
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
June 13, 2024

Administrator
Gundersen St Elizabeth's Care Center
1200 Fifth Grant Boulevard West
Wabasha, MN 55981

RE: CCN: 245487
Cycle Start Date: April 4, 2024

Dear Administrator:

On June 3, 2024, the  Minnesota  Departments  of Health and Public Safety completed  a revisit to verify
that  your facility had achieved and maintained  compliance. Based on our review, we have determined
that  your facility has achieved substantial  compliance; therefore  no remedies  will be imposed.

Feel free to contact  me if you have questions.

Melissa Poepping, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us

An equal opportunity employer.



Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

June 13, 2024

Administrator
Gundersen St Elizabeth's Care Center
1200 Fifth Grant Boulevard West
Wabasha, MN 55981

Re: Reinspection Results
Event ID: NCHI12

Dear Administrator:

On May 2, 2024 survey staff of the  Minnesota  Department  of Health - Health Regulation Division
completed  a reinspection  of your facility, to determine  correction of orders  found on the  survey
completed  on April 4, 2024. At this time these  correction  orders  were  found corrected.

Please feel free to call me with any questions.

Sincerely,

Melissa Poepping, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us

An equal opportunity employer.



    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically delivered
April 18, 2024

Administrator
Gundersen St Elizabeth's Care Center
1200 Fifth Grant Boulevard West
Wabasha, MN  55981

RE:   CCN: 245487
  Cycle Start Date: April 4, 2024

Dear Administrator:

On April 4, 2024, a survey was completed at your facility by the Minnesota Departments of Health and
Public Safety, to determine if your facility was in compliance with Federal participation requirements
for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid
programs.     

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.     

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within  ten (10) calendar days  after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.    

To be acceptable, a provider's ePOC must include the following:

� How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

� How  the  facility  will  identify  other  residents  having  the  potential  to  be  affected  by  the  same
deficient practice.

� What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

� How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

� The date that each deficiency will be corrected.
� An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•        Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

•    Civil money penalty (42 CFR 488.430 through 488.444).
    

•   Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F"and/or an "E" tag), i.e., the plan of correction should be directed
to:

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota 55904‐5506
Email: jennifer.kolsrud@state.mn.us    
Office: (507) 206‐2727    

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

If substantial compliance has been achieved, certification of your facility in the Medicare and/or    
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
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occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by July 4, 2024 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).     

In addition, if substantial compliance with the regulations is not verified by October 4, 2024 (six months
after the identification of noncompliance)  your provider agreement will be terminated.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division    
      P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm    

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
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Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens
State Fire Safety Supervisor
Health Care & Correctional Facilities
MN Department of Public Safety‐Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101
Email: travis.ahrens@state.mn.us
Web: www.sfm.dps.mn.gov
Cell: 1‐507‐308‐4189

Feel free to contact me if you have questions.

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112     
Email:  Kamala.Fiske‐Downing@state.mn.us
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E 000  Initial Comments E 000

On  4/2/24  through  4/4/24,  a  survey  for
compliance  with Appendix  Z, Emergency
Preparedness  Requirements,  §483. 73  was
conducted  during  a  standard  recertification
survey.  The  facility was  IN compliance.

The  facility is enrolled  in ePOC  and  therefore  a
signature  is not  required  at  the  bottom  of the  first
page  of the  CMS-2567  form.  Although  no  plan  of
correction  is required,  it is required  that  the  facility
acknowledge  receipt  of the  electronic  documents.

F 000  INITIAL COMMENTS F 000

On  4/2/24  through  4/4/24,  a  standard
recertification  survey  was  completed  at  your
facility by the  Minnesota  Department  of Health  to
determine  if your  facility was  in compliance  with
requirements  of 42  CFR  Part  483,  Subpart  B,
Requirements  for Long Term Care  Facilities.  Your
facility was  NOT in compliance.

The  facility's  plan  of correction  (POC)  will serve
as  your allegation  of compliance  upon  the
Department' s  acceptance.  Because  you are
enrolled  in ePOC,  your signature  is not  required
at  the  bottom  of the  first page  of the  CMS-2567
form.  Your electronic  submission  of the  POC  will
be  used  as  verification  of compliance.

Upon  receipt  of an  acceptable  electronic  POC,  an
onsite  revisit  of your  facility may  be  conducted  to
validate  substantial  compliance  with the
regulations  has  been  attained.

F 623  Notice  Requirements  Before  Transfer/ Discharge
SS= D CFR( s): 483. 15(c)(3)-(6)(8)

F 623 4/26/24

§483. 15(c)(3) Notice  before  transfer.
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
TITLE (X6) DATE

04/26/2024
Any deficiency  statement  ending  with an  asterisk  (*) denotes  a  deficiency  which  the  institution  may  be  excused  from correcting  providing  it is determined  that
other  safeguards  provide  sufficient  protection  to the  patients.  (See  instructions. ) Except  for nursing  homes,  the  findings  stated  above  are  disclosable  90  days
following the  date  of survey  whether  or not  a  plan  of correction  is provided.  For  nursing  homes,  the  above  findings  and  plans  of correction  are  disclosable  14
days  following the  date  these  documents  are  made  available  to the  facility. If deficiencies  are  cited,  an  approved  plan  of correction  is requisite  to continued
program  participation.
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F 623  Continued  From  page  1
Before  a  facility transfers  or discharges  a
resident,  the  facility must-
(i) Notify the  resident  and  the  resident' s
representative( s)  of the  transfer  or discharge  and
the  reasons  for the  move  in writing and  in a
language  and  manner  they  understand.  The
facility must  send  a  copy  of the  notice  to a
representative  of the  Office of the  State
Long-Term Care  Ombudsman.
(ii) Record  the  reasons  for the  transfer  or
discharge  in the  resident' s  medical  record  in
accordance  with paragraph  (c)(2) of this  section;
and
(iii) Include  in the  notice  the  items  described  in
paragraph  (c)(5) of this  section.

§483. 15(c)(4) Timing of the  notice.
(i) Except  as  specified  in paragraphs  (c)(4)(ii) and
(c)(8) of this  section,  the  notice  of transfer  or
discharge  required  under  this  section  must  be
made  by the  facility at  least  30  days  before  the
resident  is transferred  or discharged.
(ii) Notice  must  be  made  as  soon  as  practicable
before  transfer  or discharge  when-
(A) The  safety  of individuals  in the  facility would
be  endangered  under  paragraph  (c)(1)(i)(C) of
this  section;
(B) The  health  of individuals  in the  facility would
be  endangered,  under  paragraph  (c)(1)(i)(D) of
this  section;
(C) The  resident' s  health  improves  sufficiently  to
allow a  more  immediate  transfer  or discharge,
under  paragraph  (c)(1)(i)(B) of this  section;
(D) An immediate  transfer  or discharge  is
required  by the  resident' s  urgent  medical  needs,
under  paragraph  (c)(1)(i)(A) of this  section;  or
(E) A resident  has  not  resided  in the  facility for 30
days.

F 623
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§483. 15(c)(5) Contents  of the  notice.  The  written
notice  specified  in paragraph  (c)(3) of this  section
must  include  the  following:
(i) The  reason  for transfer  or discharge;

(ii) The  effective  date  of transfer  or discharge;
(iii) The  location  to which  the  resident  is
transferred  or discharged;
(iv) A statement  of the  resident' s  appeal  rights,
including  the  name,  address  (mailing  and  email) ,
and  telephone  number  of the  entity  which
receives  such  requests;  and  information  on  how
to obtain  an  appeal  form and  assistance  in
completing  the  form and  submitting  the  appeal
hearing  request;
(v) The  name,  address  (mailing  and  email)  and
telephone  number  of the  Office of the  State
Long-Term Care  Ombudsman;
(vi) For  nursing  facility residents  with intellectual
and  developmental  disabilities  or related
disabilities,  the  mailing  and  email  address  and
telephone  number  of the  agency  responsible  for
the  protection  and  advocacy  of individuals  with
developmental  disabilities  established  under  Part
C of the  Developmental  Disabilities  Assistance
and  Bill of Rights  Act of 2000  (Pub.  L. 106- 402,
codified  at  42  U.S. C.  15001  et  seq. ); and
(vii) For  nursing  facility residents  with a  mental
disorder  or related  disabilities,  the  mailing  and
email  address  and  telephone  number  of the
agency  responsible  for the  protection  and
advocacy  of individuals  with a  mental  disorder
established  under  the  Protection  and  Advocacy
for Mentally  Ill Individuals  Act.

§483. 15(c)(6) Changes  to the  notice.
If the  information  in the  notice  changes  prior to
effecting  the  transfer  or discharge,  the  facility

F 623
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F 623  Continued  From  page  3
must  update  the  recipients  of the  notice  as  soon
as  practicable  once  the  updated  information
becomes  available.

§483. 15(c)(8) Notice  in advance  of facility closure
In the  case  of facility closure,  the  individual  who is
the  administrator  of the  facility must  provide
written  notification  prior to the  impending  closure
to the  State  Survey  Agency,  the  Office of the
State  Long-Term Care  Ombudsman,  residents  of
the  facility, and  the  resident  representatives,  as
well as  the  plan  for the  transfer  and  adequate
relocation  of the  residents,  as  required  at  §
483. 70( l).
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  record  review,  and  interview  the  facility

failed  to ensure  a  written  notification  of transfer
and/ or discharge  was  sent  to the  office of the
Ombudsman  for 1 of 1 (R45)  residents  reviewed
for hospitalization.

Findings  include:

R45' s  quarterly  minimum  data  set  (MDS)
assessment  dated  2/23/24,  indicated  R45' s
diagnoses  included  congestive  heart  failure
(CHF) , peripheral  vascular  disease  (PVD-poor
circulation) , diabetes  mellitus  (DM),
hyperlipidemia  (HLD-high  levels  of lipids in
blood) , and  asthma.

Progress  notes  indicated  R45  was  hospitalized
from 11/6/23  until 11/10/23.

R45' s  medical  record  lacked  evidence  a  written
notification  of transfer  was  sent  to the
Ombudsman  for long  term  care.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:NCHI11

F 623

Ombudsman  notified  of R45' s  emergency
room  transfer/ hospitalization  and
subsequent  return  to facility on  4/3/2024.

Facility submitted  a  roster  list of other
residents  who had  unplanned  transfers
and  disposition  to ombudsman  between
2/1/2023- 3/31/2024  on  4/3/2024.

"Transfer  or Discharge  Notice"  policy
reviewed  and  revised  4/24/2024.
"Emergency  Transfer  and  Bed  Hold
Notification" form revised  and
implemented  4/24/2024  for future
emergency  room/ hospitalizations  and
therapeutic  leave  from facility.

Administrator/ designee  responsible  for
verifying ombudsman  notification  occurs
for all emergency  transfers  and  unplanned
discharges.  Monthly audits  x 3 (May,
June,  July  2024)  will be  completed  to
verify completion.
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F 623  Continued  From  page  4
On  4/3/24  at  12:16  p.m. , an  email  was  received
from the  administrator  stating  they  had  not
notified  the  ombudsman  of the  transfer  for R45.

During  an  interview  on  4/3/24  at  5:37  p.m. ,
registered  nurse  (RN)-A stated  the  facility would
only notify for emergency  transfers  and
hospitalization,  however  stated  they  were  unsure
of exact  process,  and  it was  normally  completed
by the  administrator.

On  4/4/24  at  2:15  p.m. , the  administrator
confirmed  the  office of the  ombudsman  had  not
been  notified  of the  hospital  transfer.

The  facility policy Transfer  or Discharge  Notice
last  reviewed  12/21/23,  indicated  a  copy  of the
notice  was  to be  sent  to the  office of the  state
long- term  care  Ombudsman.

F 625  Notice  of Bed  Hold Policy  Before/ Upon  Trnsfr
SS= C CFR( s): 483. 15(d)(1)(2)

§483. 15(d) Notice  of bed- hold  policy and  return-

§483. 15(d)(1) Notice  before  transfer.  Before  a
nursing  facility transfers  a  resident  to a  hospital  or
the  resident  goes  on  therapeutic  leave,  the
nursing  facility must  provide  written  information  to
the  resident  or resident  representative  that
specifies-
(i) The  duration  of the  state  bed- hold  policy, if
any,  during  which  the  resident  is permitted  to
return  and  resume  residence  in the  nursing
facility;
(ii) The  reserve  bed  payment  policy in the  state
plan,  under  § 447. 40  of this  chapter,  if any;
(iii) The  nursing  facility's  policies  regarding
bed- hold  periods,  which  must  be  consistent  with

F 623

F 625 4/26/24
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paragraph  (e) (1) of this  section,  permitting  a
resident  to return;  and
(iv) The  information  specified  in paragraph  (e)(1)
of this  section.

§483. 15(d)(2) Bed- hold  notice  upon  transfer.  At
the  time  of transfer  of a  resident  for
hospitalization  or therapeutic  leave,  a  nursing
facility must  provide  to the  resident  and  the
resident  representative  written  notice  which
specifies  the  duration  of the  bed- hold  policy
described  in paragraph  (d)(1) of this  section.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  record  review,  and  interview  the  facility

failed  to provide  a  written  notification/ copy  of a
bed  hold  for 1 of 1 (R45)  residents  reviewed  for
hospitalization.

Findings  include:

R45' s  quarterly  minimum  data  set  (MDS)
assessment  dated  2/23/24,  indicated  R45' s
diagnoses  included  congestive  heart  failure
(CHF) , peripheral  vascular  disease  (PVD-poor
circulation) , diabetes  mellitus  (DM),
hyperlipidemia  (HLD-high  levels  of lipids in
blood) , and  asthma.

Progress  notes  indicated  R45  was  hospitalized
from 11/6/23  until 11/10/23.

R45' s  medical  record  lacked  evidence  a  written
notification  of the  bed  hold  policy was  provided  to
the  R45  or their  representative  prior to or during
the  hospitalization.

On  4/4/24  at  12:19  p.m. , an  email  was  received
from the  administrator  confirming  that  the  bed

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:NCHI11
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R45  returned  to facility prior to deficient
practice  being  identified.  R45  passed
away  4/15/2024  so  no  further  action
required  for this  specific  resident.

IDT conducts  clinical daily huddle  Mon-Fri
and  identify any  emergency  room  and
unplanned  hospitalizations.

"Bed  Hold Days"  policy reviewed  and
revised  4/19/2024.  "Emergency  Transfer
and  Bed  Hold Notification" form revised
and  implemented  4/24/2024.

DON/designee  responsible  for verifying
required  written  notifications  have  been
completed  for all emergency  transfers  and
unplanned  discharges.  Monthly audits  x3
(May-June- July  2024)  will be  completed  to
verify. Staff  education  (RNs/ LPNs/ Social
Services)  completed  through  staff
meetings  and  internal  messaging  April
2024.
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hold  had  not  been  provided  to the  resident  or their
representatives.

During  an  interview  on  4/4/24  at  12:42  p.m. ,
licensed  practical  nurse  (LPN)-A, stated  the
facility had  not  been  completing  bed  holds  since
prior to the  covid- 19  pandemic.

On  4/4/24  at  1:13  p.m. , the  registered  nurse
manager  (RN)-A stated  the  facility goes  through
bed  hold  information  upon  admission,  and  inform
the  family of transfers,  however  confirmed  the
bed  hold  had  not  been  completed.

On  4/4/24  at  2:15  p.m. , the  administrator
confirmed  the  bed  holds  had  not  been  completed.

The  facility policy Bed  Hold Days  last  reviewed
12/29/23,  indicated  in the  case  of emergency
transfer,  the  resident/ responsible  party  was  to be
provided  with written  notice  within 24  hours  of
transfer,  and  once  completed  to be  placed  in the
residents  chart.

F 625
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K 000 INITIAL COMMENTS K 000

FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
04/03/2024. At the time of this survey, ST
ELIZABETH MEDICAL CENTER - BLDG 01 (
SHIELD ) was found not in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed
TITLE (X6) DATE

04/26/2024
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

K 000

GUNDERSON ST ELIZABETH'S CARE
CENTER - BLDG. 01 ( SHIELD ) is a 1 story
building with full basement.

The original building was constructed at 3
different times. The original building was
constructed in 1970 and was determined to be of
Type II (111) construction. The Chapel addition is
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1-story with full basement, constructed in
December 2003 and was determined to be of
Type II (111) construction. The Four Season Sun
Room addition is 1-story with no basement,
constructed 2012 and was determined to be of
Type V (111) construction.

The building is protected by a full fire sprinkler
system. The facility has a fire alarm system with
full corridor smoke detection and spaces open to
the corridors that is monitored for automatic fire
department notification.

The facility has a capacity of 80 beds and had a
census of 53 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:

K 000 INITIAL COMMENTS

K 000

K 000

FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
04/03/2024. At the time of this survey,
GUNDERSON ST ELIZABETH'S CARE
CENTER - BLDG 02 ( GRANT ) was found not in
compliance with the requirements for participation
in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
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DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NCHI21
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future performance to ensure solutions are
sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

K 000

GUNDERSON ST ELIZABETH'S CARE
CENTER - BLDG 02 ( GRANT ) is a 2-story
building with full basement.

The building was constructed at 3 different times.
The original building was constructed in 1919 and
was determined to be of Type II (222)
construction. In 1939, an addition was
constructed to the West Wing that was
determined to be of Type II (222) construction. In
1961, an addition was constructed to the North
Wing that was determined to be of Type II (222)
construction. Because the original building and
the 2 additions are of the same type of
construction and meet the construction type
allowed for existing buildings, they were surveyed
as one building.

Skilled Nursing Care is contained to a portion of
the 2nd Floor of the Building

The building is protected by a full fire sprinkler
system. The facility has a fire alarm system with
full corridor smoke detection and spaces open to
the corridors that are monitored for automatic fire
department notification.

The facility has a capacity of 20 beds and had a
census of 14 at the time of the survey.
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The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:

K 271 Discharge from Exits
SS=F CFR(s): NFPA 101

Discharge from Exits
Exit discharge is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.
18.2.7, 19.2.7
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed provide approved discharge walking
surfaces as identified per NFPA 101 (2012
edition), Life Safety Code, section 19.2, 7.1.6.
These deficient findings could have a widespread
impact on the residents within the facility.

Findings include:

1. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by observation that the
Chapel exit sidewalk exhibited vertical
slab-to-slab displacement of more than 2 inches.

2. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by observation that the
Memory Care Unit - Exit B exhibited threshold
transition to grade greater than 1/2 inch.

3. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by observation that the
Memory Care Unit - Exit A exhibited threshold

K 000

K 271 5/31/24

Facility awaiting vendor quote on
concrete replacement for each surface
identified. Plan to replace/correct concrete
by 5/31/2024 pending agreeable weather.

Facilities team responsible for routine
environmental audits to inspect discharge
walking surfaces to verify compliance with
requirement.
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transition to grade greater than one-half inch and
slab-to-slab separation greater than 1 inch.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

K 324 Cooking Facilities
SS=F CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
Operations, unless:
* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
or
* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA 12-2

K 271

K 324 5/31/24

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
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K 324 Continued From page 7
facility failed to maintain proper safety and
security measures related to a cooking device in
a resident accessible corridor in accordance with
the Life Safety Code NFPA 101, 2012 edition,
section 19.3.2.5.3(9)* This deficient finding could
have a widespread impact on the residents within
the facility.

Findings Include:

On 04/03/2024 between 9:30 AM and 11:30 AM,
it was revealed by observation that it could not be
confirmed the residential stove located in the PT /
OT area was equipped / outfitted with device
lock-out, disconnect, and 120 min max timeout
hardware.

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 345 Fire Alarm System - Testing and Maintenance
SS=F CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to conduct visual inspection of
manual fire alarm boxes ( pull-stations ) per
NFPA 101 (2012 edition), Life Safety Code,

K 324
disconnect with timer 4/19/2024 and will
install once received.

Facilities team responsible for ensuring
compliance with cooking facilities.

K 345 5/31/24

Annual Fire Alarm Inspection report
provided to facility by vendor 4/5/2024.

Sensitivity report completed 4/5/2024.
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K 345 Continued From page 8
sections 19.3.4.1, 9.6.1.3, and NFPA 72 (2010
edition), National Fire Alarm and Signaling Code,
section 14.3, 14.4, 14.5.1, 14.6.2. These
deficient findings could have a widespread impact
on the residents within the facility.

Findings include:

1. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by a review of available
documentation that the most current work order
date for annual inspection of the fire alarm
system was dated 03/27/2023 - but there was no
report available to review to confirm that work and
inspection had been completed.

2. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by a review of available
documentation that the most sensitivity report that
was available for review was dated - 03/01/2022.

3. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by a review of available
documentation that 3 fire drill reports identified
conflicting information associated to fire alarm
initiation devices used to implement the fire drill
and alarm system and the fire drill log / run
reports received from the monitoring entity.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

K 345 Fire Alarm System - Testing and Maintenance
SS=F CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying

K 345

Facilities team continues to work with
vendor and securities team to correct
conflicting location information during fire
drills. This will be fully completed by
5/31/2024.

Facilities team responsible for verifying
compliance for fire alarm system testing
and maintenance and addressing
variances in findings.

K 345 4/3/24
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K 345 Continued From page 9
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to conduct visual inspection of
manual fire alarm boxes ( pull-stations ) per
NFPA 101 (2012 edition), Life Safety Code,
sections 19.3.4.1, 9.6.1.3, and NFPA 72 (2010
edition), National Fire Alarm and Signaling Code,
section 14.3, 14.3.1.9(e), 10.14.3.2, 14.5.1, 17.14
This deficient finding could have a widespread
impact on the residents within the facility.

Findings include:

On 04/03/2024 between 9:30 AM and 11:30 AM,
it was revealed by observation that manual fire
alarm pull-station located adjacent to 39 Wing
Exit was found to be missing the protective
tamper rod.

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 346 Fire Alarm System - Out of Service
SS=C CFR(s): NFPA 101

Fire Alarm - Out of Service
Where required fire alarm system is out of
services for more than 4 hours in a 24-hour
period, the authority having jurisdiction shall be
notified, and the building shall be evacuated or an
approved fire watch shall be provided for all

K 345

Protective tamper rod replaced 4/3/2024.

Facilities team responsible for conducting
visual inspection of manual fire alarm
boxes and verifying compliance with
requirements during routine testing and
maintenance of fire alarm system.

K 346 4/20/24
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K 346 Continued From page 10
parties left unprotected by the shutdown until the
fire alarm system has been returned to service.
9.6.1.6
This REQUIREMENT is not met as evidenced
by:
Based on available documentation and staff

interview, the facility failed to maintain a fire alarm
out of service policy per NFPA 101 (2012 edition),
Life Safety Code, section 9.6.1.6. This deficient
finding a widespread impact on the residents
within the facility.

Findings include:

On 04/03/2024 between 11:30 AM and 4:00 PM,
it was revealed by a review of available
documentation that the fire alarm out-of-service
policy did not include in the notification listing the
MN Department of Public Safety - Fire Marshal
Division ( point of contact and phone # ).

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 346 Fire Alarm System - Out of Service
SS=C CFR(s): NFPA 101

Fire Alarm - Out of Service
Where required fire alarm system is out of
services for more than 4 hours in a 24-hour
period, the authority having jurisdiction shall be
notified, and the building shall be evacuated or an
approved fire watch shall be provided for all
parties left unprotected by the shutdown until the
fire alarm system has been returned to service.
9.6.1.6
This REQUIREMENT is not met as evidenced
by:

K 346

Life Safety and Fire Watch Policy
updated to include MN Department of
Public Safety-Fire Marshall Division point
of contact and phone number 4/20/2024.

Facilities leader responsible to ensure
contact information is included in policy.

K 346 4/20/24
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K 346 Continued From page 11
Based on available documentation and staff

interview, the facility failed to maintain a fire alarm
out of service policy per NFPA 101 (2012 edition),
Life Safety Code, section 9.6.1.6. This deficient
finding a widespread impact on the residents
within the facility.

Findings include:

On 04/03/2024 between 9:30 AM and 11:30 AM,
it was revealed by a review of available
documentation that the fire alarm out-of-service
policy did not include in the notification listing the
MN Department of Public Safety - Fire Marshal
Division ( point of contact and phone # ).

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 353 Sprinkler System - Maintenance and Testing
SS=F CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

c) Water system supply source
__________________________
Provide in REMARKS information on coverage for

K 346
Life Safety and Fire Watch Policy
updated to include MN Department of
Public Safety-Fire Marshall Division point
of contact and phone number 4/20/2024.

Facilities leader responsible to ensure
contact information is included in policy.

K 353 4/20/24
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K 353 Continued From page 12
any non-required or partial automatic sprinkler
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to maintain the sprinkler system in
accordance with NFPA 101 (2012 edition), Life
Safety Code, sections 4.6.12, 9.7.5, 9.7.6, NFPA
25 (2011 edition) Standard for the Inspection,
Testing, and Maintenance of Water-Based Fire
Protection Systems, sections 4.3, 5.1, 5.1.1.2.
These deficient findings could have a widespread
impact on the residents within the facility.

Findings include:

1. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by a review of available
documentation that no documentation was
available to identify / confirm the most recent
5-year inspection of the fire sprinkler system.

2. On 04/03/2024 between 11:30 AM and 4:00
PM, it was revealed by observation that in the
Basement - Dirty Linen Room that a data cable
bundle was attached to, and position retained by
connection to a sprinkler system support hanger.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

K 353 Sprinkler System - Maintenance and Testing
SS=C CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance

K 353

5-year inspection of fire sprinkler system
completed 5/18/2023 and documentation
verifying this obtained by 4/20/2024.

Cable attached to sprinkler system
support hanger removed 4/4/2024.

Facilities team responsible for verifying
compliance and maintaining records on
the sprinkler system maintenance and
testing.

K 353 4/20/24
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K 353 Continued From page 13
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

c) Water system supply source
__________________________
Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to maintain the sprinkler system in
accordance with NFPA 101 (2012 edition), Life
Safety Code, sections 4.6.12, 9.7.5, 9.7.6, NFPA
25 (2011 edition) Standard for the Inspection,
Testing, and Maintenance of Water-Based Fire
Protection Systems, sections 4.3, 5.1, 5.1.1.2.
This deficient finding could have a widespread
impact on the residents within the facility.

Findings include:

On 04/03/2024 between 9:30 AM and 11:30 AM,
it was revealed by a review of available
documentation that no documentation was
available to identify / confirm the most recent
5-year inspection of the fire sprinkler system.

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NCHI21

K 353

5-year inspection of the fire sprinkler
system completed 5/18/2023 and
documentation verifying this obtained by
4/20/2024.

Facilities team responsible for verifying
compliance and maintaining records of
sprinkler system maintenance and testing.
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K 354 Sprinkler System - Out of Service
SS=C CFR(s): NFPA 101

Sprinkler System - Out of Service
Where the sprinkler system is impaired, the
extent and duration of the impairment has been
determined, areas or buildings involved are
inspected and risks are determined,
recommendations are submitted to management
or designated representative, and the fire
department and other authorities having
jurisdiction have been notified. Where the
sprinkler system is out of service for more than 10
hours in a 24-hour period, the building or portion
of the building affected are evacuated or an
approved fire watch is provided until the sprinkler
system has been returned to service.
18.3.5.1, 19.3.5.1, 9.7.5, 15.5.2 (NFPA 25)
This REQUIREMENT is not met as evidenced
by:
Based on available documentation and staff

interview, the facility failed to maintain a sprinkler
system out of service policy per NFPA 101 (2012
edition), Life Safety Code, section 19.3.5.1, 9.7.5,
9.7.6 and NFPA 25 ( 2011 edition ) Standard for
the Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, section
15.5.2(6). This deficient finding a widespread
impact on the residents within the facility.

Findings include:

On 04/03/2024 between 11:30 AM and 4:00 PM,
it was revealed by a review of available
documentation that the fire sprinkler system
out-of-service policy did not include in the
notification listing the MN Department of Public
Safety - Fire Marshal Division ( point of contact
and phone # ).

K 354 4/20/24

Interim Life Safety policy and Fire Watch
policy updated to include MN Department
of Public Safety-Fire Marshall Division
point of contact and phone number
4/20/2024.

Facilities team lead responsible for
verifying contact information is included in
policy.
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K 354 Continued From page 15
An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 354 Sprinkler System - Out of Service
SS=C CFR(s): NFPA 101

Sprinkler System - Out of Service
Where the sprinkler system is impaired, the
extent and duration of the impairment has been
determined, areas or buildings involved are
inspected and risks are determined,
recommendations are submitted to management
or designated representative, and the fire
department and other authorities having
jurisdiction have been notified. Where the
sprinkler system is out of service for more than 10
hours in a 24-hour period, the building or portion
of the building affected are evacuated or an
approved fire watch is provided until the sprinkler
system has been returned to service.
18.3.5.1, 19.3.5.1, 9.7.5, 15.5.2 (NFPA 25)
This REQUIREMENT is not met as evidenced
by:
Based on available documentation and staff

interview, the facility failed to maintain a sprinkler
system out of service policy per NFPA 101 (2012
edition), Life Safety Code, section 19.3.5.1, 9.7.5,
9.7.6 and NFPA 25 ( 2011 edition ) Standard for
the Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, section
15.5.2(6). This deficient finding a widespread
impact on the residents within the facility.

Findings include:

On 04/03/2024 between 9:30 AM and 11:30 AM,
it was revealed by a review of available
documentation that the fire sprinkler system

K 354

K 354 4/20/24

Interim Life Safety policy and Fire Watch
policy updated to include MN Department
of Public Safety-Fire Marshall Division
point of contact and phone number
4/20/2024.

Facilities team lead responsible for
verifying contact information is included in
policy.
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K 354 Continued From page 16
out-of-service policy did not include in the
notification listing the MN Department of Public
Safety - Fire Marshal Division ( point of contact
and phone # ).

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 374 Subdivision of Building Spaces - Smoke Barrie
SS=F CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors
2012 EXISTING
Doors in smoke barriers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that
resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors
are permitted to have fixed fire window
assemblies per 8.5. Doors are self-closing or
automatic-closing, do not require latching, and
are not required to swing in the direction of
egress travel. Door opening provides a minimum
clear width of 32 inches for swinging or horizontal
doors.
19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to maintain the smoke barrier doors
per NFPA 101 (2012 edition), Life Safety Code,
sections 19.3.7.8 and 8.5.4.1. This deficient
finding could have a widespread impact on the
residents within the facility.

Findings include:

On 04/03/2024 between 11:30 AM and 4:00 PM,

K 354

K 374 5/1/24

Facilities team adjusted the affected
compartment doors to be in compliance
by 5/1/2024.

Facilities team responsible for verifying
compliance on smoke barrier doors.
Routine environment/safety audits to be
completed to verify.
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K 374 Continued From page 17
it was revealed by observation that the Memory
Care Unit smoke compartment doors upon
testing exhibited a final door-to-door gap opening
greater than 1/8 inch.

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 923 Gas Equipment - Cylinder and Container Storag
SS=F CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.
Less than or equal to 300 cubic feet
In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

K 374

K 923 4/3/24
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Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cylinders
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the

facility failed to maintain proper medical gas
storage and management per NFPA 99 (2012
edition), Health Care Facilities Code, sections
9.3.7, 11.6.5. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

On 04/03/2024 between 11:30 AM and 4:00 PM,
it was revealed by observation in the Basement -
Med Gas ( O2 ) Storage Room that there was
mixed storage of empty / full cylinders.

An interview with the Maintenance Director
verified this deficient finding at the time of
discovery.

K 923

Empty and full cylinder storage deficient
practice corrected on 4/3/2024.

Administrator/designee will complete
routine environment/safety audits of the
oxygen storage room monthly to verify
proper storage of oxygen cylinders
throughout facility.
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Protecting, Maintaining and Improving the Health of All Minnesotans
   

Electronically delivered
April 18, 2024

Administrator
Gundersen St Elizabeth's Care Center
1200 Fifth Grant Boulevard West
Wabasha, MN  55981

Re:        State Nursing Home Licensing Orders
  Event ID: NCHI11
    
Dear Administrator:

The above facility was surveyed on April 2, 2024 through April 4, 2024 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes.  At the time of
the survey, the survey team from the Minnesota Department of Health ‐ Health Regulation Division
noted one or more violations of these rules or statutes that are issued in accordance with Minn. Stat.     
§  144.653 and/or Minn. Stat.  §  144A.10.  If, upon reinspection, it is found that the deficiency or
deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule and/or statute of the Minnesota
Department of Health.     

To assist in complying with the correction order(s), a “suggested method of correction” has been
added.  This provision is being suggested as one method that you can follow to correct the cited
deficiency.  Please remember that this provision is  only a suggestion and you are not required to follow
it.  Failure to follow the suggested method will not result in the issuance of a penalty assessment.  You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.     

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14‐01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html.  The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically.  The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software.  Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.     

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order.  This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by."  Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.     

An equal opportunity employer.



Gundersen St Elizabeth's Care Center
April 18, 2024    
Page  2

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION."  THIS APPLIES TO FEDERAL DEFICIENCIES ONLY.  THIS WILL APPEAR ON EACH PAGE.      

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.       

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text.  You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health.  We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota 55904‐5506
Email: jennifer.kolsrud@state.mn.us    
Office: (507) 206‐2727    

You may request a hearing on any assessments that may result from non‐compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.     

Please feel free to call me with any questions.     

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112     
Email:  Kamala.Fiske‐Downing@state.mn.us
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2 000  Initial Comments 2 000

*****ATTENTION******

NH LICENSING  CORRECTION  ORDER

In accordance  with Minnesota  Statute,  section
144A. 10,  this  correction  order  has  been  issued
pursuant  to a  survey.  If, upon  reinspection,  it is
found  that  the  deficiency  or deficiencies  cited
herein  are  not  corrected,  a  fine for each  violation
not  corrected  shall  be  assessed  in accordance
with a  schedule  of fines  promulgated  by rule  of
the  Minnesota  Department  of Health.

Determination  of whether  a  violation has  been
corrected  requires  compliance  with all
requirements  of the  rule  provided  at  the  tag
number  and  MN Rule  number  indicated  below.
When  a  rule  contains  several  items,  failure  to
comply  with any  of the  items  will be  considered
lack  of compliance.  Lack  of compliance  upon
re- inspection  with any  item of multi-part  rule  will
result  in the  assessment  of a  fine even  if the  item
that  was  violated  during  the  initial inspection  was
corrected.

You may  request  a  hearing  on  any  assessments
that  may  result  from non- compliance  with these
orders  provided  that  a  written  request  is made  to
the  Department  within 15  days  of receipt  of a
notice  of assessment  for non- compliance.

INITIAL COMMENTS:
On  4/2/24  through  4/4/24,  a  licensing  survey  was
conducted  at  your  facility by surveyors  from the
Minnesota  Department  of Health  (MDH). Your
facility was  NOT in compliance  with the  MN State
Licensure  and  the  following correction  orders  are
issued.  Please  indicate  in your  electronic  plan  of
correction  you have  reviewed  these  orders  and

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
STATE FORM 6899 NCHI11

TITLE (X6) DATE

04/26/24
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identify the  date  when  they  will be  completed.

2 000

Minnesota  Department  of Health  is documenting
the  State  Licensing  Correction  Orders  using
federal  software.  Tag numbers  have  been
assigned  to Minnesota  state  statutes/ rules  for
Nursing  Homes.  The  assigned  tag  number
appears  in the  far left column  entitled  " ID Prefix
Tag." The  state  statute/ rule  out  of compliance  is
listed  in the  "Summary  Statement  of Deficiencies"
column  and  replaces  the  "To Comply"  portion  of
the  correction  order.  This  column  also  includes
the  findings  which  are  in violation of the  state
statute  after  the  statement,  "This  Rule  is not  met
as  evidence  by." Following  the  surveyors  findings
are  the  Suggested  Method  of Correction  and
Time period  for Correction.

You have  agreed  to participate  in the  electronic
receipt  of State  licensure  orders  consistent  with
the  Minnesota  Department  of Health
Informational  Bulletin
<https: //www.health. state. mn. us/ facilities/ regulati
on/ infobulletins/ ib14_ 1.html>  The  State  licensing
orders  are  delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted  to
you electronically.  Although  no  plan  of correction
is necessary  for State  Statutes/ Rules,  please
enter  the  word  "corrected"  in the  box  available  for
text.  You must  then  indicate  in the  electronic
State  licensure  process,  under  the  heading
completion  date,  the  date  your  orders  will be
corrected  prior to electronically  submitting  to the
Minnesota  Department  of Health.  The  facility is
enrolled  in ePOC  and  therefore  a  signature  is not
required  at  the  bottom  of the  first page  of state
form.

PLEASE  DISREGARD  THE HEADING OF THE
FOURTH  COLUMN WHICH STATES,

Minnesota  Department  of Health
STATE FORM 6899 NCHI11 If continuation  sheet  2 of 5



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  05/02/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

00675 B. WING _____________________________ 04/04/2024

NAME OF  PROVIDER  OR  SUPPLIER

GUNDERSEN  ST ELIZABETH' S  CARE  CENTER

STREET  ADDRESS,  CITY, STATE, ZIP CODE

1200  FIFTH GRANT BOULEVARD WEST
WABASHA,  MN 55981

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

2 000  Continued  From  page  2

"PROVIDER' S  PLAN OF CORRECTION. " THIS
APPLIES  TO FEDERAL  DEFICIENCIES  ONLY.
THIS WILL APPEAR  ON EACH PAGE.  THERE
IS NO REQUIREMENT  TO SUBMIT A PLAN OF
CORRECTION  FOR  VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

2 000

21925  MN St.  Statute  144. 651  Subd.  29  Patients  &
Residents  of HC Fac. Bill of Rights

21925

Subd.  29.  Transfers  and  discharges.  Residents
shall  not  be  arbitrarily  transferred  or discharged.
Residents  must  be  notified,  in writing, of the
proposed  discharge  or transfer  and  its
justification  no  later  than  30  days  before
discharge  from the  facility and  seven  days  before
transfer  to another  room  within the  facility. This
notice  shall  include  the  resident' s  right to contest
the  proposed  action,  with the  address  and
telephone  number  of the  area  nursing  home
ombudsman  pursuant  to the  Older  Americans
Act, section  307( a) (12) . The  resident,  informed
of this  right,  may  choose  to relocate  before  the
notice  period  ends.  The  notice  period  may  be
shortened  in situations  outside  the  facility's
control,  such  as  a  determination  by utilization
review,  the  accommodation  of newly-admitted
residents,  a  change  in the  resident' s  medical  or
treatment  program,  the  resident' s  own or another
resident' s  welfare,  or nonpayment  for stay  unless
prohibited  by the  public  program  or programs
paying  for the  resident' s  care,  as  documented  in
the  medical  record.  Facilities  shall  make  a
reasonable  effort  to accommodate  new  residents
without  disrupting  room  assignments.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  record  review,  and  interview  the  facility Corrected

Minnesota  Department  of Health
STATE FORM 6899  NCHI11
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21925  Continued  From  page  3

failed  to ensure  a  written  notification  of transfer
and/ or discharge  was  sent  to the  office of the
Ombudsman  for 1 of 1 (R45)  residents  reviewed
for hospitalization.

21925

Findings  include:

R45' s  quarterly  minimum  data  set  (MDS)
assessment  dated  2/23/24,  indicated  R45' s
diagnoses  included  congestive  heart  failure
(CHF) , peripheral  vascular  disease  (PVD-poor
circulation) , diabetes  mellitus  (DM),
hyperlipidemia  (HLD-high  levels  of lipids in
blood) , and  asthma.

Progress  notes  indicated  R45  was  hospitalized
from 11/6/23  until 11/10/23.

R45' s  medical  record  lacked  evidence  a  written
notification  of transfer  was  sent  to the
Ombudsman  for long  term  care.

On  4/3/24  at  12:16  p.m. , an  email  was  received
from the  administrator  stating  they  had  not
notified  the  ombudsman  of the  transfer  for R45.

During  an  interview  on  4/3/24  at  5:37  p.m. ,
registered  nurse  (RN)-A stated  the  facility would
only notify for emergency  transfers  and
hospitalization,  however  stated  they  were  unsure
of exact  process,  and  it was  normally  completed
by the  administrator.

On  4/4/24  at  2:15  p.m. , the  administrator
confirmed  the  office of the  ombudsman  had  not
been  notified  of the  hospital  transfer.

The  facility policy Transfer  or Discharge  Notice
last  reviewed  12/21/23,  indicated  a  copy  of the
notice  was  to be  sent  to the  office of the  state

Minnesota  Department  of Health
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long- term  care  Ombudsman.

21925

SUGGESTED  METHOD OF CORRECTION:
The  Administrator  or designee  could  develop  a
system  to ensure  the  ombudsman  is given  notice
when  residents  are  transferred  to the  hospital.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

Minnesota  Department  of Health
STATE FORM 6899  NCHI11 If continuation  sheet  5 of 5


