, attitude, changes 
in sleeping habits or. appe.tite; and any 
complai~ts-. ·A detailed.incident report of any 
acciden.t or. inj·ury and the act.ion· taken s.hall 
be ·recorded immediately. Ail .dates and ·times 
of visits by phys.icians or. podiatrists· and 
visits to· clinics, ~entists, or hospitals shall 
b.e r~corded. 

No monthly progress n~tes for 1 of 6 res:i,dents 

14 days 

\ 

Plan of Cqrrection 

Tpe individual residents 
review·w~s .~ompleted. 

A full house audit was 
do~e to determine that 
all residents monthly 
reviews are being done. 

The RNM will monitor this 
through the electr~nic 
medical record to ensure 
that all are completed 
timely. 

Goal Date 

9/2/0.5 

/ 

Person(s) 
Responsible 

RNM 

Director of 
·Nursing 

T' Follow-up. 



Licensing Violation 

3 .46:ss. 7000 Resident Rooms· 
Subpart j 

J. All.furnishings and.equip~ent shall be 
· maintained in ·~ usable, · safe; and · 
sanitary congition. 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 Environment 

Subpart 1. General requirements~ The entire 
faqility, including walls, floors, ce~lings, 
registe~s, fixtur~s, equipment, and furnishing~ 
sh~ll be maintained in q clean,- :sanitary, and 
order~y condition throughout and shall be.kept 
free from offensive odors, dust, rubbish 1 and 

·safety hazards. Accumulation of combustible 
.material or waste in unassigned areas is 
prohibited. 

Urine smel1.MMS 311 & 307 

RM ll4 bath/ shower rm. 

RM. 214 bath/ shower rm 

'lij~· .. 

·Plan of correction 

All beds .have;been marked 
with resident nam~s. 

; 

See individual items 
listed.be~ow 

Daily . rounds 
conducted 

will 

Reside~t relocated 

floor & Walls, 

be 

Clean return·grill & 
vent. 

One· loose tile. Tub black 
areas, metal gisc on 
ceiling· rusted. 
1. Remove old caulking & 

clean .. 
2. Regrout.shower & caulk 

tub. 
3. Preplace.cover. 
4. Clean return grill.& 

vent. 

Goal Date 

8/1/05 

See 
individual 

items below 

Complete. 

8/26 
. 9/1 

8/26 

Pe:rnon (s) 
Responsible 

Physical 
Plant 

Director 

Physical· 
Plant 

-nir.ector 

Housekeeping 
,supervisor 

Housekeeping 
Supervisor 

Maintenance 
supervisor 

Housekeeping 
supervisor 

.Maintenance 
Supervisor 

·Follow-up 



- .. 
: L · · v·• 1 tion Plan of Correction Goal Date · Person (s) Follow-up icensing io a . 'bl .. Responsi e 

· : · t b ·· *Vent clean~d. 
RM 314 bath/ shower rm. Black in grout, u . 

dingy, black grout under· Ne;d help .of 
sink.· Rust on radi~to;- , 9/27 Ho~a~.d hF-.h~nd 
c·over. Dust· in vent· by . : vent grid. 
shower .. · Non-s-i:J-p Housekeeping Work order j 

missing. . Supervisor sen~ for 
1 . Remove old Ma.t'ntenance radiator n~eds 
c"aulking &. clean. supervisor repa~nting. . 

.. 2 .' Regrout. shower & · · 
. . cauJ;k tub. Preplace .' 

. . cover. 
3. Clean return grill · · 
& vent. 
4. Paint rad.iator · · 
cover ' 

3rd Floor .lounge. Soiled carpet, couch & Housekeeping Replace 
pill.ow. 8/25 Supervisor carpet_? .. 
1. Clean carpet. 8/26. ·Maintenance Pictures 
2. Remove exit;i.ng Superv.isor · · taken. 

·furniture .. 
3rd Floor phone Plaster peeling .arounO. 9/27 Maintenance Ready for 

· · window Supe.rvisor · paint 9/1/05 
2nd Floor alcove Plaster peeling around· · 9/27 Maintenance R~~~dy· for 

window · · Supervisor fi11al ·coat. 
lstd Floor alcove ·Plaster peeling .·around ·9 I 2 7 Maintenance Ready fqr 

. ·· .wi'ndow · Supervisor .final coat 
1st dayspace , Plaster peeling around 9/27 Maintenance Ready for 

window .. Supervisor final coat 
·Paint chipped ·In lobby & dayroom. 9/27 · Maintenance .In p~:~gress-:--

Sup~-rvisor 

RM 3 ;15 lounges · Soiled carpet Housekeeping Replace carpet 
1. Clean.carpet a/25 Supervisor 



Licen.sing Violation Plan of Correction 

OVE.:RALL PHYSICAL PLANT .CORRECTION' ACTIVITIES 
Tub Rooms 

Plaster work· (;Bldg 9) 

Painting 

Hallways· (all) 
':BLD 6 Mu¢1ding 
Housekeeping 

Smoke Rooms 

Fl~oring Issues 

1. Repair ~hemical pumps to .all tubs. 
2. · · Repair all til~ wal-ls/fioor~· 
.3.. Deep clean floors . 
4. 'Replace all rusty metal objects 
5 . . Repla~e. a·ny worn curtains . 
6. Rep~ace worn soap/towel ~ispensors. 
7. Replace old vents .. · . . 
Repair walls & paint 
1. · Develop daily tracking log. Update 

de:iily ,. . 
2. Weekly access workload. 

1. Develop plan 
a. Door frame ~ Handrails (Bl7) 
b. Lower B17 corridor walls. 
c. .Door· & frames in B6 & B9. 
d. Follow plastering 

.. e. Day ·spaces · . 
f. Main.Dining Room 
g. Resident· rooms 

Asse~s all are.as.' Attent_ion to 
baseboards and corners, Condition .of 
furniture. Clean all tubs. 
1. Replace ceilings & g_rid. 
2~ ·o~der new~etal ftiirliture: 
3. Paint with Epoxy: 
4. Install 2Pd cleaner in both. 
s-. Remove vinyl in ·B6. 
6. Install new· fan in B6 
7. Create monthly GI cleaning day. 

Coo+dination -Safety Mgr_ 

StP µinoleum.to·repair? 
B17 'hallways? 

·- Resident rooms . . 
B6 Nurses sta. 
B6 dayrooms. 
B9 vending areas/VCT 

Comp Date . Person(s) 
Responsible 

Fol~ow-up 

Maint· Sup 
Maint Sup 
Hskp 
Hskp 
Hskp 
H'skp 
Chief Eng 

Maint Sup 
Maint· 
Sup/Plant 
Mg~ 

Maint Sup 
Maint Sup 
Hskp 

Chief Eng 

Project 
Eng 

Mgt· Action: Train~ng 
for.hskp recognition of 
n:·eeded . repai:i;s . New 
construction pr9ject 
planned for tub room in 
B17. 

Cre~te a wall chart to 
.track daily work. Work 
possibl~ till midnight· 
and on weekends. 

Mgt Act\ion: Develop 
plan tol address needs of· 
facility 

Document daily rounds. 
use Susan T.-c as 
addi ti.anal .. auditor. 
Use contractor to do 
work. Copy Env. 
S.ecr.etary with all· POs 

'for contracted work. 

Mgt Action: Create 
monthly deep ·cleaning 
day. Shutdown lounge_ 
for up to 8 hours. 

'8/29 - StP Linoleum due 
·in. 



Minnesot~ Veterans Home :. Minneapolis 
:Reside·~t lncidenWariance· Report 

Attachment 1~ 

E~ployee's Descr·prorf of V~riance/hJcident .· : · ,, · .. 1 
Date/Time ·of report B . !JS/_ ?P. . · . · o·at~0me C?f Varian~e (i~ different) S-/JS( o3/_7f"-". ·------

'sidenfs name , Bldg/Rm # '1ll] MR# J d-~ lt3 POE? }?-:-J-S-- J 13.::i-
.~me/title of witness( es) 

~~~~..,..--~~---~~~~~~~~~~~--~~~~---~---~~~~~-

' y p e of Variance: . . 
. . 

Non-Falls: (check only one) 

_ Behavior~!. afterc~tion· 

Burri 
ETOH/Chemical Use 

Falls: 

_ .. Biting · _ Supei-ficiai' Soft Tissue_ lnjury unrelated to a fan 

·-. _ .. 9hoking ·_. _ Unsafe Smoking . Restraint incJdent 

_ El~pement X. Other · · 
< 

_ ~.n~ftnessed fan or found on floor witnessed fall 

. Locati~n of Var~ance (check only one) 

;£.,.._: Bedroom · ---.:... Bathrqom Other Resident's Room _ Unit-Hallway 

Elevator: _. Other Unit Outdoors _ Main.Dining Room 17 

-. Chapel of Peace _ Unit Dining Room 

_. Tub/Shower- Room 

Situational Information 

_ .. Unit Day Room _Smoking lounge 

Other. 
~~~~-----~~ 

From toilet Mechanical Lift ·inv9lved 

· . Tub/shower equipment invojved 

...:.._;_r_t;-.:...--f'--~~'-'-~-=-~----~..L-;;...;;,.._~~_;;,.i.;..__.1~~~"--1-~-...i.......:=--..;,,L-'--'--~--~-:.-~~~--

l f so, 1-ast time resident tOileted: ___ _ _________ .....,__ __ a_n~d-h~a-ve ___ ftu-id_s_?--~p · 
---...-.~~-~- ----~~------

Was _resident standing · walking reaching up------..,..... reaching· down ___ ? 

Wa~ 

~Y~~~rnoo~l~~~?O.a~~~~~.~~~~~~-~~l=b_·_· __ ~~-------------~­
lm~ediate Triage: Head to Toe exam:· 

.~dra~~~M~~y@1~;-ff~s.~~~nooro~am:·. ______ ~·~--.-------~-----
, .Tempera~u~e: lOD':)_ ·Pulse:_1 & .. Respiration: ~c( B/P: /~t>/? o· (Usual-~/P: )._,rJ4 . 
· Df?SCribe.any_inJury: .f:;l~di'V'"IJ? f-to~. ~ ~ · s\ k V-.>ct-5 f!..o,~+r:-9 lf<iJC: _f.'t:.55 lJ ('e_ .. 

Action TaKen: None _______ First Aid.....,· .,._X_...._ ____ Emergency room'"--\ ___ Hospital~zec;i---~_.'. ___ _ 
( 

r""~ments:· . , . . 
~cian notified: Person notified/Date/time . . 6 IV\ a.. wa f' · · J . ~ . · 

F:arnily notified: Dqte/time 6-/J~j?s J .p . · Name/rel~tionshiP: /;,<2 7-f6 p ~kserrf. wf:---_f.,A._· _1.:__n._. _e.._r~-~=---=­
. C/P u.pdated or temporary cp started? ~a,;~a.,,~ A'-~ · · · Ntirs$s' Note made:@/ No 
Nur~eSi~naturB~-&1,,Ct~. Lfr.J·. · DatelTime .S-/1s-jZJ3 

M01-131F . R~~11-01 / 
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24 Hour review of .incident/variance reveals: / . 

. _j ~o Jnjury · ·_· _ Min·~r InjurY . . · · _/_ c C~o1mpJicated Minor Injury _· Major Injury . 

Describe:· fPJ-Ct v · :-~.zA · ~ o .. :Z ..d__ ~ -" 1~ ~ 
T~~e vit~f si .. s ~he~ reprodu~ing Circumstances of ff:rf .(e.g., at same tfme of day as fari o~ if-resident fell 10· minutes after 

. . . . 

· ·e?ting a .rarge meal, take vital ~igris 10 minutes after the residenf eats): --~-·.~:·_.~;-~~---~·-_?:·'_),~_f __ ::_J·~4_·~·~...,...:.l_·."?_~·:_ .. _.-: __ !·_1.;·_:_: .:_;\-_.~·. ____ __,' 

vingtSraiid'.ng B/P: // . . . . Lying: ,_,:··_'_· ·_.: __ :I_·.·_·_··_··_.~·_:'·_ Pulse ___ ( ___ . 

fi4,,cfiJ~ 1 minute after standing: ____ / ____ . Purse . .,._ ___ _ 
V . 3minutesaft~rsta~dii:ig: ____ / ____ Puls~----

Changes ·1n resident requiring reassessment of the care plan: 

~· 

~£@:/ . 
~rf'ks-;=nrne /d ~ 
. 7-4/ .... ....,... . . 

Route to Nurse·Mariager ' . 

~~vie~ for gui1Iity iinprove~ent: . . . · . ~ . : . . . . · · · . . . 

Did the_ care plan a~dress pot~nti~~ f~rthis_type ofyariance? YeeJyes, was the care plan foHo\Afed? Yes /_No 

For ·fans only: 

Internal Factors 

_#_past falls (0-180 c(ays) 

_ o'rthopedic · . 

__ • _=" Isolated event ·Cardiovascular _·. __ Neurol"ogical-

__ ._Perceptual . . _· __ Psychofogi~~d /i;;qgni~ye ·_·· ·_._. New ifln~ss I ons·et 

-·-. Pain - Does the resident ~ave an identified pairy management plan? Yes I No . _. _· . Elimination ne~ds 

.C6mmehts: 
------...,..._------------------------------...,..._------------~__.. _______________ __ 

External Factors 

__ Mepications 

Is resident receiving: 

.\ 

Environmental /situatfonal hazards --.. _ Appliances I devices· 

_· _. _. antipsychqti~ .. --. -. antfanxie_ty/hypnotics . _. _. ·- antidepressants . 

--. _ ~rdiovascular medications __ . diuretics 

( 

Commen~: --------,------------;__-------'--------------------------------------------
For any type of varian.ce: . . . 

Modifications to the Resident Care Plan: Y~ (des~libe cha~ges qr why no change is· mad~ .t::i/ff~ · 
. cf?/~:f ./1/0&-· ~__, 4#~ //JV#/ ·.· 

. . 
OT/PT/ST __ .Vision· Audio ____ Medical · 

pate/tima/name report made to .CEP: ___ _ ----'--- Date original reporter notified: -----i(. 
\. . 

. Cornmenfu: __,.----------------_,..-----------------------------------------------------

.~n~re: _________ ,k~=·~.~~~~~~44~~~·~~~t=~~.~--------~~~-~-~ 
M01-131F · REV 11-01 

. . 
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STATE O:f 11INNESOTA 
YE:.i'ERANS H01i.tE ~ .wNN;EAPdLis. . 

OPERATING POLICY AND PROCEDURES 

. . . 
Title: . (Ag·ency) - Reside1jt Inci~~nt Report Number:· 01-06 

· Attachment 1 
MomentusIF 

Approvals: Admimistrator . Date:·DRAFT 8/30/05 

Page___.._°! __ of 3 ----

OBJECTIVE:· 
. )> To define the role/responsibility ofstaff for reportip.g-resident incidents/accidents. 
)> To describe ~e procedure for completing an electronic resident incident report. 
)> To establish a method .that .will.provide·direction for the assessment and appr.opriate niedical 
. . illtervention when a resident incident occurs.. . . . . . 

?> To assure that .appropriate persons ~e :µotified of incidents; i.e., staff, physicians, .family 
memb~rs,. etc. 

· )> To asse~s the ·cause of incidents and implement correctiye/preventive action wh~n in~icated. 

POLICY: . . 

All resident incidents/accidents, and i.J;ijuries must be r~ported. An incident report th.at details the 
cir~m~stances surro~d~g/lea4ing up :to the accident/injury mu~t .be completed. The report shall als~ 
define the qctiori taken after learnfu.g ofthe incicient/a~cident or injury. 

)> · A resident illcident report shall be completed for any incident/ accident occurr~g on or' off the 
J~cility c~pu~. · . · . 

)> The-per~on arriving first on the scene or first to be .~ade ·aware. of the incident shall initiate tlie 
Qbserv?-tion Report. · The only ~xceptimi 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 inedication error will complete tlie Resident Incident Report; . . . 

> Licensed n,urse inte~:ventionfassessment should be sough{ as soon as possible after the ·incident.: · 
> All incid~nt reports are to be reviewed by the Ditecfor/ Assistant Director of Nursing and the 

· Qualify Manager t~ deterniine the need for further ass~ssment, uivestigation, to- identify possible 
· vulrie~able adUlt issues, and to en8ure· appropriate follow-up action. · · 

> b+cident report~ will .be retained aGc.ording to· the Agency Record· Retentio:i;i Schedule. 

FORMS: 
· · Momentum Agency Incident 1:leport 

DEFINITIONS: 
Staff: Any person t?mployed by or volunte~ring for the Minneapolis Veterans Home includ~g 
per~ons providing contract. servi~esi care. 



. Title: (Resident) - Incident V ~ance Report ·Number: 01-06· 
.... Page 2 .. of 3 ... . 

Incident: A sudden, uriforeseen, and uneipected occurrence. or event. Any µnusual. occurrence ·that 
causes harm or has the potential for causing harm to a".resident. Any resident behavior which may put 
the resident or qthers at risk {i.e.,. physical/verbal aggression, unauthorized le~ve, .use of non­
prescribed mood altering substances, etc.). Any .Physical injury (with ~r without a known cause) noted 
upon. examination of a resident. . . . 

PROC~DURE: 
. When a staff"member is made aware ·of or witnesses an ~ci~ent the following steps. are to be taken: 

. . 

1. Immediate intervention to ensure .the safety of the resident. NOTE: In t4e case of a physical threat 
to safety, such ·as a fall or noted injury, a licensed ·nurse/nurse practitioner should do an · 
assessment and initi~te follow-up·. In emergency situations· stay w~th the restdent while · 
summoning a licensed nurse; provide first .. aid to.the resident within the scope· of"training and 
ability. · ·. · · · · · · · 

. 2. 1mn;iediately report the incident to the unit nurse. 

3. The licensed.nurse will initiate.the Residenf Illciden~ R~port. Rehab staff will initi_ate a.resident 
incid~nt report for incidents occurring while in therapy. Recreational Therapy staff will initiate a 
resident ·incident. report for incidents occurr~g while at an RT Program. Social Serv~ce will 
tmitate ~ resident incident report .for behav.ioral incidents 

NOTE:· . . . . 

+ Altercations/incidents involving tWo or more residents require a separate incident report.for 
each resident~ · 

+ Identify residents by full name and. medical record number . 
. + Complete II;lcident-Repoi-t for qbservatio:i;is from a J;illlndated reported 
+ Contact the· ADON. during regular business hours a.J,1.d the Nursing Supervisor ~~g off-hour 

shifts for immediate triage for Vulp.erable Adult concerns. 

4. Triage the resident' situation . 
A. Handle any acute issues for the resident's. status using emergency nursing procedures. 

One~ 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 ~xamples of types ofjncidents.????? · 
C. Contact the ADON during regular business hours and t4e Nursing. Supervisor during off-hour 

shifts· for im.niediate triage for Vulnerable Adult concerns. · . 

5. Init~atethe Resi~ent Incident Report 
A.' Section A for all incidents 
·R Section B for all falls · 
C. Section C £01; all medication/pharmacy-incidents 
D. Section D for all "behavioral related ip_Cide:p.ts 
E. Section E for all other i.n.cidents including mandated reporter oqservations Section F for all 

incidents · 



-Tit~-~=-_ ~~~-~~~t) - Incident V arian_ce Report Number: O 1-06 

......... ···----·---------· Page3_Qf~.---

Completibn and Routing Guidelines: . 
D. The nurse manager( designee/nursing superviso~ will review the incident-report. p~ the shift of 

occurrence or as soon. as possible and note review ip. 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/ desigtiee will ~omplete Section O - Nursing Administration 
review witbln 24 hoiirs of occl:lITence. The nursing supervisor will complete Section G.for 
nights/we.ekends/holiday within 24· .hours of occurrence. Section G includes reviewing an· 
incidents for CEP/DA Criteria. 

E . Pharmacist will review and sign off all incident reports_ related to. medic~tion/pharmacy incidents 
on the ~hift of occurrence or as· soon as possible .. 

G-:- Ass_istant Director ofNursmg will trigger administration to review specific incidents. 
reports via Mornin_g meetirig. Assistant Director of Nlirsin:g will approve.the electronic 

·Incident repo~ \Vitbjn 24 ho:Urs ~f pccufrence. 

H:\DRAFT\POL-PROC\01-06 8-30-05.doc 



Patient: <All> 

.:::·. Unit: . .:.. .-<AH>" .· 

Listing of lncid.ents · 

Incident Category: <All> 

pa~·e. Range: . Sep 6,· 2004.to Sep S, 2005 
---"--· :.:....:.·· ·--=-·--=-·-=-·-===--.::....:.·· ·.:..:.:··-=.:·-·~····:.::....,--..:.._;::..;:... _______ • ··-- · •• --· .,.· - .•• • . ·- • ··-·-·········· 

Abusive/Aggressive . '3N 08/3112005 
Fairs 2N 09/05/2005 
Falls -4N 

.. 
o.9/01/2005 

. Falls ·2N 09/05/2005 
Falls . 3S 0910512005 

·Falls 38 09/03/2005 
FaJls 3N 09/05/2005 

·Falls 4N 09/02/20.05 
F~lls U2-62 09/02/200~ 
Falls 4N 09/02/2005 
FaHs. 2S 09/02/2005 
Falls1 4N 0910512005 
Falls 2N 09/04/.2005 
Faffs. 4N 0910212005 
FqJfs U3-63 09/03/2005 . 

2N ·; 09/02/ZQO-S · 
I ........ .:i ~N 091021200~ 
Falls. l.!1--6.1~ 09/0.5/2005 
Falls. U2-62 09/05/2005 
Falls U2-62 09/01/200.S . 
Falls U3-63' · 0·9/03/2005 
Falls . U2-62 09/03/2005 
Faus u2:.e2 09/02/2005 
Falls. U2-62 0910512005 
Falls 3S . 09/02/2005 
F.alls 3S 0.9/01/20.05 
Medications 2N Q9/05f2005 ~ 

M~dications 2N OS/0-5/2005 
Medications 2N 09!02i2005 
.Medications 2N 09/03/2005 
Medications U3-93 09/01/2005. 
v 3S · 09/06/2005 

2N 09/01-f200q 
Misc. U1-1~ 09/02/2005 
Mi sq. 2N· 09/Q5/2.005 
Misc. U2-62 09/0412005 
Misc. 3N 0910512005 

Page 1·of 1 Sep-06-20.05 07:08 
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·---·-~·-·· ·Aiig:u.:st:-_· ~2 oos 

To: Interdisciplinary Team Members' (IDT). 

From: ·oiane Vaughn 

Re: Restraint Aud~ts 

Tha~k-you for letting me alter the routine of your day in regards.t9 
survey follow-up. I appreciate your willingness to participate in t~is 
urgent .process. 

· The go_al of ··this audit· is to: 

+. ·Inventory the actual devi~es each residep.t is using 
+ E.n.su-:r:e that proper .. assessment·a:b.d documentation were. do:r:ie in the 

selection of this interve~tion · 
+ Ass.ess ·the needs for immediate rea~~ies.sment of any individual 

resident by the IDT. 
+ Ensure the ca~e plan coveys required doctimentation 
+ Ensure residents have a· do·cumented plan for reassessment for ·least 

restrictiveness 

The methodology . is.: 

• Utiiize the restraint audit and ~evice·listing 
. • Evaluate e.;i.ch resident on the un;it as to if they are utilizing any 

devices 
• If the resident is· utilizing a device, co~plete_ the .. audit and update 

the ~ev~ce listing 
. •.Note which residents require follow-l:lp and what type (e.g. ·need. MD 

order, or care plan changes, etc) 

What happens then: 

+ The re~ident· specific clinical rounds team will convene to.reassess 
the items r.equirJ.ng fbllow-up 

. . 
·+ we: are assured the resident$ a~e ~n the least· restrictive device and 

are aware of the risks oi a device· 
+ We regain surv~y comp~iance 

Examples of d~vic·es: 
+ Alarms 
+ Siderails 
+ Belts 
+ Lap buddy' s 
+ ·Chairs that prevent rising 
+ Other individualized devices 

Att~chment: 



Attachment 7t 

Restraint Audit 
_ .. __ J?.?c~~~~a1:ion Requirement Compliance. Comments for F~-~~OW":""Up . . .... 

·-. .. --.:Variance~ . "Dequir.ed ·----
Type of Device(s) Confirm is actual device ... in use 

.. 

Device is an enabler 
.. 

Device is a positioner 

Device Ls a restraint 

'· 
:Medical Sympto~ of device List Med. Symptom: 

.. .. 
.. 

.. Goal of device List .Goal: 

Pain assessment .. was 
completed prior to the 
initiation of a device 
Rehab was consulted Date Reh an consulted: 

OT recommended-device Yes ·I No 
,' 

: 

Least restrictive steps Please list: 

taken prior to ·initiation· .. 

of device 

.. 

Documentation exists that Date/Locatibn of 

.the medical decision information 

maker._ has been inf oI1Ued 
of the ;risks-of the 
device including serious 
injury and de~th 
Progr~ss n~tes indicate Date(s) of pr~g:z:::ess 
the res;Ldent'~ tolerance .·note: 

to the.device 

~ PLAN DOCUMENTA:.TION' : 

Device is on the care . . 
plan including: 
.G9al and Med;ica;l Symptom· 

Time out from being in'. 
devi.ce (e.g. to ~alk) 
Interventions to meet .. 

toiletipg needs 
.. Interventions to meet 
r~posi tioning heeds· 
Interventions to ·meet 
·hydration I nourishment 
need,:S 
The care plan cont?-ins 
steps to decrease the use 
of t~e device over time 
Other comments regarding 
the device use: 

I 

. Resident: Unit: Date: -------



Attachment 2c 

August 31, · 2o·os. 

To: Clinical Rounds Teams 

From: Diane Vaughn 

RE: · Restraint Audit I ·Review· 

Thank you to the social workers ·and pehayior analysts that 
worked so diligently on the rest;r:aint doclimentat'.ion audits. 

Our next st:ep is to have an IDT r~view of the al;ldits. The 
IDT sh.ould .review for: 

)> Is the device identified a pos.itioner/enable+-/or· 
restraint 

)> Is.medical symptom present 
)>Is there. a· goal ·for the d~vice· 
)>. Are there parameters set as to when to use 
)> ·rs. there informed conseI?-t. for devices that _can cause har:rp. 

- if it ~ays, ~~ichiv~dµ ~e need·to ~e-do it 
~ Is there a.progr~ss note for resident tolerance to the 

device · · · 
)>Are all of the details on the ·care.plan: 
> interv~ntions to meet toileti?g, repositioning,· hydration" 
)> Do they have a re~traint reduction plan 

.Mo§t · of th~s is done on the audit ·-. :wh~re i ~er:ns · are 
missing-, unclear or archived, please write _a ID.T progress 

· note. . Here- is an exqmple: · 

IDT met to review the.use of device).· The IDT continues to . . . 
find this device to be t~e least·restrictive device . 
· (i:q.c-lude previous attempts if relevent) , .the resident is · 
tolerating. it we~l (examples are best) . · Reduction plar:i:. 
We wili cont1nue this device for the next· quarter at which 
time will reassess the d~vice. 



Attachment 4 al .· 

·' 

. : F~ci1i~GG~~-JL:U; _ -~ .-.~~.-- ~-
.Screening.Date: "./D .-?rlf!·-Vi 

.Fapility S~aff-'.- Please complet~ this sectjon Type of Screening 

Resident Las~ Name: M Initial . [ ] Ani:.uai [ ] Status Ct}ange 

Room&Bed# _.ateofBirth:/o-3f-·di9 ~ender:@[F] ~aym~ntType: [jM~-(~P\[T tJPPS 

Diet and· Nutrition-Problems: [ ] Wei9ht Loss ( J Nutrition Problem · [ ] Fe~ding.T_ube · · · [ ] Mecha~ically. Alt~rec;f Diet 

(1) Minim.om Data $et·lnformation SECTION K: O~AU.NUTRITIONAL STATUS . 
·1.· a. Chewing Problems 

a. Heavy ·Debris 

H~avy Plaque 
b. ·D.eritures 

{ j Full [ J Partiai 

Heavy. Calculus ~ ..... _·_·_Lo .... · w_e_r_ .... ·r_1_F_u_u_r_· 1_P_a_rt_ia_1 _ 

c. 

e. Swoll~n· qr Bleeding ·Gums 

f. I 0 .. o~ily ~rat Care Needed 

· .. ··/' . Oral Abscesses, fisiulas 

Ulcerations, Denture Sores . 

Soft or Hard Tissue Lesions 

. b. Swallowing Prob!erns 
c. Mouth Pain · .. 
d. NONE OF ABOVE 

SECTlON'L: ORAUDENTALSTATUS 
1, ·.a. Debris (soft, easily movable sub~t<?nces) 

· present i~ mouth prior to going t9 b~d at 
11ight · . . . .. a. 

b.. ~·entures and/or removable bridge · b. 
c. •· pme. ~11.~tural.teeth last~ does ho~·. 

e-or does not use dentures (or partial 

di~·. -~-~ 

d. Broken, l9pse~ 9r carious le.eth 
·e. lnffarned gums (gingiv~); swollen or 

bJeeding gurn.s:.oral absce~ses; ulcers 
.or rashes . 

f. Daily cle~ning of teetfl/dentures or daily 
mou(h care-by resident or staff 

. NONEOFABOV£ 

·. (2) Daily Oral Care PI'an · [_-] Re~ent Maintains Oral· C~re lndepend.ently 
lL}-f{esid~nt Ne~9.s Staff S4pervis'ion · · · · 
[" ] .Res!dent Needs Direct Staff Assistance . 

The items checked ~elqw art? recommended to maint~in th~ oral nealth of this resfdent: 

(i0~othbru~hing. Each mo~ing and evenin~1.brush t~eth.and gums fo.r 2mi.nu~es1,1~ing a so~.ttoothbrush ano f)~oride·to~thpast~. 
[·]Remove Partial(s) before brushing te~tn [ ] Provide d~ntal floss [ ] Electric foothbr.usti recommended · · · · · 
[ ] Each 111orning and evenih9, swish with 2-3 feaspo0F1-s.0f·Fluorigard or ACT fluoride rinse for ooe minute-, then spit out.· . ~ ~ . . . . . 

( J. ·Denture ~md Partial D$nture Care· -Orice daily,·u~e a. toothbr~sh or·dentur~ brush ~~d mild soap to brush d~~tures and ~artials 
. _:s0aking alone wi!I not re.move harmful plaque. At bedtime, remove and. brush d~ntures, then soak them iri ;:i .denture cup overnight. 

. . Soak dentures in plain water, or use a Cleanin.@ pr.oducf such as Efferdent or Polldelit, but do not let the dentures dry out. · · C0.l. Applyadentu;_adhesivO\sucli:=or~~~~ ~-~-~ ~ 
·(3} De~eR~ecomriiendation$· .· ,;:;u;u.~/ ~ ~-
[ r Ng_,.0-e(ntal Referral. Resident has no:need for dental referral at this time.· ·.. ~/'Lf!.)i .. ~l.Ji .. £W..{ 
[ Q.A(outine Dental Referral. ·Resident has routine dental care needs. · · · · · . · · 

.· [ .J lmme~iate D~n.fal Referral: ResiqenJ ha~ urgent_ dental neeqs. 

Screenin and Referrat Notes: 

Vicki .Gtino ('612) 721-0690 
Facili.ty S~aff Responsible for Referrals 

A £' p I . .-: . T i·. e e D c n. t a· .J· 
Brin§ln& Smiles ta Peoplt: 11'itlt ~peciaf De11tal Acce·ss Needs Farnt OHSt13. 
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Attachment 4l 

Facility ~taff - Please complete tfli:; section 

Resident Last Name: · , [-~Initial 

Soc Sec# 

·Room~ Bed Gender: }V [~ · Paym.erit Type: -[ J MA [ ] PVT [- ] PPS 

[ ] W~ight ~oss [ ] Nutrition Pr9blem { ] Feeding Tube [ ] Mechanically Altered Diet ,. .. 

{1) · Minim uni Data Set Information S_EC.TION K: ORAU NUTRITIONAL STATUS 
1. a. Chewing Prqblems 

c. Missing Teeth ·w10 Replacemen~ d. 
Doe~n't V{ea( Denture~ or Partials· 
Problems with Dentu.res or Partials==' . 

Nat~ral Tee.th .are· Present 

e. 
Oral Abs~esses, fistulas 
u·lcerations, Denture Sores 

Soft or Hard Tissue Lesions 

'1, 

b. Swallowing Problems · 
c. Mouth P.~in . , 
d.: NONE OF ABOVE. · . 

SE.C.TION L: ORALiDEN.TAL STA:WS 
~,· Debris (soft. easily movable substances) 

. · · pre~ent in mouth prior to going to bed at • 
night · a. 

.9 . . Has dentures and/or removable bridge b: 
c. :spme I all naturaf teeth losf· does.not 

'hav~ or aoes not use dentures (or partial 
· ·d~n.tur~s) c. · · . 

d. · Br.oken, loose, or ciar.ious teeth 
e. !nfl.amed .m.1ms {grngiva); swollen or 

bleeding g'ums; oral af?~cesses; ulcers 
~r ras~es · 

f. Daily cleaning of teeth/dentures or daily 
mouth care - by resident or staff 

. . NONE OF ABOVE 

d. 

e .. 

f . 

(2) Daily Orar Care· Plan- · · f?:? · · · [ ] Resideot Maintains Oral Care Independently #VV ~ ~. [ ] ~~iuent. Needs Staff S4peivision . 
~ - ~esident Needs, Direcf Staff Assistance 

The items checkecf b.elc}W are recommended _to maintain °Ihe oral health of this resident:· 

0oothbr~shing '.Each ·m.orning and eyeninQ; ~rus_h te~tf\ ~nd gum~ for? f'.li~~tes·~~ing a soft: toothbr~sh C\nd fluoride toothpast~. 
[ J .Reniove Par~al(s) before brushing teeth [ ] Provide den~al floss [ ] Electriq to~thbrush·recommended . 
[ ] Each morning and evening, swis~ with 2-3 t~aspoons <>f Fl~origard or ACT ~uori~e rinse for on~ minute; ·then ·spi.t 0.ut. 

( ] . Denture and Partial Denture Care . Once· daily, use a toothbrush or denture brush a'nd· mild soap to brush dentur.es ang partials 
~soaking ;;ilone \Ifill not remove harmful pla·que. At bedtime, Femove ·Cl:nd brush ·dentur~s; then soak ~hem Jn a denture cup overnight. 
Soak dentures in plain water, or us~ a cleaning product such as Efferdent or Polident; but do not let the dentu(es dry out. 

\ [ J Appl~ a d\:mtur~ aph~sive, such as Fixqdent 9r Polygrip .each morning · · 

. . . 
(3) · Dental Care.'Referral Recommendations 
C] ~o benta:J Referral. Resident has no nee.d for dental referraf at this lime. 

qoutine Dental Referral. Resident has routine dental care needs. 
mmediate Dental R~f~fra_I. Resident ha~ urgent dent?! needs. 

Screening. and Referral Notes:· . 
t. 

Vicki Cuno .. (6123.721-0690 
Facil!tY Staff Respon$ible for Referrals 

1J .. A p p I e T. r e e D e n t. a 
·B ring J 11 r Sm i le s t o P. e op 1 e . w i, l 11 Sp cc i a I D t 11 ta I A 'l: c es • N •• • " -
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.Facility Staff ".'.Please complete ih:is section e of Screenin 

Resident Last. Name: 

Room /ft. Be9 

Diet and Nutr. 

[ ] Initial [.] Sta_tus Ct)ange 

·Soc Sec.#: -- -
-~ ate--~-Birth:. J.::t/L9-Lt!i ;l · Gender: ~- [FJ ·. f'ayffient Type: [ J MA [ J Pvi [ J PPS 

~.ms: [ ] Weight Loss . [ -] Nutrition.Prob.lem . [ ] Fe~di~g Tube· ( ~ Mechanically Altered Diet 

.. (1) Minfmum ·Data Set Information ·SECTION K: ORAU NUTRITIONAL STATUS 
1. a. Chewing P·roblems . 

a. 

c. 

~-

H.eavy Debris 
Heavy Plaqu_e 

b.. []None 
Upper 

Dentures · 
[ 1 Full I J Partial 

·Heavy Calculus . ~~~L_ciw_e_r ___ ._r_JFl_u_11 __ r_JP_a_rt_ia_1~~-

Decayed t eet~ 
..__.._M_iss_in....:g;_T_e_e_ili_w_l_o._R_ep_l.,...ac_e_m_e_nt_· ---1 · d. 

Doesn't '!'{ear Dentures ~r Partials 

Loose Teeth 

Problems with Den~ures 9r P!3rtials 
N~tural Teeth are· Present 

·Swollen· or f?leeding Gums 
Oral Abs9esses, fistulas 

_f: ,._I _ .... l_o_. a_il .... y_o_ra_1 _c_ar .... e_N_e_e_,de_;q~. ~ ·Ulcerations .• Oenture Sores 

· Soft or Hard Tissue Lesions 

. b .. Swallowing Problems · 
c. Mouth Pain · 
d. NONE OF ABO\/£ 

SECTION L: ORAL/DENTAL STATUS 
a .. Debris (soft, easily movable substances) 
· present in mouth prior to going lo bed at 

night · · a. 
b. Has dentures and/or removable bridge b. 
c. ·s.ome I all natural teeth los~.,. does not. . 

haYe or does not use dentures (or partial 
· · dentur~s) · ' c. · 

d. · Broken, loose, or c~rious teeth 
e. ·Inflamed gums (gingiv~}; swollen or 

bleeding gums; oral absce~~es; ulcers 
orras~es . 

f. Daily cleaning ofteeth/deritu~es· or daily 
mouth care_; by resident or staff 

. NONE OF ABOVE 

d. 

e. 

f . 

(2) · Daily Oral Care Plan. [ ] Resident Maintains Oral Gare Independently 
[ ] Resident Needs .Staff S~peI:Vision 
[ ] ·Resident Needs Direct St~ff Assistance 

The items checked befo'v\! are recommended to maintain the oral health. of thi~ reside17t: . 

[ ] 

=roothbr:-ushing ~ac~ morning a·nd evening, ~rush ~eeth.and gums.for~ 1)1inut~s using a s~ft to.othbrush and fluoride toothpaste. 
( j Remove Partial(s) before brushing teeth [ ].Provide dental floss [ ] Electric toothbrush recommended · 

. [ . ] Each morning ar:id even!ng, swish with 2-3 teaspoons. of Fluorigard or ACT flt..to.~ide ·rinse for one mlnu~e, then spit out. · 

Denture anc;I Partial Denture Care Once daily,· use a toothbrush or denture brush and mild ·soap to brush dentures and partia.ls 
-s9aking alone will not remove harmful plaque. At bedtime, remove and brush dentures,' then SOqk them in a denture cup overnight. 
S.oak dentures iri plain water, or use a cleaning product such as Efferctent or .Polid~nt, but do. not let the dentur~s dry out. ·. 
I ] Apply a dentur~. adhesive, such as Fixodeht or P9lygrip each morning · · 

· (3) · ·o~ntal Care.Referral· Recomm~ndati.ons . 
[ ) . No Dental Referral. Resident has no need for dental referral at this tinie. 
~ .. • Routine Dental R.eferral. Resident has routine dental care needs. 

nmediate D~ntal Ref~rral. Resident has.urgent dental needs.· 

U)fk..LJU:L /L~.r·~ ~~ ttp , .~ ~·n&7-~7-vc/ . . d 7 

. . 
Screening af'.d Referral Notes: 

. f 

·Vicki Cuno (6i2l 721-0690 
F~cil~ty Staff Re.spoi1s1ble for Referrals· 

Apple TJ·ee Den al 
B~Inging Snlile·s to' People 1Pit/1 Spe"cla:' .De11lal .Access Neetls 



Fa~ility Staff~ Pl_e.as_e· complete this s.ection 

Residen.t Last Name: [ ] Initial [_]."Status Chang~ 

- - - .... -... 

Soc Sec#: 

Rooni & Bed 

Diet and Nutri 
. Diite ofBirth: 12/;qLti:J Gender: )if [Fj Pay~ent Type: [ J MA. ( J PVT [ l PPS 

ems: [ ] Weight Loss [ ] Nutriti_on Problem . [ ] Feeding Tube [ ] Mech~nlcqlly Altered Diet . 

·{1) · .Minimurri· D_at~ set Information. SECTION·K: ORAL/ NUTRITIONAL STATUS 
1. a. Chewing P-roblems 

a. H.ea~y Debris b •. [ ]No.ne Dentures· 
Heavy Plaque . Upper [ 1 Full [.] Partial 
Heavy Calculus ~----L_o_w_er--J-_,.;;.[~)-F_ul_l~[~]-P_a_ru_al~~-

Missing TeeOi w/q.Replacement 
· paesn't·vx~ar Dentures or Partials 

d. Loose·Teeth 
1-----1r--D-eca--ye_Q_T~.e-e-th...._ __ -t 

c. 

Problems wit~ Der.ittires -0~ .Partials. 
Natural Teeth are present · 

e. Swollen or Bleeding_Gums 
Oral Absc~~s~s, fistulas · 

Ulcerat.ions, Denture Sores· · . _f. I .·l Daily Oral Care Nee~ed 
Soft or Hard Tissu~ Lesions 

' 

,1,. 

b. Swallowing Problems 
c. Mouth P·ain 
d. NONEOFABOVE . 

SECTION L: ORAl,./DENTAL STATUS 
1. a. Debris (soft, easiTy movable substances) 

. present in mouth prior to going to bed ~t 
night··. ·· · a. 

b. Has dentures and/or removabl~ bridge b. 
i;; •. 'Spme I all natural teeth las( - does· not 

·have or does not !JSe dentures (or partial 
dentures) c. 

d. Broken, loose; or carjous teeth 
e. lnfl<}mt.id gums (gingiva); swollen or 

· bleeding gums; oral abscesses; ulcers 
·or rashes . 

f. i:;»aily cleaning of teeth/dentures or- daily 
: . mouth care - by resident or staff 
. NONE OF ABOVE 

d. 

e .. 

(2) ·.Daily Oral Care_·Plan ~w~~t}V> [ ] Resident Maintains Oral Care lndt3pendently : 
[ ] Resident Ne.et;js st_aff S4p~rvision· 
[ ] Resid~nt Ne~ds" Direct Staff Assistance 

The items ch~cked below are recommended to maintain the oral health of this resident: . · .. 

[ 1 Toothbrushing .Each morrting and ~vening, brush teeth and gu~s.for 2 minu~es vsin9 a soft toothbrush and fluoride toothpaste. 
[ ] Remove·Partial(s) before brushing teeth [ ].Provide dental floss [ ] Electric toothbrush recommeAded · · 
[ ] Each morning and eve.ning, swish with 2 .. 3 teaspoons of Fluorigard 9r·ACT fluoride.rins~·for one rninu~e, then.spit-out 

[ ] Del) tu re and Partial "Denture Care Once daily, us~ a toothbrush Of. denture Qrush and mild -soap to brush dentures and ·partials 
· -s9aking alone ~ill not remove harrrifu{ plaque. At ~edtime, remove and brush d_entures, then soak them in a denture cup overni~hl 
Soak dentures in plain water, or' use a cleaning product such as Efferdent or P<?lident, but do not let t):\e dentures'"dry_out. ·. 
[ ] Apply a denture adhesive, such as Fixodent or Poly~_rip each morn~n·g 

(3) Dental Care Re.ferral 'Recommendations 
[ 1 No Dental Refe.rral. ~esident has ~9 need for de~tal referral at this time. 
r, l Routine Dental Referral. Resident has routin.e dental care needs. 

11mediate Dental Referral. Res.ident has urgeot:dental needs.· 

~~. ~ening ~nd Referral N~tes: 

Vicki Cuno·(612l 72l-0690 
t-"acility Staff R~sponsibl~·for Referrals 

·A p p r e T .r e e .p e n .t a 
JJ ,. l n g i n g S 111 i I e .r I o P e " p I e jp I t /1 Sp .i c I a ! D .e 11 1 a l A c c. e s .r N e e d s Form OHSvJ 
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~ . 

Facility S.taff - Ple~se complete this section Tvoe of Screenin 

·Resident Last Name: ( ] Initial Annual · 

.. 

Soc Sec 

Roqm & Bed l,;;;/tg(.7j Gender: ~: [F] .. Payment Type: [ ] MA [ ] PVT [ ] PPS 

Dfet and Nutritfoh Problems: [ ] Weig~t Loss . [ ] Nutrition.Problem . [ l.feedtngTube [ ] Mechanfc~lly Altered Diet 

(1) Minimum Data Set Information SECTIQN i<: ORAU NUTRITIONAL ~TATlJS 
1. ·a. Chewing Problems 

a. Heavy Debris b. {]None Dentures 
Heavy Plaque Upper [ 1 Full [ ] Partial 
Heavy Calculus ~-· __ L_ow_e_r--1 . ...._I_J_F_u_H_[ .... 1 P_a_rt_ia_r'_. _, 

~- Mi~s!ng TE!elh \'.'f/o.Replacement 
Doesn't wear Dentures or Partials. 
Probl.ems with D,e.nlur~s or Partial!'! 
N~lural Teeth are Present 

e. Swo!len or Bleeding Gums 
qral Abscesses, fi?tUl?s 
Ulceralions, Deinture Sores · .. f. I . J Dally Or.al Ca~e Needed. 
Soft or Hard Tissue Lesions 

b. Swallowing Problems 
c. Mouth Pain 
d. NONE.OF ABOVE . 

SECTION .L: ORAL/DENTAL STATUS 
1. a. ·Oebri~ (soft,.easily movable substances) 

present in f!16uth prior to going to !;>ed at 
night .· · · · a. 

b. Has dentures and/of removable bridge b. 
c. ·s.om~ I all natural teeth lost - does not 

·have or. does. riot use dentures (or partial 
· dentur~s) c. 

d. 13roken, loose, or carious teeth d .. 
·e. inflamed gums· {gingiva); swolleA or 

bleediAg gums; oral aoscesses; ulcers 
. or rash~s . s. 

t. · Daily cleaning of teeth/den lutes or daily . 
· mouth care - by resident or staff f • 

• NONE OF ABOVE 

(2) · Daily Oral Care Plan [ ] Resident Maintains Oral Ca.re Independently 
[ ] Resident Needs. St.aff .Sl:!P.ervisi~n 
I l Resident Needs Direct Staff Assistance 

The items checked below are recommended to maintain the oral he9./th ofthis.resi~ent.~ 

:[ ] · To~thbrushing Each ·morning and ev~ning, brush ~~~th.ami gu~s for2 minu~es using a soft.toothbrush and fluorid~ toothpast~. 
·c ] Remove Partial(s) before brushing.teeth [ ·1 Provide dental floss [·]Electric toot~brush r!3commendeq · .. 
[ ] Each morning ~nd evening, swish· with 2.:.3 teaspoons of Fluorigard or ACT fluoride rinse for one mi~"u!e, then. spit out. 

[ ·] · Den~ure and Partial Dent.ure Care . One~ daily,·use a toothbrush or denture bru.sn and mild ·sqap· to brush dentures and ·partials 
-soaking alone will not remove harmful plaque.· At' bedtime, remove and brush dentures1 then soak them in a denture cup ovemight. 
Soak pentures in pl?in-.water, or" use a cleaning produc~ such as Elferdent or Polid~nt,· ~ut do not 1et the dentures dry o~t. · .. 

r/. 

-.-·, [ ] Apply a dentur~ ad~estve, such a~ Fixodent or Polygrlp eac~ morning. 

(3) Dental Care Referral Recommendations 
[ ·] No Dental Referral. Resident has no neeµ for den~al referral at this timf?. 
r 1.· Routine Dental Referral. Resident has routine dental care needs. 

11mediate Dental ReferraL Resident"ha~.ur~ent dental needs .. 

~0~~~,e~e~n~in~a~n~d~·R~e~f~e~rr~al~N~o~t~e~s==--~~~~_s.::::~~~=-~~::S-~.4L.=u-=7.:::!~La...6....:\._..,)._...J.+.~...=:;~~~..!d.Kct.e:::.~~~/~-d-,7--051 

~~~~~~--C..~~L_µ_LJ.~~~~~~~~~~~_Q-5/~v 
~~~~~;__:--_:_:~~~~P-4~~~~~~..;r_L~~~~_.:=;__£_-.d-t~cf . 

Vick1 Cuno {6123 721-0690 
Facility Staff R~sponsibl~ for.R~te:rals 

Apple Tree DeJ\ta. 
Br I JS g I 11 g S nt i /I! s to Pe" p It! 1P l I h S p.t! c J' a I DI! 111 a I A cc I! s :r Nee ti; Form OHSy3 



, . . 
.. ·: •.' .. • 1 •• •• 

. ·Type of Screeni.~g 

Resident Las~ Name: -[ ] Initial t,x[ Annual [ ] Status. Change . 

First Na111e & Ml: · · ·sac s~_9#: 

Room & Bed#, 

Diet and·Nutritr 
Oat~ of Birt~: "t1/J 9 /53 .Gender: -~ {F] Payment Type: · [ ] ~~ [ ] PVT_· [ ·l PP~ 

I ems: .C. J Vf eignt Loss [ J Nutrition Problem [_ ] Feeding T_ube ( J f0e?h;;inically. Altere9 Diet 

.-·(1J Mini~.um bat~ Set infor~atiori · 
a .. He~vy Debris· . b; .c. one Dentures 

~eavy Plaque Upper • [ 1 fvll fl Partial 

Heavy Qalculus ~~--~~L_o_w_er-.._..l_l_F_u1_1._c_J_P._art_i_ru~~. 

SECTION K: :ORAL/ NUTRITlONAL STATUS 
1..· · ·a. Chewing Problems 

b. Swallowing Problef'{ls 
c. Moutli Paih · · 
d . .NdNE OP ABOVE 

s~cr~oN L: ·oRAUDENTAL sTATus 

c. . ~issing Teeth w/o Replacement · · d. · Lo9se'Teeth · · 
..._--!-!.---f-----::-~----~-.-.,..,---1 t----1..---------~--~-

1. . a. :Debris. (so~_. easily movable sub.slances) 
prese'nt in mouth prior to going to bed at 
night . · ' . · a_ . 

. b. Has Aenture~ .and/or removable pridge. b. ·· 
. c. ·some I all 0a\ur~l.t~eth lost - does no~ . 

D o e~n:t wea! Dent4re.s gr Partials Decayed Teet~ 
P. .oblems with Dentures or Partials. ·sroken Teeth/Fillings 

Natu~al Teeth are Present· Root Tips Present have o~-dees not use dentures (or pprtial 
~~reaj . ~ 

e. Swqtlen or Bleeding .Gums · 
Oral Absces~es, fistulas 

Ulcerations, Dentur~ Sores 

Sq_ft_or ljard Tissu~ .. lesions 

. (2) DaHy Oral .Care pf·an 

·.d. Broken, loose,· or: carious· teeth· 
e. Inflamed gums. (gingiva); swoHen or 

bleeCling gums; oral abscess~s; ulcers 
cir rashes : 

f. .Daily cleaning.of teeth/dentures or daily 
m-euth·care- by resident or s"taff 

. NON~ OF ABOVE 

[-] Resident M~lntai~s· Ora!· Care !n.depend.entiy' · 
[ _] ·F{~iden~ Nee.ds~~;~!f~~pervision . · . · 
[~esident Need ~taff Assistance 

. . . -- .· . 

The items checked below are recomm~nded to maintain. tne. oral .flea.Ith of this resid.ent: 

d .. 

e. 

f . 

~ 0oothb·rushing .Each ~orni~g and evening, brush teeth anc;I_ gums for~- minutes _usinQ a s~ft toothbrush. and fl~oride ta~thpa~te . 
. [ ] Remove Panial(s) before" prushing teeth [ ] Provide aental.flo_ss [ ] Eli;ictri<:: toothtir:u?h r-ecom_rnentjed . . . . . . 

[ J .Each mornil:ig .and evening, s.wish with 2-3 teaspo0A-s.0f.Fluorigard or ACT fluoride rinse for Ofle minute, then spit out· .. . . .. ·. . . . .. 

(] . Denture ·and Partial "oenture'care Once daily, use a toothbrush or denture brush ~Ad ·mnp· s0ap to brush.dentu(es and partial~ 
-soaking aloni: will not remove harmful plaque. At bedtime, remove anq brusf:J .. cfenture.s, th~n SQa,R them in a denture cup overnfglit. 
Soak d~ntu.res in plair: ·water, or use a cleanin_g product such as Efferde~t or Pblident, but do .not let the ~en tu res dry out. · 
[ ] Apply a denture adhesive, such as Fixodent or Polygrip ·each rnqrning · . . ·. · . · . . . .. 

· (3) Dental Care Referral Recommendations 
N9-'f'ental Referral.. ~esiuent has no· need f~x dental referral· at this time. 
foutine Dental Referral. Resident has routine dental care needs. 

,mmediate Dental Referral. Resident has urgent dental ne~ds. 

A:) JQP,,.,ebJt'.l:r# Vicki euno· C61n 721-0690 
' App=Ffee Screener Facili.ty Staff Responsible for Referral? 

·. 

A: (' p· I e T J" e e {) e n t a I · 
y' r i n g i /t ~ S 111 i I c s I o. P t: a p I t: w i t 11 .<: n - - ' - ' -
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S'tate Of Minnesota Veterans Homes Board A-19-003-C C?/98) 

·.rYiinnesota Veteran~ gome - Minneapolis. ____ -------·. ------·· ···------· __ ·-··· .... ·--·-··· ---.., 
~- siOl.lYiln.riehalla A:ven.ue :South --~.-----~----- ____ ....__· -. - --.-.-. A~I~I,....T_H_O_ruu;:rBSIS[_ 

2Wfo.tzeaj:;olis, li!fN 5~417 ... -. . . · ·· · . . .·. ·FOR RELEASE OF. 
612··:7?F·q600 Fax 612-728-1259 .MN"Re(.ay: _1-800~627-3529 ·MEDICAL INFORMATION 

Please Return Information to the Attention of:· 

·To: ·v V\~_·-=-G.,...-. _ 

ADDRESS: ---!ID ......... w"'-=-.;.._;v ........ -e._c...ki=. ;...o_;u..,=----n......,.s_J;x_· "!""""-'-"' \ ___ ve...-=-" _ 
. . . 

. P)y>)•"" · (ION S9-lf7 Date .o;Birth l z:./ \ q } .. 1'1$" 3 
s·oc.ial S~curity N~mber· . 
Dat~ A~mitted to MVH- ' 

This is your full and ~~~fic.ien~ au.tho~ization· to r:~I~~se·to the Minne~ota.Vete:r-a;ns Home~ Board of 
Direci·ors, its agents, representa.th:es or employees, the HOSPITAL OR MEDICAL information cheGked 

.. below. This .. authorization spe.cµicaiiy indu.de.s re~-ords prepareg prior to ·and after- the date of this 
.aµthoriZ.ation. I author~e . conv~rsations befyYe~n the bearer· of this. authorization and niedi~al, . · 

.. psyclii.atric; psychologk,al and sci~ial services pe~~brin~I. This authorization in chi.des the release of · 
information co.ncernin_g drug ab'Q.se, a~cohoJism; psychiatdc/psyc_Q.ological -inf?rniation and HIV/ AIDS. 

:Tuformation 'is n6e<;ied· for the-.foUowing- dp.tes of stay: 
l •·• 

A: 

-- 13 .. 

q Dischar,ge Summari~~ . · ·. · · · 
o Outpatient Reco~ds, Summaries, Interdi~ciplinazy '.Notes,· Physician an9- Nurses' Not~s 
.o ·Labs/X-rays . · .· 

·. o 1t~edical,·physic~l, ~odal, psycholdgi~ai/psychiatric histories and =assess~ents . 
o Stateme:p.ts.r~gardirig applica~t1s ·varlicipat~on in pro.ira.ID:s; includirig ~ompli:~nce·With treatm~nt : 

plans, i;iles, ~are pliii). arid ~bstir~ence from mood:altering subs_tani:es . ,cvt !\:. . . 
'Ji Other, m~luchngthefo!lowµ:ig: . ~ Vui.\:d . ~M-:'~Q, 2o1=;2_1 - ~ID~ 

NOTICE UNDER iov. "GOVERNMENT.JJATA PRACTICES ACT. MN STATUTES. CHAPTER.] 3 
[nformation collec_ted thr:ough ~-Se of thfs rele~se will not be dis4osed or disseminate4 to inCfividua.Zs, 
business. entities or state o"t: fedetq.l gover.nment ageizdes without your informed consent, e~c'ept as· 
required/permitted by law. · i · 
This release wit( expire one (I) year from ·the date ofyoitr·signature. Attent~on Public Facilities: 
.Minnesota Statutes §1_3.05, .subd. 4(d)(7) r~qu1:res automatic expiration of this. authoriz~tion one ye~r 
from the· ·date of its execution. . . · 
Information .will b~ usetf to'd-etermine·yaur eligibiHtyfc;r admission:am:l continu~.d stay at tfl.e Minnf!:SOta 
Veterans .Home~. · · · . · · · 

. You may refuse to sigr.z ~hz"s.r.ele.ase of information) but such refusal m~y.res7;tlt in a ¢enial of your. 
cidmis~i~ri to a_Minneso~a Veterans Ho'lJ1e or in the lfom_e_s inabiHty to meet your care r;_ee.ds. 

I have read and un.derstand the condition~ of this release of 1nfo~atioil as stated on this form. I hereby 
a1~thorize you (NAMED. A.BOVE) ~o di~close the ~e-quested 'in~orri:i~tio · to the NIN Vetera~s Hames Board. 

\• 

Applicant/Resident Signatµre . D.at~ 
Rea?on Applicant/Resident Car0ot Sign: _--=...,;;...:...!....~~~:..::::-~~.i..,..t.;::::~~"'-------



·----- ____________ .__ __________ -----
.· --·· ~------··~ ---:-----·-,-----------. 

Note Text 
TITLE: PATIE~T CONTACT NPTE 

DATE OF NOTE: D~C ~1, 2004@15:45 
AUTHOR: OF~TEHAGE,aOHN C 

URGENGY: 

ENTRY DATE: DEC'21, 2004@15:45:10 
EXl? COSIGNER: . 

·.STATUS·:. COMPLETED. 

Name. of Veteran:·· 
- - _.,,,.. __ ~_ 

- - --_::_· _:----==:. 

hip ·of Contact if other than Vetera.n :· 
p~·r s. sisb~r · 

Date .& Time of Contact: Dec 21,2004@15:45 

Typ~ of Contact:. ~elephone 

t: · ~ · spoke with Pt' s .sister 

ssed include 1. No treatment. · . 

· regarding dental Reason f o 
care for 
Option?s 

· . 2. Admissi~~ to· .VA 'medica1 cent~r f9r, evaiuation in 
the O~:of clental prob1ems and ne~eSS~zY tooth extractions. 

is gqing to meet with· Hosp~ce team in th~ near .fut~re 
at . · . · · 

.the MVH .. Foll9.,wing. a d:iscussion of• Pt"_s co~fort. :issues, ~is~s·-and.-Benefit:s of 
Dent~ surgery in th~ OR-we· will.determine if we should admit. fo~ 
d~ntal treatµlen.t. · . · · · · · · .· · · 

~ex~·:-- wil.i call me following her meeting with the Hospice team 

/es) JOHN ·c OFSTEHAGE 
STAFF DENTIST · 

·Signed: 12/21/2004 15 :.53 
Facility: MINNEA;I'OLIS VAMC 



Minnesota Veterans Home 
· Minneapolis 

~.-------... -._-__ -._.-_ .. -.. ~ .. ~ .. ~~~.~~~~~~~.oenta!Prograni 

Attachment 

·-·· ---·-'·--. --·scfi~cffiling Adffils51on/J(nnuarexams--.. -.. ,--~--.. ------·---· --·~ .. --· .. -------- ·-· 

Admissions 

. 1. An admission referral fbr a 'dent~I exam is completed when an ~dmiss·ion dental.· 
packet is compiled and sent to Apple Tree Dental (ATD). An admis~io.n den.tal 
packet indudes an oral·healtti plan, dental referral form, .c.urrent physidan order 
sheet, history and physical and diagnosis list.. Date the admission dentat·pa.cket is 
sent will be tracked iri t~·e Excel Tickler benfal File . . . 

2. ·Upon receipt.of the packet ATD wiJI schedule the admission dental· exam. 
3. ADT w(fl.fax the appointment list to HIM. · 
4. HIM will.provide· nursing\iVith the list. 
5 .. Nursing will offer th~ dental appointment to the res.ident and involve the Social 

.Worker, as indicated, if a res·ponsible party is involyed. . · . 
. ·@· Ntirsi'ng. will -return the list to Unif HIC indicatrng the.resident acceptance/refusal of 

th~ dental appoi~tm~nt. Unit: HIC will inform the HIM dept. of refusal$. ·R,efusals 
are to be documented in the Excel Tickler Dental File, Momef}tu.m progress· notes . 
and Health Maintenance Monitoring form. If the resident/representative accepts 
the appointment the HIC will. note the appointment on the calendar. · . 

7. ATD Will· be notified of the refu$al and schedule the resident for another dental 
exam.. . . . 

8. Residents ·will be offered three consecutive opportunities to accept'a dental 
appointment. After the tbird refusal; ATD will place the resident on an ·inactive list 
and ~IM will', track.for th_e next annual ·appointment.· 

Annµal Exams . 

·@ Dept. HIC will track and t.efer all residents due _fo~ an a~nua(dental exa·m. ATD 
wm track/schedule annual den.tal exam and fax the appointment list to HIM 
apprq?C~mately one weel« p~ior t9 the v·isits. HIM distribute~ the list to the units. 

2. Nursing will offer the dental appointment to the resident and involve the Social · 
Worker, as indicated,. if a responsible· party is invqlved. · . 

3: Nursing will retwrn: the lisftp Unit HIC indicating the re$ident acceptance/refusal of 
the dental appointment Unit HIC Will inform the HIM dept. of refusals .. Refus~ls 
are to be documented· in· the Excel Tickler Dental File, Momentum pn;>gress notes 
and· Health Maintenance Monitoring form. Jf the resident/representative-accepts 
the appointment the HIG wi.11 note the appointment on the calendar. · 

4.. ATD Will be notified of the refusal and re-schedule the resident for another dental 
exam.· 

. 5. Re$idents wil.I be offered three consecutive opportunities to accept a dental 
appointment. After"'thethird refusal, .ATD will .place the resident on an inactive list 
and HIM will track for the next annual appointment.' · · · . · 

·@ Uni.t HIC ':Viii .track in Exe.el ~ental Tickier File all annu9I dental visit~ refused by 
· r~s1dents. By the fifth workrng day of every month the Oept. HIC will generate a 

Dental Referral Exam list for residents who' refused the· last annual exam ar:id 
resident$ due for an annual exa·m. Dental packets will be completed upon request 

.by ATD.. . . -
H:\POL-PROC\P-P19\dental.doc . MVH 8-30-05 



· l . MINNESOTA VETERAN"S"HOJ\ffi Attachment 
Mitine~polis · ·. . 

. . . . . APPLE TREE DENTAL SERVICES PROTOCOL 
·r.-seHE-B-l:J-b-ING~~~~~~~~~~~~~~~-'--=-~~~~ 

-··-A; -xdmis"SitJns · · -·------·· -
~esidents ·wm be referred for· a dental examination within 90 days.~fter:.admis~ion~ 

· * A~ssion Dental Packet.= Oral Heaith Plan, Dental Referral Fonii, Physician Order · 
Sheet, History and Physical and Diagnosis list . · · 
**:pocurilentation in the progress notes .~o include: "Resident µrissed/i:efµsed 4e:µtaJ 
appointment on (date). See ATD progre·ss note". Or, "Resident s.e~n by ATD on (date). 
See ATD progress note"; ' · - · 
1. On AdmissfoJt~ the Unit HIC will ilµtiate the Oral Health Plan· and Dental Referral by 

.. nofoig tJJ_e resident name, ro.pm number ?Ud medical record number on the bottom of 
the form. Th~ Oral Health.Plan wi,11 be sent to th~ Social Worker for completion. . 
The Dental Referral will be sent to Nursing for completion. 

2. MVH Social Worker will be responsibie·to meet with.the new resident or r~sident's 
representative· to ·complete.the Or~l Hea~th Pl~ by or at the time of the Initial Care 
Conference. ~ocial Worker will complet~ the Oral Health Plan indicating a 

· . determination to -receive dental services froin: Apple. Tre_e-or other dented provid~r and 
identifying who. will m~ketreatment decisfons. ·The Oral Health Plan will be given, to 
the Uri.it HIC. . 

3. Nursing wiil .complet~ the Dental Referral by the Initial Care· Con:fer~nce .. · The 
Dental Referral wm qe given to the-Unit HIC~ 

4. A copy of the Oral Health Plan and Dental Referral is placed in the ~~drrrission dental 
packet and the originals. are fi~~ in the medical record under consultation.. . 

5. Admission Dental_ Packet* is complete4 for the admission a.nnual den~l re~erral and· 
sent to .the Dept HIC wP,o will deliver the packet to Apple Tree Dental during t4e next 

·visit.. 'Referral will be entered in -Momentuni by the Dept. HIC · · 
6~ Upon :r:eceipt of the paqket A.TD will scheduletlie admission dental exam. 
7. ADT will fax the appointment list to ~· · 
K HIM: will provide·nursing with the list. 
9. Nursing. will offer the dental appointment to the resident. and.involye the Social · · 

W orkei", as ~dicated, if a responsible party is involved. · · 
10. Nursing· will return ~he list to Unit HIC indfoating-the resident acceptance/refµsal of 

the dental appointment. Unit me will inforpi the HTh1 dept. of refusals.. Refusals are 
to be documented in the Ex~el Tickler Dental File, Momentum progress not~s and 
Health Maintenance Monitoring form by the ~nit me. If the· resident/representative 
accepts the appo_intment the Unit HIC will note the appointment on th~ calendar. 

11. ATD will be notified of th~ refusal and schedule the resident for another d~ntaJ exam .. 
12. Residents will be offer~~ three consecutive opportunities to accept a dy~tal ·. 

· appointment. After the third refusal, ATD will place the resident on an inactive. list · 
and HTh1 will track for the next annual. appointn;ient. . . 

l3. J:he me~cal re~ord arid a copy of t~e· cllirent niedfoation/treatin:ent ~heet accompany 
th~ resident for.admission exams. 

14. Nur~ingwill 1nitiate the Oral Care Plan by the.time 9fthe initial Care Conference 

:S. ANNUAL.EXAMJNATIONS .. .. . . 
:Residents Will. be.referred for an ~nnual d~ntal examination every 12 months. 

1. Dept. me. will track and refer all residents due for an annual dental exam. Refe~al will 
be· doc-µmented fa the progress notes by the pept. me. . 

2. ATD will tra:ck/sc~edule annual dental.exarii and fa.X th~ appointment list to HTh1 
approximately o~e week prior to the visi_ts . 

. 3. Hilv.[ distributes the list to the units. 



Minnesota Veterans Home:- Minneapolis· 
V AMC Dentai Service P.rotocol Page2 of3 

-----. -·-·4=_:.Nmsi:ng--wi11-.e-ffer-th©-dental-app0intm~nt-t-0-th~i:~s.ident-and-mv:g.J:v;e-the-Sqciil-Wm:kei:..------
·--··: · ·.--as-indieated; ifa:·respensible party-is-involved; · · · - · ·· ·· ·- · · ··- -·-· ··· ·· --·· ·- ----··-·-···· ·· 

.. 5: Nursing.will retunl.the.list to Unit HIC·in.dicating the.resident acceptance/refusa.l_ofthe 
. dental app.ointr:Q.ent: Unit BJC will infotm. the HThf dept. of refusals .. ·Refusals· ar~ to be 
documented in-the Excel Tickler Dental File, J"1omentum progress notes and Health . 
MaJnteri.ance Mo.ci.t~fin:g fonil.·by the Unit-IIlC; If the resident/representative·accepts the 

. appointment the :me will note the appointment on tlie calendar. . . . -
. 6. ATD will be notified of the.refusal and re-schedule the resident for anothetdental exam. 

·7 .. )lesidents will be offer~d three coii~e9utive opporhinities. t~ accept a den~l -appoi~tment. 
After th~ third refusal, ATD will place the resident' on an inactive list and HIJv.I will track 
for the µext ~~al appoiriµnent~ · · · · . · .. 

8. Unit IDC will track in Ex~~l Dt:?nt~l Tickler File .all annual dental visits refused by · 
residents. By the fifth working 'day of e_very month the.Dept. HIC will generate fl. Dental 
Referral Exam.list for residents.who refused the last an.llualexam and residents ·due for an. 
a~ua~ exam. Denni.~ packets wilf bf?·completed upon r~quest by ATD.. . 

'Ii. RETURN FROM DENTAL APPOINT1\1E'.NT.-. _ 
A. Apple Tree Dentai win complete a progrvss nqte for every resid~nt seen th~t includes the . 

naine of the dentist or dental hygienist, da:te of serv~ce, sp~cific dental services proVi4ed 
(documenta~on needs to reflect if this appointment incluqed an annual exam), 

· medications administered,«medical or dental consultatio:p.s, follow-lip orders and foUow.:. 
··up appointments. ·i : . . . · 

B: Nursing will review progress.notes and follow-up with any orders according to policy arid 
: . proc~dUte for trap.scribing pJJ_ysician orders. (Attending physician shan ·veri,fy/clarify all 

orders prior to linplementatiqn). 
C. Dept. HIC will proVide the unit HIC with the app9intment list noting if the resident was 

seen for an .annual exam. The unit.fllC will document the admission/annu,al dental visits 
. oh.the Health Maintenance Monitoririg form and iri the progress notes. ** . 

D. Unit HIC will file the dental {nursing) referral and dental progress notes under the . 
co:nsultation ~ab in the medical record . Uµit me· will note dentel:l visit in the prqgres~ 
notes. 

m. ElVlERQENCY/DENTl\L CONCERNS . 
: A. Emergency/Dental (foncems· wiU be· initiated by '.Nursing on the Request for Dental Exam 

Form and given to the Unit IIlC. ·Nursing will document request ill the progress notes; 
~. Unit.RIC wili seiid the request to the Dept RIC. . . · 
C. Dept. ~c·wm fax the request to Apple Tree Dental or"~all it~ depending on the . 
. . . situation/time until the next visit.· . . . . . 

. D~ Apple Tre~ Denfai will sche4ule th~ appointment .and notify the Dept. me via a phone . 
call or«:m. the next ~chedule. . . 

IV. MISCEL;LANEOUS . . . , 
. A. After every examination or check-up Apple .Tree Dental provides a written treatment-plan 

. to the ~esident or their representative; The r~sident or their representative signs a consen,t 
form, a.tear~off section which is part of.the treatment plan Jetter. Co~eilt fonns niust be 

. received by Appie Tree Den~al before treatment.is started. Treatment plans-will not be 
sent out for emergency visits. 

B. Unit HIC notifies th~ pepartment HIC .of cancellations. Department H;IC will notify : 
Apple Tree Dental. . 

C .. All niissed appointments will be noted on the.Health Maintenance Monito~g form and 
in the progress notes the Unit ffiC . 

. D. Oral Health Plan will be 11ncl::1t~r1 lm t1"'"" C!"'"';,..1 ~H--1---- ___ .., .~ · · · 



Minnesota. Veterans Home - Minneapolis 
V Af...1C"Dental Service .Proto.col ·:Page.3 of3 · 

-----------nlakei:-c:(l.anges · . . · · · . . 
- --'-· B.·-~;I>ept.HIG-will-b~the-co~ta~t-b©twecm-·M.¥H-Mpls:-and-Apple-Tree-Dental-foi:-:. _____ ~---·· -· ~- -··· .: .. ·- .... 

scheduling all-rl:enta~ ~ppointments and all scheduling c.oncems: Clinical conc~m~ will 'be 
·directed to the DON and administrative concerns to the Director of:HW and/or the 
Assistant Administrate~. . . · ·.. . · · , 

F. ·.Dept. illC Will notify Apple.Tree Pental of ail admissions, dis~harges and room·chap.ges. 
_on a monthly basis. . . . , . 
H:\16\Denfal\ATDPROTOCOL.doc · 

'. 
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MJNNESOTA VETERANS HOME 

1 
.. _· _ .. _~_. _ ___,,------- . . Minneapoli~ 

·- · ----·ORA:L-HE--AL-TH-P-b-AN-=-~:tHlS-ING=-eARE-IfNI-T----~-~··--
·. · :,,.·-As··p~(t·ofyo~r admission to the Minnesota·v~terans Hom·e;'you ar~.being 6ffered denta! 

services through-Apple Tree Den~al, a private, non-profit, contracted dental service.·: 
An Apple Tree dental hygienist w.m provide.an initial ·oral heaith screening within the first two 
month~ after a·dmi5$ion ~nd ari oral heaJth s~reening annually. Should additional dentai ~ork 
.~e needed, a referral will be made and Apple Tree wlll provide you or your re.sponsible party a 
·detailed plan of treatment for approval ·before any wor~ is initiated. At present, most dental 
seniices· are at ~o cost to you. 

*Admission and annual dent~I exams will be provid~d as. service~ ~now. You may wish t~ 
continue seeing your pr.esent dentist.r: especially if you are c.urrently ·having d~ntal problems 
which yo~r d~~tist is addr~ssing. · · 

To· be .complet.ed by fat initial c·are ·conference. 
Date oflast dental exam .(pheck-up): . 

· D I authorize Apple Tree Dental to provide· dental examinations and routine pre~entive and 
diagnostic services. Fo]Jowing each exam, as indicafod2 t understand tli~t.I will be 
provided with a treatment plan,· and treatment will not be started without further. consent. 

D I will m8.ke ~angements with my dentist, Dr. . .to provide oral 
health care and will also provide this heal:fu care facility with a wntten record of a. dental 
exam provided within th~ last ye~. (Required. by :MN" He~lth Dep~ent Regrilations) 

D . I refuse ·~n admissjon dental examination. I understand that a dental exaniinatiori to 
ID.elude routine preventive ~~ diagnostic. services will be offered to me on an annual 
bases. Services >Vill be provided· by Apple Tree pental. . 

Resident's/Resident Rep:resentati~e's Signature . Date 

TREATMENT DECISIONS 

1. ·Does the resident make treatment decisions? No · Yes 
If yes, the resident must ~ign ~elow. 

Resident's Signature . Date 
2. Does tl?-e .resident's rep~esentative make treatment deci~ions? _· -: No' _Yes 

If yes, the resident's rep.resentative must sign below: 

Representa~ive's · Signatrire · Relaffoµ.ship 

Rep~esentative's Na~e (PRINTED) 

Address 

City · State Zip Code 

Resident N anie Bldg/Rm# ·~# 

Distribution: Original".' Resident Chart/ Cons~tation Tap 
Copy- Medical Record Clerk/ Apple Tree Dental 

16-42C 
Ii:\DRAF1\l 6\PC I 6-42Cilraft4Aoc 

Date 

Phone Number 

Social Security # Birth Date. 

MVH 10/97 
Rev3/04 
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MIN~SOTA VETERANS HOME 
. M..inneapolis . 

. ORAL··HEALTH-fLAN-..-BOARBING,GA-R:E~·-·-- ---·~~..:. · ·- -·---·· ·····--· 
··--- · ····-·Asparfqfyour admission to the Mhmes.ota Veterans Hori-le, you are being offered dental· 

· services throu9h Apple Tre·e Den~al, a· private, n~~-profit, contracted dental service. 

Admission and anr11-:1al dental exams·wm be provided as s~rvices allow. S.hou!d additional 
cie.ntal woik be needed, Apple Tree will provide you oryour r~$pohsible'party·a detailed plan 
of treatment for approval befqre any work is initiated. At present, most dental services .are at 

, n<;> cosfto you~ You may wish to continue seeing your present dentist1 especiafly if you are 
currently having dental problems which your de~tist is addressing. . . . ~· 

To be completed by/at in~tial ·care ·confe~enc~. 
Date oflastdental exam (check-up): ____ _ 

D !authorize Apple Tree Dental to p~oyide dental examinations and.routine preventive :fil?.d 
diagnostic -services. Following ·each .exam,. as indicate9., I understand that I wil~ be . · · · 

·. provided with a treatment plan, and treatm~nt will not be started\\~ithout further consent.' 
D I will make arrangements with my .dentist, Dr. . to provide oral. 

health care and will also provide this health care facility with a· written record of"a dental 

0 
exam provided within .the last year: (Requited by MN Health. Depa~ent Regulatian·s) 
I refiise an admission dental examinati.on. I understand that a .dental.examination to 
include ro·utine preventive and diagnostic ·service~ wiil be offered to me on an annual 
· b~s~s. Services will be provided by Apple Tree D'.ental. · · · . · 

Resident's/Resident Representative's Sign~tU_re Date 

TREATMENT .DECISIONS 

1. Do.es tJ+e resident make treatment decisions? No Yes 
· if yes, the.resident must si~ below. 

Res~dent's Signature . . : Date 
2. Does the resident's representative make treatment decisions? _. _No _.Yes 

If yes, the resident's representative :i;nrist sigil belOw: 

· Representative's ·Signature 

Representative"s Name (PRI~~TED) 

Address 

City · State Zip Code 

Resident Name ;Bldg/Rm# 

Distribution: Original-Resident Chart/ Consultation Tab 
Copy- ~edi.cal Record Clerk/Apple Tree Dental 

16-42C . 
H:\DR.AFI\16\PCI 6-42Cdraft4.doc 

Date 

Phone Number 

SoCial Security # Birth Dat~ 

MVH 10/97 
Rev3/04 



~SOTA ~TERANS.H011E 
. Minneapolis 

DENTAL REFE~~~ . . . --- ........... -----· ~-- -

.Resident Name: ________ - _____ ___,· l;Sldg/Rm#: __________ MR#: ______ _ 

Att~nd1~g Physician: __ ---------- Da~e of Appointment: ____________ _ 

ll . COMPLETED BY MVH STAFF 

PROBLEMS TO BE EVALUATED . 
. . . . 

· Reason for Appointment(~) · 0Admission Exam 

Check all that appiy:. (V°) 

:M:EDICAL ALERTS 

Down Teeth ·o Denture 
OUpperFull 
OLowerFull 
.OUpper Partial 
OLowerP~~I 

All~rgies/SensitiVities: ("1) 
ON o Known Allergies/Sensitivities· I 

D Pemci1Iiri · · D Codeine ONSAID: ____ _ 
0Amoxicillm. ·o Aspirin D Other:_~---
0'.Erytbro~ycin D Lidocaine D Other:._~----
·oTetracy.clfu.e _ONovocaine 0 Other:. _____ '--
f]Sulfa . D Lat~?C 00ther: 

DAnnual Ex~rn 

Other AlertS: (../) 
0Premed, heart 
0Premed, joint 
OJ?acemaker 

··on'NRIDNI 
0Steroids 

·. ·see Attached: Current medical history /Current medications I Current di~gnosis list . . . . . . 

Dother (Explain) 

[]None 
0Chemotherapy: . 
0Head/Neck.Radiation 

. Ocoumadin · 
D Other. ____ ~--'----
00ther: _______ _ 

Req~es monitm1ng for wandering-(~) DY~. 0No (If.yes, m~e a~g~ents for an es~ort) · 
Ambillatory? (°'1) 0Yes 0No· Needs ~ssistal;lce with transfers? ("1) 0Yes []No 

II 

Special Needs: ____________ --------~-------------...;.._----,--

. Mental Status and Decision Making 

. Memory 
Orientation 

· Judgement 

Slightly 
Normal Impaired 

D .D· 
D· D 
D D 

Severely 
Impaired 

D 
0 
D 

Cooperation. ~onimnnication. Behavior M_anagement 

·o This Client makes their· o~· treatment decisions. · 
D This Client's Representativ~ mak~s treatment. decisiops. 

Representative Name: · -----.,--,......,------Phone#: . ----------------------

· D Generally Cooperative Approaches for managing behavior. 
, fJ Sometimes Uncooperative -----·-..,------.,.---· --------------------

] Usually Uncooperative · 
0 Always Uncooperative 

(Nurse Comp~eting ~equest) 

. · 16-43C . 
H:\16\PC16-43C.doc 

MVH7/99 
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v• • 
Minnesota Veterans Home 

------··----· -·. ·--·· ···-·- ····--·--: -· -Minneapolis· .. 

I(ealt~ Care Mainte~anc~.M;onitoruig 

Influenza Vaccine· Pneumococcal 
Vaccfue 

.T~tanus Vaccine· 

·· ·.other Immuniz·ations 

. . 
Mantoux.1st Step Mantoux 2n~ Step· ChestX-rav 

Date Date 
Read : Read. .. 
Induration · In duration .. 

(mm) (mm) 

Health fyl~intenance crecora date or Jab/test in b<;>x) . 

· . Guaiac (date/results) 

.. Dental Examination 
Date of Exam Admission 

Date ofRefusal 

Date of Missed Appt 
.. 

Resident Nam:e Rooin# MR# 

. Ml6-48C 
H:\16\PCMl 6-48C.doc 

MVH 11~30-01 · 
REVISEP 08/o·s . 
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. Apple TreeDentalPho~e: 763-784-7993 . Fax: 763-784-597~ 

Dental Concern: Reque~t For Dental Exam 
··.-Resident: -·-· · · ~- --- ~Facility-:-Mi!n=.1.esata-Vete:rans-Home.:.. __ . -· . -·--·:· ----· .. . .... __ ·-~ldg#----·---

. · · 5101 Minnehaha Ave. So. ·r---------
. · Minneapolis, MN 5S417 · ·Phone#.: 612-n.1-0690 1-Rm _____ # ___ ~~ 

Attention: Health Information Fax #:·612:.728-1237 . MR# · 
····. ~sident currently an Apple Tree Pa#ent? 0 Yes D No :>f* Ifno, send a copy of the foHo:nring to MVH dentalliaison: OHP, Physician 

;r Sh~et, H&P, Diagnosis LiSt ·· · · 

. D Denture Concern 

D UpperFull 
D . Lower Full 
D UpperPartial .. 
D . Lower Partial . 

_·Broken Denture 
_· BrokeD./Bent~lasp 
_Bro~en!MisspgTootli 

· _ Ill Fitting :Oenture . 
Sore/Bleeding Guins 

- Patient Lost Denture 
Staff Lost Denture 

_Check-Up (12 month) 
Other -----

Requeste4 on Oral Health: Sc:;~eening Form by Apple Tree Dental 
·screener . Date: · · 

Reported ' 

0 Upper 
0 Lower 
D Front 
D Back 
0 Left: 
D Right 

. . .. 

D Tooth Concer~ · 

Pain 
_. Swel]jng. 
_·. Chipped/Broken Tooth/Teeth 

Sensitive Tooth/Teeth 
· Loos~ T~otb/feeth. 

_Lost Filling 
_Lost Crown . 
. _·_Cleaning Needed 

Other -------

FOR DENTAL.LIAISIO~ USE ONLY 
Date ATD contacted: · · · Contacted: ------
Date DC Faxed to ATD: 

-----,.~-

Attention: Sharon Pederson or Marcia-Marks 
Notes: 

~~-~-~~--,-~------~~~~~ 

MVH. Dental Liaison: Vicki Cuno. Health Inromiation 

*.Send completed form to MVH Department Iiealth Information-Clerk 
. . 

·I - For MvH Dental Liaison Us.e 
Appointmep.t Date·: ___________ _ 

Notes: 
___;~~~~~~--___,.~~~~-~-~~------~~~~~~-~-~~~~~--,~~ 

· 16-41F : · MVH 10-97/rev 05/03 
H:\l 6\pcl-6-41 F.doc 
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Minnesota Veterans Home 
------~--Minrieap.o.lis _____ : .. -----------=---~---~-

Dental Pr~gress Note _File 

l. 

.· 

Resid~ntName: ______________ Rlv.L#: ______ MR#: _____ _ 
16-24C . MVH3/00 · 
H:\16\pcl 6-024C.d9c ... 



Attachmen1 
MINNESOTA VETERANS HOME·- Minneapolis 

DENTAL Dm.ECTOR PROGRAM . 
-· .. - .. ·-·· .. ·-- .. ----·--·--·-···-·----........ ___ .. __ ·----··-···-- .... __ . ··-·· .... -- .. ---··-· --·-.-··-- ··--,.-· ... 

Apple Dental will provide a Dental Professional 8creener to :vi$it the Mimiesota Vet~tans Home monthly to 
1erforrn the .oral screening section of the Minimum Data Set (MDS} and recommend daily oral care plans for 
every.new resident of your· facility. · . · · 

Prior to Dental Director Visit: 
• IDC Will fill out the information in the top box (plu.s room and bed numbers) of the Oral Health Screening 

· F9rm. Nursing Will fill in nutritional section. · 
• Screenings Will be compl~ted on: . 

./': Anyone due for .aITQ.ual MDS Screening (current month an~ next month). 
·../ NewAdmits · . 

I . 

;/ Residents with signifi?ant -status change.· 

·When Apple Tree Dental Screener is Present for the l\1DS Screening Visit:· 
. • Upon arrival. to the nurses' station the me. will present fonn.S for those ·neyding 1v.IDS screenings to Apple 

Tree Dental Screener. . . 
• . A staff member escorts. the screener to the resjdent' s room for the screeµing. 
• When the Apple Tree Dental Screener· is finished at each. nurses' · sta~ion~ she. will give the completed 

Screening Forms to the IIlC to make copies: Copy goes· to screener original form_ will be filed in t4e chart. 
. . . : . . 

\fter D.ental Director Visit: 
• · Nursing-iwill n~view Section 2 Daily Oral Care Plan to see ·if Daily Oral Care Plans have changed. 
• .. me will review Sei:tio~ 3. . . . . . .~ .. : · . . 

· ../ If there is an iminediateDental Ref~rral Recommendation, the.HIGwill initiate a Denial Concern Form 
and ·send to the HIM: Department. · · · · 

../ if there is a Routine Dental Referral Recomme,;_dation Apple Tree Dental will schedule their ·routine 
·examination when ·it is due. . · · · . . ·. 

• D~partment HIC who is responsible for making the d~ntal referral will sign tlie ~ottom of the Oral Health 
Screening Form. . · · . · · · 

• The original Oral Health. Screening Form ~hould be filed in the resident's facility chart after it has been 
reviewed/initialed off by nursing.: · · 

\\MVH_MPLS\SYS2\FILES\WORDPROC\POL-PROC\P-P16\ATD-DDP.doc MV:H Rev 8/05 · 



. ~ 

- ~·rar-HeaTthS·creening Form 
:'-..::~~;t? . . . . . . 

-FadHty-eode: 

. Screening .Date: 

Type of S?reen ing Facility Staff.:. Please complete this section 

Resident Last Name: {]Initial [ ) Annual [ ] Status Change 

First Name & MI: Soc Sec#:._~~~~~~~~-

Room &'Bed#:· 
---~ 

Date of Birth: _____ _ (3~nder: [MJ [F] · Paym~n_t Type: [ ] MA [ ] PVT [ .] PPS 

Diet and Nutrition Problems: [ ] Weight Loss (. J Nutritior:i Problem [ j Feeding r:ube [ ] Mechanically. Altere9 Diet 

_(1) Minimum: Data Set Information SECTION K: O~L(NUTRITIONAL·STATUS 

a. Heavy Debris. 
Heavy Plaque·. 

Heavy Calculus. 

b. [ J None 
Upper 

Dentures 
[ ] Full· [ J Partial. 

~._ __ L_o_w_e_r __ c_1_F_u_11..,..[_J_P_a_rt_ia_1 ~ 

1. a. Chewing Problems 
·b. Swallowing Problems 
c. Mouth Paih 
d. NONE OF ABOVE . 

SE.CTION L: O'RAL/DENTAL.STATUS 
·1. a. Debris·{l?oft, easily movable substances) 

·present in mouth p[ior to going to bed at 
night ·. . a. c. d. Loose Teeth 

1--~~.~D-eca~ye-d~T~e-e-th~~~ 
Missing Teeth w/o Replacement-
Doesn't wear Dentures or Partials b •. Has.dentures and/or removable bridge 'b. 

c. ·some I all Aatural teeth lost • does not Problems with Dentu~s·or Partials 
have or does not use dentures (or partial 

Natural Teeth are Pr~sent dentur~s) c. 

e. Swollen or Bieeding Gums 
Oral Abscesses, fistulas 

Ulcerations, Denture Sores 

Soft or·Hard Tissue Lesions 

(2) Daily Oral Care Plan 

t _l~_l_o_a_ily~o_ra_lc_a_r_e_N_ee_d_e_d~-

d. Broken, loose, or carious teeth 
e. Inflamed gums (gingiva); swollen or 

bleedi119 gums; oral abscesses; ulcers 
or rashes 

f. Daily ~le~ning of t~eth/dentures or claily 
mouth care - by resident or staff 

• NONEE OF ABOVE 

.. [ ·] Residerit Maintains Oral· Care Independently 
[ ] Resident N~~ds Staff S~peivision 
[ ] Resi_c;l~nt Nee_ds Direct ·staff Assistance 

. .. 
Th_e items c_hecked _below are recommended to maintain the oral health of this resident: 

d. 

e. 

f . 

[ ] Toothbrushing Each morning and evening, brush teeth and gu~s fot'2 minutes using a s~ft tootht;>rush· and fluoride toothpast~. 
(.]Remove Partial(s) before brushing teetli [.]Provide dental floss [ ] Electric foothbrush.recor:nmended 
(]Each mon:ijng and evening, swjsh with 2.:.3 teaspooA-s 0f-Fluorigard or p_.CT fluoride rinse for ooe minute, then spit out. 

[ ] ·oentu~e 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 us~ a Cleaning product sue!) as Efferdent or Polident, but do not let the dentures dry out 
( J Apply a genture adhesive, such as Fixodent or Polygrip ea~h morning_ · ·. 

(3) Dental Care ReferraJ Recommendations 
[ ] No Dental Re.ferral. Resident has no· need for dental referral at' this time. 
[ ] Routine Dental Referral. Resident has routine dental care needs. 
'· ) immediate Dental Referral. Resident has wgent dental needs. 

dcreeninQ .and Referral Notes: 

Vicki Guno (6121 721-0690 
. Apple Tree Screener Faciltty $taff Responsible for Referrals 

A p p I e T· r e e D e n r a I 
Bringing Smiles ta Pea.pie 11•ill!'. Special De11t11J -Acce·ss Needs Fa.r.m OHSl'3 



_ ____. ________ --------·- ·-------·. 

- ·.MN .Veterans Homes Mpls · 
Interdisciplinary Compr.ehensi ve. Assessment 

August 25, 2·005 
Minutes 

The team members. reviewed the cur-rent _poli.cy for 
comprehensi~e assessment I clinical rounds process and 
accountabilities. 

No_ changes w~re made to the existi;ng procedures. Re-View 
and.enforceme"nt of the policy/procedurE?s is required. 

It was· clari~ied that the So6i~l-Wdrker will initiate th~ 
·.Safe Smoking· Assessn:tent upon admission, smoking incident, 

and PRN·. The IDT wi~l review the .assessment as a _team and 
determine if·. _the· resident _requires any interventions 
regarding thei:r sm~king practic.es·. ·. · 

Departmept directors will review the policy with th~ir 
staff .and enforce the ·timely co~pletion of ass~ssments and 
related documentati·on. 

An ~dditional meeting will be set -qp to review the Clinical 
Ro:unds and Care Conf erenc-e meetings to ensure all IPT 
members are ,.clear on their.responsibilit~es. 

Atta chm en 



Attachment 5 

------' _ ____,_ ____ - - ----'.scr-A-TE-n1r-:~tt.t·U~ES-t)'!A:--=-=---· -· -
. VETERANS HOME -1v1INNE.li...POLIS 

OPE~TING POL1cy·ANJJ. PRoc~nUREs 

Title: Resident Assessment Instrument (RAI) ·Number:· 01-71 

· Approvals: Administrator A.S. 11/01 Date: 11/01 

POLICY: 

P.age __,__1 __ of · 2 

It is the policy of MVH-Mpls. that a comprehensive assessment, i.e. RAI, includ~ng · 
the JY.IDS, RAP'.s (Resident Assessmt?nt Pro~ocols ... in conjunct~on with the RAP · 
Guidelines)~. be completed upon admission of a resident, quarterly, annually, and if a 
signiflcant change in status- occurs. 'f4e L~ad .J\1D·S Coordinator/designee willtrack 
and pr~Vide a schedule for J\IDS completion .and monitor f?r eompliance. 

PROCEDURE: 

I. N ~w Admis~ion: 

A.. Nursi~g, Recreation Therapy, :rvt;en:taI Health Servic~s (wis), PT, and Dietary wili 
complete a departmental as~essment between day 2 and day 8 (admission day= day 
"one") for.each newly admitted resident. Data from the dep_artmental assessments will 
correspond to appropriate sections of the iYIDS, i:e. lvfiIS= Sections B, E, and F;.Dietary 
= K; PT= G-3, G-4;_ .Recreation Therapy= N; ·Nursing =all other s~ctions. ' 

B. The Admission :MpS, and Resident A~~essment ProtC?cols (RA.P's) will be complet~d by 
the mUt :MDS Coordinator. by day 14 of the resi.derit's stay. By signing lines AA-9.a and· .. 
R-~' the J\IDS Coordinator is attesting to the accuracy of the submitted MDS data .. By 

:sigiling line V-Bl, the MDs Co.ordinator is assl;liing ·corilpl~tio:Q. of the RAP'.s. After 
RAP and care plan r~view, the staff persop. leading t"Q.e care ~onference (any 
interdisciplinary team.member, i.e. RN, Social Worker, Dietidan etc.) will sign line V-B2 
to assure that. appropriate problem ar:eas as· identified by the IvIDS are addressed within 
the resident's plfil:\ of care. The initial care conference -will be scheduled .by day 21 via 
Health Information Management. · 

Il. Qu~rterly l\IDS Review: 

A. Each resident Will be reassessed every 84-90 days .utilizing the ·Quarterly :MDS form to 
momtor for changes in resident status~ ·The 1IDS Coordinator will complete all sections 
·of the Quarterly MDS via staff/resident interview, and utilizing data from the resident's 

. .. . . .. . . 
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written record including, Nurses;. Weekly Charting, and Quarterly Range of Motion Data 
Collectiop. Form, and will sign lines AA-9a a.lld lU attesting to the accuracy and 
completion of the assessment. ·A care conferenqe will be scheµuled via Health. 
information Management corr~sponding with the completion dat~ of the QUarterly J\.IDS. 

III. AnnualMDS Reass~ssment: 

A. The RAI.will be c~mpleted within-365 day~ of the resident's last comprehensive 
assessment, i.e. Admission 1\.IDS, Sigtiificant Change MDS, or last Annual MDS 
Assessment. · 

. . . . 
B. Eleven day~ prior to the Ann-µal :r\IDS due.date the Lead_MDS Coordinator will i+otify the 

intercltsciplinary team of the· seven-day observation period for completing departmental 
assessments. Each ~ection. of the }JD~ will correspond to a dep~entru. assessment as 
per the Admission lvIDS, except Social Services (not :MH:S) will be responsible for 
se~tions B, E, and F ." · · · 

C. · The unitJ\IDS Coordinator Will be responsible for completing the MDS and RAP' s as per 
· the Admission section above. Health Information Management will schedule care 

conferences as above. 

IV. Significant ChaD:ge MDS: : 

A. If ~t any time during the year a reside~.t ~xperiences a sigiimc~t 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 
J.\,IDS") will be initiated.per the above manual instruqtions. Subsequent care coi+ferences 
and MDS's will be scheduled from the _date of Significant Ch~ge.11DS completiQn. 

H:\POL-PR,.OC\P-P?l\01.7J.doc 
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Minnesota·Veterans Home-Minneapolis 
Clinical Rounds Review 

DATE: 
-~-----

0 Admission· 0 Quarterly D Annual 0 Significant Change 
Qualify o.f.Life · : Comments from Clinical Rounds Discussion 

Vulnerabilities Reviewed 0 
Long Term.Goal .. 

Discharge Plap 
O Long-tenµ placement 0 .Plans to discharge D Level of care change 

Resu~cit~tion Code Status *Rev~e~· MD Orders 0 Full Code 0 DNR .. 0 DNI D Hospice 0 Comfort Care 0 LTP . . D referral to MD for "ability to-make HC 
Decisions" · 

Social/Personal Suppqrt Personal I Business Management/ Psychosocial support services p~ovidecJ 
0 Strengths .. 

O ·.Has support of family/friends 
0 1: 1 coun_seling support 
0 · ~in~cial mgt. 
0 Group(s) 
0 E~d oflife 
0 Other 

.. 

Spiritual Care · · 0 Chaplain Visit Referral 
D ·Worship Services 0 Recent loss/life change .. 
Faith Concerns P yes D ·n.o .. 

· Therapeutic Recreation .. 

Frequenc;y. groups attended · Program type 
Goal Met: 0 yes 0 n9 0 partially D Goal continue . 0 Goal Change 
0 work therapy program . . . 
Coipments . . .. 

Smoking .. 
· sinoker? o·yes o. no Ariy unsafe incidents? D yes 0 no Any chang~ in risk factors? D· yes O no 

Mental Health D Referral 'for Decision Making :Assessment 
0 Baseline Status 0 Change From Baseline Status ·Describe: 
D Target Behavior: · 

.. .. 
0 No Psychotropics used D Psychotropics used Consent in place Dye~· ollo 
(circle)' antidepressant antip~ychotic _ hypnotic antlairx:iety 0 Routine D P~ .. 

DX: : .. 
Describe .. 
Problems with: D Behavior: . . O Cognition: D Mood/thought 

D MHS. Referral for Behavior, Assessment, Therapy Services, Psychia.trY 
Currently involved in:· 

. . . 

Bldg/RM#: MR#: ___ _ 



Quality of Care Comments from Clinical Rounds Discussion 

Medical Condition 
Baseline?. Dyes D no. Describe Medical Referral Needed· : 
Infection: 0 MR.SA . 0 VRE D· HXofTB 
Location: · 
Precautions: D ,contact D Isolation Temp. Care Plan needed: Dyes D no 
Pain: -0 No pain 0 Chronic pain managed .:Location: 
A~ute/new pain: O"yes D no Location: 
Pain Management P.Ian.: Effective : D yes D rici D .Routine analgesics/tx.' s: p PRN' s used 
Update pai:ri management plan: 0 yes 0 no 
Skin Skin Impaired Dyes D no . DChfonic Condition Trea1ment· Treatment 

Describe: . 
.Location: · .. 

Nutrition Curre:n.tWeight (lbs.):. Weight: D stable . 0 loss # D gain# 
. · Diet/texture: . 0 Hydration Plan Comments: 

Elimination 
. Bladder. .Continent D yes D no D Assisted· D SIC D Foley 0 SIP 

Bowel Continent D_ yes D no O Osfoiny Change: 
At Risk: I 

Falls/Safety/ Mobility 
.. 

·o PT/OT Referral 
DNo falls ~requency over past quarter(#): __ . . . · · . · 
D bed alarm Q ·~heelchai~ alarm· Dlocked unit D TAS ~it .. 0 thigh belt D :fyont closure Drear closure D iap tray Restraints Reviewed- D·Remains least restrictive 
.D lap buddy 0 wedge cushio~ D perimeter inattress. 0 ~oor' matt 0 Other: D Recommend. Change 
Siderails: 0 ~a.If 0 full D 1 or 2. . Straps: O foot D ankle, D shou~der .. 
~y: Consent in place D y~~ Cl no 

Rehab Status. · DPT .. 
Attends: DOT .. 

D Speech .. 
Dysphagia Diagnosis I Sw'allowfug· Guide in place 

D'..Fitness Gyrti: 
Clinical ~oun.ds Attendee's Signa~ure: 

•. 

CARE CONFERENCE REVIEW DATE: 
O N:o chang~ since clinical rounds notation O· Changes/updates since cl~nical rounds notation Describe~ 

... 

Resident/Family Concerns o .. r Comments: .. .. 
. . . . . . 

. -
Gare Conference.Atten~e·e's Sigm1ture (including resident and family).: 

I . .. 
Resident Name: _ _....-,--____________ _ ~ .. 
MCP-001 1/03/05 

.. 
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· Object~ve: ResideD;tJocU:sed care plallning has been proven to improve outcomes for residents. Having 
indiyidualized problem/issue identification completed by an interdisciplinary team Will improve 

·Policy: 

the residenes ·quality of life and .quality of care. . · · · 

Pre-screening to discharge is a continuous_ process v~r~~ ~.segmentation. The work of one part 
of the team becomes a. formal pan of the. ).).ext steps. Interdisciplinary teaining i~ bi;lilt in, 
duplication is minimized, and residents are not asked repe~te4 questions. The framework of 
this proc~ss is: · 

· 0 Pre-Admission documents are a permanent part of the medical -record 
0 The RNM puts "in place predictable interventions prior to admission. · 
ci The · designate<l; Nurse further asse~ses the resident upon admission and adds to the · 

document. . · · 
0 The interdisciplinary team assessments begin. 
0 The care plan is developed. 
0 . Interventions are· implemente~. 
O Evaluation towards goals is performed. 
O Reassessment is started. 

PROCEDURE: 
1. · Pre-screening: Clinical Nurs~ Specialists 

A. . Determine eligibility of resident . . . 
B. Deterrn.iile if holistic needs can l;>e met .within the MVH-Mpls Continuum or"Care 
C. Gomplete Pr~-Screening Assessn;ient (M02-298C.vsd) 

. D. Comi:nunicate to ~pplicant 
E. Communicate to Interdisciplinary Team 

2. Pre~adinission: Registered Nurse Map.ager (RNM) 
A. RNM or-desiguee beg~s pre-coordination of care . 
B. Coordinate .-plan for safety and pressure ulce:r ·preventjon .so· it may be imp1e~ented the. day of 

ad.mission · · · 
1. Estimated.Braden Scpre and Pro.active interventions 
2. Predictable ;Fall.Potential I Safety Issues I Proactive interventions 
3 .. Pre-care plan any other issues that need to be addressed for the resident upon admissi~n 
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3. 

. 4. 

·Admission: Nursing. . 
A. RNM or designated Nurse admits resident.. . . 

(l).Complete indicated sections. of the Admission Assessment. (M02-302C) and scheduled . 
. Momentus.assessments. 

(2).Initiate Adinission Vital Sign/Narrative Notes in Momenttis . · · 
B~ Add initiat resident issues to the Interdisciplinary Care Plan Templates. (MCP-002) · · 
C. Start commu¢.catiqn link with f~y · · · 
D. Insures an required ·physician orders are obtained and transcribed· 
E. ·HIM schedules in Momentus · 

I. · Admission height and weight 
2. · · Adr¢ssion vital si~s q 4hrs x ~4 
3. Admissi9ri narrative notes q 4hrs x 24 .. 
4. Risk for falls assessment ·· 
5. SJpn Check Questionnaire 
6. Admission Base.Care Path 

Assessments: Nursfug -. . 
A. RNM or. Designated Nurse impleme~t assessment process 
B. Co~plete the Admission Nursing Data Collection Coordination Form (M02~300C) to ~ssign the 

c. 

assessments; . · · 
1. Assessm~nts include: . . 

a. . Bowel and bladder Incontinence A.ssessment (02-035c/02-174C) 
h. Pain Assessment (M02-282C) · 

· · . c. Risk for Fails (Moinentus). 
d. Resident Functional Abilities Form (M02-299C. vsd) 
e. Skill check queStioJ;lll~e (Momentus) ·. · 

· 2. Assigri Mantoux · 
3. Assign Skin Inspection 
Review the following vulner~ble areas for resident sp·ecifi.c v$erabilitie~. 
i. .Exhibiting psychotic or psychopathic behavior, manic-depressive, hap.ucinations; delusiop.s, 

delirious, cJinically depr~ssed ·· 
2. .Combative or physically. assmµtive 
3-_ . Verbally thfeatening, poor impulse control · 
4. . Chemical health drugs, alcohol · 
5. Agitated, ~oµs . 
6. Sociaily isolated. -withdrawn, alienated from other residents or s~ 
7. · Unable to make decis1ons · · ~ · 
8. · Persons unable to perform ADL's 

. 9 .. lmpaired.memory,judgement . 
. 1 Q. Impaired speech and communications 
11. Sensory deficits - visual, auditory 
1°2. Neurologi.cal impairments 
13. Selfhann . 
14. Suicidal ideation 
15. Persons easily exploited by oth~r residents 
16. Sound deficits · 
17. Isolation 
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5. RAJ Process (MDS, Triggers, RAPs) Interclisciplianry'feamMembers · ._. . . . 
· It"is the policy of MVff·Mpls .. that~ comprehensive assessment, i.e. RAI, including.the J\IDS,.RAP's 

(Resident Assessment Protocols.~.in. conjunction ·~th the .RAP. Guidelines), be completed upon 
. adinission of a resident, qua..rte:r:ly, aruiually, and if a significant change in status occurs. 
Accountab.ilities: rp.e Lead MDS Coordinator/designee will track and. pr.ovide a schedule for :rvIDS 
completion and monitor for _complianc~. 

A. New Admission/ Initial l\IDS: . 
. L: Nursing, Social Services, '_Therapeutic Recreation, ·Mental Health· ServiCes ·(MRS), . 

. Rehabilitation, Chaplaincy, and Dietary will complete interdisdplinary assessments 
between d&-y 2 and day 8 (admission day = day "one") for ~a~h newly a~tted resident. 

. Data ·froni the dep~ental 3Ssessments ".Vill correspond to appropriate sections of the 
~ 1\!IDS, i.e. ~S~ Se~tion.S B, E, and F;· Dietary:::= K; PT= G-3, ·G-4; Recreation Therapy 
· = N; Nursmg = all other sections. · · ' · 

2.. Th~ Admissiqn MDS, and Re~ident·,A.ssessmentProtocols (RAP's) will be completed by 
the Uriit :MDS Coordinator.by-day 14 of the resident's stay. By signing lines AA-9a and 

· R-2, the :rvillS Coordinator is '-atte~t¢g to the accuracy of t4e submitted :MDS data. By 
signing line Y-Bl, :the :fyIDS Coordinator is assuring completiqn of the RAP·'s. After 

· . RAP -and care pl~ · review, thy staff. person leading the care conference ( ~y 
interdisciplinary team inemher, i.e. RN, Social Worker, Dietician etc.) will sign line V­
B2 to assure that appropriate probl~m areas as icientifi~d by the 1'v1DS are. addressed 
~thin. the resident's plru.t of care. The initial° care c<?nference will be schedul~d by day 
21 via Health ;Information Management and I or}v1DS Coordinator. · 

. . 

· B .. Quarterly MDS :Reyiew: . . . 
1. Each r~sident will pe re.assessed every 84-90 days utilizing the Quarterly MDS 'form to 

monitor for changes in resident s~tus. The MDS c·oor.dinator will complete all sections of 
the Quart~rly MDS via s~tes!dent mterview, and utilizing data from the resident;-s record 
iricluding, Nurses' W ~ekly Charting, and Quarterly Range of Motion Data Collection Form, 
and will sign lines AA-9a ?JJ.d R2 attesting to the accur:acy and compl~tion of the assessment. 
·A care conferen~e will be scheduled via Health Information Management correspm;i.ding with 
~e completion date of the Quarterly MDS. · · 

C. Annual MDS Reassessment: . · · 
. 1. · The RAI Wil~ be · completed· within 365 ·days of the resident's · l~st comprehensive 

assessment, i.e. Admission :MDS, Significant Change l\1DS, or 'last Annual MDS 
Assessment. .· · · 

2. . . Eleven days prior to ~e Annual l\IDS due date the Lead MDS Coordinator w:lu ·notify the-· 
interdisciplinary team of the seven-day ohservation period for completing departmental 
assessments. Each section of the MDS ·wiI~ correspond to a depru'Qnental assessment as 
per the Admission MDS, ~xcept Social Services (not :rv.nIS) will be responsible for 
sections B, E, <l;lld F. . 

3. · The unit l\IDS Coordinator will be responsible for completing ~e J\filS and RAP's ~s per 
the Admission section above. '.Health InfoDD:ation Management will schedule care 
conferences as above. · 
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D. Significant Change l\IDS: · . . . 
· · 1. If at any time during the year a resident experie+ices a significant c~ange in· health status, as · · 

define4 in the CMS MI Versi~:t?- 2.0 ¥anual (located on all units) and per an 
interdisciplinary. team dialogue, another comprehensive· assessment ("Significant Change 
Iv.IDS") Will.be initiated per the"ibove manual instructions. ·subsequent care· conferences·and 
1vIDS's will be scheduled from the date of SiinIBcant Change MDS completion. · · 

2. Significant Change in Status monitorillg for a.NCU resident will be··done at Clini~al Round~: 
a .. : The.1ID s · coorc;linator will 1Jrlllg the farm to Clinl.~al Rounds 

·. b. The Clinical Rounds.team will review resideJ}ts who: 
1. · . have returned from the .hospital · 
ii. · having ~ chang~ in status .per 11DS Manual definitions 
lll. have received a new signj.fi~ant diagnosis or newly found.terminal diagnosis 

c. The Clinical rounds team Will have up to 14. days to determine if there is a signi~cant 
change in status.· The .decision will be document~d on the Significant ~hange ·in Status 
~onn M02-312C. · · · . 

d. The form. is filed under the fyll)S section of the indivigual resident's ?ledical record. 

· 6. ;Developing the Interdisc!piin.ary Care Plan . 
A. · As the assessments are completed the interdjsciplinary teani starts to deyelop the initial plan of 

care for the resident. · · . . . . . . 
(1).Each interdisciplinary team member documents - by dating ami initialing each entry -

indicated problems, goals, approaches required for the involved resident · 
. a. E.ach member wil~·include indi~ated risk factors,. measurable goals as indJcated, 

and approaches to· yliminate or minimize problems, and ~pproaches to strengthen 
resident's goal achievement. 

b. the vulnerable areas that would place the resident at risk for abuse, induding · 
self-abuse, neglect and/or: financial exploitatio~ are note4 on the care plan by an 
asterisk. Specific measures/approaches to be taken to niinimi.z~ the risk of abuse 
shall be part of the care· plan. 

(2). The :MDS Coordinators will take this information and prepare .~ computerized copy of the 
. · care plan and bring it to the Clinical Rouitcls meeting for approval/editing · · 
·(~).The templates may be. thinned .at the time of approval of.the·computeiized copy of the care 

plan. · · 

( 4). The care plan is reviewed/revised with the resident/family at the Care Conference 
(5).It is the ;respon~ibility of the Clinical Rounds Team to maintain the accmacy of the resident 

care.plan. · · · 

7. · Progress Towards Goals: 
A. Clinical Rounds 

(l).Disciplines: 
111 Nurse Practitioner 
• RNM or designated Partnering Nurse 
• :MDS Coordinator 
111 Sociai Worker · 
• .Dietician · · . 

· • Rehabilitation · 
111 • Mental Health Services 
• Therapeutic Recreation . 
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· • Chaplaincy 
• Pharmacist 
111 Others as. 'indicated 

(2).. Resident Selection '-. 
111 Residents.due for 1vIDS and Care Conference 
111 • Residep.ts experiencing Signlf1-cant Charige 
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• · · Re&idents who are experiencing problems or change during the· week of the Clinical 
Rounds· (Residents with temporary care plans in place) 

(3).Content . . . 
111 Completion of the. Clinical Round~ ReviewFqnn (MCP-001) See attached. 

8. Reassessment Processes · 
A. We~kly Charting (M02-297c) 

(1 ). Collection of data to .deteimin.e the :resid~nt' s progress towards care pl~ed g9als 
(2). Noting declines and improvements 

· {3).Noting Acute illness 

· B. · .. T~mporary Care Plans . 
(1 ). Temporary· Care :?Ian Goals: (fCPOl-04) 

a. · ··To provide a high qucility time effid.ent process· to co:µmmnicate temporary 
changes in sfatus of residents in the NCU. . · 

· b. To enhan~e. the care plarlning proc~ss so that the care plan ~eflects the c~ent 
· ~~ndition of the resident in betweeP,.monthly/quarte~ly ~terdisciplinary updates. 

(2)i Temporary Care Plan Deimitions: . . . 
a. Temporary Care flan: A care plan that includes problem$ that a inember(s) of the 

interdisciplinary team consic;Iers to be lasting < 3.0 d?-ys · · . · . 
b.· ·. T~mplate:· A care plan option, which coJ.1,tafus basic standards of,practice ~d/or 

policy/p~ocedur~ reillinde~s that can be individualized ~or each resident situation. 

(3)~ Temporary Care Plan :Procedure . . 
a. When there is a ~hange in a residttnt' s statu~ requiring intervention it should be 

do~umented in the nuises'/inteidiscip~ary Notes· and on either the permanent 
care plan or Temporary· Care Plan. · · · · · 

b. .Determine if resideµt. qualifies for . ~ignificant . change in c9ndition per 1v:IDS 
criteria: The interdiscip~ary team menfber(s) will determine if th.e s~tu_ation is 

. expected to.· last <30. days. If the change is <30 days, the nurse or 
interdisciplinary team member. may: . 
•. Gomplete .a.p. individualized plari of care using the blank te:rp.porary care plan 

template ·· . · 
• ·Utilize the. temporary care plan teinplate for resid~nt illness 
• Utilize the temporary care plan template for resident injury· 
• The interdisciplinary team memqer will determine whaf' elemettts on the 

template are appropriate for the· . resident situation and add ·additional 
information to indiVidualize it. (See ll;is~ctions below) · 

c. If the resident change 1s expected to be longer that 30 days in. length, the 
interdisciplinary temp: member should alert the I\.1DS Coordinator and ADON.to 
·assess the resid~nt for significant change (by 1vIDS de:firiition). If determined that 
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a significant change has occurred, the ~are plan will be updated thr~ugh the 
signifi,cant change assessment process. 

d. :Pire~tions for completing a Temporary Care Plan Template 
• . Date ap.d initial the left hand· column of the template. 
• As further changes are ·made; date and· initial the. changes as on _any legal . 

· c;locument.. Bighlighting out discontinued sections of the plan is ?-Cceptable as 
.long:as it is dated.and initialed. 

.• Place in the MAR so on ... cqming nurses will see 
• Insure a nurses' :note or interdisciplinary note has been written on the situation 
• When resolved; the template ~hould be filed behind the ·permanent" .care plan in· 

the individual. resident's medical record. · 

. . 
· C. . Significant Change in Condition: . 

· 1. · Wheii a condition_js identified that is considered by clinical judgement to. be pernianent 
and/or .. meets· the N.IDS Significant Change Critena a significant change in status 
assessment process is ~o .take place (Comprehe~ive J\IIDS - Refer to Assessment sectio~ 
~owJ· · · 

D. Re-ad.mission . . . 
(1 ). Pharmacy Will print out the· most current 1isting. of the resident's medication ori: ~ duplicate 

carbonless form when the resident is adrriitted to the hospital.. This will ll.ave· holes for the 
chart punched in it. It will be delivered to the floor through the pharmacy delivery system. · 

(2). The B;ealth lb.formation Clerks will place the form in the fro~t of the resident's chart 
(3)~Upon receipt of the readinissfon orders fqrm,. the GNP will review the p·revious 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 ~e ·duplicate. ·page of the ·form and ~ copy of the 

readmissipn ord~rs to the pharmacy ·. · . 
(4). The .phanllaqy will produce a MAR/TAR from the information ·and send the order listing, 

. MAR/TAR to the statjon. The iime~am.e will be approximately 1-2 :P.ours if received before 
2:30 PM~ If received after, call the pharmacy.to see if MAR/TAR will be available.· 

. a. · The. partnering nurse· will send the· foilowing to the pharmacy: 
• rev.iew the an'?illary orders. . . · 
• · review·the ·allergy 'listing 
• attach a copy of the discharge sunllnary if available 
· •. · ·. return medfoations needed a label change· 

(5). The nurse on duty will tr~cribe the orders. She/he will also include reviewing the ·chart for 
. any orders or ancillary orders missed from prior to the hospitalization · . 

(6).If the mir~e practitioner or p;liarniacy services are p.ot avaifable, the nurse will call the 
Medical Officer of the Day for confirmation of the orders. · 

H:\POL-PROC\P-POI\01-76R.doc 



Phase I: 

Addendum Documentation System PIP _01--76 

· Minnesota Veterans Home 
Millneap.oli~ 

Procedure f c:i'r Admission Documentation · · 

:Pre-:Screening I Clinical -Specialist RN · 

A.· Tiie Clinical Specialist.RN's will document information obtain~d on a·resident 
through ~e pre-screening process on the NlJRSING PRE-ADMISSION 
ASSESSMENT. . 

· B. The original NURSING PRE-AD:MISSION.ASSESS1\1ENT will be filed in the 
· administrative folder in Admission$ Office. 

C. A popy will be attached to the admission packet that goes to the RN Nurse Manager 
· on the a~tting unit. · 

.Phase Il: . ·Pre-Ad~ission I RN Nurse Man~~ei: (RNM) 
. . 

A. The RNM will review the NURSING ·:PRE-ADMISSION ASSESS1\1ENT. He/she 
Will then initiate the ADMISSION CARE PLAN. At a miniin.um~· th~ resident;s 

. safety plan, pressure ulcer preven~on.plan, and ADL plan will be addresse~. · 

. B. The RNM will make arrangements for specialized equipment, pres.sure relieving· 
mattresses? safety devices to be available prior .to ~e admission. 

C. The RNM will <;ielegate assigmllents for new a~ssion ~sse.ssments on the 
ADMISSION NURSING DATA COLLECTION COORDINATION form. 

Phase ill: Admitting RN/LPN 

A._ The a.dmitting RN/LPN will: 

1. Greet the r~sident . . 
2. Review ·th~ NURSING PRE-ADl\fISSION. ASSESSMENT 
3. Review the RNM coillm.ents 
4~ Review the ADMISSION CARE PLAN 

B~.· Update With additional information: . · 
·. · 1. Communication · 

2. B~haviqral concerns llµ.tially noted · 
3. ADL's . . 
4. Nutrition/Hydration 

. 5. Elimina:ti_on 
. 6. . Mobility 
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7. ·safety Plan 
8. . Pain Management plan 
.9. Sleep-pattern concerns 
10. Acute diagno_sis concerns 
11 ~ Pressure illcer Prevention Plan 

· 12. Complete tp.e ADMISSION ASSESS1\1ENT including 
13. Skin inspection · · . . . . 
14~ Height I weight . 
1 S. Last bowel movement 
~6. :Neurologicai b_aseline 
17. Vital signs ever:y 4 hours tim,es 24 hours (re9ord in Mo:mentus). 
18. Pain rating with vital si~. · 
19. Lying and standing blood pressure basyline 
20. Noting-specialperso~al devi9es: dentures; hearing.aids, pacemaker·che~kb.oxes, 

glp.sses, etc.· · · · · ..... 
2i. Write.an ~ncidental status entry in the Nurses' Notes every 4 hours ti!n.es-24 · 

· hours i-,i Momentus. 

C. Iriterdis'ciplinary Team Assessments: · 
· . 1. Range of motj.on '· · 

2. · Cogriition assessment 
3. Dietary 
4. Therapeutic recreation 
5. Social Service 
6. Spitituality 
7. Rehabilitation as indicated 
8 ~ Others as indicated by ·resident ne~d 
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!v.Iinnesota·Veterans Home· 
fy.linneapo}is . 

Guide for Completing_ ff Clinical ~ounds I Care Conference· Form" 

This form is meant not only as a way to more fully capture the interdisciplinary 'discussion . ~ 
of residents 8;t clinical rounds who .are SGheduled for upcoming care c011fi~renc~s, but as a guide 
and documentation tool for the care conference itself. In the future,. some version. of this form 

· (~d attache.d informational letter) co.uld also be used as a routine corllmunicatio~ tool for· 
families. . · · · ·· ·. . . 

What follows is.a step-by-step gliide for the interdisciplinary (ID) team members attending 
Clinical Row4s. (page 1) and. those !}ttending the Care Conferences (side 2) for completing the· 
form. 

1. Each Cliniqal Roup.ds group is fo ·designate a recorder .. The recorder is to complete 
the ."Clinical R9unds.l Care. Conference Form" and also document indic;ated aspects 
of the clinical. discµssion in ~e indiVidual resident's medical ·record. . · 
A. Here are options for selecting a recorder: 

1. Each ID member seiect~ one of the residents on the schedule 
2. A fixed rotat1on of one designated recorder 
· 3. Selecting a volunteer · · 

· 4. * ~ote: For the sake of experience it is more beneficial to rotate this 
role, i.e. not havillg the same person be designated as.the recorder each 
week. · ' · 

2. The residents revi~wed at Clinical Rounds are s~heduled 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 scifety issues'are also.to be brought up at this time (dis.~tissicm of 
non-scheduled residents.should be .docum~nted in a progress note versus.the cum.cal 

. Rounds form). 

3. · The date of the Clinical RoUn.ds discussion and review type should be rec9rded at the 
top of the page 1. . . 

4. The should be written in the. space provided. The resident's current 
· Io:p.g-term goat can be found on·the cover sheetat the be~g oftbp care plans. If the 
team firids the goal has been met or is ~utdated, a recom.n;ie~datio1:1° ~an be made to 
·.revi~w/rewritethe goal at the care coJ?fe~ence. · · 

5. Designate with a "./"the current (loca~ed on the care pla;n cover she~t). 
If changes to the plan are to bt=? made, check the appropri~te option. Follow-up 
documentation will be recorded at the care conference·. · 

6. can.be answe~ed with the· CJ:NP'.s and unit nurse's ·input. 

7. Indicate the . The current order can be found ·on the· · 
Physk~ian' s Order foJ;Ill; in the Physician Order portion of th~ chart. 
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. 8~ Inf~~atio~regarding. and non-restraining (NR) devices can al~o be found on 
th~ Physicicµi' s Order form. The GNP, partnenng nilrse, RNM, or OT staff can help 
provide ~ccurate ief o~atio~. · · = · 

9. Any ID member c~ help provi~e input regarding ·and if 
referrals· should be made to MHS, VA psychiatry, or Chaplaincy.· A nurse or GNP can. 
~elp indicate if psychotropics .are used and if fill accompa:qying diagnosis is listed. 

10. · informat1on and needs should be indicated,· or if there are "no concerns at 
thj.s time". Referrals ~o ·chaplaincy may·be indicated h~te. · · 

11. Data regarding s?-ould be indicated by the TR staff.-
, . 

12. ~tatus cati be _indicated with inp~t from the partllerl?g nurse, RNM, or GNP. 

13. The dietician will ·have information regarding including- current weight. 

14. Data regarding 
the chart). 

can l?e found ·on the Falls Ffow -Sheet (in.the Flow Sheet portion of 

15. Representatives froni PT and OT can. help the recorder compl~te the 
·se¢t~on of the fo!ffi. Resident ~·omm:unication or swallowing issues/conC?ems indicating 
a need for Speech Therapy· services can be documented here {referrals need an MD . 
~rde~). · . . 

16. to be recorded. ** Prior to the care conference, each 
discipline should review their re_sident goals, document this review by big~ghting 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 indi~ate the discipline-responsible.** 

17.. Upon completion of page 1~ the fopn should be filed in the Care Pl~ portion of the 
chart, after the resident's care plan and before ~e :MDSs. 

· 18. Those staff attending the Care Conference can review the Clinical Rounds . . 
documentation on page 1 with the resident and family at the care copference. On page 
two, _designate with a "./" if the. information on page 1 reniams current and correct. If 
chan es have occurred,"./'~ the appropriate space and provide an explanation in the 

section. Resident goal review and c~e. plan updates· may be docUm.ented 
here as well as resident and family comments. 

l 9. After the car~ conference, Page 2 should be ~~gned by those attep.ding incl~ding the 
-i;esident" and family. and dated. BC?.th Pel:ges sh9ul4 hav{! the resident's name, room#, 
and medical rec~rds # ·docun:iented at the spaces _provided at the bo~om. 
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.MN Veterans Home -·Minn~apolis 
¥DS Significant Ch.ange Determinati.on 

Reason for· Significant Change. Discussion: A Decline I Improvement is noted that: .(Check all that apply) 

[ D. Will not normally reserve itseltwithoutJntervention by .0 _Impacts more thah one area of the.resident's health 
staff or by imple.menting standard disease-r~lated statu~; and Requires interdisciplinary review and/or . 
clinical interventions, is not self-limitinq. revision of the care olan. · · 

lmprovement htwo of m~re of the Decline in two· or more of the following or Primary Discipline Requests a 
· followinq Significant Change in Status As~essm~nt be done 

D Any improvement in an AOL tJ Resident's decision-making D Unplanned weight loss problem (5% 
·physicartunctior:iing area where q · change from. o. or·1 to 2 or 3 for in 30· days or 10% in 180 days ) K3a 
re$1dent is newly coded. as 0, 1·, or item 84 
2when previously scored · 

· as 3,4, or 8 G1~. 

D. Decrease in the number of areas (J Emergence of sad or anxious .D New pressure ulcer at Stag·e II or 
where Behavio~al SymptOms or mood pattern as a probtem that is higher, vyhen no pressure ulcers. 
Sand ot Anxious Mood are.coded not easily altered .(Item E2) were previously present at Stage II 
as '1riot easily ·altered" E2 and E4B: or hiaher M2a 

D Resident's decision-making D ·increase in the number of areas D Resident begins to use trunk 

.. : C?hanges from 2 or 3 to O ·ar 1: 84 ·. where Behavioral Symptoms are · restraint or a chair that prevents 
coded as "riot easily altered" · .rising when it was not used b~fore 

P4c a.nd e· 

D Resident's incontinence pattern D. 'Any decline !ri an AOL .P~Y~ical D Overall deterioration of resident's 
changes from 2,3; or 4 to. 0 or 1 functi~ning .area. yvher~· a reside~t · . conditiqn; residenheceiv~s more 
H1a orb · is newly coded ~s 3,4, or 8 for support Q2=2 

G1A 

~ Overall improvement of resld~nes- . D Resident's ·incontinence p~ttem 
condition; residE?nt.receives fewer changes frorh. Oor 1 to 2,3,or 4 
supports Q2=1 (H 1 a or b) or there was placement 

of an indwelling Gatheter (Item 
.H3d); 

. D DoE?s not meet significant change criteria: (must include rationale) 

D .Does meet sig.nificant change criteria:. 

I Ass~ssment Reference Date: 

1 Notified on: · 

Date/ 1.nterdi~ciplinary Tearri Signatures: 

Date MOS Due: 

Date Care Conference Scheduled: 

Resident 
M02-312C 

----------------.----- Med. Rec.#. ____ / Room# ___ _ 
MVH 10-03· 

· H:\02\PCM02-312C.doc 



"Se~ing ·Those Who Have Serv~d". 
MN Veterans Home:S.- Minneapolis 
Quality o·f Care Standards;-:- Nursing Care Units 

\Jursing care and services are. performed to: 
• maximize the resldents1 current abiliti¢s 
• . preserve and/or restore functional st?tus 
·• support residents1 freedom of choice· 
• provide for resident p.rivacy arid ensure a·sar~ environment. 
• foltow the residents' .plan of ~are 
• provide for and maintain resident dignity and right t~ 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 approp.riate care team members. 
• comply with MVH policies/procedures· · · 
• comply with MOH .arid VA regulations 

Promote a resident-centered environment: . 
• primary fqcus ·is physical;c mental and emotional well-being of each residE?nt · 
• supports an environment of trust dignity and caring. ' · · · . · · . 
• maximize t.he comfort level of the residents throug~ pain management. Pain assessment is the 5tn vital sign. 

Comprehensive Resident Assessment. and Care Pla_nhing: 
· ~ all residents rec~ive a comprehensive assessment t~rough the RAl/MDS process. 

• RAPS ?re completed · . . 
• · items of concern- are comr:nunicated on -the r~sident focused ~are plan . . 
• . goal attainment is measured during the quart~rly process and when ·a sig_nificant change in status is identified 
• · . all nursing staff are aware of the contents of individual_ residents·!n their care. 

Personal Ca.res: 
• Bathing: . . 

1. · Each resident receives a bathe or shower a minimum of one t,irne per week ·and as needed and as 
. desired. · 

.. 2. Provide for resident privacy through.out the procedure including Jo and from the tub room 
3. The safety belt is applied to arid worn by ~II residents· in the tub throughOµ.t the bath." 
4. Obs.erve and report skin conditions to lic~nsed staff · · . · · . ··. · 
Note: NCU residents are not to_ be un_supervised in tub/shower rooms.~ 

• Dressing: 
1. Clothing is changed daily and as needec;i . 
2. Residents are dressed appropriately for weather, activity r·evel, social acceptability and to maintain privacy 

I di_gnity. . · . 
· 3. Clothing prote~tors _are applied as needed while dining and are removed before the re.siqent leaves the 

dining area. · · · 
4. Footwear is appropriate to the ·resident mobility status. 
5. Privacy and .dignity are maintained th~oughout the process of aressing. · 
6. · CJothing items. are l~bel~d with the resident's name. 

• Grooming . 
. Monitor, encourage participation, assist and/or perform resident groom!ng which includes: 

1. Shaving: daily and as needed · · 
· 2. · Deodorant: · daily · 
· 3. Nail Care: weekly and as needed (clean and trim) 

· 4. Hair care: Combed daily, washed. w~ekly ·and as needed 
. 5. Oral Care: Twic~ a day and as needed . 



''Serving Thos{! Who $ave Served"· 

Nutrition arid o·ining: 
• Nursing staff will assist resident'$ in completing hand hygiene prjor to each meal and· fdliow infection control 

policies.through out the mear . · 
e Tray~ are picked up and served prom.ptly Within 5-10 minutes of arrival. 
• Trays aie serv·ed· to all residents af each dining room table before assisting individuc~Is. 
• Staff is present thr~ughQut.the meal. Licensed staff is available on the unit. 
• · Resjderit fo~used atmosphere and conversation are maintained throughout the dining experience 
• · Residents receive thE? r~quiied-(inclu_dihg.care planned items). assistance 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. su.ppiement consumption is completed promptly 
• Fluids are offered to the residents frequently throughout the day. 
• Intake report'anc;i/or record is m9nitored/documented as indi.cated. 
• Fresh water {at the proper consistency} wit! be supplied ev~ry shift. 

Pesitioning: . 
. • Resid~nts are positioned in a mann~r"to promote comfort ·and ·allow for maximum freedom of movement. 

• Turning and repositionif!g is done every 2 hours or as care pl~nned through individual ?Ssess.ments. . . 
• Positjoners, enablers, and restrictive devices atl are least restrictive, have a physician I NP order including 

- medical symptom! and a pl~n for r-e-evaluation of tolerance and effectiveness . 

.Resident mQbility: 
It is the· goal of the nursing department to assist the reside11t to. maintain their highest level ·Of functioning. All · 
residents will be assessed and care planned for their individualized mobllity plan containing: · · 

• Transfer technique 
• Plan for ambulating as asses~ed 
• AROM I PROM as assessed 
• Bed mobility · 

Reside.nt l Staff Safety: 
• Suspected abuse or ·neglect is reported ·immediately to the nursJng supervisor, nurse nianC?ger. director of 

nursing or social worker 
• -. Mechanical lifts will be used pS assessed specific to type. This will be note~ on the ca.re plan 
• The.use of transfer belts .is required on atl physically assiste~ tran.sfers .. 
•. Nursing and ·f)ousekeeping staff promptly resolves spill~ and wet spots on the floor. 
• Equipment that is in disrepair, inoperable or unsafe is ·reported to. the maintenance department and· removed 

from the patient care area. · · 

Customer S~f'\iice: . 
• Call lights will be answered within. 3-5 minutes and tub room/bathroom call lights are responded to 

immedi~.tely. · . 
• ~ach re~ident will be addressed by the name _they prefer and in a respectful way. 
• · All nursing staff are responsible fqr answering call. lights in a timely and courteous manner .. 
• The call light cord is accessible for the resident's use . 

. Infection Control policies and gµiqelines will be followed and include: 
• Hand hygiene · · 
• Use. of Personal Protective Equipment 
• Providing nurs.inQ; services in a way that minimizes the transfer of path.ogens. 



. 
j¥ 

._ 

"Serving Those Who Have Served'' · 
Resident an9 .staff safety: 

• Residents are monitorep a minimu_m of every. two hours and more frequently a§ indicated. 
• Resiqent environment is :maintained free of hazards and obstacles 

· • Egress paths. are consist~ntly clear of. obstacies. 
• Rooms and beds are- labeled with resident names. · 
• Wr~st bands are l~gibl~ ifnd on au residents~ 

Resident Dignity and ·Privacy · 
• · Knock before entering roo~s 
• Always ·~ns~i"re privacy for conversation and cares 
• Lise re~pe~tful tones 
• Resident medical records are not ieft unattended in the public v"iew 
• MAR's are closed :or covered when away from the cart · · 
• _Queries into resident status by others are referred· to the nurse 

: ...... 

}-



MinnesQta Veterans Home-Minne~.polis 
Resident Care Audit 

Date / Shift ofAud~t:. / ·Unit: 
Auditor: 

Attachment 10-2
1 

Instructions: Record resident's 31ame, ~ompl~te the auQ.it with. yes or no· a.TJ.swers. If the answer is no, 
contact·~M .. before leaving the unit.·Retum completed audit for.nl. to RNM .. 

'• Standard I Resident .Name Name '· 
Resident appears well' groomed. 
*:Oral li.ygiene ·has been done 
Fingernail. are clean and trimmed 

. Facial hair is absent (except for 
beards I mu~tache~) 
Hair-is neaUy·:corilbed 
.*Repositioning {every 2 hows} of 
residents have oc~urred· and · 
. docu:rp.ented on HST assignment .. 

list. 
*The incontinent resident. is dry · 
and odor free 
*Treatment plan has bee~ followed 

· regardfu.g incontinent residents .. 
Clieck and changed q 2 hours. 
*Resident has been offered fhtids 
within the past 2 hours. ' 

Note: res. that require thickened 
liquids 
Hearing Aids. ~e· in and on 
Glasses are cleah and worn 
~Splints / therapeµtic appliances 
are o:ri ·as ordered· 
Residents· clothes are clean and 
worn in a dignified mamier 
Proper foot a,ttire is being worn. 

Ward Order 
Bed has been ·:q:i.ad~. Roqm is 
neat, no personal belongings on 
floe~. : 

Fresh Water and 9up is at 
beds~de. (n/a on 6-3) 
NOTE: Exception those that. 
require thickened liquids 
*Gloves are readily. availc:;iple and 
worn according to :MVH policy 

. . 

*No Incontinent pads on the floor 
*Np linen on the floor 
*No .food conta.lners or inco.ntinent 
pads in.the waste basket in·tl~e 

··room 
When assisting with meals staff is 
sitting with resident. {Not . 
standing} · · · 

Use back of form to document actions taken. 
• N09s 

M02-330A 
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Attachment t0-2c 

MN Veterans Homes MinneaDo1is . . .. 
·Internal Monitor 

August·/ September 2005 

-~hank you for agr~~ing ~o be th~ shift mo~ftor. 

The p~rpose of the ~onitor is.tb validate that care standards ar~ being 
met and i£ the care standards ~re not bein9 met, what was the obst~cle to · 
havi~g the care'stan~ards met . 

. Here is the procedure I would like you to follow: 

1. _:tntrodµce you::i;self ·to· the· units and iet them know your purpose. 
2·. · Select 2 or more residepts per NCU unit ·that. are depen.dent on· staff 

f_or cares .such as· toileting,. repositioning,: restraint releas.e, oral 
cares, hydration, etc. . 

3 .. · Don'· t share ·who the residents are initially. 
4. You· may note the time and positioning of a residept; or i·;E the 

resic;i_ent does not objE?Ct_, .mark the incontinent pad with ·a t;i_me. 
5. Ccime back afte~·two hqur$ ~ave pas~ed and see·if the cares h~ve been 

pr~vided.· · · 
p. If the care~s have not been pr_ovided, . gather t}?.e nurse and the H~T 

assigned to the resident. Ask them: · · 
A. ·What were·t~e obstacies or }?arri~rs that kept you· from provid;ing 

the required· care - ask them to. b~ as·. speoific as possihle-7 
B. ·what would help remov~ those.barriers? . . 
C. Let· them .know that ·we are "ftiendTy ·fire" looking for solutio.ns· 

. from versus· criticism of staff .. 
7. · Also, select random room_ ensuring the wat_er pitc~er i1ner d.ate is : 

today's date, denture cups' are· dated within the ~onth, oxygen tubing 
is no ol~~r th~n 1 week, t~i~etries .are not in ~h~red bathrooms . 

. 8. Do a ~p-ot . check of oral care being performed. 
9. : . . Also, monitor·_gl°ove use. 
10. Chec}.c. that med I tx'. carts are locked and· confid.ential ·information is 

not left open. 
11. Check that .. in between· med pa."sse·s the juices j app.lesauces· are dated, 

covered, ·an~ ~laced i~ the refrige~ator.· · 
12. ·Ensure charts are not left.unattended on the floor~ 

Jt's a.big job, but it is neces$ary now as we rebuild the structure bf the 
nµ:i;sing department and restore qua~ity care as we "Serve Those Who Have 

'Ved". 

Please leave your. findlngs in the nursing supe~visor offi~e with at note,. 
~for. Diaµe Vaughn" .. 

· · · Thank. you ! 



Min:nesota Veterans Ho~e-Minneapolis 
Resident Care. Audit 

Date ·1 Shift of Audit: · / Unit: 
Auditor: 
Instructions: Record resident's name, complete the audit with yes or no answers. If the answer.is no, 
contact RNM before leaving the unit. Return. completed audit form to JSNM.. · 

Standard I Resident Name Name 
Resident appears well groomed. 
*.Oral hygiene has been done 

:--.Fingernail are dean and trimmed. 

Facial hair is absent (except for 
beards /mustaches).· 
Hair is neatly combed 

. *Repositioning {evezy 2 ho~rs} of 
resi4ents have occurreq and 
docume:q.ted on HST assignment 
list.· 
*The incontinent resident is dzy 
and ·odor free 
*Treatment plan has been follqwed 
regarding 41.continent resiP.ents. 
Check and changed q 2 hours~ 
*Re~ident ·ha~ been offered fluids · : 

: 

withfu the past 2 hours. 
Note: res that reqliire.thickened 
liquid.s 
:Hearing Aids are in and on . 
Glasses.are cfoan, and worn 
*Splints .J therape~tic appliances 
are on as ordered 
Residents clothes are clean and 

. worn in a dignified "manner 
Prop¢r foot attire is being wonr. 

Ward Order 
Bed has been made . Room is 
. neat, no personal belongirigs on 
floor. 
Fresh Wat~r and cup is at 

· bedside. (n/ a on 6-3) 
1iOTE: Exception those t~at 
require thickened liquids 
*Gloves are readily available and 
worn according to MVH policy 

*No Incontinent pads on the floor 
".No linen on th~ floor 
No food containers or incontfuent 

pads in the ~aste baske~ in ·the. 
r.oom. 
WP.en assisting with meals staff is 
sitting with resident. {Not 
standing) 

Use back of form to document actions taken. 
• NOCs 

M02-330A 
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Date: 

.Minnesotct_Vete.ran' 
Resident Care \ 

me-Mpls 
.. <she~t 

... 

Unit/Team . I 

Resident .Oral Care Circle .Hour Resident Reoositioned I Toileted Goniments 

Repositioned '(R) 
AM.IPM 

Toileted (T) 

23 I 24 , .1 ·I 2 .. 

1 
J· I 4 

1
.5 

23 24 1 2 3 4 5 

23 I 24 1. 1 I 2 I 3 I·~ I 5. 
23 24 1 2 3 4 5 

23 I ~4 I 1 j 2 I· 3 I 4· I s 
23 24 1 2 3 

~3 I 24 ·I 1· I 2 I 3. I 4 

1
. 5. 

23 24 1. ~. 3 4 5 

23 I 24 

1

.:1 I 2 I 3 

1

. 4 I 5 

23 24 1·2 3.4 5 

2312411121314 .,5 
23 24 1 2 3 4. 5 

241112131415 
23 I 24 1 · . 2 3 . ·4 s 

2312411 1 ·2 13 14 15 
23. ·24 1 2 3 4 5 

23 I ~ I 1 I 2 I 3 
1

.4 I 5 
23 24 1 2 3 4 5 

23 t· 24 ·11 1 · 2 13 14 15 
23·.24 1 2 3 4 5 

. . 
1. Gircle the time you complete .Posmoning and toiteting ~n each resident 

2. Initial when .oral cares are.completed 
3: Return this document to the staff nurse, at the end of your shift 

14 I 15 I 16 I 17 I 18 I 19 I 20 
14 . 1s · 16 · 11 1a . .19 ~o 

14 I 15 I 16 I 11 I 18 I 19 
14 ·15 . 1s 11 18 19 I 20 

14 I 15 I 16 I 17· I 18 

1

.19 I 20 

14 15 16 17 18 19 20 

14115 11~ 11: · 115· 11~ 120· 
14 .15 16 17 18 19 20 

14 i · 15 I 16 I: ·17 I· ~8 
1
. 19 ·I 20 

14 15 16 17 ·18 19 20 

14 I 15 I 16 I· 17 I 18

1
19 

1 
.. 20· 

14. 15 16 17 18 19 20 

14 I 15 I 16 I 17 I 18 I 19 I 20 

. 14 I 15 I 16 I 17 I 18 I 19 I· 20 

141· 15 ,. 16 , .17 118 119' I 20 

14 15 16 17 18 19 20 

14 115 I ~6 [ 1.7 118 119 I 20 

J4 15 16 17 18 19 

14 115 116 t 17 118 ·119 I 20 

14 15 16 17 18 19 

Nig.ht shift: HST: --------.--­

Day shift: HST: --------
Evening Shift: HST: ___ __.._ _ _.:..-_ 

Nurse ReView: _ _.;.----.....­

Nurse Review: 
Ni.Jrs~ Review: ---'----
.RNM: -"'--·--------

Thank you for "Serving Those Who Have Served." 
MVH 8/23/05 M02-331._W 
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Minnesota Veterans. Home- Minneapolis -DRAFT#1 
'GUIDELINES FOR GLOVE USE 

Health care· worker$. wear .glove~ t6: 
• Reduce the ~isk. of acquiring infections 
• · Prevent health care worker flora from being traMmitted to residents 
• Reduce the transmissi_on of flora from tesident to resident via the health care worker. 
• Prevent the transmissI9n of.hepatitis B, hepatitis C and HIV. 

Did you know? · . · · · · · 
Gloves do n·ot provide complete protection against hand contamination . 

. Wea~ing glove~ does not provide complete protection.against acquisition of infection$ caused by 
hepatiti~. B ·virus and l)erpes simplex. · 
Failure. to change gloves betwe.en residents may contribute to the· transmission of organisms. 
Weather the wearing of rings results in greater transmis9ion of pathogens Ternains 'unknown, . 
further researyh i~ indicated. · · · · · · 

· · Gloves ·are worn when:· . 
• Personal care is providea to' residents. 
• There is a possibiHty of having contact with bloo.d qr body fluids. 
• Contact with mucous membranes or non-intaGt skin. 
• Personal protection is indicated. 

-C.hange gloves during resident care if moving from a contaminated body site.to a clean bpdy site. 
Hand~ must be washed immediately after gloves ·are removed. 

Source: Guideline for Hand Hygiene in Heal.th-Care Settings: MMWR. Octi>ber 25, 2003/51{RR16}:1-44 



."Sefving ·Those· Who Have Served'~ 
MN Veterans. Homes - Minneapolis 
Qual~ty·of Care Standards-:- Nursing Care Units" 

1ursing car~ and' services are performed to: 
• maximize .the residents1 current abilities . 
~ preserve and/or restore functional status 
• support residents.' freedom of choice 
• provide for resident privacy and ensure.a ·safe environment. 
• fellow the residents' plan of ~are · · 
• provide for and maintain resident dignity and right to confidentiality 
• ·perform tasks within the scope of the employee's.training .and abiUty 
• . admfnister care which· promotes dignity and respect . 
• communicate ·Significant resident-informatio.n to appropriate care team ·members 
• · comply with MVH policies/procedures 
l' ~omply with MOH an9 VA regulations 

Promote a resident-centereq environment: 
• primary focus is physical, mental and emotional well-being of each resident 
•. supports a~ environment of tru~t dignity an.d c~ring·. · · · · : . 
• maximize· the comfort level of the residehts ·through pain management. Pain as~essment is the 5th yital ~ign. 

Comprehensive Resident Assessment and Car~ PlannJng:· 
• · all residents receive a comprehensive assessment through the RAl/MDS process. 
• .RAPS are completed . . . 
• items of concern are communicated on the resident focused care plan . . 
• goal att~inment is measured ·ciuring the quarterly process and. when ·a .significant c.pange i.n status is identified 
• ·all nursing ~taff are a~are of tlie.contents of individual resid:ents· iD their ca.re~ . . 

· Personaf Cares : · 
• Bathing: · · · · · · ·. . . · . 

· 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 pr.ocedure.including to.and from the tub room 
3. · The safety belt is applied to and worri by all resiqerits if) the fub throughout the bath. 
4. ·. Observe· and report skin conditions to l.iqensed staff . · . : 
·Note: NCU residents are not to be unsupel'Vised in tub/shoyte( rooms. 

• Dr~ssing: 
1. Clothin.g is changed daily and as need~d . 
2. . . 'Residents are dressed appropriately for weather, activity level, social acceptabflity:and to maintain privacy 

· J dignity. . .. . . · . 
3.. Clothing protectors are applied as needed while dining and are removed before the resident leaves the 

d~~ga~a. . · 
· 4. . Footwear is appropriate to the resident mobility status. 
5. ·Privacy and dignity are maintained throughout th.e proc~ss of dressing. 
6. Clothing items are labeled with fh~ residenf s name . 

. • . Grooming . 
Monitor,·en~ourage participatipn, assist and/or perform resident grooming which incfudes:· · · 

1. Shaving: · . daily and as needed · 
2. Deodorant: daily 
3. · Nail Care: weekly and as needed (clean and trim) . . 
4. ~ Hair care: Coi:nbed daily, was~ed weekly and as needed 
5. ·oral Care: Twice a day and as needed 



" -" 
~'ServiQg Those. Who Have Senied';. 

Nutrition and Dining: . 
• Nursing staff will assist resident'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 wjth.in .5-1 O minutes of arrival. 
• · Trays are served to all re.sidents at each dining room table before ~ssisting individuals. 
• Staff is p~esent throughout tne meal. _Licensed staff is available on the unit. . . 
·• Resident focused atmosphere and conversation are maintainec;f through_out the di11ing experience 
• Residents receive the required (including care planned items.) assistance through .out the meal. · 
• Staff are seated while assisting residents with their meal · · · · · 
• Nutritional ?Upplements are prov!ded in the type, amount.and time indicated 
• Documert~ation of n~tritional supplement consumption -is co.mpleted promptly 
• Fluids· are offered· to the residents frequen~ly 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: . 
• Residents are positioned in a manner ·to promote comfort and allow for maximum freedom of movement. 
• Tu_rning and reposjtiqning is done every 2 hours or·as ca.re planned th.roug·h individual assessments. · 
• Positioners, enablers, and restrictive devices all are least restr:ictive, have -a physician I NP order including 

medical.symptom, and a plan for.re-evaluation of tolerance and effectiveness. 

, -:'lesident mo~ility: . 
lt)s the goal of ~he nursing department to as$iSt the resident to maintain their highest level of functionfog. All 
residents will be a$sessed and care planned for their iri~ividualiz"ed mobility plan contc;tinlng: · 1 ·. · 

• Tran?fer technique . 
• · · Plah for ambulating as assessed 
• AROM I PROM as ~ssessed 
• B~d mobility 

Resident I Staff Safety: 
• ·Suspected abus~ or neglect is reported .immediately to th:e nt:1rsing superyisor, nurse manager, director of· 

nursing or soc.ial worker · : . 
• . Mech~nicat lifts will be used as assessed specific to type. This 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 andwe~·spots on the floor. 
• Equipment that° is in disrepair~ inoperable or unsafe·is reported to the m~intenance 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· 

immediately. · : · . 
• Each resident wilf be addressed by the name they prefer and in a respectful way. 
~- All nursing staff are responsible for answering·call light$ In a timely and courteous m~nner-: 
• The.call light cord is accessible.for.the resident's use . 

. Infection Control policies and guidelines will be followed and include: 
• Hand hygiene 
• Use of Personal Protective Equipment 
~ Providing nursing services in a way that minimize$ the transfer of pathogens. 



.... 

"Serving Those Who Have Served'' 
Resident and staff safety: . 

·• Residents are manitor~d a minimum of every tWo hpurs and.more frequently as indicated.· 
• Resident.environment is mai~tained free of hazards and obstacles· . · · 
·• t;gress paths are con,sistently clear of obstacles. 
• Rooms ~md beds are labeled with resident names. 
• . Wrist bands are le~ible and on a.II residents. · 

Resi'dent Dignity and Privacy 
~ . · Knock before entering rooms 
• . Alw~ys ensure privacy for conver~ati.on and cares 
e Use respectful tones . . 
• Resident medical records are not left uo~ttended iri the publi9 view 
• MAR's are dosed or covered when away from the cart · 
• Queries into rE?siC;Jent status by. ot~ers are refe~red to the ·nurse 



. Attachment 1~ 

S~ate of Minnes_ota Veterans Home - Minneapolis · · 
NlJ""RSiNG POLICY.AND PROCEDURES . 

Title: Thickened Liquids NUm.ber: N02-151 
23-26 
19..:043 
10-057 

. · Appr<?vals: Director of Nursing 
Director of Dietary · 
Medlcal Director 

Date: 09/05 

Page: l of 1 

<;)bj ective: .·To ~:p.sure that residents at risk for aspiration. receive the :fight consistency of liquids while 
attehd~g on and off unit eventS. : 

Policy: 

Procedure: 
. A .. F olloWing . a ~ompre~ensive. a8sessm.ent, if a :i;esident is. found to be· at risk ~or · asprration requiring; 

thicke:r;ied liquids, the fc;>llowing will occur: · . 
. 1. The speech therapist, dietitia.ti, or nurse practitioner writing the .order for non:-thin liquids. Will 

notify the RIC:· 
·a. Iii person or· 

. b. Via the HIC Coinm.unication Board : .. 

. .2. The HIC will plaee a blue ~oJqr~d inSert into the identification b~d of the individual resident.. 
3. .All departments will be aware that residents witli· blµe name .band inserts may nqt have thin 

.J liquids _being offered. · . · 
4. Departments hosting the r~sident event are responsible for· ensuririg ·a current list of resident 

diets/consistencies are. readily available and an altematjve beverage at the right consist~ricy is 
available. . · 

.. 
B. At special events, staff will note name band. If blue insert, Will verify fluid c~nsiStency o~ current 

·listing before serving. th~ bevera~e. 

· C. Dliring medica~on:. pa~ses,. the resideii.t is to receiVe. the ordered consistency of fluid. For current 
products available:· . 

1. Water.is availaple ih all consistencies . 
· 2. Nectar level fluids fqr medic~tionp~ses or between meals include: 

a. health shakes · 
b. pudding, 
c. applesauce, 
d~ ice cream, · 
e. magic cups 

3. Honey level flUids for medication passes or between meals include: 
a. pudding, . . 
b. · apple~~mce, · 

. c. . magic cups 
H:\POL-PROC\P-PO~\N02-151.doc . 



Minnesota Veterans Home- MinneapoHs 
~UIDEUNES FOR GLOVE USE· 

Health care workers wear gloves to: 
• Reduce the risk of acquiring ·infections 
• Prevent health ca.re w.orker.flora from being transmitted tq resi~ents .· . 
• Reduce t~e·transmission· of flora from resident to resident via the health care· w9rker. 

· • P.revent the transmission of hepatitis B, hepatitis C and HIV. 

Did you. know? . . 
Gloves db not provide complete protection ·against ·hand contamination. 

: Attachment 

Wearing gloves does not prqvide complete p·rotection against acquisition of infections ca~sed by 
hepatitis B virus and herpes simplex. · . . 
Failure. to change gloves··betW'een residents may contribute to the transmission of organisms. 
Weath'er the wearing of rings results .in greater transmissipn of pathogens remains unknown, 
further research is indicated.. · · ;. . i 

Gloves are worn· when: · · 
• · ·f>ersonarc$re is provided to residents. 
• · · There is a possibility of having contact with blood or body fluids. 
• Contact with mucous membranes or non-intact skin. · 

. ~ ·, ·Pers~nal pr9teCtiori·i~ indic.ated.·: 

Change gloves dur~ng resident care if moving fr<?m a contaminated body site to a clean body site. 
Hands must be washed immediately after gloves are removed. 

. . . 

Source: GL:1ideline for ~and Hygien~ in Health-Care Settings: MMWR. October 25; 2003/51{RR16}:1M 



Attachment : 

Cart Locked Unlocked Nurse · Meds out on · MAR 
Number Present . ·Cart . C9nfidential 

. Med Cart 1 

. ·Med Cart2 

· ·Med Cart 3 

Tx 1 

Tx2 

: tx.3 
.' 

Comnient~:· 

Unit ID: 

Tech/RPh ID: 

Date: 

Time: 



Title: 

State of M~nnesota Veterans Home - Mjnneapolis 
'. NURSING POLICY AND PROCEDURES 

Urinary Incontinence Management . · ~ \ 

Attachment 2' 

Number: N02-150 

!.pprovals: 
. ;{ 0 

DON/Medical Director o- ,f>';-\/ ""\ .,0 
. y~-Q\"~. 

Date: --09/05 

Page:· 1 of i· 

Objective: · ·. To identify· the type. of urinary incontinence as resident has, so appropriate interventions· m~y be 
-initiated. -

Policy: 

Procedure:. · . _ _ . . 
A. Upon admissfon ·and PRN, r~sident that are incontinent of uriqe will be ass~ssed as, follows.: 

1. A 3 day v9iding· a8sessnien~ will .~e completed by the- nursing· unj.t during the initial 11DS 
asses_sment penod. · · _ _ . . · . . . 

· 2.. The nurse practitioner/p]jysiciail will order a bladder. scan to determfue the post void r~sidual 
.. (PVR). . . . .. 

3. The _results _of the :MMSE, BRApEN -Scale," functional ·Abilities, PVR, and 3 day voiding 
ass~ssment will be reviewed·by the nlirse praqtitioner.or physician .. (See Momentus· foµn). . 

4. · .The nurse -practitioner or- physici8=11 will determine the type/types of urinary incontµience. the 
resident has. . · · -

5. B3$.ed on the type of UI identified, appropriate interventions will be ordered and care planned. 
(See house protocol in policy appendix).· 

6. Up.bn new incidence ofui, this process.may be initiated at anytim.e.· (i.e.; significant change in 
status). - : , . 

Appendix ( draft.;ne(!~ further re-piew) 
Toileting Programs 

. . . 

Bladder Refraining 

-A. Individualized Bladder Retraining 
. . .... 

This is for a resident who is able to ~earn and ret~ new information and ·has the physical ability and 
·· desir~ to retrain the bladder to treat mcontinence. Each program will be individually set up based ·on the 
reside~.t's J.?.eeds_and ~tioiogy of~c-ontinence. · 

B. Prompted.Voiding 

· 1. From an indj.viduallzed s~hedule determined by the resident's 3 day voiding assessment or 
2. Froni the facility schedule: 

a~ Upon risiri.g from bed. 
b. · Before faying 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 lninutes. 



Title: Urinary· Inco~tillence Management 

. Scheduled Toileting 

. Number: N02-150 
Pa e.2 of2 

Residents. who are unable to identify or communicate to staff regarding toileting needs~ They will. be 
toileted with hands on assistance from staff: · · 

A. Based on an iri.dividualized schedule deterinined by the re·sident' s 3 day voiding ~se~sment or. 
B. From the facility schedule: · · 

1. Upon rising fr.om bed~ 
2~ Before laying down in bed. 
3. Before leavmg the floor for meals.· 
4. .Upon retuin to the floor from nieals. 

· *"Upo.n''. ~s defined as. ~thin 30-60 minutes. 

Checkand.Change . 

Residents :who are either ·physically unable t~- be toileted comforta9ly or who are extren;iely. ag~tated by :the . 
. to.iletrng· .process. . These residents will b~ checked for wetness; changed and cleaned if wet on the following 
schedule: . 

A. Based ~n an ~dividualized scP.edule c;lete;rmined py th~ rysident' ~ 3 day ~oiding assessm~nt or · 
B. ·From the facility schec;lule·: . · · 

a. · Upon rising ~oin: bed. 
b. Before faying dowri in bed. 
c. Before leaving the floor for meals. 
d. Upon return. to the floor .from meals . 

. . · · *"Upon" is defined as withip. 30-60 minutes •. 

Some· residents may be on scheduled toileting during the day and on check and change at night, based on 
indjtjdual resident assessment. · · · 

· m\POL-PROC\P-P02\N02-150.doc 



, .. 
MN Veterans Home - Minneapolis 
Urinary Incon~inence Assessment 

Goal: To ~efine the type of urinary mconf.uience a resident_ has and mdividualize~ interventions. 

Relevant Data: 
.Assessment Type I Date 

f.l'SE --·--------:--·- ::-···- ·:· ·-- - -- .· .. -~··-· -· . ·-- ----~ ~--

BRADEN 

Functiona;l Sta.t:us· ·review or 
Case Mix Scor.e 
Post Void Residual 

3 Day Voiding Assessment 

Outcome Comme:nt 

. . 
Type(s~ of In9ontinence·and Interv~ntions 

.check . AHRQ. Incontinence Types 
Type.(s) 

Tr.ansieht ·'Acute 

Chronic Ur.ge 

Chronic Stress 

Chronic Overflow 

Chronic Functibn~l 

Intractable 

Select Interventions 

D Further mediqal evaluation - s~e physician order 
section 

.D Individualized bladder retraining to be evaluated / 
treated by occupat~onal therapy 

D 
D The res~dent may be toileted at iptervals 

consistent with. their assessed voiding pattern 
.utilizing the facility toileting.protocols 

d 
D. 

:a .The resident may be toileted.~t intervals 
consistent with ·their ass·ess.ed 'voiding pattern· 
utilizing the facility toileting protocols. 

D roil~ting ·intervals may be up to three hours 
D 
D 
D .The res~dent. may·b~ toileted at intervals 

consistent ~ith their assessed·void~ng pattern 
utilizing the facility toileting protocols 
To~leting intervals may be up to thre~ hou~s .D 

D 
D 
a · ;prompted voiding 
D Scheduled toileting 
D Check and Change Program 
D Toi'leting intervals may be up 

. . .. · to.three hours 
D 
a· Prompted voiding 
D Scheduled toileting 
D Check ~nd Change ~rogram 
D Toileting i~tervals may.be ·up to three hours 
D 

Date: MD/NP Signature: 

Resident: -------------------- . Medical Record # ___ _ 

M16-15C 
H:\16\M16-59C.DOC 

Unit: 

MVH09/05 



,.,. 
MN Veterans Home- Minneapolis 

3 Day Voiding Asses~ment 

C~eck resi~ent every hour and mark:~he appropriate ·column.Cs) 

Day 1 Date: _____ _ 
Time 
7AM 

8AM 

9AM 

10AM· 

1'1 AM. 

12 Noon 

1 PM 

2PM 

3PM 

4PM 

5PM 

6PM: 

7PM 

8PM 

9PM 

10 PM 

11 PM 

12 Midnight 

1AM 

2AM 

3AM .. · 

4AM. 

5.AM 

6AM 

Dry · Wet Self Staff. 
ToHet Assisted 

Type of Assist 

Resident: --...------------------ MediC?al Record# _______ Room#. __ _ 

M03,..332C 
G:\MDH R:esponse\lv.103-332C.DOC 

Page 1 of3 
MVH09/05 



. · MN Veferans Home - Minneapolis 
· · 3 bay Voiding Asse~sment · 

Check resic:f"ent every ,hour and mark the ~ppropriate GOlumn(s) . . 

Day 2 Date: _____ _ 
Time 
rAM. 

SAM 

9AM_ 

10AM 

11 AM 

12 Noon 

1 PM 

3PM 

4PM 

.-5PM 

6PM .. 

·?PM 

8PM 

9PM 

10 PM 

11 PM 

12 Midnight 

1AM 

2AM 

3AM 

· ·. 4AM 

SAM 

6AM 

Wet . Self . Staff 
Toilet Assisted 

·Type of Assist 

Resident: ------------------- Medical Record#---~--- Room# __ _ 

M03-332C 
G:\MDH Response\M03-332C.DOG 

Page2of3 
M'VH091os 



MN V~terans·Home-fv'linneapolis 
3 Day Voiding Assess·ment 

Check resident ever:Y hour and mark the appropriate column($) . . . . . 

, LDay 3 Date: _____ _ 
Time 
7AM 

BAM 

9AM 

10AM 

12 Noon 

1 PM 

2PM· 

3PM 

·4PM 

5PM 

6PM 

7PM 

8PM 

. 9PM 

· 10PM 

11 PM 

12 Midnight 

1AM 

2AM 

3AM 

4AM 

5AM 

6AM 

Diy Wet Self Staff 
Toilet · Assisted. 

J. 

Type of Assist 

Resid~nt: ______ ...,:._ ___ ___;. ________ Medical Record#_,_...,.._ ____ Room# __ _ 

M03-334C . 
G:\MDH Response\M:o3-332C.DOC 

Page3 of.3 
MVH09/05 
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