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F 0688 Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM
and/or mobility, unless a decline is for a medical reason.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45842

Residents Affected - Few Based on interview, observation and record review the facility failed to perform range of motion or ambulation
(walking) as ordered for 2 of 2 residents (R14, R6) reviewed for restorative therapy programs.

Findings include:

R14's quarterly MDS dated [DATE], indicated R14 was cognitively intact, and diagnoses included stroke and
hemiplegia or hemiparesis (loss of some or all ability to use one side of the body). R14 had functional
limitation in range of motion to one side of the upper and lower extremities. R14 needed maximal assistance
and dependent on staff for all mobility.

R14's care plan dated 4/23/20, indicated impaired mobility related to stroke and resulted left side paresis.
Interventions included two times a day when laying down range of motion (ROM) movements with left lower
extremity (LLE), hip flexion/abduction and knee flexion for 20 repetitions.

R14's Occupational Therapy (OT) Discharge Summary dated 6/5/20, indicated a ROM program had been
made and given to nursing to follow.

R14's passive range of motion (PROM) program from 10/1/24 - 10/28/24, indicated ten times documented
not applicable (NA) and thirty-one times no charting was entered.

During an interview on 10/28/24 at 3:48 p.m., R14 stated the staff did ROM on her LLE sometimes, but
wished they did it more often because the LLE starts to hurt.

During interview on 10/30/24 at 7:36 a.m., nurse assistant (NA)-B stated R14 was on a ROM program
performed twice a day, with morning cares and then when R14 went to bed at night. After the ROM program
was complete it would be documented in R14's record. NA-B reviewed R14's documentation and
acknowledged areas with an NA as well as missing documentation. NA-B stated an unawareness of why
somebody would mark NA on this resident's charting. NA-B was unaware of staff ability to not be able to
complete the ROM program for R14.

(continued on next page)
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F 0688

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 10/30/24 at 8:10 a.m., the therapy director (TD) stated a ROM program would be set
up by the therapy department if therapy felt it would help keep the resident at a certain level and not get
worse. Therapy set up the program and then nursing made sure it was completed. The TD reviewed R14's
OT notes and verified on 6/5/20 R14 had been discharged from therapy with a ROM program in place.

During an interview on 10/30/24 at 1:34 p.m., the director of nursing (DON) stated therapy communicates
ROM programs with a therapy to nursing communication form. The form is given to the unit coordinator to
enter into the electronic medical record. Nursing assistants document completion of the ROM program in the
electronic medical record. The DON stated they do not check completion of documentation unless a concern
is reported. The DON reviewed R14's record acknowledged there were several times since 10/1/24, no
documentation was completed. The DON stated they would expect nursing staff to complete assigned ROM
programs and report if unable to complete.

49893
R6

R6's quarterly MDS dated [DATE], indicated R6 was cognitively intact, had impaired range of motion to both
arms and no impairment to either leg. R6 required substantial assist for toileting, showering, and activities of
daily living (ADLs), partial/moderate assist sitting to standing and supervision/touch assist for
ambulation/walking.

R6's diagnosis list included rheumatoid arthritis (disorder of the joints causing deformity and decreased
function), difficulty walking, muscle weakness, and chronic pain syndrome.

R6's care plan indicated impaired mobility related to weakness due to rheumatoid arthritis. Interventions
included walk to and from the bathroom with 1 assist and gait belt and walk from room to activities
department with walker, gait belt and wheelchair to follow.

During an interview on 10/28/24 at 2:05 p.m., R6 stated they are supposed to ambulate daily however lucky
to ambulate once a week.

During interview on 10/29/24 at 1:20 p.m., R6 stated they were not offered to walk on 10/28/24. R6 reported
occasional refusals due to discomfort but would walk at least 5 times a week if offered. R6 stated they must
use their legs to get around in their wheelchair because of the arthritis in their hands. R6 indicated they had
the opportunity to use a motorized wheelchair and declined for fear of losing use of their legs.

During observation and interview on 10/29/24 at 1:46 p.m., R6 was observed walking in the hall with the
assistance. Nursing assistant (NA)-A stated R6 is on a daily walking program to and from the activity
department. NA-A stated R6 goes through phases of refusing to ambulate. NA-A stated if R6 refuses staff
document refused in the electronic medical record. NA-A stated not applicable would be documented if there
was no time to assist R6 to walk. The only time documentation would be left blank is if staff forgot to
document.
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During interview on 10/30/24 at 8:26 a.m., registered nurse (RN)-A stated therapy sets up ambulation
programs. The nursing assistants document completion of walking programs in electronic medical record.
RN-A stated R6's acceptance of walking is mood dependent.

During interview on 10/20/24 at 8:39 a.m., physical therapist (PT)-A reported seeing R6 multiple times since
admission for leg strengthening, walking program, and transfers/home exercise program. PT-A reported
walking programs are communicated to nursing staff via therapy communication form. There is a binder
containing all walking programs on the unit. PT-A stated they informally check in with residents on occasion
however the therapy director does formalized check-ins at IDT (interdisciplinary team) meetings weekly.

During interview on 10/30/24 at 8:58 a.m., the therapy director (TD) stated a Therapy to Nursing
Communication form is filled out when restorative/walking programs are developed. Completion of program
is documented in electronic medical record by the nursing assistants. TD confirmed R6's walking program
included walking to and from the activity room daily. TD spoke to R6 on 10/2/24 and confirmed R6 reported
walking program has been inconsistent. After speaking to R6, the TD compiled all walking programs onto
one form and placed it in the linen rooms down each hall as a reminder for nursing staff to complete each
program. Walking programs are also on nursing assistant care sheets. The therapy director stated R6 could
experience increased weakness if walking program isn't completed consistently. The TD provided a
document titled walking programs that listed all residents in the facility on walking programs with detailed
instructions of the program. The form indicated R6 was to use platform walker to walk to bathroom for
toileting needs and walk to activity room and back.

During interview with NA-B and NA-C on 10/30/24 at 10:07 a.m., NA-B stated they would document not
applicable if the resident was unable to transfer safely when attempting a walk. NA-B indicated performing
R6's walking program was hit and miss and dependent on who was on duty for that day. NA-C stated R6
does not usually refuse to walk.

Review of R6's walking program from 7/1/24 - 10/28/24 indicated the following:

Out of 31 opportunities from 7/1/24-7/31/24, R8 walked twice and refused 10 times. Not applicable was
documented 9 times and 10 opportunities lacked documentation.

Out of 31 opportunities from 8/1/24-8/31/24, R8 walked 4 times and refused 9 times. Five opportunities were
documented not applicable and 13 opportunities lacked documentation.

Out of 30 opportunities from 9/1/24-9/30/24, R8 walked once and refused 7 times. Eight opportunities were
documented not applicable and 14 opportunities lacked documentation.

Out of 28 opportunities from 10/1/24-10/28/24, R8 walked 7 times and refused 4 times. Not applicable was
documented for 5 opportunities and 14 opportunities lacked documentation.
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F 0688 During interview on 10/30/24 at 10:41 a.m., the director of nursing (DON) stated therapy communicates
walking programs by filling out therapy to nursing communication form. The form is given to the unit
coordinator to enter into the electronic medical record. Nursing assistants document completion of walking
potential for actual harm program in the electronic medical record. Nursing assistants fill out communication form if residents have
difficulty performing tasks. The DON stated they do not check completion of documentation unless a concern
is reported. The DON stated they would expect nursing staff to complete assigned walking programs and
report if unable to complete.

Level of Harm - Minimal harm or

Residents Affected - Few

Facility restorative/maintenance therapy program policy was requested but not provided.

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

If continuation sheet
245345 Page 4 of 7



Department of Health & Human Services Printed: 03/01/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
245345 B. Wing 10/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
The Green Prairie Rehabilitation Center 800 Second Avenue Northwest
Plainview, MN 55964

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0809 Ensure meals and snacks are served at times in accordance with resident’s needs, preferences, and
requests. Suitable and nourishing alternative meals and snacks must be provided for residents who want to
Level of Harm - Minimal harm or eat at non-traditional times or outside of scheduled meal times.

potential for actual harm
51578
Residents Affected - Some
Based on interview and document review, the facility failed to offer and/or provide a suitable and nourishing
snack after dinner and before bedtime when there were more than 14 hours between the evening and
morning meals. This had the potential to affect all residents in the facility who would require a snack.

Findings include:

The facility provided a survey preparation binder which included an undated flyer titled Mealtimes:
Breakfast - 8:00 a.m.

Lunch - 12:00 p.m.

Dinner - 5:00 p.m.

During an observation on 10/29/24 at 2:08 p.m., a wicker basket was on the counter in the resident dining
room. The basket contained applesauce, granola bars, pudding, animal crackers and rice krispie bars. In the
refrigerator on a tray were half sandwiches in plastic bags, pieces of fruit, and a squeeze container of jelly.

During an interview on 10/30/24, at 6:55 a.m., dietary aide (DA)-A stated dietary staff made peanut butter
sandwiches for residents who didn't eat much for meals and were hungry later. DA-A stated the sandwiches
were for any resident.

During an interview on 10/30/24 at 12:35 p.m., dietary manager (DM) was aware there should not be more
than 14 hours between the evening and morning meals but was not aware the facility exceeded those hours.
DM was aware a substantial snack was required for residents when there were more than 14 hours between
the evening and morning meals but could not state what would be considered a substantial snack.

During a telephone interview on 10/30/24 at 1:55 p.m., registered dietician (RD) stated she was not aware of
the length of time between the evening and morning meals. When informed it was 15 hours, RD stated,
residents should receive a substantial snack which would include a protein and a carbohydrate. RD was
aware dietary staff made some peanut butter sandwiches and kept them in a refrigerator for staff to access
but did know it they were offered to each resident, adding she had not reviewed the facility snack process
recently.
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F 0809 During an interview on 10/31/2024 at 10:43 a.m., the director of nursing (DON) and administrator were both
aware there were 15 hours between the evening and morning meals. Neither were aware residents should
Level of Harm - Minimal harm or receive a substantial snack consisting of a carbohydrate and a protein. The administrator stated peanut
potential for actual harm butter sandwiches were always available to residents, and indicated a substantial snack was not offered to or
provided to residents. The DON added the residents were not offered nor did they receive a substantial
Residents Affected - Some snack after the dinner meal and before bedtime.

The facility Meal Times policy dated 9/2012, indicated it was policy to serve meals to meet the standards of
the surveying agencies specifying no more than 14 hours between the evening meal of one day and the
breakfast meal of the next day. Meal times would be:

a. Breakfast (the space was blank)

b. Noon (the space was blank)

c. Evening (the space was blank)

The hospitality services manager was responsible to monitor the system to assure adherence to this
schedule. All staff were responsible for following this schedule.
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Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide or get specialized rehabilitative services as required for a resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45842

Based on observation, interview and record review, the facility failed to provide physical therapy and
occupational therapy as ordered for 1 of 1 resident (R5) reviewed for therapy services.

Findings include:

R5's Admission Record undated, identified R5 was admitted to the facility on [DATE]. Diagnoses included
Epilepsy (A neurological disorder that causes seizures) and quadriplegia ( is the paralysis of both arms and
legs due).

R5's quarterly Minimum Data Set (MDS) dated [DATE], identified R5 was nonverbal and unable to determine
cognitive status. The MDS identified R5 had impairments to both upper and lower extremities, could not
ambulate, and was dependent on staff for all cares.

R5's discharge instructions and active order summary from R5's former LTC facility, dated and signed
7/7/22, identified R5 was discharged to [NAME] Prairie Rehab Center. The order summary report indicated
occupational therapy (OT) and physical therapy (PT) were to evaluate and treat as indicated after admitted to
the facility. The order summary also indicated nursing to ensure passive range of motion (PROM) was
completed to left ankle, left knee, and left hip daily with AM cares.

R5's active Order Summary Reported dated 7/13/22 (from current facility) lacked orders for therapy or a
PROM program.

During an interview on 10/30/24 at 8:10 a.m., the occupational therapist (OT) stated new admissions with
orders for therapy services would be evaluated by therapy staff within 48 hours of admission. OT was aware
R5 had orders at the time of admission for OT and PT, but the decision was made not to perform the
evaluations and treat as ordered because of a payor source concern. There also were no orders received to
discontinue the therapy orders after the decision was made not to offer therapy to R5.

During an interview on 10/30/24 at 1:34 p.m., the director of nursing (DON) confirmed the discharge orders
from R5's prior LTC facility were also the admission orders for [NAME] Prairie Rehab Center. She also
confirmed R5 had therapy orders and PROM orders at time of admission, but the orders were never started.
The DON also confirmed the therapy orders and PROM orders were never entered into R5's EMR because
there was a payor source issue and therapy was not going to perform the evaluation, so the orders were not
needed. The provider should have been contacted and orders obtained to discontinue the therapy orders if
they were not needed.

During an interview on 10/31/24 at 8:54 a.m., the administrator stated she expected all new admission orders
would be entered into the EMR by staff, and followed until new orders were obtained that overrode the prior
orders.

The facility therapy policy was requested but not provided.
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