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Name, Address, and County of Licensee Q/
Investigated: C)

Farmstead Care of Moorhead Qg/
3200 28t Street South

Moorhead, MN 56560 Oé

Clay County ,Q

Facility Type: Assisted Living Facility with Eval Qr"s Name: Barbara Axness, RN
Dementia Care (ALFDC) Q Special Investigator

Finding: Substantiated, facility responsibilit %

Nature of Investigation: OO

The Minnesota Department of Hea estigated an allegation of maltreatment, in accordance
with the Minnesota Reporting o eatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance éa'pplicable licensing standards for the provider type.

Initial Investigation Al gon(s):

The facility neglecte resident when the registered nurse (RN) failed to assess a newly
developed open nd failed to contact the resident’s primary care provider. As a result, the
resident deve Into a stage three pressure ulcer.

Investi %indings and Conclusion:

The Miig;ota Department of Health determined neglect was substantiated. The facility was
responsible for the maltreatment. The resident had a history of skin breakdown, and nursing
staff failed to assess the resident’s risk and implement interventions to prevent further skin
breakdown. Facility staff identified a new open area, but the nurse did not assess the wound
until nine days later and the primary care provider (PCP) was not updated until 17 days after
the wound was first observed. By the time the PCP was updated, the wound had progressed to
a stage three pressure ulcer (full thickness skin loss that extends into the fatty tissue layer).
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The investigator conducted interviews with facility staff members, including administrative
staff, nursing staff, and unlicensed staff. The investigator also contacted the resident’s case
worker and primary care provider. The investigation included review of the resident’s records,
facility internal investigation documentation, facility incident reports, staff schedules, and
related facility policies and procedures. Also, the investigator observed care and services
provided in the facility and the resident’s pressure ulcer.

The resident resided in an assisted living facility. The resident’s diagnoses included hemiplegia
and hemiparesis affecting the right dominant side (right sided weakness). The resideptg service
plan included assistance with dressing, bathing, toileting, and transfers with a me Qal lift.
The resident’s assessment lacked documentation related to refusals of care or ry of skin
breakdown. The assessment indicated the resident’s only skin integrity issu edema to his
legs. The resident had a preference to sleep in his recliner, but the assesgredt failed to identify
the resident’s preference of sleeping in a recliner and the risk of dev pressure ulcers or
other skin breakdown. The resident’s care plan indicated the residegt Was toileted eight times
per day. The resident was noted to have a history of abusing ot d had a history of verbal
aggression with staff. Unlicensed personnel (ULP) were to cbih e resident's bottom for
open/new sores every other day and “make observations §Qr Mis.” If the resident refused to
have his incontinence product changed or refused to eted after two attempts, ULP were
to ask another staff member to help him and docum e refusal. Staff were to provide the
resident with two choices on when to change his ntinent product and to come back in 15 to
20 minutes. Repositioning assistance was re from the resident's care plan per his request
but was later updated to include "due to on buttock. Offer reposition every 3 hours,
document refusals" at an unidentified t@

The resident’s medical record indi the resident had a recurring pressure ulcer on his
buttocks that would heal and rQQe . Two days after it recently healed over, the area
reopened. ULP documented@ ‘sore on his left buttock reopened today. Writer applied
barrier cream to the area,\ill continue to monitor.” The next note was completed five days

later when ULP note area was still open and barrier cream was being used. Two days later,
the ULP documen at the resident’s sore was still open but was now bleeding. The ULP
wrote she cleans e area and applied barrier cream and would “continue to monitor.”

stage 2 sure ulcer on the right buttock. The nurse applied barrier cream but failed to
contact the PCP. Three days after the assessment, the nurse documented “no changes to [the
resident’s] open area from earlier this week. Still open, no active bleeding. [Brand name] barrier
cream applied.” The nurse failed to contact the PCP.

Nine dayi@r the wound reopened, the nurse assessed the area. The nurse noted it to be a

17 days after the wound first opened, the nurse documented the wound was now a stage 3
pressure ulcer and was noted to be bleeding. The nurse applied barrier cream and noted a
“pinpoint open area to right buttock.” The nurse faxed the PCP about the open sore on the left
buttock. The resident refused to go to an appointment with his PCP that day and two days later
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the PCP was updated that the facility had filed a report related to self-neglect that resulted in
the development of a pressure ulcer. Four days after the fax was sent, the nurse contacted the
PCP to request a referral to a wound clinic. The PCP responded later that day with an order for
a referral to a wound clinic and interventions that included the use of a pressure relieving
cushion in the resident’s wheelchair. Despite the order for the referral to the wound clinic, the
facility never made an appointment. The resident refused to be seen by the wound clinic and
the facility did not update the PCP of the resident’s refusal. The facility failed to ensure the
resident utilized the pressure relieving cushion and failed to notify the PCP that the resident
refused the intervention.

At the time of the onsite visit, the investigator observed the open area on the uhgﬁt's
buttocks. A small open area was observed on the resident’s left buttock and r\entirety of the
resident’s buttocks was leathery and dark purple with some non-blanch in does not turn
white when pressure is applied, indicative of anlack of blood flow) argapXd¢/pressure relieving
cushion was observed on the resident’s dining room table. The resi¢eM’s room did not have a
bed, only a recliner. The resident stated that he slept in the rec@‘nd preferred to sleep in

the recliner verses the bed. ’&\
During an interview, the administrative nurse stated t e facility’s current process included
for unlicensed personnel (care coordinators) to con kin assessments. The administrative

nurse felt it was appropriate for care coordinatorg @ omplete skin assessments because they
were certified nursing assistants and she had {f&ff)ed them on how to complete a skin
assessment. The administrative nurse sta@t the care coordinators had been monitoring
the resident’s pressure ulcer but once i ed to bleed, she got involved with the resident’s
care. The administrative nurse state Ct’once the pressure ulcer worsened to a stage 3, she
updated the provider. The admini e nurse acknowledged the resident’s history of skin
breakdown and noncomplianc?@re not included on the assessment as the nurse consultant
had told the facility to incl ly the current skin status and not the history. The
administrative nurse also 8¢knowledged that interventions were attempted but were not
documented. The nuggeNonfirmed that the referral for the wound clinic consultation was not
completed as the nt refused. The nurse thought that the provider had been updated
about the refus@ stated they were waiting from a response from the provider.

worked ad caregiver and helped the nurses by training other unlicensed staff, worked
with the nurses to inventory medications, completed dressing changes, skin assessments, and
documented intake and output, among other duties. The care coordinator felt it was within her
scope of duties to complete skin assessments since the nurse had trained her on how to do
them. The care coordinator indicated she was trained by a previous registered nurse (RN) at the
facility but couldn’t recall what was covered in the training. The care coordinator also stated
that any time she entered a progress note about a skin condition, she emailed the nurse to
make sure she was aware of any changes to the resident’s skin.

During a @view, the care coordinator (unlicensed personnel) stated that in her role, she
é? e
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During an interview, facility administrative staff stated they were not aware of the delay in
assessment of the wound or update to the resident’s provider. The administrative staff stated
they were not sure why the nurse failed to address the wound timely and as far as she was
aware, the wound got worse due to the resident’s non-compliance. The administrative staff
stated that the resident admitted to the facility with a history of pressure ulcers and routinely
developed them, so she was not sure why this was not addressed in the resident’s assessment.

During an interview, the resident’s primary care provider (PCP) stated he was not previously
informed of the delay in assessment of the wound or delay in contacting his office. T, CP

indicated that the facility made it sound like it was self-neglect since the resident n’t
listen to them about wound care. The PCP stated that given the resident was air bound,
he should have been notified within a few days of the wound reopening. Th stated barrier

recommended treatment for a stage three pressure ulcer. The PCP st e was not aware
that the resident was sleeping in a recliner. The PCP stated that theyeSident should be using a
special cushion in his wheelchair since he had hip contractures fected his positioning. The
PCP stated the day they received the first fax from the facili&}& immediately scheduled an
appointment for the resident to be seen in the clinic th%?{ he appointment was cancelled

cream would be an appropriate treatment for a stage one pressure uIcerEI:ﬁ.’gNould not be the

by the resident, and they did not hear anything further. the facility.

During an interview, the resident’s case manager@ed the facility updated them of the report
of self-neglect, but the facility did not disclos @ mation about a delay in care. The case
manager stated that a nurse reached out p a care conference regarding the resident and
she had replied that she would like to a but has not heard anything back from the facility

in a few weeks. Q/

During an interview, the resid tated he didn’t refuse care but “we don’t seem to be on the
same page...that’s the wo%@ re using.. but 1 don’t refuse care, | want things done a certain

" A

way.
In conclusion, the@/%esota Department of Health determined neglect was substantiated.

Innesota Statutes, section 626.5572, Subdivision 19.
means a preponderance of evidence shows that an act that meets the
maltreatment occurred.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17

“Neglect” means neglect by a caregiver or self-neglect.

(a) "Caregiver neglect" means the failure or omission by a caregiver to supply a vulnerable adult
with care or services, including but not limited to, food, clothing, shelter, health care, or
supervision which is:
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(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable
adult; and

(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes, case manager
Alleged Perpetrator interviewed: Not Applicable

Action taken by facility: AQ/Q

No action taken. \

Action taken by the Minnesota Department of Health: C)Q/

The facility was found to be in noncompliance. To view a copy of the ent of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/reguIation/directye@)vcompselect.htmI

If you are viewing this report on the MDH website, plngz the attached Statement of
Deficiencies.

You may also call 651-201-4200 to receive a cg@a mail or email

right to appeal the maltreatment finding. If the
maltreatment is substantiated again fdentified employee, this report will be submitted to
sion of the finding on the abuse registry and/or to the

the nurse aide registry for possibl
Minnesota Department of Hu rvices for possible disqualification in accordance with the
provisions of the backgroun&w requirements under Minnesota 245C.

cc: %)
The Officf@mbudsman for Long Term Care
f

The Ombudsman for Mental Health and Developmental Disabilities
Cla@ nty Attorney

I@m ead City Attorney

Moorhead Police Department

Minnesota Board of Executives for Long Term Services and Supports
Minnesota Board of Nursing

The responsible party will be notified of,
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issued pursuant to a complaint investigation. state St mber and the
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When a Minnesota Statute contains several Q‘ re in violation of the state requirement

items, failure to comply with any of the items will /after the statement, "This Minnesota

be considered lack of compliance. \Q requirement is not met as evidenced by."
% Following the evaluators ' findings is the

INITIAL COMMENTS: Q\A Time Period for Correction.

#HL315573643M/#HL315573992C OC’

On May 21, 2024, the Minnesota Depaé(of PLEASE DISREGARD THE HEADING OF

Health conducted a complaint invegggat®n at the THE FOURTH COLUMN WHICH

above provider, and the followin %@ction STATES,"PROVIDER'S PLAN OF

orders are issued. At the time complaint CORRECTION." THIS APPLIES TO

investigation, there were 97 r&gdents receiving FEDERAL DEFICIENCIES ONLY. THIS

services under the provideg Assisted Living with WILL APPEAR ON EACH PAGE.

Dementia Care license.

The following corr. cé@rders are issued for

#HL31557364 315573992C, tag THERE IS NO REQUIREMENT TO

identification% 71620, 2320, 2360. SUBMIT A PLAN OF CORRECTION FOR

VIOLATIONS OF MINNESOTA STATE
Q~ STATUTES.
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ISSUED PURSUANT TO 14 Q
SUBDIVISION 1-3. A

01410/ 144G.62 Subd. 2 Delegation of assisted living 01410 Q/
SS=F| services C)

(a) Aregistered nurse or licensed health Q‘

professional may delegate tasks only to staff who é
are competent and possess the knowledge and O
skills consistent with the complexity of the tasks \

and according to the appropriate Minnesota &
practice act. The assisted living facility must ?‘
establish and implement a system to ‘Q‘
communicate up-to-date information to the Q/
registered nurse or licensed health professional Q
regarding the current available staff and their %\
competency, so the registered nurse or licensed A

health professional has sufficient information t N\
determine the appropriateness of delegating
tasks to meet individual resident needs a%/()

preferences. Q‘

This MN Requirement is not met Qw‘denced

by:
Based on interview and recorg@w, the
licensee failed to provide 9%): riate care and
services subject to appreggride Minnesota
practice acts when t tered nurse (RN)
delegated unIicen&sonnel (ULP) to conduct
skin assessme resident who had a
worsening pr, @ulcer.

This prac@'resulted in a level two violation (a
violation that did not harm a resident's health or

safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic

Wy

Minnesota Department of Health
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failure that has affected or has potential to affect Q/Q

a large portion or all of the residents).

The findings include: C)Q/\

The Nurse Practice Act, Minnesota Statute Q/
Section 148.171, dated August 1, 2013, indicated Q~
the registered nurse (RN) scope of practice

included implementing interventions delegated, é
ordered, or prescribed by a licensed health care O

provider. The same document indicated '&\
"delegation" means the transfer of authority to
another nurse or competent, unlicensed assistive <
person to perform a specific nursing task or Q
activity in a specific situation. The same Q
document indicated "supervision" means \
guidance means guidance by the RN including A%

the initial direction, setting expectations, directi ‘\

activities and course of action, evaluating, ar&)@’

changing a course of action.

Based on the National Guidelines for W19

Delegation, developed by the Ameg€an Nurses

Association (ANA) effective Apri&w, the

licensed nurse cannot delega% activity which
u

requires clinical reasoning ng judgment, or
critical decision making.

R1's diagnoses incl
hemiparesis folloW

@:

caused by a{ifgKe)

emiplegia and
cerebral infraction affecting

R1's carep%; dated February 24, 2020,
indicated the resident was toileted eight times per
day. R1 was noted to have a history of abusing
others and had a history of verbal aggression with
staff. Unlicensed personnel were to check the
resident's bottom for open/new sores every other
day and make observations for this.

Minnesota Department of Health
STATE FORM 6899 8CZA11 If continuation sheet 3 of 27
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R1's unsigned service plan dated May 13, 2024,
indicated the resident received assistance with
toileting, showers, activities of daily living,
repositioning every three hours, and medication
administration. Unlicensed personnel were to
check the resident's bottom for new/open sores
every other day.

R1's assessment dated April 8, 2024, indicated
R1's only skin concern was edema to his bilateral
lower legs. R1 was noted to be incontinent and
needed to be toileted every three hours. The
assessment indicated R1 had behaviors of verbal
aggression.

R1's progress notes contained the following:

-March 6, 2024, ULP noted a small open sore t@\

the resident's left buttock. Barrier cream was

applied.
-March 11, 2024, ULP noted a small arez@he

resident's buttock was almost healed.
-March 18, 2024, ULP noted the "l
is healed over, staff applied barrj
prevent it from opening again

monitor."
-March 20, 2024, ULP ngfeMthe resident's
bottom remained hea e

uttock sore

-April 4, 2024, Clini rse

Supervisor/Regi urse (CNS)-A
documented mpted to do the resident's
90 day asse: nt but he refused.

-April 12, ULP documented "no new
changes to¥is bottom. Area is healed over."

-April 14, 2024, ULP documented "resident's sore
on his left buttock reopened today. Writer applied
barrier cream to the area. Will continue to
monitor."

-April 19, 2024, ULP documented "resident has
an open sore on his left buttock. Area was not

<
Q
<
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actively bleeding when writer assessed the area. Q/Q

Barrier cream was applied. Will continue to
monitor." The RN failed to assess the resident's \
wound. Q/
-April 22, 2024, ULP documented "resident's sore O

on his left buttock is open and actively bleeding at Q/
this time. Writer cleaned the area and applied Q~

barrier cream. Will continue to monitor."

-April 23, 2024, CNS-A assessed the wound and é
wrote "Resident has a stage 2 pressure sore to \O
right buttock that measures 2 centimeters (cm) by &

1 cm without any depth ..."
-April 24, 2024, ULP documented "sore on his left <
buttock is open, and not actively bleeding at this Q
time ..." Q
-April 26, 2024, CNS-A wrote, "No changes to \
[R1's] open area from earlier this week. Still open, A%

no active bleeding. Tena barrier cream applied '“\
-April 29, 2024, ULP documented the residenk )
sore on his left buttock was still open but
actively bleeding.

-May 1, 2024, CNS-A assessed the w gain
and documented "Resident has a
pressure ulcer measuring 2.75
2.25 cm in width x 0.1 millime,

to right buttock. Ar

buttock.
-May 9, 202, CNS-A measured the resident's
wound again and it was noted to be a stage 3
pressure ulcer that was 10 mm in length by 5 mm
wide and 4 mm in depth.

Care coordinator/unlicensed personnel
(CC/ULP)-G's job description for the position of

Minnesota Department of Health
STATE FORM 6899 8CZA11 If continuation sheet 5 of 27
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care coordinator dated May 7, 2024, indicated the
care coordinator served as the lead caregiver in
addition to providing nursing care to the residents
of Farmstead Living. The care coordinator
worked alongside licensed nurses to directly
impact the resident's quality of life by assisting
with their activities of daily living (ADLS).
Responsibilities of the position included training
caregivers, contributing to the resident's plan of
care, updating paper copies of care plans for
each unit, communicating with the pharmacy
regarding medication orders, faxing providers
regarding medication reorders, fall reports, etc.,
assisting residents with activities of daily living,
maintained resident's records daily in a timely
manner and in accordance with company policies
and procedures, document medication

distribution as applicable, leisure activities, N\
incidents, and observations, report any chanﬁr’g}
r

in resident's physical condition and/or behgv
observes and reports the health and e

condition of each resident, and promp ort all
changes to the nurse or other apprgfyiat
supervisor, lead shift report, and&w~ proper
procedures in emergency sitystj and respond
promptly and positively to r; sLQnt requests for
assistance. Nursing tas care coordinator
was to perform includgdfking and recording

vital signs, reviewin d pressure, monitoring
i i egications, dressing changes,

skin care, nail weight management,
monitoring f akes for those with feeding
tubes, m utput of urine for those with
catheters, perform catheter flushes, track bowel

movements, and transfer, position, and turn
residents. Qualifications included experience in
long term care, memory care, or assisted living
and a certified nursing assistant (CNA) was
preferred, but not required.

<
Q
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On May 21, 2024, at 10:10 a.m., clinical nurse Q/Q

supervisor (CNS)-A stated the facility's current
process was that unlicensed personnel, called \
care coordinators, were responsible for Q/
conducting skin assessments. CNS-A stated she O

felt the care coordinators were appropriate to Q/
complete skin assessments because they were Q~
certified nursing assistants and she had trained

them on how to complete a skin assessment. é
CNS-A stated the care coordinator had been O

monitoring the pressure ulcer but once it started 'Q
to bleed, she got involved with the resident's care.

<
On May 21, 2024, at 11:10 a.m., care Q
coordinator/unlicensed personnel (CC/ULP)-G Q
stated in her role, she worked as a lead caregiver \
and also helped the nurses by training ULP on A%
some things, working with the nurses to invento ‘\
medications, do dressing changes, skin éi

assessments, and document intakes and u),
among other duties. CC/ULP-G stated s it
was within her scope of duties to com kin

assessments since the nurse had ed her how
to do them. CC/ULP-G was ask& the

training included or when it w, e. CC/ULP-G
stated it was done by a pri % and she couldn't

recall what all was covergfi\ the training.

On May 21, 2024, % p.m., licensed
assisted living diE tgy (LALD)-C confirmed via

email that it w t be within the care
coordinator'@ e of practice to perform skin
assessm

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must

the needs of the resident and cannot exceed
calendar days from the date of the last reyvj
(e) A facility must inform the prospectiv
of the availability of and contact infor
long-term care consultation servic n
section 256B.0911, prior to the n which a
prospective resident execute tract with a
facility or the date on whic ?ospective
resident moves in, whic| is earlier.

be conducted as needed based on changes in (d
nt

This MN Requirem I not met as evidenced
by:

Based on inte nd record review, the
ensure the registered nurse
assessments as required for one
of one residents (R1) with a worsening wound.
The RN failed to assess a new open area, until
nine days after it was first observed. The RN also
did not update the primary care provider until 17
days after the wound was first noted. During that
time, the wound worsened to a stage 3 pressure
ulcer.

<
Q
<)
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This practice resulted in a level three violation (a AQ/
violation that harmed a resident's health or safety, \

not including serious injury, impairment, or death, Q/
or a violation that has the potential to lead to C)
serious injury, impairment, or death) and was Q/
issued at an isolated scope (when one or a Q~
limited number of residents are affected or one or

a limited number of staff are involved or the é
situation has occurred only occasionally). O

The findings include:

The RN failed to monitor skin integrity status and
failed to monitor and assess R1's wounds.

R1's diagnoses included hemiplegia and
hemiparesis following cerebral infraction affe@J

<
Q
<)

right dominant side (weakness on the right si )

caused by a stroke).

R1's care plan dated February 24, 202%
indicated the resident was toileted gQht tmes per
day. R1 was noted to have a his

others and had a history of v
staff. Unlicensed personnejw

to check the

resident's bottom for op W sores every other
day and make obsery for this. If the
resident refused to is incontinence product

changed or to b
were to ask a

ilgted after two attempts, ULP
staff member to help him and
document. S to be given two choices on
when to his incontinence product when
he refuses and to come back in 15 to 20 minutes
to allow him to make a decision. Repositioning
was removed from the resident's care plan at his
request but "due to wounds on buttock. Offer
reposition every 3 hours, document refusals" was
added back to the care plan at an unidentified
date.

Minnesota Department of Health
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R1's individual abuse prevention plan (IAPP) AQ/

dated April 16, 2024, included a section for falls \
or frequent bruising and had "open areas" C)Q/

handwritten in the section. The vulnerability was

"resident will often get open areas to buttocks due Q/
to refusal to reposition and toileting" Interventions Q~
included staff reporting refusals to the nurse and

staff reporting open areas to the nurse. The IAPP é

failed to identify any individualized interventions O

related to his refusals. The resident was noted to '&\
be at risk for self abuse due to refusing
"repositioning often and toileting, especially <
weekends, causing skin breakdown." Q
Interventions included staff to monitor resident for Q
concerns of self-abuse and report promptly to the \
nurse. The |IAPP failed to identify any A%
individualized interventions related to his refusab"\

R1's unsigned service plan dated May 13, 4
indicated the resident received assistan
toileting, showers, activities of daily livi
repositioning every three hours, a edication
administration. Unlicensed pers
check the resident's bottom fi
every other day.

R1's assessment dat%il 8, 2024, indicated
the resident did not {{&fgrany emotional

ity indicated the only skin concern was
edema to his bilateral lower legs. The resident
was noted to be incontinent and needed to be
toileted every three hours. The assessment
indicated the resident had behaviors of verbal
aggression. The assessment failed to identify the
resident's preference of sleeping in a recliner

Minnesota Department of Health
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instead of a bed and how that could increase his
risk of developing pressure ulcers or other skin
breakdown.

R1's progress notes contained the following:
-March 6, 2024, ULP noted a small open sore to
the resident's left buttock. Barrier cream was
applied.

-March 11, 2024, ULP noted a small area on the
resident's buttock was almost healed.

-March 18, 2024, ULP noted the "left buttock sore
is healed over, staff applied barrier cream to
prevent it from opening again. Will continue to
monitor."

-March 20, 2024, ULP noted the resident's
bottom remained healed over.

-March 26, 2024, ULP documented "resident has

today ...resident's biggest complaint to this s
was about being late as he normally gets
the 6:00 hour and staff showed up to hi
7:15. Then when resident pages, it's
writer is attending to another resid%s‘n
d

cannot leave them unsupervise ident has
been incontinent of bowel two%‘lm, once in the
morning and once this aftepno®. In the
afternoon, he had a full e of clothing due to
the incontinence. Resj tated "if you would've

just done your job me on time, we wouldn't
be in this mess. RS

been in a negative/argumentative mood all d@

reS|dents 3% day assessment but he refused.
-April 5, 2024, an administrative staff member
met with the resident to discuss various
concerns. "l asked if he ever refuses services
from [ULP] and he said no. He also said they
should know to put the cream on his bottom and
be checking for soars (sic) as he can't do this on

eds and

<
Q
<)
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his own. When checking his care plan it does
show that nursing does this Monday, Wednesday,
Friday. We told him we would follow up with him
next week ..."

-April 11, 2024, the CNS documented she came
to the resident's room after a ULP reported he
was having behaviors. "When writer entered
resident's room, resident was having verbal
aggression towards [ULP] and this writer.
Resident had called [ULP] an asshole and told
her that they should have came to them right
away. [ULP] had already once told the resident
they were in giving another resident a shower
when they had paged to use the restroom and
they couldn't leave them. Resident continued to
yell at [ULP] saying "you should have not even
taken the other resident to do a shower until |

after lunch, | come first." This writer then told
resident that [ULP] cannot wait all afternog,

buzzed. | always go to the bathroom some time ‘\
&

them to use the bathroom as other resi re
scheduled for their showers at a certai . [R1]
then began to yell at this writer "I haf)to Wait"
Writer then told resident Q

0 new

changes to his bottom. Area isQealed over."
-April 14, 2024, ULP do nted "resident's sore

on his left buttock reo today. Writer applied
barrier cream to trﬁa Will continue to

-April 12, 2024, ULP docume§

monitor." The R iI3d to assess the resident's
wound.
-April 19, 2 P documented "resident has
an open his left buttock. Area was not
actively bledding when writer assessed the area.
Barrier cream was applied. Will continue to
monitor." The RN failed to assess the resident's
wound.

-April 22, 2024, ULP documented "resident's sore
on his left buttock is open and actively bleeding at
this time. Writer cleaned the area and applied

<
Q
<
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barrier cream. Will continue to monitor." The RN Q/Q

failed to assess the resident's wound.

-April 23, 2024, CNS-A assessed the wound and \
wrote "Resident has a stage 2 pressure sore to Q/
right buttock that measures 2 centimeters (cm) by C)

1 cm without any depth. This writer cleansed the Q/
area thoroughly with warm, soapy water. Patted Q~
dry, then applied Tena barrier cream. This writer

provided education to resident that the best way é

to prevent the pressure sores from recurring or O

worsening is by ensuring that they are not sitting '&\
in a soiled, wet brief, and that they are following
their repositioning schedule. Resident replied with <
"I have heard this all before." Writer did let Q
resident know that they will be measuring their Q
sore every week to see if it is worsening, stable, \

or improving. Resident was agreeable to this ..." A%

The RN failed to update the resident's primary ‘\

care provider following the assessment. CD
-April 24, 2024, ULP documented "sore on @ft
buttock is open, and not actively bleedi IS
time ..."

-April 26, 2024, CNS-A wrote, "No nges to
[R1's] open area from earlier thiﬁ Still open,
no active bleeding. Tena barri m applied.
This writer attempted to tal t&esident about
toileting and repositioni sident stated "l
have already been tolg before." Writer will
dion the subject tomorrow
when they are in f&gil}y ..." The RN again failed to
update the regi§ primary care provider.

-April 28, 208/ S-A documented the resident
refused talic twice between 2:00 p.m. and
4:00 p.m. Resident was noted to have not been
toileted since 10:30 a.m. "This writer then let
resident know that since he refusing to be toileted
or repositioned, Farmstead is going to have to file
a report of self neglect on him due to their open
sores. Resident became agitated, raising his
voice saying "you file whatever reports you need

Minnesota Department of Health
STATE FORM 6899 8CZA11 If continuation sheet 13 of 27
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to do to make you sleep at night, when all you Q/Q

want to do is waste my time and take away from
me watching TV." This writer tried to explain to \
resident that we are trying to prevent his sores Q/
from getting worse or infected. Resident again C)

yelled at writer while waiving his hands in writers Q/
face saying just leave, go. Writer then got up and Q~
walked away as to not agitate the resident any

further." The RN again failed to update the é
resident's primary care provider on the open O

wound. Later that same day, CNS-D documented 'Q

when staff went to change the resident at 8:00

p.m., the resident was soiled with urine and stool <

and his open area was bleeding. The area was Q

cleaned and barrier cream was applied. Q

-April 29, 2024, CNS-D documented the resident %\
>

had behaviors after staff didn't respond to his light

immediately. CNS-D wrote, "will continue to 65

monitor for ongoing behaviors." CNS-D faile )

identify any interventions or take action to
address the resident's ongoing behavior,
@ﬂented
as still

refusals of care. Later that day, ULP d
the resident's sore on his left butto
open but not actively bleeding. |
progress note from that day, wrote she
"filed a MAARC report agajstSge resident due to
self neglect. No care pl &anges made at this
time." CNS-D failed t %/

primary care provid

-May 1, 2024, CN§D)assessed the wound again
and documen @esident has a stage 3
pressure ul asuring 2.75 cm in length x
2.25 cm il pdh x 0.1 millimeters (mm) in depth.
Wound tissMe is dark red, and vascular with
bleeding. Wound was cleansed and Tena barrier
cream applied. Resident has a pinpoint open area
to right buttock. Area cleansed and Tena barrier
cream applied." CNS-D sent a fax to the
resident's primary care provider "regarding the
open sore on left buttock." The resident was

the resident's

Minnesota Department of Health
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scheduled to be seen in the clinic that day,
however the resident cancelled his appointment.
-May 3, 2024, ULP documented the resident
continued to have an open sore on his left
buttock. Later that day, licensed practical
nurse/director of resident care (LPN/DRC)-A sent
a fax to R1's primary care provider to advise a
MAARC report was filed "due to constant refusals
of toileting and repositioning causing his sore on
his buttock to become larger. Did inform PCP that
education has been provided regarding risks and
benefits of toileting and repositioning ..."

-May 7, 2024, CNS-A sent a fax to the PCP
requesting a referral to the wound clinic. A referral
was placed and CNS-A updated the resident. The
resident told CNS-A "l would like a 24 hour notice
before anything gets sent to my provider

regarding my care. | know my wound is bad, bud

this decision needs to be made between my
doctor and I, and not this facility." ...Resid is
resistant to wound clinic and PT/OT at e
until speaking to their provider." Later Y,
LPN/DRC-A "spoke with [R1] aboui) ho
cushion for his wheelchair as he&ot been
using it. [R1] states he did no o use it today
but will consider using it ne t%ek. Writer
contacted PT [physical t y] to see if PT could
assist with proper air re and placement of
the cushion ..."

-May 9, 2024, CNSA)measured the resident's
wound again @was noted to be a stage 3
pressure ul was 10 mm in length by 5 mm
wide and in depth. "This writer and staff
member attempted to switch resident's
wheelchair cushion for Roho cushion. Resident
refused. Writer educated resident on the benefits
of the Roho cushion and how it helps distribute
weight and that [PCP] has recommended they
start to use it due to the increase in size in
pressure ulcer. Resident stated they have had the

<
Q
<)
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Roho cushion for three years and they would like
to read up on it prior to using it as they have not
used it yet .."

R1's record contained a fax dated May 1, 2024,
from CNS-A which read, "Resident has a stage 3
pressure ulcer ...wound tissue is dark red, and
vascular with bleeding. Wound was cleansed,
and Tena barrier cream applied. Resident has a
pinpoint open area to right buttock. Area cleansed
and Tena barrier cream applied. Resident refuses
to let staff change or reposition him for 8 hours or
more on the weekend, which causes sore to get
worse. Can we please get a referral to the wound
clinic or a prescription for wound?" The response
back from the PCP dated May 2, 2024, was
"wound clinic consult. PT/OT assessment, Roho

cushion for wheelchair." The fax was resent to d

the PCP on May 6, 2024, and received back
the facility on May 7, 2024.

On May 16, 2024, at 9:55 a.m., the in tor
entered R1's room with ULP-F. R1 tting on
the toilet and connected to a me; jcal lift.
ULP-F showed the investigat pen area on
R1's buttocks. A small opep ar&a was observed
on the resident's left butyfCN\ The entirety of the
resident's buttocks w hery and dark purple
with some non-bla areas. R1 was
transferred back {\hi} Wheelchair. A Roho
cushion was g --ﬁ d on the resident's dining
room table, €pe fesident's room did not have a
bed, just {FMner. R1 stated he sleeps in the
recliner andprefers to sleep in it over a bed.

On May 16, 2024, at 10:10 a.m., R1 stated it's not
that he refused cares but "we don't seem to be on
the same page ...that's the word they're using but
| don't refuse care, | want things done a certain
way."

<
Q
<)
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On May 20, 2024, at 10:10 a.m., R1's PCP stated
he was not previously aware of the delay in
assessing the wound or contacting his office and
that the facility had made it sound like it was
self-neglect since the resident wouldn't listen to
them about wound care. The PCP stated given
the resident is wheelchair bound, he should have
been notified within a few days of the wound
reopening. The PCP stated barrier cream would
be appropriate for a stage one pressure ulcer but
would not be the recommended treatment for a
stage three pressure ulcer. The PCP stated he
was not aware the resident was sleeping in a
recliner. The PCP stated the resident was to be
using a special cushion in his wheelchair since he
had hip contractures that caused him to sitin a

weird position. The PCP stated the day they @‘

received the first fax, they immediately sche
the resident to be seen in person in the cli 'gpd
got him an appointment that day. The
appointment was canceled by the resi nd
they did not hear anything further fQLth facility.

On May 20, 2024, at 10:35 a.p. ident's case
manager stated that the licgn practical nurse
(LPN) updated them of AARC report for
self-neglect, but the fgehg)did not disclose the
delay in care. The anager stated the LPN
reached outto s care conference
regarding the @nt and she replied that she
would like t d but hasn't heard anything
back in a eeks.

On May 20, 2024, at 11:45 a.m., licensed
practical nurse/director of resident care
(LPN/DRC)-B stated she was not previously
aware of the delay of the RN assessing the
wound or updating the provider and that their
process would be to address wounds as soon as

<
Q
<)
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they're noticed. Q/Q
Q

On May 20, 2024, at 12:10 p.m., licensed \
assisted living director (LALD)-C stated she was Q/
not previously aware of the delay in assessment O

of the wound or updating the resident's provider. Q/
LALD-C stated she was not sure why the RN Q~
failed to address the wound timely and as far as

she was aware, the wound got worse due to the é
resident's non-compliance. LALD-C stated the O

resident admitted to the facility with a history of 'Q
pressure ulcers and he routinely developed them
so she was not sure why this was not addressed
in the resident's assessment.

supervisor (CNS)-A stated the facility's current
process was that unlicensed personnel called ‘\
care coordinators were responsible for CD
conducting skin assessments. CNS-A stat
felt the care coordinators were appropri
complete skin assessments because ere
certified nursing assistants and sh d trained
them on how to complete a skin&ment.
CNS-A stated the care coordi ad been
monitoring the pressure ul rﬁlt once it started
to bleed, she got involvedh the resident's care.
CNS-A was asked w%‘ rovider was not

<
On May 21, 2024, at 10:10 a.m., clinical nurse \Q
©

updated when the re ulcer first developed
and stated, "It us closes back up within a

e provider wasn't notified. It
usually reo n weekends because he sits on
one end c{:?ae uilding and doesn't allow staff to
toilet him o™ddo anything." CNS-A stated once the
pressure ulcer worsened to a stage three, she
updated the provider. CNS-A was asked why the
resident's skin assessment did not include his
history of skin breakdown and noncompliance
and if that would be relevant to include in an
assessment. CNS-A stated their consultant had
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told them to only include how the resident's skin Q/Q

is currently and the assessment only focused on
the resident's current status, not their history, \
although she added they would include a history Q/
of their allergies. CNS-A was asked why O

interventions were not developed to reflect the Q/
resident's history of noncompliance and why Q~
there was no documentation showing what

interventions had been tried. CNS-A stated they é

had tried things like offering the resident free O

cable TV in his room and offering a choice of if he '&\
wants to change his incontinence product in 15 or
30 minutes. CNS-A confirmed the referral for <
wound clinic consultation was not done and the Q
resident refused so it would not be happening. Q
CNS-Awas asked if the provider had been \
updated and she thought they had updated him. A%
CNS-A was asked if she was aware the provide ‘\

sent a fax back to the facility on May 2nd an C
confirmed she did not know but they had rgaghgd
out to the provider again on May 7th aft

hadn't heard anything back.

On May 21, 2024, at 11:10 a.m.,
coordinator/unlicensed perso C/ULP)-G
stated in her role, she workedSs a lead caregiver
and also helped the nurggS\y training ULP on
some things, working /#f)he nurses to inventory
medications, do dregsfig changes, skin
assessments, and\dogrument intakes and output,
among other @ CC/ULP-G stated she felt it
was within ope of duties to complete skin
assessm nce the nurse had trained her how
to do them NCC/ULP-G was asked what the
training included or when it was done. CC/ULP-G
stated it was done by a prior RN and she couldn't
recall what all was covered in the training.
CC/ULP-G stated any time she entered a note
about a skin condition, she would send an email
to CNS-A as well to make sure she was aware of
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any changes to R1's skin. CC/ULP-G stated she Q/Q

would have sent emails to CNS-A on April 14,
April 19, and April 22nd.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) Qg/
days s

02320| 144G.91 Subd. 4 (b) Appropriate care and 02320 \O

SS=F| services &

(b) Residents have the right to receive health <
care and other assisted living services with Q
continuity from people who are properly trained Q
and competent to perform their duties and in %\
sufficient numbers to adequately provide the ,A
services agreed to in the assisted living contracc,\

and the service plan.

This MN Requirement is not met as ey d
by:

Based on interview and record revi he
licensee failed to notify the re nurse on
call with a change in conditior licensed
practical nurse (LPN) prow’%&j nedical advice
while serving as the on-% rse, outside the

scope of practice for . This had the
potential to affect a fents receiving assisted

living services.
This practi Ited in a level two violation (a
violation { id not harm a resident's health or

safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
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a large portion or all of the residents).
The findings include:

The licensee's nurse on call schedule indicated a
licensed practical nurse (LPN) was the nurse on
call for 21 of 31 days in March, 20 of 30 days in
April, and 20 of 31 days in May, 2024. In the
corner of the calendar, information for the 24/7
registered nurse (RN) on-call was listed.

Licensed practical nurse/director of resident care
(LPN/DRC)-B's job description for the position of
Director of Resident care, dated March 20, 2024,
indicated the position was responsible for
providing nursing care to residents, including
medication and treatment administration,

Director of Resident Care plans nurse sta
schedules, coordinated treatment plans
assisted, supervised, coached memb
care team as needed. Additional r nsibilities
included monitoring residents to ss the
effectiveness of their medicatj care plans,
possible unintended side effeC§, and negative
medicine interactions, r d to emergency and
specialized resident ¢

documentation, and other therapeutic N\
interventions under the direction of the RN. r‘|€§}

ent on a rotating basis with the
, in compliance with the nurse
on-call policy. Able to troubleshoot and assist
within scope of practice. Qualifications included
being a LPN or RN in the state of Minnesota.

Licensed practical nurse/director of resident care
(LPN/DRC)-H's job description for the position of

<
Q
<)
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Director of Resident care, dated March 20, 2024,
indicated the position was responsible for
providing nursing care to residents, including
medication and treatment administration,
documentation, and other therapeutic
interventions under the direction of the RN. The
Director of Resident Care plans nurse staffing
schedules, coordinated treatment plans, and
assisted, supervised, coached members of the
care team as needed. Additional responsibilities
included monitoring residents to assess the
effectiveness of their medication and care plans,
possible unintended side effects, and negative
medicine interactions, respond to emergency and
specialized resident care situations, evaluate
facility care practices, and communicate to
appropriate personnel, residents, and/or

responsible party information regarding the d

resident. The position was also on the nurse
on-call assignment on a rotating basis with,t
nursing team, in compliance with the nu
on-call policy. Able to troubleshoot an

within scope of practice. Qualificati intluded
being a a LPN or RN in the stat innesota.

Emails including a summa c%alls received by

the on-call nurse includ following instances
of the LPN triaging a ssing a resident
change in condition&put immediately notifying
the RN:

-May 12, 2024, n-call nurse, LPN/DRC-H,
was notified% esident complaining of chest
pain with ?lo d pressure of 187/78.

LPN/DRC-P directed staff to administer as
needed nitro [medication] and failed to
immediately notify the RN. The RN was notified of
the issue via email on May 13, 2024 at 6:47 a.m.
-May 11, 2024, the on-call nurse, LPN/DRC-H,
was notified a resident pulled out a feeding tube

at 5:00 a.m., and was sent to the hospital via

<
Q
<)
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ambulance. LPN/DRC-H failed to immediately
notify the RN. The RN was notified of the issue
via email on May 12, 2024, at 9:12 a.m.

-May 6, 2024, the on-call nurse, LPN/DRC-H was
notified of a resident having abdominal pain and
chest pain at 8:30 p.m. The resident was noted to
have high blood pressure and oxygen ranging
from 88% to 96%. LPN/DRC-H directed staff to
administer Tylenol and Tums. Later that night at
10:48 p.m., the resident pulled out a feeding tube
and was sent to the emergency room via
ambulance. The resident returned to the facility at
1:15 a.m. and pulled out his tube again at 6:25
a.m., and was sent back to the emergency room.
The RN was notified of the issue via email on
May 7, 2024, at 6:46 a.m., and replied at 8:55
a.m. writing, "Thank you for the update...[the

resident] was just leaving this morning when | d\

pulled up for work."
-May 4, 2024, the on-call nurse, LPN/DRC,B\w
notified of a resident who had dizziness
increased blood pressure, and sudde of
swelling in her lower legs. The resigént was sent
to the emergency room. Anothe&nt fell and
was noted to have low oxygerny /DRC-B
directed staff to recheck a %—nitor oxygen,
which continued to be loyw Noe resident's family
declined going to the ency room for further

evaluation. The RN otified of the issue via
email on May 5, at 9:02 a.m.

~at 7:15 a.m., unlicensed

-| stated when the on-call nurse
is the LPN,¥he LPN usually answers all their
questions and provides nursing guidance. ULP-N
stated she did not recall any instances where the
LPN directed them to contact the RN.

On May 16, 2024, at 7:20 a.m., ULP-J stated
when the on-call nurse is the LPN, the LPN

<
Q
<
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usually answers all their questions and provides
nursing guidance. ULP-N stated she did not recall
any instances where the LPN directed them to
contact the RN.

On May 16, 2024, at 8:05 a.m., ULP-K stated
when the on-call nurse is the LPN, the LPN
usually answers all their questions and provides
nursing guidance. ULP-N stated she did not recall
any instances where the LPN directed them to
contact the RN.

On May 27, 2024, at 2:10 p.m., licensed practical
nurse/director of resident care (LPN/DRC)-B
wrote for the resident with chest pain, "The RN
was notified the morning of 5/13/24 by email. This
resident has a history of chest pain and an

established order for nitro which he uses é
r

frequently. This was not a change of conditio
him. The RN was notified in the morning [ a
6 and May 11] of [the resident] pulling hi

out. The LPN notified his sister and sh des if
she wants him sent by ambulance gf)f she will
transport. [The May 4, 2024 caII&LPN
handled these calls, the RN ified in the
morning of these calls exc Vth [resident], the
RN was notified at the tipgeesident] was sent
into the ER via text m e." In addition,
LPN/DRC-A wrote, r as the on-call
questions, the LENc9n and does answer within
his/her scope tice. Staff, including LPN's,
have acces n on-call RN 24/7 (which is what
the langu 144G states). When the LPN
gets the phdne call from the staff, the LPN will
only answer questions within his/her scope of
practice and if it is not within the scope, the RN
will be called. The staff always have the option to
call the RN on call if they don't feel comfortable
with calling the LPN."

<
Q
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Minnesota Statute 148.171 subdivision 14
indicated the practice of practical nursing
included conducting a focused assessment of the
health status of an individual patient through the
collection and comparison of data to normal
findings and the individual patient's current health
status, and reporting changes and responses to
interventions in an ongoing manner to a
registered nurse or the appropriate licensed
health care provider for delegated or assigned
tasks or activities, participating with other health
care providers in the development and
modification of a plan of care, determining and
implementing appropriate interventions within a
nursing plan of care or when delegated or
assigned by a registered nurse, implementing
interventions that are delegated, ordered, or

prescribed by a licensed health care provider, d

assigning nursing activities or tasks to other
licensed practical nurses (LPNs), assignin @
monitoring nursing tasks or activities to
unlicensed assistive personnel, provid e
and effective nursing care delivery
safe and therapeutic environme
the best interests of individua
in the evaluation of respongesQ interventions,
collaborating and comm@ting with other

health care providers;

Minnesota Statu .171 subdivision 15
indicated the e of professional nursing
included pro€iing a comprehensive assessment
of the he tus of a patient through the

collection, 2nalysis, and synthesis of data used to
establish a health status baseline and plan of
care, address changes in a patient's condition,
collaborating with the health care team to develop
and coordinate an integrated plan of care,
developing nursing interventions to be integrated
with the plan of care, implementing nursing care
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through the execution of independent nursing
interventions, implementing interventions that are
delegated, ordered, or prescribed by a licensed
health care provider, delegating nursing tasks or
assigning nursing activities to implement the plan
of care, providing safe and effective nursing care,
promoting a safe and therapeutic environment,
advocating for the best interests of individual
patients, evaluating responses to interventions
and the effectiveness of the plan of care, and
collaborating and coordinating with other health
care professionals in the management and
implementation of care within and across care
settings and communities.

The licensee's 24/7 Registered Nurse
Availability/On-Call Staff policy dated March 12,

2024, indicated One or more licensed practical d
c

available to be contacted by telephone, el
messaging, or in person by Farmstead LiN
staff when questions regarding reside
status arise that are within the sco?f actice
for licensed practical nurses pur to the
Minnesota Nurse Practice Ac%@ Stat
148.171-148.285). If topics,or Yestions arise that
are readily identifiable a G{are arguably outside
of the licensed practi @se's scope of practice,
the licensed practic @se will immediately
contact the on-c iStered nurse. The licensed
also send a report by email
and follow up if needed. The
printed off and placed in a

email would be audited daily by the
clinical nurse supervisor to ensure compliance

with the Minnesota Nurse Practice Act and
Minnesota Statutes Chapter 144G.

nurses is designated as on-call, and is readil
0
or

No further information was provided.
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FARMSTEAD CARE OF MOORHEAD LP

Residents have the right to be free from physical,
sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
'llj'\;{e facility failed to ensure one of one residents
reviewed (R1) was free from maltreatment.
Findings include:

The Minnesota Department of Health (MDH)

and the facility was responsible for the

maltreatment, in connection with incide@%ﬂ

A
. e o)
issued a determination maltreatment occurrf,)
ch

occurred at the facility. Please refer to ublic
maltreatment report for details.

O
éé(
%
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TIME PERIOD FOR CORRECTION: Seven (7) Q
days A
02360 144G.91 Subd. 8 Freedom from maltreatment 02360 C)Q/

plan of correction is required for this
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