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Members
Legislative Audit Commission
At your request, the Office of the Legislative Auditor (OLA) evaluated the nursing home
inspection process in Minnesota. Legislators and other stakeholders were concerned about the
focus and consistency of inspections, as well as the amount of flexibility the state has in
conducting inspections.
Our report confirms that although inspections are conducted by state employees, the inspection
process is essentially controlled by federal requirements. Nevertheless, we think the Minnesota
Department of Health can take additional steps to ensure that inspections are fair, consistent, and
useful. Specifically, we recommend that the department: (a) implement an on-going, centralized
quality assurance program; (b) provide more timely assistance to nursing home inspectors; and
(c) develop a user-friendly way to report inspection results.
Our evaluation was conducted by Jo Vos (project manager) and David Chein. Commissioner
Mandernach and her staff at the Minnesota Department of Health cooperated fully with us, as did
many nursing home administrators and others concerned about the nursing home inspection
process. We thank them all for their assistance.
Sincerely,
/s/ James Nobles
James Nobles
Legislative Auditor
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Summary

Major Findings:
• The federal government
determines the overall structure
and content of the nursing home
inspection program and does not
allow states to implement
alternative programs (p. 5).

• Minnesota Department of Health

Most of the
inspection
problems
we found are
relatively minor.
However, the
state should do
more to improve
the consistency
and usefulness of
nursing home
inspections.

(MDH) inspection teams have
varied considerably in the
average number of deficiencies
issued. In the previous round of
inspections, teams in one part of
the state issued more than three
times as many deficiencies as
teams in another part of the state
(pp. 32-33).

• In 2003, MDH strongly
“reminded” inspection teams to
cite nursing homes for all
deficient practices that they
observed, including isolated
practices that did not have a
negative effect on residents
(pp. 33-34).

• As a result, by May 2004, the
variation among inspection teams
had decreased significantly. At
the same time, however, the
average number of deficiencies
issued statewide increased from
6.2 to 9.7, putting Minnesota
above the national average of
8.4 deficiencies per nursing home
(pp. 14, 32-33).

• The department has undertaken
additional activities over the
last year or two to address
concerns about inspection
practices. We found that some
inconsistencies remain, but mostly
on minor issues that do not
threaten the overall integrity of the
nursing home inspection program
(pp. 38, 42-44).

Recommendations:
• The Minnesota Department of
Health should implement an
ongoing, centralized quality
assurance program that, among
other things, periodically examines
inspection reports from across the
state (p. 49).

• The department should provide
more timely assistance to
inspectors in interpreting federal
regulations and guidelines,
especially in the area of isolated
events that do not involve resident
harm (p. 51).

• The department should develop a
user-friendly way to summarize
and report on the seriousness of
the deficiencies that individual
nursing homes receive (p. 52).
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Report Summary

Nursing home
inspection
requirements
are dictated
by the federal
government and
are sometimes
unclear,
contradictory,
and/or
duplicative.

The federal government and states
share responsibility for ensuring that
nursing homes provide an acceptable
level of care for their residents. The
Centers for Medicare and Medicaid
Services (CMS) in the U. S.
Department of Health and Human
Services oversees the inspection
program for nursing homes that
participate in the federal Medicare and
Medicaid programs. It sets nursing
home standards; provides official
interpretations of federal regulations,
guidelines, and policies; and establishes
and monitors inspection procedures.
The federal government contracts with
the Minnesota Department of Health
(MDH) to conduct nursing home
inspections in Minnesota. In addition,
MDH licenses all nursing homes
operating in the state and certifies that
those participating in the federal
Medicare and Medicaid programs meet
certain standards of care.

The Federal Government Does
Not Permit States to Significantly
Change the Nursing Home
Inspection Program
Federal law and regulations outline
both the general parameters of the
inspection process and the specifics of
how each inspection much be
conducted. They dictate: (1) how
frequently the state must inspect
nursing homes, (2) the steps it must go
through in conducting the inspections,
and (3) the standards that it must apply.
Although MDH and other states have
asked CMS for more flexibility in
conducting inspections, federal law
does not allow states to obtain waivers
to significantly change or implement an
alternative inspection program for
homes that participate in the Medicare
program.

To comply with federal requirements,
MDH inspection teams, usually three to
five registered nurses, conduct
unannounced inspections of each of
the state’s 420 nursing homes no later
than once every 15 months. The
average time between inspections
statewide is 12 months. Each annual
inspection is a “full” inspection
consisting of seven federally mandated
steps. During the inspection, team
members observe the care and services
that residents receive; meet with
residents, family, administrators, and
staff; examine the physical condition of
the facility; and review individual
resident and facility records. Team
members apply a set of complex and
prescriptive federal regulations that
facilities must adhere to at all times.
Though detailed, the regulations are
sometimes unclear, contradictory,
and/or duplicative, and therefore
difficult to apply consistently. CMS has
been slow in responding to inspectors’
need for greater clarification, and MDH
generally has not provided written,
definitive guidance for inspectors.
Consequently, inspection teams must
often rely on their professional
judgment to make many
compliance-related determinations.

The Recent Increase in
Deficiencies is Largely Due to
Inspectors Issuing More
Deficiencies for “Less Serious”
Violations
As of May 2004, state inspectors issued
an average of 9.7 deficiencies per
nursing home—57 percent more than
they issued in the prior round of
inspections (6.2 deficiencies) and nearly
double the 5.1 deficiencies that they
issued three inspections previously. In
contrast, deficiencies per facility
nationwide increased only 3 percent
over the four inspection periods, from
8.1 to 8.4 deficiencies.

SUMMARY
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Inspectors assign each deficiency a
letter code (A through L) to designate
its scope and severity. Scope refers to
the number of residents or staff affected
or involved (isolated, pattern, or
widespread) and severity refers to the
amount of potential or actual
discomfort or harm involved for
residents (potential for minimal
discomfort; actual discomfort or the
potential for harm; actual harm; or
immediate jeopardy). Level “A”
deficiencies are the least serious.

Deficiencies
found in
inspections can
range widely in
scope and
severity.

In facilities’ most recent round
of inspections, inspectors issued
66 percent more level “D” deficiencies
(isolated events that resulted in minimal
resident discomfort or have the
potential for harm) and 89 percent more
level “E” deficiencies (a pattern of such
violations) than in their previous
inspections. In contrast, only 2.6
percent of the deficiencies issued most
recently were for practices that harmed
residents or placed them in immediate
jeopardy—levels “G” and above, 55
percent fewer than in the previous
inspections.
The recent increase in deficiencies is
due largely to a change in inspection
practices. In 2003, MDH reiterated to
inspection teams that they must issue
deficiencies for all deficient practices
that they observe, including isolated
events that do not have negative
consequences for residents. Previously,
some teams did not issue a deficiency
if, in their professional judgment, a
deficient incident did not represent an
overriding problem but was simply an
isolated occurrence with no negative
outcome.

Variation in Inspection Practices
Throughout the State Has
Decreased
In facilities’ most recent round of
inspections, teams in the Duluth district
issued the most deficiencies

per facility (13.2) while inspection
teams in the Mankato district issued the
fewest (7.4), a difference of 78 percent.
However, the difference was not as
great as it was for the previous
inspections. Nursing homes in the
Duluth district received, on average,
11.4 deficiencies compared with an
average of 3.1 deficiencies in the
Mankato district, a difference of
268 percent.
During the same time period, there was
a 359 percent increase in level “D”
deficiencies in the Fergus Falls district
and a 174 percent increase in the
Mankato district. Level “E”
deficiencies in these two districts
increased 143 and 157 percent,
respectively. Inspection teams in these
two areas of the state have traditionally
issued the fewest deficiencies while
teams in the Duluth area have issued the
most. The average number of
deficiencies issued at levels “D” and
“E” in the Duluth area increased
47 and 45 percent, respectively.
As part of our study, we reviewed a
sample of 100 nursing home inspection
reports. We found that inspectors were
generally consistent in classifying the
seriousness of the deficiencies that they
identified. Although there were some
differences among teams from different
parts of the state, the problems were
generally minor and did not threaten the
overall integrity of the inspection
program. Inspection teams tended to
understate the seriousness of
deficiencies more often than they
overstated it—generally in respect to the
number of residents or staff affected by
a deficiency. We found only a few
instances where we thought that teams
understated resident harm (where we
thought a deficiency should have been
issued at level “G” or higher), and no
instances where teams overstated
resident harm (where we thought a level
“G” or higher deficiency should have
been issued at a lower level).
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Over the last
year or two,
the Minnesota
Department
of Health (MDH)
has focused
on making
inspections
more consistent
statewide.

NURSING HOME INSPECTIONS

MDH Needs to Develop a Better
Ongoing Quality Assurance
Program for Reviewing
Inspection Reports

MDH Should Provide More
Information About the
Seriousness of Nursing Home
Deficiencies to Consumers

The department engages in a variety of
activities, both ongoing and one-time
projects, to help ensure that inspection
teams apply regulations consistently
throughout the state. For the most part
though, MDH relies on district
supervisors to review the inspection
reports issued by their staff. Although
central office managers and district
supervisors routinely review the more
serious deficiencies (levels “G” and
above) before inspection teams are
permitted to cite them, there is no
similar check on lower-level
deficiencies (which comprise the vast
majority of deficiencies and are among
the fastest growing) other than what
might be performed by district
supervisors. However, most district
supervisors told us they do not have
enough time to routinely review all
deficiencies before inspection reports
are finalized. Furthermore, their review
does not help identify differences that
may exist among teams in different
parts of the state.

In March 2004, MDH made nursing
home inspection reports and facilities’
plans of correction available on-line.
However, the department failed to
provide any summary information about
each report to help put the overall
number of deficiencies in perspective.
The total number of deficiencies that a
facility receives may be less important
to consumers and policy makers than
the seriousness of the deficiencies. Not
all states publish inspection reports
on-line, but many provide more
summary information to help consumers
distinguish among the seriousness of
deficiencies and to rate facilities relative
to the statewide average or to others in
their geographic region. For example,
some states compute overall inspection
scores based on the number, scope, and
severity of facilities’ deficiencies.

To supplement its ongoing activities,
MDH has engaged in various one-time
projects. These activities include
having district supervisors accompany
inspectors from other districts on
inspections to mentor and coach them
and a central office review of physical
environment deficiencies. While these
actions have yielded some useful
information, they were undertaken
largely in reaction to criticism from
providers and legislators. In our
opinion, this approach does not permit
MDH to be proactive in monitoring its
own activities nor does it allow the
department to respond to criticism in a
timely manner.

The department is already moving
forward on some of the initiatives
that we recommend as a result of studies
that it undertook in early 2004. For
example, the department has created a
quality assurance position that it hopes
to fill in early 2005 and is working to
create a nursing home “report card” that
will include, among other items,
information on inspection results. It has
also retained a temporary long term care
committee that it created in 2003 to
continue to work on communication
problems among MDH, providers, and
others.

Introduction

T

he Minnesota Department of Health (MDH) licenses all nursing homes
operating in the state and certifies that those participating in the federal
Medicare and Medicaid programs meet certain standards for care.1 Using a team
of inspectors usually consisting of three to five registered nurses, the department
conducts an unannounced inspection of each of the state’s approximately 420
nursing homes no later than once every 15 months.2

Nursing home
providers think
inspection
reports often
present an unfair
picture of their
facilities.

Over the last few years, legislators, nursing home providers, and other
stakeholders have expressed various concerns about the inspection process.
They note that inspection results have varied significantly by area of the state,
with nursing homes in northeastern Minnesota traditionally receiving more
3
“deficiencies,” on average, than homes in other parts of the state. Also, the
number of deficiencies issued statewide by inspectors has increased significantly
in the last year. While providers view many of the deficiencies that they receive
as “picky,” unreasonable, or duplicative, they say that the increase has caused low
morale among their staff and presents an “unfair” picture of nursing home quality
to the public.
In February 2004, the Health and Human Services Policy Committee of the
Minnesota House of Representatives held a day-long hearing largely devoted to
4
listening to providers’ concerns about inspections. Later that year, the
Legislature required the Commissioner of Health to establish a quality
5
improvement program for the nursing home inspection and complaint processes.
Under the new legislation, the Commissioner must report annually, beginning
December 15, 2004, on a variety of items, including (1) the number and type of
deficiencies issued by inspectors in different parts of the state with an explanation
of any variations; (2) the techniques used by inspectors to investigate,
communicate, and document deficiencies; and (3) the number and outcome of
independent dispute resolutions and appeals. Also, the legislation requires the
Commissioner to seek federal approval to implement an alternative nursing home
6
inspection process.

1 For the most part, state laws and rules for nursing home licensure mirror federal requirements for
participation in the Medicare and Medicaid programs. Nearly all nursing homes in Minnesota
participate in the federal programs.
2 State and federal agencies refer to inspections as “surveys” and staff who conduct inspections as
“surveyors.” We use the words “inspections” and “inspectors” because we believe they more
accurately reflect the tasks performed.
3 If a nursing home does not meet a federal requirement, the inspection team issues a “deficiency."
4 Minnesota House of Representatives, House Health and Human Services Policy Committee,
February 25, 2004.
5 Laws of Minnesota (2004), ch. 247, sec. 2.
6 Ibid., sec. 6.
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At the same time, MDH stepped up its oversight of the inspection process and
contracted with the Management Analysis Division of the Department of
Administration to (1) facilitate a series of meetings among MDH staff, nursing
home providers, and other stakeholders to examine communication problems, and
(2) conduct an independent review of the department’s regulatory activities. The
department also created a task force to examine trends in nursing home
deficiencies. These activities resulted in a number of reports issued in Summer
2004 that called for, among other things, improved communication between MDH
and nursing home providers and a more targeted quality assurance program for
7
nursing home inspections within the department.
In April 2004 the Legislative Audit Commission directed our office to also
examine the inspection program for nursing homes. We were asked to focus on
the following research questions:

•

How have the number, type, and distribution of nursing home
deficiencies cited by MDH inspectors changed over time and why?

•

What has the department done to ensure consistent application of
standards during nursing home inspections and how well have such
activities worked?

•

How much flexibility does MDH have in conducting inspections and
has it used that flexibility effectively?

To answer these questions, we examined state and federal laws, rules, regulations,
guidelines, and reports related to conducting inspections and monitoring the
inspection process. We obtained data on nursing home deficiencies maintained by
the U.S. Department of Health and Human Services for every facility participating
in the Medicare and Medicaid programs nationwide over the last several years. In
addition, we examined in detail the most recent inspection report for a sample of
100 Minnesota nursing homes as well as the most recent inspection report for the
11 Minnesota facilities cited for deficiencies involving substandard care or
8
immediate jeopardy to residents. We supplemented these data by interviewing at
least one-half of the nursing home inspectors in each district of the state, all
district supervisors, MDH program administrators, and 20 nursing home
administrators from throughout the state. Finally, we talked with federal
representatives, officials in other states, and representatives from various advocacy
and provider groups.
This report is divided into three chapters. Chapter 1 discusses the nursing home
inspection process and the role of the Minnesota Department of Health. Chapter
2 provides descriptive data on the number, type, and “seriousness” of nursing
home deficiencies in Minnesota over time and compares deficiency rates in
Minnesota with those of other states. Chapter 3 examines how consistently
Minnesota inspection teams identify and classify deficiencies and state efforts to
address inspection consistency issues.
7 Minnesota Department of Administration, Communications for Survey Improvement (CSI-MN)
(St. Paul, June 30, 2004); Minnesota Department of Administration, Nursing Home Licensing and
Certification (St. Paul, June 30, 2004); and Minnesota Department of Health, Survey
Findings/Review Subcommittee Final Report (St. Paul, July 2004).
8 The most recent inspection reports refer to inspections conducted and entered into the federal
government’s inspection database by May 24, 2004.
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The Nursing Home
Inspection Process
SUMMARY
Both the Minnesota Department of Health (MDH) and the U.S.
Department of Health and Human Services share responsibility for
ensuring that Minnesota’s nursing homes provide an acceptable level
of care for their residents. Because the federal government dictates
the overall structure and content of the inspection program, the State
of Minnesota has few opportunities to make significant changes in
how it conducts nursing home inspections. The federal government
mandates how often the state must inspect nursing homes, the steps
the state must follow when conducting inspections, and the standards
the state must apply. Although MDH and other states have asked the
federal government for more flexibility in conducting inspections, the
federal government has not issued any waivers that allow states to
significantly change or implement an alternative inspection program.

T

he current nursing home inspection process emerged in the mid-1980s, as
Congress responded to reports of resident abuse and inadequate enforcement
of nursing home regulations. In a 1986 report on nursing home quality, the
Institute of Medicine found “serious, even shocking inadequacies” in the
enforcement of regulations.1 As a result of this report and the efforts of advocacy
groups and professional organizations, Congress passed a major reform of nursing
home regulation as part of the Omnibus Budget Reconciliation Act of 1987. 2

Since that time, Congress and the U.S. Department of Health and Human Services
have periodically modified inspection requirements in response to studies that
have shown continued weak and inconsistent enforcement of nursing home
regulations and quality of care problems. Most significantly, the Nursing Home
Oversight Improvement Program was implemented in 1998, which, among other
things, enhanced federal review of state inspections and required the federal
government to terminate funding for states that fail to conduct adequate
inspections.
This chapter addresses the following question about how the Minnesota
Department of Health (MDH) inspects nursing homes:

•

What are the respective roles of the Minnesota Department of Health
and U.S. Department of Health and Human Services in conducting
nursing home inspections?

1 Institute of Medicine, Committee on Nursing Home Regulation, Improving the Quality of Care
in Nursing Homes (Washington DC: National Academy Press, 1986), 146.
2 Pub. L. 100-203, Dec. 22, 1987.
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To answer this question, we examined state and federal laws, rules, regulations,
and guidelines related to nursing homes inspections, as well as a wide variety of
research reports by state and federal agencies. We also interviewed state
policymakers, nursing home inspectors and their supervisors, and a sample of
nursing home administrators from throughout the state.

FEDERAL REGULATION OF INSPECTIONS

The federal
government and
states share
responsibility
for ensuring that
nursing homes
provide an
acceptable level
of care to
residents.

State and federal laws define a nursing home as a facility (or that part of a facility)
that provides health evaluation and treatment services to five or more residents
who do not need an acute care facility (such as a hospital) but who require nursing
supervision or rehabilitation services on an inpatient basis. 3 In lay terms, this
means a facility that provides a room, meals, recreational opportunities, and help
with daily living activities such as dressing, eating, bathing, walking, and using
the bathroom. Residents generally have health problems that keep them from
living on their own and may require daily medical attention.
The federal
government and
states share
responsibility for
ensuring that
nursing homes
provide an
acceptable level of
care to residents.
The Centers for
Medicare and
Medicaid Services
(CMS) in the U. S.
Department of
Health and Human
Services oversees
the inspection
Nursing home residents generally need help with many activities of
program for
daily living.
nursing homes that
participate in the
federal Medicare and Medicaid programs.4 The agency sets nursing home
standards; interprets federal regulations, guidelines, and polices; and establishes
and monitors inspection procedures. It contracts with MDH to conduct nursing
home inspections in Minnesota.5 In addition to conducting inspections, MDH
licenses nursing homes for state purposes and certifies their eligibility for
participation in the Medicare and Medicaid programs. Finally, the department is
3

Minn. Stat. (2004), §144A.01, subd. 5-6; and 42 U.S. Code, §1396r, (a) (2000).

4

CMS was formerly called the Health Care Financing Administration.

5 The Minnesota Department of Health contracts with the State Fire Marshall’s Office in the
Minnesota Department of Public Safety to determine facility compliance with the federal Life
Safety Code, which is necessary for participation in the Medicare and Medicaid programs. State
Fire Marshall findings are included in the inspection reports issued by MDH.
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responsible for explaining program participation requirements to providers to help
them comply with federal requirements.6
Overall, we found that:

•

The federal government sets forth the overall structure and content of
the nursing home inspection program, and Minnesota has very few
opportunities to make significant changes in the program.

Federal regulations outline both the general parameters of the inspection process
as well as the specifics of how each inspection must be done. They dictate:
(1) how frequently the state must inspect nursing homes, (2) the steps the state
must follow when conducting inspections, and (3) the standards that the state
must apply. We discuss each of these areas in greater detail below.

Inspection Frequency
The federal government sets forth how often nursing homes must be inspected:

•

Nursing homes
must have a
“surprise”
inspection no
later than once
every 15 months.

Federal law and regulations require that the Minnesota Department of
Health inspect nursing homes every 12 months, on average.

All nursing facilities must be inspected no later than once every 15 months, with
an average time statewide between inspections of 12 months. Federal regulations
do not allow states to inspect nursing homes with “good” inspection records less
frequently than homes with “bad” records. In addition, CMS requires that at least
10 percent of inspections be “staggered” (started outside of normal business
hours). To meet this requirement, the state must begin some inspections on
weekends or holidays, some in the early morning (before 8:00 AM), and some in
the evening (after 6:00 PM). Furthermore, the federal government requires that
all nursing home inspections be unannounced.
About 420 Minnesota nursing homes participated in the Medicare and Medicaid
programs during federal fiscal year 2003.7 The department inspected all of these
nursing homes within 14.7 months of their prior inspection, with an average time
between inspections of 12 months. 8 In addition, 12 percent of the 403 inspections
conducted were staggered, with 21 inspections beginning before 8:00 AM, 16
inspections after 6:00 PM, and 10 beginning on a weekend or holiday.9
For the most part, nursing home providers, state policymakers, and nursing home
inspectors generally agree that requiring annual inspections of all nursing homes
6 The department has additional responsibilities related to nursing homes, such as investigating
complaints, which were outside the scope of our evaluation. Nursing home inspectors also inspect
other types of health care facilities, such as hospitals and intermediate care facilities for the mentally
retarded. These activities were likewise outside the scope of our evaluation.
7 The federal fiscal year runs from October 1 through September 30.
8 Centers for Medicare and Medicaid Services, Federal Fiscal Year 2003 State Performance
Standard Review Report (Washington, DC, March 15, 2004), 1.
9 Ibid., 2. Because nursing homes may go up to 15 months between inspections, the number of
nursing homes that MDH inspected during federal fiscal year 2003 was less than the total number of
nursing homes in the state.
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is, at times, an inefficient use of staff resources. The requirement does not permit
the state to focus efforts on the nursing homes that need oversight the most. To
help increase the efficiency and effectiveness of the inspection process, the
Legislature has repeatedly required the Commissioner of Health to seek federal
permission to implement an alternative inspection process that would change how
often nursing homes must be inspected. 10 In response, the department submitted a
proposal to CMS that would have increased the time between “full” inspections
up to 30 months for some homes with “good” compliance records. Other states
have proposed similar approaches, including ones to conduct abbreviated annual
inspections for homes with “good” compliance records.

Because of
federal
requirements,
MDH cannot
inspect nursing
homes with
“good”
inspection
records less
frequently than
those with "bad"
records.

To date, CMS has not approved an alternative inspection program put forth by any
state, including Minnesota. According to CMS, the social security law does not
allow states to obtain waivers to implement an alternative inspection program for
nursing homes participating in the Medicare program, although states could
implement an alternative inspection program for homes that only participate in the
Medicaid program. However, because this would involve only a few nursing
homes, it is generally not feasible for states to do so.
For the last several years, CMS has been studying the feasibility of an alternative
inspection process. Recently, the agency announced that it would be establishing
a few pilot sites around the country to implement a “revamped” inspection
process. Designed to address concerns about inspection consistency and
efficiency, pilot sites will make greater use of computers to make initial
determinations of deficiencies rather than relying on the judgment of inspection
teams. The alternative process will not result in less frequent inspections for
facilities, but may allow inspectors to spend somewhat less time in “good”
facilities and more time in “bad” ones.

Inspection Steps
In addition to requiring an inspection no later than once every 15 months:

•

Federal regulations require that each nursing home’s annual
inspection be a “standard” or full inspection consisting of seven
federally mandated steps.

Federal regulations do not allow states to do shorter or abbreviated inspections of
nursing homes with “good” records of compliance or to cut short an inspection
when inspectors do not detect any problems in a facility. On the other hand, state
inspectors must extend the inspection if they suspect that a facility is providing
substandard care to its residents.
As shown in Table 1.1, the standard inspection consists of seven federally
mandated steps. First, inspectors prepare off-site by reviewing information about
the nursing home and its residents to help identify areas of concern. Immediately
upon arriving at the facility, the inspection team meets with the nursing home
administrator to explain the inspection process and request specific information;
10 Laws of Minnesota (2000), ch. 312, sec. 2, 5; Laws of Minnesota (1Sp2001), ch. 9, art. 5, sec. 38;
Laws of Minnesota (2002), ch. 379, art. 1, sec. 113; and Laws of Minnesota (2004), ch. 247,
sec. 6.
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Table 1.1: The Federal Nursing Home Inspection
Process

Likewise,
MDH cannot
do abbreviated
inspections in
nursing homes
with "good"
records.

Step 1:

Off-site preparation

Step 2:

Entry conference and on-site preparation

Step 3:

Initial nursing home tour

Step 4:

Resident sample selection

Step 5:
A.
B.
C.
D.
E.
F.
G.

Information gathering
General observation of the facility
Kitchen/food service observation
Resident review
Quality of life assessment
Medication pass
Quality assessment and assurance review
Abuse prevention review

Step 6: Deficiency determination
A. Determination of substandard quality of care
Step 7:

Exit conference

SOURCE: Centers for Medicare and Medicaid Services, State Operations Manual (Washington, DC,
May 21, 2004), ch. 7, sec 7200.

Inspectors spend
much of their
time observing
and talking with
residents and
staff.

this is followed by a facility tour. Using the information provided by the facility
and what inspectors learned during the tour, the team then selects a sample of
residents to focus on during the information-gathering portion of the inspection.
During this phase, the team meets on a daily basis to compare notes, discuss new
areas of concern, and make adjustments to the inspection as deemed necessary.
Inspectors observe the care and services that facility staff provide to residents,
such as preparing and serving meals, administering medications, and helping, as
necessary, with activities such as bathing, toileting, walking, and grooming.
Inspection team members also interview residents and staff and review resident
records. Once the team is satisfied that they have gathered enough information, it
meets to determine whether the facility has failed to meet any regulatory
requirements. The team prepares a draft inspection report that discusses each
violation of federal regulations (commonly referred to as a deficiency) that the
team has identified, and then meets with nursing home personnel and interested
residents and family members to present its preliminary list of deficiencies.
After the inspection team leaves the facility, it finalizes the “Statement of
Deficiencies” and submits it to the team’s district supervisor who is responsible
for reviewing the document and submitting a final copy to the facility and CMS.
The facility must submit a “Plan of Correction” within ten days that indicates how
and when it will correct each of the deficiencies that it has received.11 Inspectors
normally conduct an unannounced revisit to verify that the plan of correction has
been implemented and that the deficiencies no longer exist. For the most part,
MDH generally gives a facility 40 days from the end of the inspection to correct
deficiencies before MDH imposes any sanctions on the facility.

11 Facilities may also dispute a deficiency and request a hearing before MDH or an administrative
law judge within this ten-day period. Chapter 2 discusses how often this happens and the outcome
of such hearings.
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While the state is unable to make significant changes in how inspections are done:

•

State law
requires
inspectors to
leave a draft
inspection report
with facilities
when they leave.

Minnesota has expanded the federal nursing home inspection process
in several ways.

The state goes beyond federal inspection requirements by adding other tasks,
including requirements to: (1) interview family council members; (2) expand the
number of evening observations nursing home inspectors must make each month;
(3) conduct a “verify and clarify” session with the provider to discuss possible
areas of concern prior to the exit conference; and (4) leave a draft inspection
report with nursing homes after the inspection, with the final report due within
15 days. Some of these activities were added to make the inspection process more
“user friendly” for providers. Others, such as expanding the inspection to include
final interviews with family council members, were at the urging of advocacy
groups.
For the year ending
September 30, 2004,
MDH inspectors,
working in teams of
three to five
registered nurses,
spent an average of
about 150 hours per
facility to complete
the state and
federally mandated
inspection tasks.12
As would be
expected, it took
longer to inspect
larger nursing homes
than smaller ones.
Nursing home inspectors must meet with each facility's resident
council.
For example, a
facility with 40 or
fewer beds averaged about 72 hours per inspection while a facility with 116 to
160 beds averaged 176 hours.13

Inspection Standards
The federal State Operations Manual (SOM) sets forth the federal standards that
inspectors must apply during an inspection as well as guidelines to help them
apply those standards.14 As currently written:

12 Minnesota Department of Health analysis of data from the Online Survey and Certification
Reporting System, December 2, 2004. State inspectors spent an additional 54 hours per facility, on
average, conducting follow-up inspections to ensure that facilities corrected deficiencies.
13 Minnesota Department of Health, Federal Fiscal Year 2005 Initial Budget Request (St. Paul,
July 15, 2004), unnumbered.
14 Centers for Medicare and Medicaid Services, State Operations Manual (Washington, DC,
May 21, 2004).
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The federal standards and guidelines that state inspection teams must
use to inspect nursing homes are prescriptive and complex.

The SOM covers hundreds of pages and contains 274 regulatory standards that
nursing homes must meet at all times. The standards cover 16 different categories
of operation, including administration, dietary services, infection control, life
safety, physical environment, quality of care, quality of life, resident assessment,
and resident rights. Some requirements must be met for each resident and any
violation of these requirements, even for one resident, is a deficiency. For
example, each resident must have a comprehensive care plan. Other requirements
focus on facility systems and are evaluated comprehensively rather than in terms
of a single incident. For example, a facility must have a medication error rate
below 5 percent.15

Inspectors grade
the seriousness of
each deficiency
by assigning it a
letter code.

For each deficiency, inspectors must use professional judgment to assess how
many residents or staff are affected by or involved in the deficient practice (scope)
and the amount of actual or potential discomfort or harm involved for residents
(severity). As shown in Table 1.2, these two determinations result in the
inspection team assigning a letter code (A through L) to each deficiency, with
level “A” deficiencies being the least serious.

Table 1.2: Deficiency Scope and Severity Grid
Severity

Scope
Isolated Pattern Widespread

Level 4: A situation that has caused or is likely to cause
serious resident injury, harm, impairment, or death.

J

K

L

Level 3: A situation that has caused resident harm.

G

H

I

Level 2: A situation that has caused minimal discomfort to
a resident OR has the potential to cause resident harm.

D

E

F

A

B

C

Level 1: A situation that has the potential of causing no
more than minimal discomfort to a resident.

NOTE: Harm is defined as a situation that compromises a resident’s ability to maintain or reach his or
her highest practicable physical, mental, or psychosocial well being, as defined by an accurate and
comprehensive assessment, care plan, and provision of services. A nursing home with one or more
quality of life, quality of care, or resident behavior and facility practices deficiencies issued at level “F”
or “H” or above (the shaded area of the grid) is considered to be providing “substandard” care to its
residents.
SOURCE: Centers for Medicare and Medicaid Services, State Operations Manual (Washington, DC,
May 21, 2004), Appendix P, V, B-C.

To determine a deficiency’s scope, inspectors must classify each deficiency in one
of three ways: isolated, pattern, or widespread. Federal guidelines say that a
deficiency is isolated when one or a very limited number of residents or staff are
affected or the situation has occurred only occasionally or in a very limited
number of locations in the facility. For example, if 60 of 70 residents in a facility
are incontinent and the facility failed to provide adequate care or services to
restore or improve bladder function for 2 of these residents, the deficiency should
be classified as isolated. A deficiency represents a pattern when it affects more
15 However, a single medication error that is considered severe enough may result in a deficiency.
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than a very limited number of residents or staff, occurs in several locations, or the
same resident has been affected by repeated occurrences of the same deficient
practice. If the above facility did not provide adequate care or services to 10 of its
60 incontinent residents, the resulting deficiency should be issued as a pattern. A
deficiency is identified as widespread when it refers to the entire facility or when
a system failure has affected or has the potential to affect a large number of
residents. For example, a facility failing to provide adequate care or services to
improve or restore bladder function to 30 of its 60 incontinent residents should be
issued a deficiency classified as widespread.
Inspectors must also determine the severity of a deficiency on a scale from one to
four. Level one refers to deficiencies that have the potential for causing no more
than a minor negative impact on, or minimal physical, mental, or psychosocial
discomfort to, a resident. For example, a facility should receive a level one
deficiency if it failed to post its inspection results or only made them available
upon request. Level two deficiencies are those that have resulted in resident
discomfort or have the potential to harm residents. Federal regulations define
harmful situations as those that compromise residents’ ability to maintain or reach
their highest practicable physical, mental, and psychosocial well being, excluding
situations that are of a “limited consequence” to residents. For example, a nursing
home should receive a level two deficiency if inspectors observed staff failing to
wash their hands properly between caring for residents but no one became
seriously ill as a result. Level three deficiencies are those that have actually
resulted in resident harm. The hand-washing example should be a level three
deficiency if there was evidence that a resident caught a contagious disease as a
result of staff failing to wash their hands properly after providing resident care.
Level four represents immediate jeopardy situations whereby the facility must
undertake immediate corrective action to address problems that have resulted in or
are likely to cause serious injury, harm, impairment, or death to a resident. For
example, if a resident with dementia was found outside during an inspection
heading toward a busy highway and the nursing home did not have a working
system in place to monitor residents with dementia, the facility should be issued a
level four deficiency.

A deficiency's
letter code helps
determine what
sanctions MDH
could impose on
the facility.

The “seriousness” of a facility’s deficiencies (their scope and severity) helps
determine the sanctions for nursing homes that fail to correct deficiencies within
an allowable time frame. As shown in Table 1.3, there are three categories of
required sanctions. Generally, nursing homes do not face sanctions for
deficiencies issued at levels “A” through “C.”16 Category 1 sanctions are reserved
for deficiencies issued at levels “D” and “E” and require that facilities implement
a plan of correction developed by the state, have their staff attend a specific
training program, or be subject to state monitoring. Conversely, category 3
sanctions are reserved for the most serious deficiencies and include the state
assuming management of the facility, terminating the facility’s participation in the
Medicare and Medicaid programs, or closing the facility. Except in instances of
immediate jeopardy to residents (a deficiency issued at level “J” or above) or
when facilities receive level “G” or higher deficiencies in two consecutive
inspections, facilities are generally given an opportunity to correct deficiencies
before any sanctions are imposed—usually 40 days. MDH must deny Medicare
16 Although the federal government does not require that sanctions be imposed on facilities
for low-level deficiencies (levels “B” and “C”), the state may choose to impose sanctions from
category 1 when facilities fail to correct their deficiencies.
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Table 1.3: Required Sanctions for Noncompliance
Category 1: Deficiencies issued at levels “D” and “E”
Directed plan of correction;
State monitoring; and/or
Directed in-service training.
Category 2: Deficiencies issued at levels “F” through “I”
Denial of payment for new Medicare and Medicaid admissionsa;
Denial of payment for all Medicare and Medicaid residents;
Civil money penalties of $50-$3,000 per day of noncompliance; and/or
Civil money penalties of $1,000-$10,000 per incident of noncompliance.
Category 3: Deficiencies issued at levels “J” and above
Temporary management;
b
Termination from the Medicare/Medicaid programs; and/or
Facility closure.
NOTE: The Minnesota Department of Health may impose a category 2 sanction to supplement a
category 1 sanction for deficiencies issued at levels “D” and “E.” In general, a category 1 or 2 sanction
can also be imposed whenever a category 3 sanction is required, and a category 1 sanction may also
be imposed when a category 2 sanction is required. Civil penalties increase to $3,050-$10,000 per
day when they are imposed in addition to a category 3 sanction. The state may also assume
temporary management (a category 3 sanction) when a facility has been issued a level “I” deficiency.
Also, a facility cited for providing substandard care cannot operate a nurse aide training and
competency evaluation program for two years.
a

The state must deny Medicare and Medicaid payments for new admissions when a facility is not in
substantial compliance within three months of the inspection and when a facility has been cited for
substandard care on three consecutive annual inspections. In the latter situation, state monitoring
must also be imposed.

b

The state must recommend termination from the Medicare and Medicaid programs when a facility is
not in substantial compliance within six months of the inspection.
SOURCE: Centers for Medicare and Medicaid Services, State Operations Manual (Washington, DC,
May 21, 2004), ch. 7, sec. 7210G and 7400.

and Medicaid reimbursements for new admissions when facilities have not
corrected their deficiencies within three months of the department’s inspection.
Facilities must be terminated from the program if deficiencies are not corrected
within 6 months.

FUNDING
In keeping with the high degree of federal involvement in the nursing home
inspection program:

•

State funds cover less than 10 percent of the total cost of nursing home
inspections and complaint investigations.

The federal government is the major source of funding for the inspection
program, with the state contributing less than 10 percent of the total cost for
nursing homes. In fiscal year 2004, MDH spent about $12 million from state and
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federal sources on activities related to nursing home inspections, including costs
related to investigating complaints against nursing homes.17 The state’s share
(about $1.1 million) is the result of state negotiations with CMS and has
historically been low when compared with that of other states. According to a
2000 analysis of costs by the Health Care Financing Administration, Minnesota
was the only state in the Chicago region that paid less than 10 percent of total
inspection costs.18 Other states paid at least 16 percent, with one state paying
almost 25 percent of total costs.

17 Cecelia Jackson, “Re: FFY 2004 Nursing Home Expenditures” (December 23, 2004), electronic
mail to jo.vos@state.mn.us.
18 Health Care Financing Administration, “Nursing Home Survey, State Licensure Cost Shares”
(Chicago, May 2000). Minnesota is part of the Chicago region, which also includes Illinois,
Indiana, Michigan, Ohio, and Wisconsin.
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Inspection Results

SUMMARY
Over the last inspection year, there has been a significant increase
in the average number of deficiencies issued to nursing homes in
Minnesota. In the most recent round of inspections, Minnesota
Department of Health (MDH) inspectors issued an average of
9.7 deficiencies per nursing home, 57 percent more than in their prior
inspections. Minnesota’s rate of deficiencies exceeded the national
average of 8.4 for the first time in recent years. Despite the increase,
however, the number of deficiencies that resulted in resident harm or
placed residents in immediate jeopardy decreased in Minnesota.
Furthermore, few nursing homes appealed inspection results, and the
majority of the deficiencies that were appealed were upheld. Federal
regulations set forth for a range of sanctions for nursing homes that
do not correct their deficiencies, and MDH generally gives them 40
days to do so before imposing sanctions. In federal fiscal years 2002
and 2003 combined, MDH denied Medicare and Medicaid payments
for new admissions to 4 percent of Minnesota nursing homes with
deficiencies and issued civil monetary penalties to 2 percent of them.

A

s discussed in Chapter 1, nursing home inspectors issue deficiencies for
violations of federal regulations. Each deficiency’s seriousness is defined by
its scope (how many residents or staff are affected by or involved in the deficient
practice) and severity (the amount of actual or potential discomfort or harm
involved for residents). This chapter addresses the following questions:

•

How have the number, type, and distribution of deficiencies cited by
nursing home inspectors changed over time, and how do these changes
compare with national averages?

•

How often have nursing homes in Minnesota been sanctioned for the
deficiencies that they receive, and how does this compare with national
averages?

•

To what extent have nursing home providers appealed deficiencies
that they have been issued, and what has been the result?
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To answer these questions, we examined state and federal laws, rules, regulations,
and guidelines related to nursing home inspections. We obtained data from the
Minnesota Department of Health (MDH) on deficiencies for each nursing home
participating in the Medicare and Medicaid programs nationwide over the last
several years.1 We examined the national literature and reviewed data on
Minnesota nursing home characteristics to determine what factors might explain
why some nursing homes receive more deficiencies than others and why states
differ in the number of deficiencies they issue. We also analyzed national
enforcement data on sanctions against nursing homes in Minnesota and other
states, and data from MDH on the extent to which Minnesota nursing homes
appeal deficiencies and the outcomes of those appeals.

TRENDS IN NURSING HOME
DEFICIENCIES
This section looks at the overall number of deficiencies that Minnesota inspectors
issued to nursing homes over the last four inspections and compares those figures
to national trends. We also examine the types of deficiencies issued and their
scope and severity.

Deficiencies per Nursing Home
Inspection teams from MDH issue deficiencies when a nursing home does not
meet a federal requirement.2 Our review of the results of nursing homes’ four
most recent inspections revealed that:

•

MDH inspectors issued significantly more deficiencies per nursing
home in their most recent inspections than they issued in the three
previous ones, putting Minnesota above the national average for the
first time in recent years.

As shown in Figure 2.1, Minnesota inspectors issued 9.7 deficiencies per nursing
home in their most recent inspections—57 percent more than the 6.2 deficiencies
they issued in nursing homes’ previous inspections and nearly double the average
of 5.1 deficiencies per nursing home that MDH inspectors issued in the fourth

1 The department downloaded data from the Centers for Medicare and Medicaid Services’ Online
Survey and Certification Reporting System, which maintains records for the four most recent
inspections. When the results from a new inspection are entered, the most recent inspection
becomes the prior or second most recent inspection, and the results of the fourth most recent
inspection are dropped from the database. As a result, the system is constantly in flux, making
analysis specific to the point in time that data were downloaded. The data that we used were
downloaded on May 24, 2004, and include inspections from October 1999 through March 2004.
Deficiencies issued as a result of Office of Health Facility Complaints investigations are also
included in the database.
2 A facility receives a deficiency for each regulation that it violates, regardless of how many times
it violates that regulation. For example, a facility where one or two nurse assistants fail to wash their
hands after contact with a resident and a facility where ten nurse assistants fail to do so will both
receive one deficiency. However, a deficiency’s scope will generally increase as the number of times
a regulation is violated increases.

INSPECTION RESULTS

15

Figure 2.1: Average Number of Nursing Home
Deficiencies, Four Most Recent Inspections,
Minnesota and the United States
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SOURCE: Office of the Legislative Auditor's analysis of data from the Centers for Medicare and Medicaid
Services' Online Survey and Certification Reporting System; accessed May 24, 2004.

In the most
recent round of
inspections,
Minnesota issued
17 percent more
deficiencies per
facility than were
issued
nationwide.

most recent inspections.3 Furthermore, only 3 percent of Minnesota nursing
homes had no deficiencies in their most recent inspections, compared with
11 percent in their prior round of inspections. Inspectors issued more than ten
deficiencies to 40 percent of the nursing homes in the most recent inspections,
compared with 19 percent in the prior inspections.
In contrast, the average number of deficiencies per facility nationwide increased
only 3 percent over the four inspection periods, from 8.1 to 8.4 deficiencies per
facility. As a result, Minnesota inspectors issued, on average, 17 percent more
deficiencies per facility in the most recent round of inspections than were issued
nationwide. In the three previous inspections, Minnesota inspectors issued from
24 to 38 percent fewer deficiencies than the national average.
As shown in Figure 2.2, states vary considerably in the number of deficiencies
they issue, ranging from 4.2 deficiencies per nursing home in Nebraska and New
Hampshire to 15.1 in Nevada. Minnesota ranked 17th among states in
deficiencies issued per facility. Only two states, Maryland and Maine, had greater
percentage increases in deficiencies per nursing home than Minnesota over their
four most recent inspections.
3 In a recent report that recorded nursing home deficiencies as of December 9, 2004, MDH found
that Minnesota nursing homes averaged 8.6 deficiencies per facility. This figure, though, excludes
life safety deficiencies. The department contracts with the State Fire Marshall’s Office to conduct
this portion of the inspection. We found that, as of May 24, 2004, Minnesota averaged 8.8
deficiencies per nursing home, excluding life safety deficiencies. MDH also found that facilities
inspected after April 1, 2004 had fewer deficiencies, on average, than those inspected earlier.
Minnesota Department of Health, Annual Quality Improvement Report on the Nursing Home Survey
Process and Progress Reports on Other Legislatively Directed Activities (St. Paul, December 15,
2004), 2-5.
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Figure 2.2: Deficiencies per Nursing Home by State, Most Recent
Inspection
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SOURCE: Office of the Legislative Auditor's analysis of data from the Centers for Medicare and Medicaid Services' Online Survey and
Certification Reporting System; accessed May 24, 2004.

16.0

INSPECTION RESULTS

17

Minnesota ranked second among the six states in the Chicago region in
deficiencies issued per facility. 4 Michigan inspectors issued the most deficiencies
per facility (13.3) and Wisconsin the fewest (5.0). On average, the number of
deficiencies per facility issued by inspectors in the Chicago region was the same
in the most recent round of inspections as it was four inspections ago. Appendix
A shows the number of deficiencies issued per facility for all 50 states and the
District of Columbia over the four most recent inspections.

Nursing homes
must comply
with more than
270 standards at
all times.

As noted in Chapter 1, facilities can receive deficiencies for failing to meet any of
CMS’s 274 nursing home standards. In the most recent round of inspections,
Minnesota inspectors issued deficiencies to nursing homes for violating 176 of the
274 standards. Table 2.1 lists the ten most frequently issued deficiencies in
Minnesota. Together, violations of these ten standards accounted for 38 percent
of the deficiencies issued. Appendix B provides a more inclusive list of
deficiencies issued to 20 or more nursing homes in their most recent inspections.
It organizes deficiencies into categories, which we discuss next.

Table 2.1: Ten Most Frequently Issued Deficiencies to
Minnesota Nursing Homes, Most Recent Inspections
Deficiency Description

Percentage of
Number of
Facilities With
Deficiencies Issued This Deficiency

Services must be provided by competent persons in
accordance with the resident’s care plan.

231

55%

Facilities must store, prepare, distribute, and serve
food under sanitary conditions.

167

40

Facilities must provide a safe, functional, sanitary,
and comfortable environment for residents, staff, and
the public.

162

39

Each resident must receive care and services
necessary to achieve the highest practicable
physical, mental, and psychological well-being.

161

38

Care must be provided in a manner and environment
that maintains or enhances each resident’s dignity.

130

31

Facility must remain as free of accident hazards as is
possible.

125

30

Incontinent residents must receive appropriate
treatment and services.

121

29

Each resident’s drug regimen must be free from
unnecessary drugs.

121

29

Each resident must receive adequate supervision
and assistance devices to prevent accidents.

120

29

Each resident must have a comprehensive care plan.

118

28

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

4 The federal government divides the United States into ten regions. The Chicago region covers
Illinois, Indiana, Michigan, Minnesota, Ohio, and Wisconsin.
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Categories of Deficiencies
As noted in Chapter 1, CMS organizes deficiencies into 16 categories. We
combined some of the lesser used categories for our analysis, resulting in the
10 categories shown in Table 2.2. We found that:

•

MDH inspectors issue more quality of care deficiencies than any other
category of deficiencies.

Table 2.2: Categories of Deficiencies Issued to
Minnesota Nursing Homes, Most Recent Inspections
Percentage
of All
Deficiencies

Quality of Care
Resident Assessment
Safety
Resident Rights and Facility
Practices
Quality of Life
Dietary Services
Physical Environment
Medical and Related Services
Infection Control
Administration

1,163
708
393

29%
17
10

2.8
1.7
0.9

82%
74
37

10
9
7
6
6
4
3

0.9
0.9
0.7
0.6
0.6
0.4
0.2

55
52
49
47
38
35
21

Total

4,079

100%

9.7

Type of Deficiency

In recent reports,
five out of six
nursing homes
were cited for
not providing
appropriate
treatment and
services to
residents.

Average
Percentage of
Number of Facilities With
Deficiencies
This Type
per Facility of Deficiency

Total
Deficiencies
Issued

390
372
274
265
234
178
102

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

Twenty-nine percent of the 4,079 deficiencies that MDH inspectors issued to
nursing homes in their most recent inspections were for quality of care violations.
These violations involve failing to provide appropriate treatment and services to
meet residents’ needs, such as providing assistance with eating, walking, toileting,
exercising, grooming, hygiene, and receiving medication; or failing to keep the
nursing home environment free from hazards that could lead to accidents. For
example, a resident who sits in a chair or lies in bed all day without being
repositioned could develop a pressure sore that, in addition to being painful, could
lead to infection. Likewise, failing to provide walking or range of motion
exercises could result in a decline in a resident’s physical mobility. Preventable
accidents and medication errors could also result in resident discomfort or harm.
On average, inspectors issued 2.8 quality of care deficiencies per Minnesota
nursing home, an increase of 59 percent from their previous inspections. Nearly
five out of every six nursing homes received at least one quality of care deficiency
in their most recent inspections.
Seventeen percent of deficiencies issued to nursing homes in their most recent
inspections were related to requirements to assess residents’ needs when they
enter the nursing home and periodically thereafter. Included in this category are
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violations for failing to develop a care plan for each resident and to provide
services in accordance with that care plan. Nearly three-fourths of Minnesota
nursing homes received at least one resident assessment deficiency in their most
recent inspections.
Life safety code violations and violations of resident rights and facility practices
each made up 10 percent of the deficiencies that inspectors issued to nursing
homes. As noted in Chapter 1, MDH contracts with the State Fire Marshall’s
Office to examine facility compliance with life safety regulations. Life safety
violations typically involve fire hazards such as fire doors that do not close tightly,
exit aisles that are blocked, and smoke barriers not up to code. Resident rights
and facility practices include, among other things, the right to personal privacy,
the right to obtain information, and the right to be free from abuse.

Physical
environment
violations
accounted for
6 percent of
deficiencies.

Quality of life
deficiencies, which
made up 9 percent of
the deficiencies issued
to nursing homes in
their most recent
inspections, are related
to the physical comfort
and psychological well
being of residents.
They include
violations such as the
failure to treat
residents with dignity,
accommodate
reasonable resident
Nursing homes must provide services to residents in a dignified
preferences, have an
manner.
ongoing activities
program, and provide a
safe and comfortable environment.
Physical environment deficiencies involve conditions such as scrapes and gouges
in furniture, doors, and walls; excessive dirt, dust, and debris; and unlocked
closets or storerooms that could pose a danger to residents who enter. Many
providers have criticized inspectors for issuing deficiencies for scratches on
furniture or dust on radiators, conditions they argue are common to many private
residences. Regardless of the merits of those criticisms, physical environment
deficiencies only accounted for 6 percent of the deficiencies issued in nursing
homes’ most recent inspections.
Infection control deficiencies, while only 4 percent of deficiencies issued in the
most recent inspections, increased 154 percent from the previous inspections and
205 percent over the four-inspection period, the greatest percentage increase of
any type of deficiency. The failure of staff to wash their hands after direct contact
with residents is the most common deficiency in this category.
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Other deficiency categories are dietary services, medical and related services
(including physician, nursing, pharmacy, dental, and rehabilitation services), and
administration. Appendix C shows the number of deficiencies per Minnesota
nursing home for each deficiency category for the four most recent inspection
periods.

Seriousness of Deficiencies
Although there has been a dramatic increase in the number of deficiencies issued
per nursing home:

•

Most of the deficiencies that MDH inspectors issued were for isolated
occurrences that did not involve actual harm or immediate jeopardy
to nursing home residents.

As discussed in Chapter 1, inspection teams assign each deficiency a letter
code (A through L) depending on its scope and severity. As shown in Table 2.3,
56 percent of deficiencies issued by MDH inspectors were level “D”
deficiencies—isolated occurrences that resulted in no more than minimal
discomfort to residents or had the potential for resident harm. Another 27 percent

Table 2.3: Number of Deficiencies in Minnesota Nursing Homes by Scope
and Severity, Four Most Recent Inspections

Scope and Severity

Fourth Most
Third Most
Second Most
Most
Recent Inspection
Recent Inspection
Recent Inspection
Recent Inspection Percentage
a
Number Percentage Number Percentage Number Percentage Number Percentage Change

B
C
D
E
F
G
H
I
J
K
L

94
160
1,020
469
133
206
11
0
14
2
2

4.5%
7.6
48.3
22.2
6.3
9.8
0.5
0.0
0.7
0.1
0.1

111
161
1,166
495
92
167
8
0
15
2
1

5.0%
7.3
52.6
22.3
4.1
7.5
0.4
0.0
0.7
0.1
0.0

110
140
1,384
593
126
192
14
0
31
2
1

4.2%
5.4
53.4
22.9
4.9
7.4
0.5
0.0
1.2
0.1
0.0

184
193
2,296
1,119
180
93
2
0
8
3
1

4.5%
4.7
56.3
27.4
4.4
2.3
0.0
0.0
0.2
0.1
0.0

96%
21
125
139
35
-55
-82
0
-43
50
-50

Total

2,111

100.0%

2,218

100.0%

2,593

100.0%

4,079

100.0%

93%

G or Higher
b
Substandard Care
c
Immediate Jeopardy

235
19
18

11.1
0.9
0.9

193
19
18

8.7
0.9
0.8

240
26
34

9.3
1.0
1.3

107
11
12

2.6
0.3
0.3

-54
-42
-33

NOTE: Level "A" deficiencies are not entered into the federal government's database. We estimated that they make up a very small
percentage of total deficiencies in Minnesota. In our review of a random sample of 100 inspection reports, we found 16 level "A"
deficiencies, about 1.6 percent of the deficiencies issued to those facilities.
a

Percentage change from the fourth most recent inspection to the most recent inspection.

b

A quality of life, quality of care, or resident behavior and facility practices deficiency issued at level “F” or “H” or higher is considered to
be substandard care.

c

An Immediate jeopardy deficiency has a scope and severity level of “J” or higher.

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and Medicaid Services’ Online Survey and
Certification Reporting System; accessed May 24, 2004.
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were level “E” deficiencies—a pattern (rather than an isolated occurrence) of such
violations. Only 2.6 percent of deficiencies involved actual harm or immediate
jeopardy to residents (level “G” or higher).
The data in Table 2.3 also show that the total number of deficiencies increased
93 percent over the last four inspection periods. However:

•

The total number of deficiencies increased because of increases in “less
serious” deficiencies.

Over the past four inspections, the number of level “D” deficiencies increased
125 percent and the number of level “E” deficiencies increased 139 percent.
In contrast, the number of deficiencies at level “G” or higher (actual harm or
immediate jeopardy) declined 54 percent. In the most recent inspection,
15 percent of facilities had at least one deficiency at level “G” or higher
compared with 21 percent of facilities in the prior inspections and 23 percent
three inspections ago.

Although total
deficiencies have
increased,
inspectors are
issuing fewer
“serious”
deficiencies.

According to CMS, a facility is providing substandard care if it has one or more
quality of care, quality of life, or facility practices and resident behavior
deficiencies at level “F” or “H” or higher. As shown in Table 2.3, substandard
care deficiencies declined 58 percent, from a total of 26 substandard deficiencies
in the prior inspections to 11 in the most recent inspections. The total number of
immediate jeopardy deficiencies (level “J” or higher) declined 65 percent, from
34 to 12.
Nationwide, inspectors issued level “G” or higher deficiencies to 16 percent
of the nursing homes inspected, compared with 15 percent for Minnesota
nursing homes. Inspectors issued immediate jeopardy deficiencies to 2.2 percent
of the facilities nationwide compared with 2.1 percent of Minnesota facilities;
3.2 percent of facilities nationwide had at least one substandard care deficiency
compared with 2.1 percent of Minnesota facilities. For the Chicago region,
16 percent of nursing homes had at least one deficiency at level “G” or higher,
1.9 percent had an immediate jeopardy deficiency, and 2.5 percent had a
substandard deficiency. Appendix D presents several indicators of the number
and seriousness of nursing home deficiencies for each state and federal region.

Factors Relating to Nursing Home Deficiencies
In theory, the number of deficiencies that inspectors issue to nursing homes might
be influenced by: (1) nursing homes characteristics, such as the number of
residents living there, the staff to resident ratio, and the amount of care required
by residents; (2) management practices, such as employee training and
supervision and spending on facility upkeep and maintenance; and (3) inspection
practices, such as inspector decisions about issuing deficiencies, state policies,
and the number of hours spent observing resident care. In this section, we briefly
consider the relationship between nursing home characteristics and the number of
deficiencies they receive.
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In general, national studies and our own analysis suggest that:

•

Nursing home characteristics, for the most part, do not explain why
inspectors issue more deficiencies to some nursing homes than to
others.

Researchers have found statistically significant but weak relationships between
nursing home characteristics, such as the number of residents and the proportion
of residents receiving Medicaid, and the number of deficiencies that facilities
receive. However, these relationships explain only a small portion of the variance
in deficiencies.5
We examined facility characteristics in three ways: size (average number of
residents per day), staffing (number of nursing and total staff per resident), and
case mix (residents’ need for services). Table 2.4 shows the average number of
deficiencies issued to Minnesota nursing homes that are high, medium, and low

Table 2.4: Minnesota Nursing Home Characteristics
and Number of Deficiencies, Most Recent Inspections
Nursing Home Characteristic

N

Average Number
of Deficiencies

Correlation

Size
Small
Medium
Large

140
141
139

7.9
9.4
11.9

r = .22; significant at p = .01.

RNs and LPNs per Resident
Low
Medium
High

140
140
140

9.5
9.8
9.9

r = -.07; not significant.

Nursing Staff per Resident
Low
Medium
High

140
140
140

9.7
9.9
9.6

r = -.04; not significant.

Total Staff per Resident
Low
Medium
High

140
140
140

10.1
10.3
8.8

r = -.10, significant at p = .05.

130
130
131

9.9
9.1
10.5

r = ,09; not significant.

a

b

Resident Case Mix
Low
Medium
High
a

Includes nurse administrators, registered nurses, licensed practical nurses, certified nurse aides,
nurse aides in training, and medication aides.

b

The higher the case mix score, the more services the residents required. We were only able to obtain
case mix data for 391 facilities (93 percent).
SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004; and
Minnesota Department of Human Services case mix data for federal fiscal year 2003.

5 Harrington, Charlene, Zimmerman, David, Karon, Sarita L, Robinson, James, and Beutel,
Patricia, “Nursing Home Staffing and its Relationship to Deficiencies,” Journal of Gerontology
(2000), 55 (5), S278-S287; and Minnesota Department of Health, Survey Findings Review
Subcommittee Final Report (St. Paul, July 2004), 7.
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on each characteristic as well as the correlation between the characteristic and the
number of deficiencies issued.
As shown in Table 2.4, we found a positive relationship between the average
number of residents in a nursing home and the number of deficiencies that a
facility receives. Nursing homes with many residents averaged four more
deficiencies in their most recent inspections than nursing homes with few
residents. One possible explanation is that larger facilities are more difficult to
manage and more things can go wrong. They care for more residents, they need
to train and manage more staff, and they maintain more square footage. In
addition, MDH allocates more staff hours to larger facilities. It seems plausible
that with more observations, more interviews of residents, and more records
reviewed, the likelihood of observing errors giving care or doing paperwork might
increase.

We did not
find a strong
relationship
between
nursing home
characteristics
and the number
of deficiencies
they receive.

We did not find a significant relationship between the number of nursing staff
per resident and deficiencies.6 We did find a small relationship between total staff
per resident and deficiencies.7 Facilities in the high staff per resident group had
1.5 fewer deficiencies than nursing homes in the low or medium groups. But
when we controlled for facility size, the correlation between total staff per
resident and deficiencies was not statistically significant.
Nursing home residents differ in their physical and mental capabilities and some
residents need more assistance and care than others. It is possible that homes with
a high proportion of “needy” residents find it more difficult to meet all of their
residents’ needs in a timely manner, thereby incurring more deficiencies. We
looked at the relationship between deficiencies and residents’ needs using case
mix data compiled by the Minnesota Department of Human Services. 8 As shown
in Table 2.4, facilities whose residents have the highest need for services received
slightly more deficiencies, on average, than other facilities, but facilities whose
residents have the least need for services averaged slightly more deficiencies than
facilities whose residents had a medium level of need. Overall, we did not find a
statistically significant relationship between resident case mix and deficiencies.
The absence of strong relationship between facility characteristics and
deficiencies suggests that Minnesota nursing homes’ above average rate of
deficiencies compared with other states is not due to differences in nursing home
6 Nursing staff includes nurse administrators, registered nurses, licensed practical nurses, certified
nurse aides, nurse aides in training, and medication aides.
7 Total staff includes nursing staff and administrators, physicians, dentists, podiatrists,
pharmacists, dieticians, food service workers, occupational therapists, physical therapists,
recreational therapists, activities staff, speech pathologists, social workers, mental health
professionals, housekeeping staff, and others.
8 The term “case mix” refers to the average need for services of a facility’s residents. All nursing
home residents are periodically assessed on a scale that measures their need for assistance with
various activities, including eating, ambulating, and toileting, and whether they suffer from a variety
of conditions, such as incontinence, pressure sores, dementia, or depression. Each item is weighted
based on the average number of minutes required to provide the needed services. A facility’s case
mix is calculated by averaging the scores of its residents. The Department of Human Services uses
the case mix scores as one component in determining nursing home reimbursement rates for
Medicare and Medicaid. We used case mix data for the federal fiscal year ending September 30,
2003. Fifty-nine percent of nursing homes’ most recent inspections as of May 24, 2004 occurred
during this period. We also looked at the relationship between case mix and deficiencies for the
second most recent inspections and found similar results to those reported in Table 2.4.
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size, staffing, or resident characteristics. Moreover, even if there were stronger
relationships, the characteristics of Minnesota nursing homes would not explain
why Minnesota facilities received more deficiencies, on average, than the nation
as a whole. Nursing homes in Minnesota were smaller than nursing homes
nationwide, averaging 83.4 residents per facility in calendar year 2003 compared
with 88.9 for the nation as a whole. 9 Minnesota nursing homes, on average, had
the same number of nursing staff (registered nurses, licensed practical nurses, and
nurse assistants) per resident as nursing homes nationwide. 10 In addition,
Minnesota nursing home residents appear to have slightly less need for services
than nursing home residents nationwide. On a measure similar to DHS’ case mix
score, Minnesota nursing home residents had an average score of 95.7 in calendar
year 2003 compared with an average score of 103.7 nationwide, indicating less
need for services in Minnesota facilities11 Finally, nursing home size, staffing,
and case mix in Minnesota has not changed appreciably in the last few years.
Thus, the sharp increase in deficiencies issued in the most recent round of
inspections is most likely due to factors other than nursing home characteristics.

SANCTIONS

Nursing homes
can generally
avoid sanctions
if they correct
deficiencies
within 40 days.

As discussed in Chapter 1, federal regulations provide for a range of sanctions
that MDH must impose when nursing homes have deficiencies at level “D” or
above.12 Depending on the seriousness of a nursing home’s deficiencies,
sanctions may be relatively mild, such as state monitoring of facilities, or more
severe, such as denial of Medicare and Medicaid payments for new admissions.
In addition, MDH may impose civil monetary penalties of up to $10,000 per day
or $10,000 per deficiency.13 Most sanctions, however, do not become effective
immediately upon imposition and, depending on the circumstances, facilities are
usually able correct deficiencies before sanctions go into effect.
For most deficiencies, nursing homes can generally avoid imposition of a sanction
if they correct their deficiencies and return to substantial compliance within a time
frame specified by MDH, usually 40 days from the completion of the
inspection.14 The department must impose sanctions immediately if inspectors
issue an immediate jeopardy deficiency or if a facility receives one or more
deficiencies at level “G” or higher in two consecutive inspections.15 However,

9 Harrington, Charlene, Carrillo, Helen, and Crawford, Cassandra, Nursing Facilities, Staffing,
Residents, and Facility Deficiencies, 1997 Through 2003 (San Francisco: University of California
San Francisco Department of Behavioral Sciences, August 2004), 8, 14.
10 Ibid., 66.
11 Ibid., 36.
12 For some types of deficiencies, such as room size or staffing levels, nursing homes can request a
waiver from MDH that allows them to be out of compliance without incurring a sanction. Centers
for Medicare and Medicaid Services, State Operations Manual (Washington, DC, May 21, 2004),
ch. 7, sec. 7014.
13 Penalties must be reduced 35 percent if a facility waives its right to appeal a deficiency. 42 CFR
sec. 488.436 (b).
14 Nursing homes may request a waiver extending the amount of time they have to comply with
certain types of deficiencies.
15 CMS, State Operations Manual, ch. 7, sec. 7301A and 7304B1.
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except for civil monetary penalties, MDH must generally give a nursing home at
least 15 days notice before the “imposed” sanction goes into effect; MDH must
give 2 days' notice for immediate jeopardy deficiencies.16 Nursing homes can
sometimes correct deficiencies immediately. For example, a home would
normally repair a malfunctioning call button system the same day it is brought to
the facility’s attention or well before the sanction becomes consequential. If a
nursing home does not achieve compliance within three months of an inspection,
MDH must deny Medicare and Medicaid payments for new admissions to the
facility. If a facility fails to comply within six months, it must be terminated from
the Medicare and Medicaid programs.17
Taken together, the federal regulations result in a system in which:

•

Most deficiencies do not result in sanctions because nursing homes
have the opportunity to correct deficiencies before sanctions take
effect.

As shown in Table 2.5, MDH imposed sanctions that became effective on
14 percent of the nursing homes with deficiencies in calendar years 2002 and
2003. In comparison, 15 percent of nursing homes in nearby states (those
bordering Minnesota or in the Chicago region) and about 10 percent nationwide
experienced sanctions. Most of Minnesota’s sanctions involved state monitoring,
where a state employee or contractor oversees the nursing home’s correction of
deficiencies. MDH routinely informs all facilities receiving deficiencies that state

Table 2.5: Sanctions Received by Nursing Homes in Minnesota and
Nearby States, CY 2002 and 2003 Combined
State
Minnesota
Illinois
Indiana
Iowa
Michigan
North Dakota
Ohio
South Dakota
Wisconsin
Nearby States
U.S.

Inspections
Sanctions
Denial of Payment
Civil
State Monitoring
for New Admissions
Monetary Penalty
Resulting in
Put Into Effect
Deficiencies Number Percentage Number Percentage Number Percentage Number Percentage
795

114

2,118
1,667
835
1,396
268
2,422
216
938
9,860

444
240
40
347
5
326
38
75
1,515

34,817

3,498

14%

113

14%

30

4%

14

2%

21
14
5
25
2
13
18
8
15

0
0
0
35
0
0
14
0
31

0
0
0
3
0
0
6
0
0

265
141
23
129
0
22
4
13
583

13
8
3
9
0
1
2
1
6

364
208
32
254
0
315
0
73
1,243

17
12
4
18
0
13
0
8
13

10

200

1

1,113

3

2,573

7

NOTE: This table excludes sanctions that were imposed but did not go into effect because facilities corrected the deficiencies before the
effective date of the sanction.
SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and Medicaid Services’ Online Survey and
Certification Reporting System; accessed April 28, 2004.

16 CMS, State Operations Manual, ch. 7, sec. 7305B3.
17 New deficiencies cited in follow-up inspections must also be corrected within the original three
and six month deadlines.
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monitoring will be imposed if a deficiency is not corrected by a specified date.
Other nearby states do not make extensive use of state monitoring as an
enforcement tool.18

Few nursing
homes paid
fines or had
their Medicare
and Medicaid
payments
withheld due to
noncompliance.

Two sanctions have direct monetary consequences for nursing homes: civil
monetary penalties and denial of reimbursement for new Medicare and Medicaid
residents.19 For 2002 and 2003 combined, 4 percent of Minnesota nursing homes
with deficiencies were denied reimbursement for new Medicare and Medicaid
residents and 2 percent paid civil monetary penalties. Amounts collected ranged
from $650 to $41,020, with a median penalty of $8,395. Eleven Minnesota
facilities paid civil monetary penalties in 2002, but only 3 facilities paid them in
2003.
As shown in Table 2.5, Minnesota was less likely to deny Medicare and Medicaid
reimbursements for new admissions and it issued fewer civil monetary penalties
than did nearby states. On average, nearby states denied Medicare and Medicaid
payments for new residents to 6 percent of their nursing homes with deficiencies
and they imposed civil monetary penalty on 13 percent of their facilities.

APPEALS

Minnesota
nursing homes
can appeal
inspection results
through one of
two informal
mechanisms.

Federal regulations require that states have an “informal” method for facilities to
dispute deficiencies.20 Except for immediate jeopardy or substandard quality of
care deficiencies, facilities may not appeal the scope and severity of a
deficiency.21 In Minnesota, facilities can choose one of two informal methods.
Under “informal dispute resolution,” an MDH supervisor or manager from a
district other than the one that conducted the inspection hears the appeal and
makes a recommendation to the Commissioner of Health.22 Under “independent
informal dispute resolution,” an administrative law judge from the Office of
Administrative Hearings conducts the hearing. Both sides have the right to
present evidence and be represented by counsel. The law judge must issue
findings on each contested deficiency within ten days of the close of the hearing.
MDH reimburses the Office of Administrative Hearings for the cost of hearings,
but nursing homes must reimburse the department for the proportion of costs
corresponding to the proportion of contested deficiencies that are upheld. The
Commissioner of Health may reject or modify the law judge’s recommendation. 23
While CMS holds states accountable for decisions made through both informal

18 Some states impose sanctions that Minnesota does not use. For example, 15 percent of South
Dakota facilities with deficiencies and 12 percent of Illinois’ facilities were directed to attend
in-service training. Michigan imposed directed plans of correction on 4 percent of its facilities with
deficiencies.
19 Other sanctions that have significant financial impacts, such as termination from the Medicare
and Medicaid programs or facility closure, are rarely imposed by any state.
20 CMS allows facilities to appeal findings of noncompliance that result in sanctions other than
state monitoring directly to the U.S. Department of Health and Human Services. CMS, State
Operations Manual, ch. 7, sec. 7303.
21 CMS, State Operations Manual, ch. 7, sec. 7212A, 7212C (2).
22 Minn. Stat. (2004), §144A.10, subd. 15.
23 Minn. Stat. (2004), §144A.10, subd. 16.
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dispute resolution mechanisms, the agency retains the right to reject state
decisions and make its own binding determinations.24
Despite the significant increase in the number of deficiencies issued:

•

Minnesota nursing homes appealed very few deficiencies in the last
two years, and the majority of their appeals were not successful.

In federal fiscal years 2003 and 2004 combined, 68 nursing homes appealed
141 deficiencies through informal dispute resolution with MDH. 25 This
represents about 2 percent of all deficiencies issued. As shown in Table 2.6,
MDH rescinded 22 of the 141 deficiencies (16 percent) that were appealed and
reduced the scope and severity of 9 others (6 percent).26 The remaining 110
deficiencies (78 percent) were upheld, although a few of them were slightly
modified, such as eliminating or restating one of several findings that supported
the deficiency.
Although the 2003 Legislature required that the administrative law judge option
become effective on July 1, 2003, MDH did not implement the process until
July 2004.27 As of December 2004, 34 nursing homes had requested
administrative hearings regarding 141 deficiencies. Fourteen facilities
subsequently withdrew their appeals and MDH rescinded two other facilities’
deficiencies before the hearing occurred. Of the remaining appeals, 7 are pending
and 12 have been decided. Those 12 originally covered 73 deficiencies but
facilities later withdrew 35 deficiencies from their appeals. Table 2.6 shows that,

Table 2.6: Nursing Home Appeals of Deficiencies
Number
Appeals Heard by the Minnesota Department of Health
Deficiencies rescinded
Deficiencies upheld with no change in scope or severity
Deficiencies upheld but scope and severity reduced
Total
Appeals Heard by an Administrative Law Judge
Deficiencies rescinded
Deficiencies upheld with no change in scope or severity
Deficiencies upheld but scope and severity reduced
Total

Percentage

22
110
9

16%
78
6

141

100%

6
16
16

16%
42
42

38

100%

NOTE: This table reflects appeals heard by the Minnesota Department of Health in federal fiscal years
2003 and 2004 and appeals heard by administrative law judges between July 2004 and December
2004.
SOURCE: Minnesota Department of Health, Informal Dispute Resolution Tracking Log, federal fiscal
years 2003 and 2004.

24 CMS, State Operations Manual, ch. 7, sec. 7212C (3). To date, CMS has not reversed any
appeal decisions made by MDH.
25 This excludes three requests that were subsequently withdrawn.
26 Six of the nine were reduced from level “G” to level “D”.
27 Laws of Minnesota (1Sp2003), ch. 14, art. 2, sec. 10; and MDH, Annual Quality Improvement
Report, 10.
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of the 38 remaining deficiencies, administrative law judges upheld 16 deficiencies
(42 percent), reduced the severity and scope of 16 (42 percent), and rescinded
6 (16 percent).
According to some providers, both informal dispute resolution mechanisms are
biased against them because the Commissioner of Health, whose agency issued
the deficiencies in the first place, makes the final decision. Moreover, some
nursing home administrators were concerned that the Commissioner of Health
recently overruled a law judge in one appeal in support of the inspectors’ decision.
In that case, however, the Commissioner modified but did not entirely reject the
law judge’s decision. So far, the Commissioner has not overturned other
administrative law judge decisions.

3

Inspection Consistency and
Other Issues
SUMMARY
The Minnesota Department of Health (MDH) has undertaken various
activities over the last year to help address concerns about the number
and classification of deficiencies. To a great extent, the department’s
actions have led to a large increase in the number of “low-level”
deficiencies that nursing homes receive, further straining the
adversarial relationship between the department and nursing home
providers. Part of the problem is due to the complex and sometimes
unclear federal standards and guidelines that state inspectors must
apply. Lack of clear guidance from MDH has, at times, resulted in
inspection teams applying regulations differently, which explains
some of the variation in deficiencies issued per nursing home across
the state. Although we did not find major problems with how
inspectors classify deficiencies once identified, the department could
do more to ensure that inspection teams apply federal regulations and
guidelines in a consistent and meaningful manner by: (a) developing
an ongoing, centralized quality assurance program that, among other
things, periodically examines inspection reports from throughout the
state; (b) providing more written guidance to inspectors, especially in
key areas such as issuing deficiencies for isolated occurrences with no
negative outcomes; and (c) providing more meaningful information
about inspection results to consumers.

L

egislators, nursing home providers, and other stakeholders are concerned
about the consistency with which Minnesota Department of Health (MDH)
inspectors in different parts of the state apply nursing home regulations and the
significant increase in the number of deficiencies issued over the last year. This
chapter addresses these concerns by examining two major questions:

•

How consistent are Minnesota Department of Health nursing home
inspection teams in applying nursing home regulations across the
state?

•

What has the Minnesota Department of Health done to help ensure
that inspectors apply nursing home requirements in a consistent and
meaningful manner, and how well have these activities worked?

To answer these questions, we analyzed data from the Centers for Medicare and
Medicaid Services (CMS) on the number and type of deficiencies written by
state inspectors in each of the state’s ten districts. We reviewed a sample of
100 nursing home inspection reports as well as 11 inspection reports involving
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substandard resident care or immediate jeopardy deficiencies. We supplemented
these data by interviewing at least one-half of the nursing home inspectors in each
district, all district supervisors, and twenty nursing home administrators from
throughout the state.1 We also talked with state and federal officials, including
state officials in other states. Finally, we reviewed nursing home laws,
regulations, rules, guidelines, interpretations, and other state and federal
documents.

CLARITY OF INSPECTION STANDARDS
As noted in Chapter 1, the federal regulations that nursing home inspectors must
apply are complex. In examining the regulatory standards and the accompanying
guidelines that CMS provides, we concluded that:

•

Federal nursing
home regulations
are difficult
to apply
consistently.

Federal nursing home regulations and guidelines are sometimes
unclear, contradictory, and/or duplicative; as a result, inspection
teams must often rely on their professional judgment to make
compliance-related decisions.

Federal nursing home standards are inherently difficult to apply in a consistent
and meaningful manner for several reasons. First, the regulations and guidelines
are sometimes unclear and confusing, especially language that defines resident
harm. According to CMS’ State Operations Manual (SOM), deficiencies issued at
or above level “G” must either (1) result in actual harm that “has compromised the
resident’s ability to maintain and/or reach his or her highest practicable physical,
mental, and psychosocial well being;” or (2) present a situation of immediate
jeopardy whereby “noncompliance has caused or is likely to cause serious injury,
harm, impairment, or death.”2 The definition specifically excludes practices that
are of “limited consequence” to a resident. For example, repeated falls that result
in minor bruises, cuts, or skin tears would likely be cited as a level “D” rather than
level “G” deficiency, even if the facility failed to assess the resident for falls or to
implement preventive measures. On the other hand, repeated falls that result in
bone fractures or breaks would likely be issued at a level “G” or above.
In 2003, the General Accounting Office (currently known as the Government
Accountability Office or GAO) noted that nationwide, “. . . the continuing
prevalence of and state surveyor [inspector} understatement of actual harm
deficiencies is disturbing.” 3 GAO attributes part of the problem to the confusing
definition of harm used by CMS, which suggests that harmful situations must
represent life-altering situations for residents. In response to GAO’s concern,
CMS indicated that it would delete the reference to “limited consequence” in its
1 In all, we interviewed 52 inspectors and 9 area supervisors (one position was vacant at the time
of our study). We selected which nursing home administrators to interview based on the results of
their most recent inspections as of May 2004. Using the random sample of inspection reports that
we reviewed, we tried to interview one administrator from a facility with an above average number
of deficiencies and another from a facility with a below average number of deficiencies in each
MDH district, for a total of 20 administrators.
2 Centers for Medicare and Medicaid Services, State Operations Manual (Washington, DC,
May 21, 2004), Appendix P, Part 1, IV, B.
3 U.S. General Accounting Office, Nursing Home Quality (Washington, DC, July 2003),
unnumbered.

INSPECTION CONSISTENCY AND OTHER ISSUES

31
4

next revision of the SOM. However, when the manual was revised in May 2004,
CMS did not clarify its definition of harm.
Second, federal regulations and guidelines sometimes contradict one another. On
the one hand, the SOM states that some requirements, especially quality of life or
certain facility system requirements, are best evaluated comprehensively rather
than in terms of a single incident.5 The SOM goes on to state that inspection
teams must consider the sum of staff actions or decisions for a resident to
determine if a quality of life requirement has been met. On the other hand, the
SOM says that a single incident that is considered severe enough may result in a
deficiency. The SOM gives little guidance, however, to help inspectors determine
when it is appropriate to cite single violations of quality of life standards as
deficiencies, especially for isolated events that have resulted in only minimal
discomfort to residents. Also, while the SOM defines a faulty practice as one that
does not meet regulatory requirements, it also says that a faulty or deficient
practice does not necessarily constitute a deficiency.6 Yet, inspection teams are
encouraged to cite all violations, even those that involve a single resident or event
that has no adverse outcome.
Third, some deficiencies are, in practice, duplicative. For example, inspectors
may cite nursing homes for storing dangerous cleaning products in unlocked
cabinets under two different quality of care deficiencies or as a physical
environment deficiency. Likewise, inspectors can cite facilities for having stained
carpeting and furniture as either a quality of life deficiency or a physical
environment deficiency. Nursing homes that do not completely close a resident’s
privacy or window curtain when providing personal care can receive a resident
rights deficiency or a quality of life deficiency. Because quality of care or quality
of life deficiencies can lead to findings of substandard care and thus harsher
sanctions than most other types of deficiencies, the decision regarding which
deficiency to issue may have important consequences for providers.

Many inspection
teams want more
direction from
MDH in some
key areas.

Finally, regulations often use words such as “timely,” “adequate,” “prompt,” and
“appropriate” but do not always provide further explanation or guidance for
actually interpreting what is timely, adequate, prompt, or appropriate. For
example, standards require that facilities address resident grievances promptly, but
little guidance is offered to define prompt. Likewise, facilities must have
sufficient staff to provide the services that residents need. However, the SOM
provides little guidance to help inspectors determine whether residents are not
receiving needed services because of insufficient staff or for other reasons,
especially when facilities may be staffing at levels required by state laws and
rules.
When we talked with inspection teams about the inspection process, about half of
the teams told us that lack of clear direction from MDH and CMS was a major
problem for them in applying the federal regulations. Many indicated that they
need more direction in a number of areas such as issuing deficiencies for isolated
events that do not result in negative outcomes or determining resident harm.
4 Ibid., 46. As we discuss later, Minnesota inspectors do not issue “G” level deficiencies for
violations that do not significantly alter a resident's lifestyle or are of "limited consequence."
5 CMS, State Operations Manual, Appendix P, Part 1, II, Task 6, D.
6

Ibid.
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Furthermore:

•

MDH has issued few guidelines to help inspectors interpret and apply
federal standards in a consistent and meaningful manner throughout
the state.

The department issues “information bulletins” via its website to notify state
inspectors and nursing home providers about a variety of issues, such as changes
in state or federal regulations, inspection activities, and other miscellaneous
information.7 It issued 17 nursing home-related bulletins in 2004, 9 in 2003, and
8 in 2002. However, most of the bulletins issued in 2004 do not provide
additional insight into problem areas for inspectors; rather they restate federal or
state requirements or notify providers about information sources that might be of
interest to them.

CONSISTENCY AMONG DISTRICTS
We examined inspection consistency in Minnesota in two ways. First, we looked
at how the number of deficiencies cited by inspection teams in various parts of the
state differed and possible reasons why. Second, we looked at how consistently
inspection teams assigned scope and severity levels to the deficiencies that they
identified.

Issuing Deficiencies
The Minnesota Department of Health uses teams of nursing home inspectors
assigned to one of ten districts to conduct inspections. There are four districts in
the Twin Cities area and district offices in Bemidji, Duluth, Fergus Falls,
Mankato, Rochester, and St. Cloud. Each district has a supervisor and seven to
nine inspectors. Inspectors typically work in teams of three or four, with one of
them designated as team leader. Each district is responsible for inspecting
anywhere from 32 to 64 nursing homes annually.8
We found that:

•

Although inspection teams throughout the state differ significantly in
the average number of deficiencies issued to nursing homes, the
differences have decreased dramatically in the last year.

As shown in Table 3.1, in the most recent round of inspections, teams in the
Duluth district issued the most deficiencies per facility (13.2) while inspection
teams in the Mankato district issued the fewest (7.4), a difference of 78 percent.
However, the difference was even greater for the previous inspections. Nursing
7 The federal government has a similar website to notify state staff and providers about changes in
its regulations or practices and to provide points of information.
8 State inspectors are also responsible for inspecting other types of health care facilities and
programs, including hospitals, home health agencies, and intermediate care facilities for the
mentally retarded. Inspectors estimate that they spend about 75 to 80 percent of their time
inspecting nursing homes.
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Table 3.1: Average Number of Deficiencies Issued to
Minnesota Nursing Homes by District
Fourth Most
Recent
Inspection

Third Most
Recent
Inspection

Second Most
Recent
Inspection

Most
Recent
Inspection

Bemidji
Duluth
Fergus Falls
Mankato
Metro A
Metro B
Metro C
Metro D
Rochester
St. Cloud

5.6
7.1
3.0
3.4
6.7
6.2
5.0
6.4
4.7
5.5

6.5
9.2
3.1
3.7
5.4
5.9
5.3
4.8
6.8
4.8

8.0
11.4
3.7
3.1
7.9
7.0
5.9
6.2
8.1
4.8

10.7
13.2
10.2
7.4
11.1
8.5
10.1
8.1
9.6
9.6

35%
16
178
142
41
20
71
31
18
102

Statewide

5.1

5.3

6.2

9.7

57%

District

In the last round
of inspections,
some teams more
than doubled the
number of
deficiencies they
issued.

Percentage
a
Change

a

Percentage change refers to the change from the second most recent inspection to the most recent
inspection.
SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

homes in the Duluth district received, on average, 11.4 deficiencies compared
with an average of 3.1 deficiencies in the Mankato district, a difference of 268
percent.
The number of deficiencies issued per facility increased in all districts over the
previous inspections. However, the increase was greatest in those districts that
had been issuing the fewest deficiencies. The two districts that issued the most
deficiencies in the previous inspections, Duluth and Bemidji, had increases of
16 and 35 percent, respectively, in the number of deficiencies per facility. In
contrast, the two districts with the fewest deficiencies in the previous inspections,
Mankato and Fergus Falls, had increases of 142 and 178 percent, respectively.
We talked with state inspection teams and their supervisors about recent
changes in the number of deficiencies issued across the state. As we discussed
in Chapter 2, there are a number of reasons why deficiency rates might vary,
including factors related to nursing home characteristics, facility practices, and
inspection practices. We learned that, in at least one respect, state inspection
practices have changed considerably over the last year:

•

In 2003, MDH strongly “reminded” inspection teams to cite nursing
homes for all deficient practices, including isolated practices that did
not have a negative effect on residents.

Prior to this, inspection teams in some parts of the state used their professional
judgment to determine whether a specific violation represented an overriding
problem or whether it was simply an isolated event. If the teams determined that
a violation was simply an isolated event that did not have any negative
consequences, they pointed it out to nursing home staff, but did not generally
issue a deficiency. For example, some inspection teams may not have issued a
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deficiency if they noticed that loaves of bread were stored too close to the kitchen
ceiling, opting instead to just discuss the situation with staff.
In early 2003, however, MDH surveyed all of the state’s nursing home
administrators to learn more about their concerns regarding the inspection
process. When a provider indicated that inspectors in his district did not issue as
many deficiencies as they could have in its most recent inspection, the department
immediately conducted another inspection of his facility, using program
management staff from the central office rather than inspectors from that district.
The re-inspection found several deficiencies that were missed in the earlier
inspection, including a finding that the nursing home was providing substandard
care to its residents. Concerned over the discrepancy between the re-inspection
and the one conducted earlier, MDH took immediate corrective action. First, it
temporarily reassigned the district supervisor in that area to job duties outside the
district and assigned other district supervisors the responsibility of overseeing the
work of that district’s inspectors. Second, MDH summoned inspectors from that
district to the department’s main office and, in no uncertain terms, strongly
“reminded” staff that they needed to comply with CMS’ inspection protocols and
requirements. Third, it required district supervisors to accompany those
inspectors on all nursing home inspections for the remainder of the summer.
Finally, it notified inspectors statewide of the need to adhere to CMS’ inspection
requirements.
Consequently:

•

Inspection teams, especially those in areas of the state that were
issuing the fewest deficiencies, began issuing more deficiencies for
“less serious” violations.

As noted previously, inspectors assign each deficiency a letter code (A through L)
to designate its scope (isolated, pattern, or widespread) and severity (potential for
minimal discomfort, actual discomfort or the potential for harm, actual harm, or
immediate jeopardy). As shown in Table 3.2, over the past two inspections, there
was a 66 percent increase statewide in the number of deficiencies with a scope
and severity level of “D” (isolated occurrences that resulted in minimal resident
discomfort or have the potential for harm) and an 89 percent increase in level “E”
deficiencies (a pattern of such violations). During the same time period, there was
a 359 percent increase in level “D” deficiencies in the Fergus Falls district and a
174 percent increase in the Mankato district. Level “E” deficiencies in these two
districts increased 143 and 157 percent, respectively.
Another state policy that may affect the total number of deficiencies that
inspection teams issue involves the practice of “cross-referencing,” which refers to
issuing multiple deficiencies for a single incident. For example, one of the
facilities that we looked at received two deficiencies because a resident repeatedly
walked away from the facility (also known as “elopement”). One of the
deficiencies was for failing to reassess the resident for his elopement episodes and
the other was for not providing proper supervision to prevent the elopements.
Providers argue that issuing two or more deficiencies for the same incident is
needless duplication because the action they take to correct both deficiencies is
the same.
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Table 3.2: Number of Deficiencies Issued to
Minnesota Nursing Homes by Scope and Severity and
by District
District
Bemidji
Duluth
Fergus Falls
Mankato
Metro A
Metro B
Metro C
Metro D
Rochester
St. Cloud
Statewide

Most Recent Inspection
G and
B

C

D

E

Above

Total

10
12
38
38
11
14
23
19
7
12

12
17
22
27
19
21
32
19
5
19

233
293
248
266
204
192
245
147
230
238

151
129
158
121
107
52
97
73
140
91

27
19
14
17
12
29
20
16
12
1,410

17
18
9
7
3
5
16
3
19
10

450
488
489
476
356
313
433
277
413
384

184

193

2,296

1,119

180

107

4,079

Second Most Recent Inspection
G and

District
Bemidji
Duluth
Fergus Falls
Mankato
Metro A
Metro B
Metro C
Metro D
Rochester
St. Cloud
Statewide

F

B

C

D

E

F

Above

Total

1
7
23
17
8
16
17
10
8
3

3
10
8
22
19
25
22
12
5
14

161
199
54
97
128
142
135
126
201
141

83
89
65
47
76
24
44
57
78
30

20
20
14
10
3
14
8
13
19
5

50
50
19
10
18
18
9
6
39
21

318
375
183
203
252
239
235
224
350
214

110

140

1,384

593

126

240

2,593

District

Percentage Change
G and

Bemidji
Duluth
Fergus Falls
Mankato
Metro A
Metro B
Metro C
Metro D
Rochester
St. Cloud
Statewide

B

C

D

E

F

900%
71
65
124
38
-13
35
90
-13
300

300%
70
175
23
0
-16
45
58
0
36

45%
47
359
174
59
35
81
17
14
69

82%
45
143
157
41
117
120
28
79
203

35%
-5
0
70
300
107
150
23
-37
180

Above

-66%
-64
-53
-30
-83
-72
78
-50
-51
-52

Total

42%
30
167
134
41
31
84
24
18
79

67%

38%

66%

89%

43%

-55%

57%

NOTE: The Centers for Medicare and Medicaid Services does not record level "A" deficiencies in its
inspection database.
SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.
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We examined how often inspection teams cited the same deficient practice to
document two or more deficiencies across all 16 categories of standards. We
found that:

•

In June 2004,
MDH stopped
issuing multiple
deficiencies for
some types of
violations.

Although inspection teams differed in the extent to which they issue
multiple deficiencies based on the same incident, less than 10 percent
of the total number of deficiencies issued were completely duplicated
in other deficiencies.

Of the 978 deficiencies that were issued to the 100 nursing homes in our sample,
about 8 percent were completely cross-referenced to other deficiencies. To be
counted as cross-referenced, all incidents supporting a violation had to be cited in
another deficiency or deficiencies.9 Because inspection teams frequently cite
multiple instances of noncompliance in documenting deficiencies, eliminating
those that also appeared elsewhere often had little effect on the overall number of
deficiencies issued.
Inspection teams varied in the extent to which they cross-referenced deficiencies.
Teams in the Mankato district tended to cross-reference the least (less than
5 percent of deficiencies), while teams in the Metro D and Rochester districts
cross-referenced the most (12 to 13 percent).
Concerned about the increase in the number of deficiencies issued statewide and
the fact that Minnesota was issuing more deficiencies per facility than the national
average, MDH recently directed inspection teams to stop cross-referencing certain
types of deficiencies. Effective June 21, 2004, inspection teams discontinued
issuing deficiencies related to assessing residents or developing their care plans if
the incident supporting the deficiency also resulted in a quality of care or quality
of life deficiency.10 According to MDH, the department will examine the effect of
this policy change on the total number of deficiencies in February 2005. Our data
suggest that, if inspection practices do not change in other ways, discontinuing
cross-referencing should have only a small effect on the number of deficiencies
issued statewide. On the other hand, it may decrease inconsistencies in inspection
practices throughout the state.
Because data in Chapter 2 showed a weak relationship statewide between the
number of residents in a facility and the number of deficiencies it received, we
also looked at the average size of the facilities in each district. We found that:

•

Overall, differences in the average size of nursing homes in each of the
state’s inspection districts do not explain differences in the number of
deficiencies issued.

Table 3.3 shows how districts rank on the average size of their nursing homes and
the number of deficiencies issued during the most recent round of inspections. As
these data show, the Metro A district ranks first in the size of its nursing homes
and second in the average number of deficiencies issued while the Mankato
9 To calculate the extent of cross-referencing, we did not eliminate quality of care or quality of
life deficiencies that were totally cross-referenced to other deficiencies because deficiencies in these
two categories may reflect substandard care problems in facilities.
10 Minnesota Department of Health, Information Bulletin 04-09 (St. Paul, June 2004).
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Table 3.3: Average Size of Minnesota Nursing Homes
and Number of Deficiencies Issued by District
District
Bemidji
Duluth
Fergus Falls
Mankato
Metro A
Metro B
Metro C
Metro D
Rochester
St. Cloud
Statewide

Average Number
of Residents
67
87
75
65
110
99
108
106
73
79
87

Rank

Average Number
of Deficiencies

Rank

9
5
7
10
1
4
2
3
8
6

10.7
13.2
10.2
7.4
11.1
8.5
10.1
8.1
9.6
9.6

3
1
4
10
2
8
5
9
6
7

9.7

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

district ranks last on both measures. However, the Bemidji district ranks third in
the number of deficiencies issued, but ninth in the size of its facilities.
Conversely, Metro D ranks third in the size of its facilities, but ninth in the
average number of deficiencies issued.
Finally, it is important to note that Minnesota is not the only state that is
concerned about the consistency with which its inspection teams issue
deficiencies. Recent studies of the inspection process in California, Kansas,
Missouri, Montana, and Wisconsin have examined various consistency issues,
such as differences in the average number of deficiencies issued by teams in
different parts of those states.11 However, none of the studies have pointed out the
definitive reasons for inspection team variation. Likewise, the federal government
is not immune to consistency problems. According to various reports by GAO
and others, including our own analysis in Chapter 2, federal regions of the country
differ significantly in the average number of deficiencies cited per nursing
home.12

11 California State Auditor, Oversight of Long-Term Care Programs (Sacramento, CA, April
2004); Kansas Legislative Division of Post Audit, Kansas’ Nursing Home Inspections: A K-Audit
Determining Whether They’re Carried Out in a Reasonable Manner (Topeka, KA, December 2001);
Missouri Office of State Auditor, Review of the Division of Aging’s Monitoring of Nursing Homes
and Handling of Complaint Investigations (Jefferson City, MO, March 1, 2000); Montana
Legislative Audit Division, Nursing Home Surveys (Helena, MT, January 2003); and Wisconsin
Legislative Audit Bureau, Regulation of Nursing Homes and Assisted Living Facilities (Madison,
WI, December 2002).
12 For example, see: GAO, Nursing Home Quality; U.S. Department of Health and Human
Services, Nursing Home Deficiency Trends and Survey and Certification Process Consistency
(Washington, DC, March 2003); and Appendix A of this report.
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Determining Scope and Severity
We also looked at whether inspection teams were consistent in how they classified
the scope and severity of deficiencies once they were identified. We examined the
most recent inspection reports for a sample of 100 nursing homes—10 facilities
chosen at random in each of the state’s 10 geographic districts.13 These
inspections resulted in nursing homes receiving 978 deficiencies (excluding level
“A” deficiencies).

Classification Problems
We compared the deficiencies as written in the final inspection report with federal
regulations and guidelines, paying special attention to each deficiency’s scope and
severity rating and the federal regulation under which the deficiency was written.
We found that:

•

We questioned
how inspection
teams classified
about 9 percent
of the
deficiencies we
examined.

While there were some inconsistencies among inspection teams in how
they classified deficiencies, the problems were generally minor and did
not threaten the overall integrity of the inspection process.

Overall, inspection teams generally did a good job classifying the deficiencies that
they identified and most of the deficiencies seemed reasonable. We questioned
the scope, severity, or regulation under which deficiencies were written for about
9 percent of the deficiencies that we examined. The percentage that we
questioned varied by district and ranged from about 5 percent for the Mankato
and Metro B districts to 18 percent for Metro D. In general, inspection reports
tended to understate the scope or severity of deficiencies more often than they
overstated them.
We most often questioned whether inspection teams correctly classified the scope
of a deficiency. For example, in one instance, the inspection team documented
that a resident’s care plan failed to address the need for a lap buddy or anti-slip
pad on the wheelchair. Instead of issuing a level “D” deficiency (isolated)
because only one resident was affected, the inspection team issued a level “E”
deficiency (pattern), a classification generally reserved for violations that affect
three or more residents. In another case, the inspection team documented that a
facility did not take action after residents complained about meals being served
late in one of six units in the facility. As a result, the team issued two
deficiencies: one for not resolving resident grievances and another for not
accommodating resident preferences. However, the first deficiency was cited as
an “E” (pattern), whereas the second was cited as a “D” (isolated).
We questioned fewer severity ratings that inspection teams assigned deficiencies.
In one instance, a facility received a level “C” deficiency for having one of two
emergency doors obstructed. Most inspection teams cite similar problems at a
higher level because residents could be seriously harmed if they could not escape
the facility during an emergency. In another instance, inspectors cited numerous
examples of unsanitary kitchen conditions, including dust and dirt, dried food on
13 The inspections were done between December 2002 and March 2004. Our review was limited
to examining only those deficiencies that were issued in the final inspection report; we do not know
the extent to which inspection teams overlooked a violation.
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equipment, and a refrigerator that was kept too warm. Instead of receiving an “F”
level deficiency because of the potential for resident harm, the facility received a
level “C” deficiency, which reflects the potential for resident discomfort.
In a few cases,
inspection teams cited
the wrong regulation
in writing the
inspection report, used
the same incident to
issue two
mutually-exclusive
deficiencies, or made
some other error in
completing the
inspection report. For
example, an inspection
team cited one facility
for placing a wet food
processor lid under a
plastic cover and for
To help prevent accidents, nursing homes must keep corridors
having a number of
free from obstructions.
baking sheets and
pans darkened with food debris. Instead of citing the facility for not preparing,
distributing, and serving food under sanitary conditions, the facility was cited for
failing to obtain food from sources approved or considered satisfactory by state,
federal, or local authorities.
As discussed in Chapter 2, CMS does not require that states report “A” level
deficiencies to the federal government. Like most other states, MDH does not
keep track of them, although inspectors record level "A" deficiencies during
inspections and pass them on to nursing homes. We found that:

•

Most inspection teams did not issue level “A” deficiencies, which
reflect isolated situations that have the potential for resident
discomfort.

Out of the nearly 1,000 deficiencies issued in our sample, inspection teams issued
only 16 level “A” deficiencies. Of the ten districts, Metro C issued eight level “A”
deficiencies and five districts (Bemidji, Metro A, Metro D, Rochester, and St.
Cloud) did not issue any. Some of the inspectors that we talked with indicated
that they could not think of an instance where they would issue one. We noted
that most of the incidents cited as level “A” deficiencies were typically cited at the
“D” level by other inspection teams. For example, one inspection team issued an
“A” level deficiency when it observed staff failing to wash their hands when it was
necessary; almost all other inspection teams issue such a finding as a “D” level
deficiency. In another instance, a facility received a deficiency at the “A” level
when it failed to have two of its residents visited by a physician at least once
every 60 days. Other inspection teams cite non-timely physician visits at the “D”
level.
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“Serious” Deficiencies
To better understand the circumstances surrounding the most serious types of
deficiencies, we also reviewed the 11 inspection reports from the most recent
inspections that involved substandard care or immediate jeopardy deficiencies. In
examining these reports as well as the 100 inspection reports from our sample of
nursing homes, we found that:

•

We found few
problems with
how inspectors
classified the
most “serious”
deficiencies.

For the most part, state inspection teams were consistent in classifying
the most “serious” deficiencies, those at levels “G” and above.

In our review of inspection reports, we found a few instances where we thought
that an inspection team understated the seriousness of a deficiency (that is, where
we thought that the deficiency should have been issued at level “G” or above). In
one instance, an inspection team issued a “D” level deficiency after a resident who
suffered from depression and anxiety lost 45 pounds over a three-month period
and the facility failed to address her need for psychological counseling. In
another instance, a facility received a “D” level deficiency when a resident failed
to receive regular pain medication for five months despite facility records
indicating that the resident needed regular treatment to control chronic pain.
Some of the instances where we thought that inspectors should have issued a level
“G” or higher deficiency involved two or more deficiencies that were at least
partially cross-referenced to one another. In these cases, inspection teams
typically issued one deficiency at level “G” and the other at level “D.” According
to the State Operations Manual (SOM) though, if the team’s findings for a
particular requirement include examples at various severity or scope levels, the
deficiency should be
classified at the highest
level of severity, even if
most of the evidence
corresponds to a lower
level of severity.14 For
example, in one facility
a newly admitted
resident, previously
hospitalized for knee
surgery, had to wait two
hours before receiving
pain medication. The
nursing staff could not
find the medication the
resident had been
Inspection teams must observe how nursing home staff
receiving in its
administer medication to residents.
emergency kit and staff
had to “borrow” medication from another resident. The facility received a “G”
level deficiency for not providing services necessary to attain a resident’s highest
practicable well being and a “D” level deficiency for not providing the necessary
pharmacy services to meet the resident’s emergency needs.
14 CMS, State Operations Manual, Appendix P, IV, D.
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To supplement our random sample of 100 nursing homes, we also looked at the
most recent inspection reports for facilities that were cited for providing residents
with substandard care or placing them in immediate jeopardy.15 We did not find
any instances where inspection teams overstated resident harm (that is, where we
thought that a level “G” or higher deficiency should have been issued at a lower
level). The most common reason for issuing a finding of substandard resident
care or immediate jeopardy was when a facility failed to provide adequate
supervision or assistive devices to prevent accidents. For example, inspectors
cited one facility for not supervising or implementing interventions for 5 of 6
cognitively-impaired residents who had repeatedly attempted to leave the facility,
often successfully, even though the residents were identified as elopement risks.

The federal
Government
Accountability
Office (GAO)
found that states
vary in how they
interpret resident
harm.

As we discussed earlier in Chapter 2, the number of deficiencies issued at level
“G” or above decreased 54 percent over the last few rounds of inspections in
Minnesota. According to MDH, part of the reason for the decline was in response
to CMS’ concern that Minnesota was not interpreting resident harm the way that it
should be—actual harm has to result in a lifestyle change for a resident or be of
more than “limited consequence.” By this definition, it is difficult to issue a
deficiency at level “G” or above. For example, if a resident fell, but was not
seriously hurt, the resulting deficiency would be issued as a “D” rather than “G”
level deficiency. As noted earlier, GAO has expressed concern to CMS over the
definition of resident harm, indicating that the confusing definition has led to
inconsistency problems in identifying level “G” and above deficiencies in a
number of states.16 At that time, CMS indicated that its definition of resident
harm was not meant to be as restrictive as some states were interpreting it, but, as
noted earlier, CMS has yet to clarify how it defines resident harm.
MDH requires that inspection teams consult with their district supervisors
whenever teams think they might have a level “G” or higher deficiency or a
finding of immediate jeopardy. District supervisors make the final decision
whether inspection teams have collected enough evidence to document a level
“G” or higher deficiency. For situations involving immediate jeopardy, the district
supervisor consults with program administrators in the central office, who make
the final determination.

Proliferation of “D” Level Deficiencies
In keeping with how CMS defines the severity of deficiencies, our review of
inspection reports showed that:

•

The seriousness of “D” level deficiencies varies widely, ranging from
isolated minor violations with little potential for harm to practices that
could lead to serious resident harm if left uncorrected.

In our opinion, this mixing of seriousness blurs the significance of “D” level
deficiencies. For example, we found one facility receiving a level “D” deficiency
for not giving a resident who was on a calorie restricted diet a cookie the first time
15 Most often, the same incidents resulted in a finding of substandard care as well as immediate
jeopardy. Seven of the nine facilities that inspectors cited for substandard care in their most recent
inspection were cited at levels high enough (“J” or above) to likewise trigger a situation of
immediate jeopardy.
16 GAO, Nursing Home Quality, 19-20, 45-46.
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she asked for one. Another facility received a level “D” deficiency for failing to
adequately supervise a cognitively impaired resident who was missing from the
facility from 6:00 PM to 12:30 AM (when she returned to the facility disheveled
and smelling of alcohol). The potential ramifications of both deficiencies differ
drastically, yet both were classified at the same level of seriousness.
In a few instances, we thought that citing every instance of noncompliance with a
regulation—though perhaps technically correct—was somewhat unreasonable.
For example, a facility was cited with a level “D” deficiency because one of three
employees interviewed did not know what to do in case of a fire. However, the
employee in question had only started work the previous day and had not received
orientation yet. The other two employees questioned answered satisfactorily. In
another example, a facility received a deficiency because the floor covering in one
lounge was dirty and frayed even though the nursing home administrator indicated
that the flooring was scheduled to be replaced in an upcoming building project.
In both of these instances, it may have been better if the team examined the
totality of the facilities’ systems to ensure resident safety or the special
circumstances of the finding before issuing the deficiency.
Moreover:

•

The large increase in deficiencies, especially isolated, low-level ones,
has further strained the relationship between the Minnesota
Department of Health and nursing home providers.

Most nursing home administrators told us that issuing deficiencies for relatively
minor violations that have little potential for harm has created staff morale
problems for facilities. In addition, administrators were concerned that the public
was not receiving enough information about the deficiencies cited (for example,
the severity of the violation and the number of residents affected) to put them in
proper context. Many of the inspection teams that we talked with agreed.
Furthermore, they indicated that, in the last year, the department has taken away
their ability to use their professional judgment in determining whether some
deficient events are truly deficiencies or isolated lapses.

ACTIVITIES TO ADDRESS INSPECTION
CONSISTENCY
It is unreasonable
to expect absolute
consistency
among inspection
teams.

Because nursing home inspection teams must use their professional judgment in
determining whether residents are receiving appropriate care or how serious an
incident may be, it is unrealistic to expect absolute consistency among inspectors.
However, it is not unreasonable to expect that state and federal governments
establish appropriate policies and procedures to ensure that regulations are applied
in as consistent and meaningful manner as possible.
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State Oversight
As shown in Table 3.4, MDH has engaged in a variety of on-going activities and
special, one-time projects to help promote consistent interpretation and
application of nursing home regulations. We concluded, however, that:

•

MDH does not have an effective quality assurance program that
routinely examines and measures how inspection teams are applying
nursing home standards.

Among other things, MDH relies on district supervisors to review the inspection
reports issued by their staff.17 As we pointed out earlier, numerous managers and
supervisors review all higher-level deficiencies (level “G” and above) before
inspection teams are permitted to cite them. In contrast, there is no such check on
lower-level deficiencies (which comprise the vast majority of deficiencies and are
among the fastest growing) other than that performed by district supervisors.
However, most district supervisors told us that they do not have enough time to

Table 3.4: Minnesota Department of Health Activities
to Oversee the Inspection Process
Ongoing Activities
• District Supervision: District supervisors are responsible for monitoring, evaluating,
and mentoring inspectors and reviewing draft inspection reports.
• Supervisory Review of Higher-Level Deficiencies: Inspection teams must consult
with their district supervisor before issuing a deficiency at level “G” or above or when
they might have a finding of immediate jeopardy.
• District Supervisor Meetings: Supervisors attend monthly meetings in St. Paul and
hold weekly telephone conference calls.
• Inspector Conferences Calls: All inspectors and supervisors participate in a two to
three hour statewide telephone conference about four times a year.
• Mixed-Team Inspections: Inspectors periodically inspect nursing homes with
inspectors from other districts.
• Statewide Inspectors: Four inspectors with specialized backgrounds accompany
each inspection team at least once a year.
Special, One-Time Projects
• On-Site Mentoring and Coaching Surveys: From October 2003 through November
2004, all inspection teams were accompanied on-site by at least five different district
supervisors.
• Environmental Deficiency Review: From March through July 2004, MDH
management reviewed physical environment deficiencies prior to their issuance.
• Deficiency Review: In October 2003, MDH conducted training on deficiency writing
and review.
• Re-Inspection: In early 2003, MDH management re-inspected a nursing home
shortly after district inspectors completed their annual inspection.
SOURCES: Minnesota Department of Health, Actions to Promote Integrity Through Consistent
Implementation of the Survey Process (St. Paul, 2004); and Office of the Legislative Auditor interviews
with MDH staff.

17 After their review, district supervisors send the final inspection reports to facilities and CMS.
They also review and approve facilities’ plans of correction.
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routinely review all deficiencies before inspection reports are finalized.
Furthermore, their review does not help identify differences that may exist among
inspection teams in different parts of the state.
The department holds a variety of routine meetings to help address inspection
related problems and concerns. It conducts a two to three hour statewide
telephone conference call with all inspectors and supervisors about four times a
year to provide clinical updates, interpretive guidance, and inspection process
clarifications. The department also holds monthly district supervisor meetings in
St. Paul to discuss inspection findings, identify areas that need clarification,
review workload, and resolve consistency-related issues. To provide for more
frequent communication, the department also conducts “Monday morning”
telephone conferences calls with all district supervisors. District supervisors are
expected to share whatever they learn at the monthly and weekly conferences with
their respective staff.

MDH has used
a variety of
ongoing activities
and special
projects to
oversee the
inspection
process.

Most of the inspection teams that we talked with, though, were skeptical about the
value of the quarterly conference calls, citing many technical-related problems as
well as little follow-up by central management in terms of providing written
clarification or guidance about problems discussed. Many district supervisors
were likewise skeptical about the value of the monthly meetings that they attended
in St. Paul. They noted that, while many important issues were discussed,
department management generally failed to follow through by developing a
written position on issues of concern in the field. A common refrain that we
heard from many district supervisors and inspectors was that “nothing ever
happens” as a result of the meetings that they attend.
In the absence of an effective ongoing quality assurance program, MDH has had
to undertake various one-time activities to respond to recent legislative and
provider concerns about inspection consistency. These one-time activities, which
included (1) on-site mentoring and coaching by supervisors, (2) an environmental
deficiency review, (3) quality assurance review, and (4) one nursing home
re-inspection, have yielded some useful information. For example, in March
2004, MDH began reviewing all deficiencies related to the physical environment
of nursing homes prior to issuing them. 18 The department reviewed 195
deficiencies and found that inspectors accurately assigned scope and severity
ratings 91 percent of the time. As discussed earlier, the one nursing home
re-inspection that the department performed led to a major change in inspection
practices. However, these projects have been undertaken sporadically and
generally as a reaction to criticism from others—largely because MDH does not
have an ongoing, centralized quality assurance program that it can rely on to both
anticipate and respond to outside criticism and to help direct its own activities.
MDH staff told us that it was a management decision to forgo more ongoing
activities in favor of one-time projects. In light of the seriousness of the issues
being raised, the department wanted to better focus its resources. At the same
time, department management recognized that some of the projects would
decrease the amount of time district supervisors had available to routinely monitor
their staff.
18 Minnesota Department of Health, Dietary, Sanitation, and Environmental Tags Review Summary
(St. Paul, undated).
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Federal Oversight
The federal government engages in three activities to help ensure that inspection
teams across the country are implementing the nursing home inspection program
consistently. These include: (1) Federal Oversight/Support Surveys (FOSS)
where one or more federal inspectors observe and evaluate how well state teams
conduct individual inspections; (2) comparative inspections (also called
“look-behinds”) where federal inspectors essentially replicate an inspection done
a few weeks earlier by a state team; and (3) an annual state performance standard
report, which measures how well individual states perform on a number of
comparative measures. District supervisors routinely receive copies of all FOSS
reports and comparative inspections. They distribute the reports that are related to
facilities in their district to their staff.
In reviewing available documents over federal fiscal years 2003 and 2004, we
found that:

•

As part of
the oversight
program, federal
staff accompany
state inspectors
on about
5 percent of
inspections.

The federal government has generally given Minnesota satisfactory or
higher marks for how it implements and conducts nursing home
inspections statewide—slightly higher ratings than it has given other
states in the Chicago region.

FOSS reports use a scale from one (much less than satisfactory) to five (extremely
effective) to grade state inspection teams in six different categories (identification
of inspection concerns, sample selection, general investigation, kitchen/food
service investigation, medications investigation, and deficiency determination).
State inspection teams rarely received a rating below 3 (satisfactory). During
federal fiscal year 2004, federal investigators observed Minnesota inspection
teams on 16 nursing home inspections. Minnesota inspectors received an average
rating of 4.57; average ratings by category ranged from 4.07 (deficiency
determination) to 4.93 (kitchen and food service investigation).19 Ratings were
slightly lower in 2003 when federal investigators observed 20 inspections in
Minnesota. Average ratings for federal fiscal year 2003 were 4.45 overall, with
individual ratings ranging from 3.95 (general investigation) to 4.80 (sample
selection).20
For the last two federal fiscal years, CMS has issued a State Performance
Standard Review Report, which is based partially on the FOSS reports.21 The
performance report measures Minnesota’s performance against seven standards:
(1) inspections are planned, scheduled, and conducted in a timely fashion;
(2) findings are supportable; (3) certifications are fully documented and consistent
with applicable law, regulations, and general instructions; (4) adherence to proper
procedures when certifying noncompliance; (5) proper expenditures and charges;
(6) accurate and timely complaint investigations; and (7) accurate and timely data

19 Office of the Legislative Auditor analysis of 16 FOSS reports for federal fiscal year 2004.
20 Office of the Legislative Auditor analysis of 20 FOSS reports for federal fiscal year 2003.
21 Centers for Medicare and Medicaid Services, Final FY 2003 State Performance Standard
Review Report (Washington, DC, March 15, 2004) and Final FY 2002 State Performance
Standard Review Report (Washington, DC, March 14, 2003).
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entry. For federal fiscal year 2003, Minnesota fully met five of the performance
standards and partially met the remaining two (timely and accurate complaint
investigation and data entry).
In Minnesota’s 2003 report, CMS also looked at how state inspection teams
determined deficiencies for 21 nursing home inspections (18 FOSS inspections
and 3 comparative inspections), which represent 5 percent of the inspections done
in Minnesota. The federal government rated state teams on 103 measures for the
FOSS inspections. Minnesota was rated at or above the satisfactory level on
99 measures (96 percent) and “less than satisfactory” on 4 measures (4 percent).
Overall, the states in the Chicago region (Illinois, Indiana, Michigan, Minnesota,
Ohio, and Wisconsin) had 95 percent of the measures rated satisfactory or above.
The report also reviewed the scope and severity ratings of the 155 deficiencies
that state inspectors initially cited during the 18 FOSS reviews. Federal
investigators compared those ratings to what appeared in the final inspection
report filed with the federal government. For 19 deficiencies (12.3 percent),
federal investigators felt that state inspectors had insufficient evidence to
document the discrepancy between what was cited in the draft inspection report
and the final report.22 The discrepancy rate for the Chicago region was also
12.3 percent.
In addition, CMS analyzed the extent to which it agreed with the 153 deficiencies
cited in the final inspection reports. For 2003, CMS agreed with the scope and
severity ratings MDH inspection teams assigned to 98 percent of the deficiencies
issued; the comparable figure for the Chicago region was 93 percent.23

OTHER ISSUES
Overall we think that the nursing home inspection process has many strong
points: (1) inspections are team-based, (2) inspection teams rely heavily on
observation, interviews, and resident outcomes, and (3) inspections are
unannounced and occur at diverse times of the day and week. In addition, state
inspectors and their supervisors are well trained and experienced. As of July
2004, 73 of the 77 inspectors (95 percent) were registered nurses. There were
also two social workers that specialized in facility programs, one nutritionist, and
one medical records specialist.24 About one-third of the inspectors were hired

22 The federal government defines satisfactory performance as an unjustified discrepancy rate of
20 percent or less.
23 MDH inspectors either did not write a deficiency or changed its scope or severity rating for
10 of the 19 deficiencies that the federal government disagreed with at the time of the inspection. If
federal officials had not been at the inspection, it is likely that the deficiencies would have appeared
in the final inspection report. Adding the ten deficiencies not cited because of “federal involvement”
and the three deficiencies that federal inspectors did not agree with in the final report yields an
8 percent “error” rate for MDH inspectors—comparable to the 9 percent that we found.
24 At the beginning of our study, MDH also employed a sanitation specialist. He died during the
course of our study and, to date, has not been replaced. The department has recently hired more
inspectors from other disciplines, including occupational therapy and physical therapy, and plans to
add staff with other professional backgrounds, such as pharmacy.
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within the last two years, and about one-fifth had over ten years experience as an
inspector, for an overall median tenure of about six years. Most of the inspectors
had prior nursing home experience, and about one-fifth were directors of nursing
at some point before becoming an inspector. To supplement their professional
background, newly hired inspectors receive extensive state sponsored training in
addition to the week-long training program and written exam that the federal
government requires.25
District supervisors also have extensive long term care backgrounds. On average,
they have been with the department for eight years—five of those years as a
supervisor. About one-half previously worked as inspectors for the department,
and all have had other long term care experience.
The inspection process, though, has a few problems that have contributed to low
morale among inspectors and, at times, high turnover.26 Specifically:

•

Travel-related
concerns are
sensitive issues
for nursing home
inspectors.

Different travel policies, expanded evening observation requirements,
and poor communication have contributed to low morale among
nursing home inspectors.

First, some travel policies for nursing home inspectors are different from those for
other state employees. Several MDH policy statements and Memoranda of
Understanding with the Minnesota Nurses Association (the bargaining unit that
represents nursing home inspectors, among others) govern how inspectors are
reimbursed for travel expenses and how they are compensated for their travel
time.27 Travel-related issues are sensitive issues for inspectors because they spend
very little time in their office, especially those based outside the Twin Cities
metropolitan area. Most inspection teams that we talked with are “on-the-road”
four days a week. Because their jobs entail considerable travel to and from
facilities as well as unconventional work hours, inspectors generally leave for
work from their home.

25 Before inspectors attend the mandatory federal training, the department requires that newly
hired inspectors complete a two-month training program consisting of classroom instruction. This is
followed by a supervised on-site inspection component in which they accompany teams on actual
inspections. Most newly hired inspectors spend several more months participating in inspections
under the supervision of an experienced inspector. When we talked with inspection teams from
around the state, almost all were very satisfied with the inspection-related training that they received
to do their jobs. At the same time, many noted that additional computer training would be helpful,
including more training specifically related to filling out expense reports, time sheets, and other
department reports.
26 The department experienced significant turnover among its licensing and certification staff in
2002 when it adopted new travel and scheduling requirements for inspectors. Turnover (including
retirements) was 15 percent in 2002 compared with 7 percent in 2001 and 8 percent in 2003.
Cecelia Jackson, Information and Compliance Monitoring Division, Minnesota Department of
Health, interview by author, In person, St. Paul, Minnesota, August 1, 2004.
27 Minnesota Department of Health, Compensated Travel Time Policy (St. Paul, September 30,
2002); Minnesota Department of Health, Overnight Stay Policy (St. Paul, September 30, 2002);
Minnesota Department of Health, Policies and Procedures: Vehicle Use (St. Paul, May 2004); and
Memorandum of Understanding Between the State of Minnesota and Minnesota Nurses Association
Regarding Compensated Travel Time (St. Paul, September 4, 2002).
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Like many other state employees who use their own vehicles to commute directly
from home to a temporary worksite, state inspectors are reimbursed for the actual
mileage from their home or office, whichever is less. However, inspectors in the
four Twin Cities district offices are usually reimbursed at a lower rate than other
inspectors (and some other state employees) because MDH generally has state
vehicles available that staff could use. Inspectors told us, though, that it is not
always convenient or easy to pick up or drop off a state vehicle, especially outside
of “normal” office hours. Also, to ensure that inspectors are not being
compensated for routine commuting time, nursing home inspectors who travel
directly to a facility from home (or vice versa) are compensated only for the time
that it takes to drive to a facility in excess of 20 miles from their office. The
department calculates compensated travel time at 2 minutes per mile for
inspectors in the four Twin Cities districts and 1.5 minutes per mile for inspectors
in the six remaining districts. Finally, inspectors are reimbursed for hotel
expenses if their compensated travel time one way exceeds one hour and the
inspection lasts more than one day.
Second, federal nursing inspection regulations require that inspectors observe
resident care and services at different times of the day, including early morning
and evening (“off-hours”). The regulations do not, however, specifically quantify
how much off-hour time inspectors must spend at a facility. Concerned over the
wide variation in the amount of off-hour time inspectors in different parts of the
state spent in facilities and the vagueness of the federal regulations, MDH entered
into a Memorandum of Understanding with the Minnesota Nurses Association
that requires inspection teams to spend at least two hours observing residents
between 6:00 PM and 9:00 PM for every 36 hours of inspection time at each
facility. 28 In addition, inspection teams must conduct evening observations on
more than one day of the inspection in two facilities each month. The
memorandum requires that the department determine in advance of the inspection
which facilities inspectors will stay “late” in, subject to the approval of the district
supervisor. Nursing home inspectors told us that they used to be able to use their
professional judgment regarding when to stay late, depending on the conditions
they encountered during an inspection. They indicated that there are times when
facilities do not need to have additional late observations, but they must stay
anyway, resulting in an inefficient use of staff time.
Third, communication between inspectors and central management in MDH
could be improved. The majority of the inspectors that we talked with felt
“unappreciated” or “betrayed” by central office management. Many inspectors
believe that MDH did not “defend” staff at the day-long hearing held by the
Health and Human Services Policy Committee of the Minnesota House of
Representatives in February 2004 or in the days thereafter.29 Instead, they said
that central management “assumed” that inspectors were not doing their jobs
correctly throughout the state. In addition, some felt “betrayed” in the aftermath

28 Memorandum of Understanding Between the State of Minnesota and Minnesota Nurses
Association Regarding Scheduling of Work (St. Paul, September 4, 2002), 1.
29 Minnesota House of Representatives, House Health and Human Services Policy Committee,
February 25, 2004.
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of the department’s re-inspection of one nursing home using central office staff
rather than district inspectors. Most inspection teams reported that their ability to
use their professional discretion was taken away.
Despite low morale, all of the inspection teams that we talked with found much
satisfaction in the work they did. They believed their work improved the lives or
care of the elderly throughout the state. They enjoyed working as part of a team
and looked forward to meeting and talking with nursing home staff and residents.
Minnesota Department of Health management is aware of the problems that
inspectors have with their travel and work schedules. At the request of the
Minnesota Nurses Association, the department is meeting with association
representatives to discuss inspectors’ concerns. Until such time as changes are
made to the negotiated agreements, however, MDH indicates that it has little
recourse but to abide by them.

RECOMMENDATIONS

MDH is working
on improving
communication
among various
nursing home
stakeholders.

Our report makes three recommendations that we think will help address some
of the concerns that legislators, MDH staff, providers, advocacy groups, and
other stakeholders have about the nursing home inspection program. The
recommendations also should help improve the adversarial relationship that exists
between MDH and providers. We agree with the Commissioner of Health’s
recent decision to retain the Long Term Care Issues Ad Hoc Committee that she
created in 2003 so that the committee can continue to work on communication
problems among various stakeholders. The group consists of nursing home
providers, representatives from provider, advocacy, and professional
organizations, and various state agency and legislative staff. In addition, the
department is working on improving communication between state inspectors and
providers during the inspection process. It has obtained federal funds to hire a
provider liaison that will, among other things, develop consistent standards of
behavior that inspection teams and facility staff can use during the inspection
process.

Quality Assurance
RECOMMENDATION
The Minnesota Department of Health should implement an ongoing,
centralized quality assurance program that, among other things, periodically
examines inspection reports from across the state.
Our major concern about MDH’s nursing home inspection program has to do with
the department’s inability to systematically identify inspection-related problems
before they become major issues. This makes it difficult to respond to the
concerns of providers, legislators, and advocacy groups in a timely manner. The
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department should implement an ongoing quality assurance program that
routinely examines inspection reports statewide, and should rely less on special
one-time projects developed largely to respond to outside criticisms. Currently,
MDH does not centrally review inspection reports or the vast majority of
deficiencies issued, thereby neglecting the largest and some of the fastest growing
categories of deficiencies—those at levels “D” and “E.” Such reviews would
allow the department to identify and address problems or concerns, such as the
growth of “D” level deficiencies, issuing level “A” deficiencies, or discrepancies
among districts in issuing certain types of deficiencies.

MDH needs to
have a more
centralized
review process
for lower-level
deficiencies.

A recent report from the Office of Inspector General in the U.S. Department of
Health and Human Services found that 31 states had formal internal quality
assurance programs to review draft inspection reports.30 For example, Indiana has
nurses who do nothing but review inspection reports from across the state before
they are issued. In addition to meeting monthly to review problems or issues,
staff “run the book” once a year, a process whereby they discuss problems or
concerns regarding how Indiana inspection teams use each deficiency. Ohio has
one program manager that routinely monitors, on a statewide basis, the
deficiencies issued by each district, looking for outliers or areas that might need
more clarification.
In 2003, GAO recommended that CMS require states to have a quality assurance
process that includes, at a minimum, a review of a sample of inspection reports
below the level of actual harm to help reduce instances of inspectors understating
quality of care problems.31 In its comments to the GAO, New York stated that it
had implemented such a process and was experiencing positive results. New York
uses these reviews to provide inspector feedback and expects that instances where
deficiencies may be understated will decline. Although we did not detect major
problems with state inspection teams understating the seriousness of deficiencies,
routinely reviewing all lower-level deficiencies on a statewide basis might help the
state deal with the large increase in “D” level deficiencies and the subsequent
“blurring” of their significance that we discussed earlier.
It should be noted that MDH has already embarked on an improved quality
assurance program as a result of the reports issued by the Department of
Administration in mid-2004. 32 For example, the department has created a quality
assurance position that it hopes to fill in the near future. This person’s
responsibilities will include implementing routine monitoring procedures
regarding the inspection process.

30 U.S. Department of Health and Human Services, Deficiency Trends, 18.
31 GAO, Nursing Home Quality, 42.
32 Minnesota Department of Administration, Communications for Survey Improvement (CSI-MN)
(St. Paul, June 30, 2004); Minnesota Department of Administration, Nursing Home Licensing and
Certification (St. Paul, June 30, 2004); and Minnesota Department of Health, Survey
Findings/Review Subcommittee Final Report (St. Paul, July 2004).
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Written Guidance
RECOMMENDATION
The Minnesota Department of Health should provide more timely assistance
to inspectors in interpreting federal regulations and guidelines, especially in
the area of one-time events with no negative outcomes.

Although
nursing home
inspections are
significantly
controlled
by federal
requirements,
MDH needs to
assume more
ownership over
the program in
Minnesota.

We also concluded that state inspectors need more written guidance from MDH to
help them apply CMS’ regulations consistently and meaningfully. In meeting
with MDH staff throughout the state, we were struck by how strongly staff
emphasized that the nursing home inspection program was a federal rather than a
state program. We think that the department must assume more ownership over
the inspection program. Until very recently, the department’s approach has been
to seek clarification from the federal government when regulations and guidelines
are not clear, which can be a slow and fruitless approach. In the meantime, state
inspection teams work with little state direction in key areas. We think that the
department should be providing more guidance to inspectors, especially in areas
where the federal regulations are not clear, such as one-time events with no
negative outcomes.
We also noted that inspectors are not always informed about the results of appeals
regarding deficiencies that they issued or about changes to inspection reports once
they submit their draft reports to their supervisor. Inspectors indicated that
knowing why a report was changed or why a deficiency did not withstand the
appeal process would be a good training exercise. In addition, inspectors in one
part of the state told of learning about a significant policy change in how
inspections were to be conducted from the facility they were inspecting rather
than from their district supervisor.
While an ongoing, centralized quality assurance program should enhance the
department’s ability to identify issues that need clarification before they become
major problems, MDH also needs to respond to issues raised by supervisors and
inspectors in a timely manner. District supervisors need to routinely bring district
concerns to their monthly meetings where they should be discussed and resolved
by the entire group of supervisors. This would help ensure a more consistent
interpretation of unclear or confusing nursing home regulations statewide.
Resolution of issues should be communicated to inspectors, both verbally and in
writing (through the department’s website), as well as to nursing home providers.
To some extent, MDH has become more proactive in the last year in terms of
clarifying federal regulations that are unclear or problematic. For example, in
June 2004, the department directed inspection teams to stop issuing multiple
deficiencies for selected types of violations based on the same negative finding.
According to the department, this would bring Minnesota inspection practices
more in line with those of other states. The department had brought the issue to
the attention of federal officials earlier, but CMS had not acted on the problem.
Also, the department has aggressively pursued federal interpretations and
guidance regarding the life safety standards that State Fire Marshall inspectors
apply.
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Deficiency-Related Information
RECOMMENDATION
To supplement on-line inspection reports, the Minnesota Department of
Health should develop a more user-friendly way to summarize and report on
the seriousness of inspection deficiencies.

MDH's on-line
reporting of
inspection results
places too much
emphasis on the
number of
deficiencies
rather than their
seriousness.

In March 2004, MDH made nursing home inspection reports and nursing homes’
plans of correction available on-line. However, the department failed to provide
any summary information that would help consumers put the overall number of
deficiencies in perspective. For example, it is difficult for consumers to
distinguish between administrative deficiencies and quality of care or quality of
life deficiencies. We think that the manner in which the state reports nursing
home inspection results places too much emphasis on the number rather than the
type or seriousness of deficiencies, which can be misleading to the public. The
total number of deficiencies that a facility receives may be less important to
consumers and policy makers than the seriousness of the deficiencies.
The state could provide summary information about deficiencies resulting in
immediate jeopardy situations or findings of substandard care, or group
deficiencies into categories of most interest to consumers, such as quality of care,
quality of life, or resident rights. Another measure that may be of interest to the
public is the extent to which inspectors cite a facility for the same deficiencies
over time. Also, MDH could weight deficiencies by their scope and severity to
better help consumers understand their seriousness. Not all states publish actual
inspection reports on-line, but many states provide more summary information
about the results of nursing home inspections. The summary information can help
consumers distinguish among the seriousness of various deficiencies and rate one
facility relative to the statewide average or to others in its geographic region.
For example, Florida computes an overall inspection score based on the number,
scope, and severity of a facility’s deficiencies and then assigns the facility
anywhere from one to five “stars” based on whether it had fewer or less serious
deficiencies relative to other facilities in its geographical region. A “five star”
nursing home means that it ranks in the top 20th percentile of facilities in the
region; a “one star” star facility ranks in the bottom 20th percentile. The overall
score (which includes all possible deficiencies) is also broken down into three
categories: administration, quality of care, and quality of life. Facilities are also
assigned stars for selected inspection components, including dignity, nutrition and
hydration, pressure sores, resident decline, and restraints and abuse. In addition, a
panel of state agencies and provider associations in Florida awards “gold seals” to
nursing homes with exceptionally high standards in managing care and quality of
life for their residents. Performance criteria include: high quality of care ranking
relative to other nursing homes in the region; no conditional licenses or nursing
home watch list appearances in the previous 30 months; and an excellent record
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with the state long-term care ombudsman. Implemented in 2002, the panel
recently awarded 13 homes a gold seal for outstanding performance. 33
In Indiana, each facility is scored against 45 standards related to administration,
care and services, dietary, environment, and resident rights that the state believes
are most indicative of quality care. Deficiencies in these areas are assigned a
point value based on their scope and severity; facilities cited for substandard care
or immediate jeopardy get additional points. Facilities receive a weighted score
based on their scores from each of their last three inspections, although the most
recent inspection is weighted the most heavily. The best score that a facility can
receive is zero—which means that the facility did not receive any deficiencies in
the 45 requirements used for scoring in its last three inspections, and there were
no findings of substandard care or immediate jeopardy. As of November 24,
2004, the average score statewide in Indiana was 110, with 64 percent of the
facilities scoring better than average and 36 percent scoring below average.34
To some extent, Minnesota is moving toward providing consumers easier access
to information about nursing homes. At the direction of the Governor, MDH is
developing a nursing home report card that will contain a variety of measures,
including one related to inspection results. The department hopes that the report
card will be available on-line in 2005.

33 Tampa Bay Business Journal, “Four Bay Area Nursing Homes Receive State Honors” (2004);
http://tampabay.bizjournals.com/tampabay/stories/2004/11/229/daily9.html?jst=b_1n_h1; accessed
November 30, 2004.
34 Indiana State Department of Health, “Nursing Home Report Cards (2004);
http://www.state.in.us/isdh/regsvcs/ltc/repcard/rcgrp.htm; accessed January 11, 2005.

Summary of
Recommendations

·

The Minnesota Department of Health should implement an ongoing,
centralized quality assurance program that, among other things, periodically
examines inspection reports from across the state (p. 49).

·

The Minnesota Department of Health should provide more timely assistance
to inspectors in interpreting federal regulations and guidelines, especially in
the area of one-time events with no negative outcomes (p. 51).

·

To supplement on-line inspection reports, the Minnesota Department of
Health should develop a more user-friendly way to summarize and report on
the seriousness of inspection deficiencies (p. 52).

Average Number of Deficiencies
per Facility by State, Four Most
Recent Inspections
APPENDIX A
Fourth Most
Recent
Inspection

Third Most
Recent
Inspection

Second Most
Recent
Inspection

Atlanta Region
Alabama
Florida
Georgia
Kentucky
Mississippi
North Carolina
South Carolina
Tennessee
Regional Average

12.7
8.3
7.6
8.2
7.0
8.4
8.2
7.3
8.4

10.4
9.7
8.9
8.3
6.3
7.8
5.5
9.8
8.7

9.7
8.7
10.6
7.2
5.3
6.9
6.2
10.1
8.3

9.1
9.1
9.8
6.5
5.3
6.9
7.9
9.9
8.3

-28%
9
29
-21
-24
-18
-3
35
-1

Boston Region
Connecticut
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont
Regional Average

5.3
4.3
5.7
5.5
3.4
4.6
5.2

6.6
5.8
5.7
4.8
4.1
3.8
5.6

5.8
7.3
5.7
3.4
4.7
3.2
5.5

8.4
9.2
6.2
4.2
4.9
4.8
6.7

59%
112
9
-23
45
4
30

Chicago Region
Illinois
Indiana
Michigan
Minnesota
Ohio
Wisconsin
Regional Average

8.2
7.9
12.6
5.1
7.6
6.0
7.9

8.4
6.9
12.7
5.3
7.4
5.3
7.7

7.7
6.0
13.3
6.2
8.0
4.5
7.7

8.4
5.4
13.3
9.7
6.9
5.0
7.9

3%
-32
6
93
-8
-18
0

Dallas Region
Arkansas
Louisiana
New Mexico
Oklahoma
Texas
Regional Average

8.4
8.1
6.2
6.4
10.6
8.4

8.5
9.9
5.7
6.5
11.1
8.9

7.5
11.9
6.6
8.1
10.2
9.4

9.2
10.6
9.9
9.3
8.8
9.4

9%
30
59
46
-16
13

Denver Region
Colorado
Montana
North Dakota
South Dakota
Utah
Wyoming
Regional Average

6.8
12.0
7.1
8.7
7.0
12.6
8.4

7.0
11.3
8.3
9.4
7.0
16.0
8.8

8.3
11.8
8.6
9.9
10.2
15.9
9.9

10.5
11.7
8.9
9.5
9.9
14.3
10.4

55%
-3
25
9
41
14
25

State/Region

Most
Recent
Percentage
a
Inspection
Change

58

NURSING HOME INSPECTIONS

State/Region

Fourth Most
Recent
Inspection

Third Most
Recent
Inspection

Second Most
Recent
Inspection

Most
Recent
Percentage
a
Inspection
Change

Kansas City Region
Iowa
Kansas
Missouri
Nebraska
Regional Average

5.1
8.5
6.5
4.9
6.3

5.5
8.4
6.6
5.2
6.5

6.1
10.0
7.3
5.0
7.3

7.0
12.5
6.9
4.2
7.8

37%
47
6
-14

New York City Region
New York
New Jersey
Regional Average

5.7
5.9
5.8

6.6
6.3
6.5

6.7
6.2
6.5

5.7
5.6
5.6

0%
-5
-2

Philadelphia Region
Delaware
District of Columbia
Maryland
Pennsylvania
Virginia
West Virginia
Regional Average

9.6
8.5
3.6
11.8
5.4
8.6
8.8

5.9
10.8
5.0
10.8
5.1
8.5
8.4

7.8
10.7
7.4
10.8
4.5
8.0
8.7

10.9
14.7
8.3
10.6
6.5
8.9
9.3

13%
73
134
-10
21
4
6

San Francisco Region
Arizona
California
Hawaii
Nevada
Regional Average

11.8
15.2
7.7
19.6
14.6

12.1
14.1
9.0
18.8
13.8

9.7
12.0
9.0
16.7
11.7

10.1
11.9
8.9
15.1
11.7

-14%
-22
15
-23
-20

Seattle Region
Alaska
Idaho
Oregon
Washington
Regional Average

7.1
6.8
10.1
10.5
9.7

7.1
7.4
10.0
10.0
9.5

5.2
7.7
9.2
9.1
8.8

7.6
6.9
6.5
7.3
7.0

6%
1
-36
-30
-27

8.1

8.2

8.2

8.4

3%

United States
a

24

Percentage change from the fourth most recent inspection to the most recent inspection.

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

Common Deficiencies of
Minnesota Nursing Homes,
Most Recent Inspections
APPENDIX B

Deficiency Category and Description
Quality of Care
Each resident must receive care and services necessary to achieve the
highest practicable physical, mental, and psychological well-being,

Number of
Deficiencies
161

Facility must remain as free of accident hazards as is possible.

125

Incontinent residents must receive appropriate treatment and services.

121

Each resident’s drug regimen must be free from unnecessary drugs.

121

Eech resident must receive adequate supervision and assistance devices
to prevent accidents.

120

Residents unable to carry out activities of daily living must receive
services necessary to receive good nutrition, grooming, and personal and
oral hygiene.

97

Residents must be provided with services to assist as needed with
walking, transferring, eating, bathing, grooming, using the toilet, and
communicating.

83

Residents with limited range of motion must receive services to increase
or prevent further decrease in their range of motion.

75

Residents should not develop pressure sores and those entering with
pressure sores must receive treatment to promote healing and prevent
infection.

61

Facility must have medication error rates below 5 percent.

43

Residents must maintain acceptable parameters of nutritional status, such
as body weight and protein levels, if possible.

23

Unless clinically containdicated, facilities must reduce the dosage of
antipsychotic drugs for those residents taking them.

23

Other.
Subtotal
Resident Assessment
Services must be provided by competent persons in accordance with
each resident’s care plan.
Each resident must have a comprehensive care plan.

110
1,163
231
118

The care plan must be completed within seven days after the assessment
is completed and it must be reviewed and revised each time the resident
is reassessed.

94

Facilities must make a comprehensive assessment of each resident’s
needs.

73

Assessments must accurately reflect residents’ status.

55

Assessments must be updated at least once every three months.

48

Residents must be reassessed within 14 days of a significant change in
their physical or mental condition.

47

Other.

42

Subtotal

708
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Deficiency Category and Description
Life Safety
Smoke barriers must provide at least a 30-minute fire resistance rating
and windows must be protected by fire-rated glazing or by wired glass
panels and steel frames.

Number of
Deficiencies
49

Walls separating corridors from use areas must prevent the passage of
smoke and, in unsprinkled buildings, must be able to resist fires for at
least 30 minutes.

34

Corridors serving as exit accesses must be at least four feet wide and
must be kept clear of obstructions.

28

Corridor doors must be able to close, prevent the passage of smoke, and,
in unsprinkled areas, resist fires for at least 20 minutes.

26

Exits must be readily accessible at all times.
Other
Subtotal
Resident Rights and Facility Practicesa
Residents have rights to personal privacy and confidentiality of records.

20
285
393
73

Residents have the right to self-administer drugs if deemed safe.

53

Residents have the right to be free from physical restraints if not required
for treatment.

52

A facility must inform resident and resident’s family about accidents or
significant changes in the resident’s status.

37

Facilities must not employ individuals with a history of abuse and they
must report and investigate all allegations of abuse.

33

Facilities must make prompt efforts to resolve resident grievances.

22

Results of the most recent inspection must be accessible to residents.

20

Facilities must have written policies that prohibit mistreatment, abuse, and
neglect of residents.

20

Other
Subtotal
Quality of Life
Care must be provided in a manner and environment that maintains or
enhances each resident’s dignity.

80
390
130

Services must be provided with reasonable accommodations of individual
needs and preferences.

65

Facilities must provide an ongoing activities program.

39

Facilities must provide medically related social services.

35

Residents have the right to choose activities, schedules, and health care
consistent with their interests and care plan.

34

Facilities must provide a safe, comfortable, and homelike environment,
allowing residents to use personal belongings to the extent possible.

27

Facilities must provide housekeeping and maintenance services.

26

Other

16

Subtotal
Dietary Services
Facilities must store, prepare, distribute, and serve food under sanitary
conditions.

372
167

Food must be palatable, attractive, served at the proper temperature, and
prepared using methods that preserve nutritive value.

36

Each resident must receive three meals per day plus a bedtime snack,
with no more than 14 hours between the evening meal and the next day’s
breakfast.

25

APPENDIX B

61
Deficiency Category and Description

Number of
Deficiencies

Dietary Services (continued)
Menus must meet the nutritional needs of residents, be prepared in
advance, and be followed.

20

Other
Subtotal
Physical Environment
Facilities must provide a safe, functional, sanitary, and comfortable
environment for residents, staff, and the public.

26
274
162

Facilities must have adequate outside ventilation.

24

Nurses stations must be equipped to receive calls through a
communications system from resident rooms and toilet and bathing areas.

20

Other
Subtotal

59
265

Medical and Related Servicesb
Pharmacists must report any irregularities to the attending physician and
the director of nursing.

50

Facilities must provide pharmaceutical services to meet the needs of each
resident.

48

Drugs must be stored in locked compartments under proper temperature
controls.

31

Each resident must be seen by a physician at least once every 30 days for
the first 90 days and once every 60 days thereafter.

26

Other

79

Subtotal
Infection Control
Staff must wash hands after each resident contact.

234
100

Facilities must establish and maintain an effective infection control
program.

59

Other

19

Subtotal

178

Administration
Facilities must comply with federal, state, and local laws and professional
standards.

41

Facilities must maintain clinical records on each resident that are
complete, accurately documented, readily accessible, and systematically
organized.

23

Other
Subtotal
Total

38
102
4,079

NOTE: This appendix lists deficiencies issued to at least 20 nursing homes in their most recent inspection, organized into ten deficiency categories. We grouped less frequently cited deficiencies in each
deficiency category into “other.”
a

Includes resident rights; admission, transfer, and discharge rights; and resident behavior and facility
practices.

b

Includes pharmacy services, nursing services, physician services, dental services, and rehabilitation
services.
SOURCE: Office of the Legislative Auditor's analysis of data from the Centers for Medicare and
Medicaid Services' Online Survey and Certification Reporting System; accessed May 24, 2004.

Deficiencies per Minnesota
Facility by Category, Four Most
Recent Inspections
APPENDIX C
Fourth Most
Recent
Deficiency Category Inspection

Third Most
Recent
Inspection

Second Most
Recent
Inspection

Most
Recent
Percentage
a
Inspection
Change

Resident Rights
and Facility Practices
Quality of Life
Resident Assessment
Quality of Care
Diet and Nutrition
Medical Services
Infection Control
Physical Environment
Administration
Safety

0.4
0.4
1.2
1.5
0.4
0.3
0.1
0.3
0.1
0.4

0.5
0.5
1.2
1.5
0.4
0.3
0.1
0.3
0.1
0.3

0.5
0.6
1.5
1.7
0.4
0.4
0.2
0.4
0.2
0.4

0.9
0.9
1.7
2.8
0.7
0.6
0.4
0.6
0.2
0.9

112%
114
44
84
72
112
205
122
160
156

Total

5.1

5.3

6.2

9.7

92%

a

Percentage change from the fourth most recent inspection to the most recent inspection.

SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

Number and Seriousness of
Nursing Home Deficiencies by
State, Most Recent Inspections
APPENDIX D

State/Region

No
Deficiencies

Percentage of Nursing Homes With:
More Than
Level G
Immediate
Ten
or Higher
Jeopardy Substandard
a
b
Deficiencies Deficiency Deficiency Deficiency

Atlanta Region
Alabama
Florida
Georgia
Kentucky
Mississippi
North Carolina
South Carolina
Tennessee
Regional Average

5%
3
3
9
7
5
3
1
4

33%
33
35
20
11
19
24
39
28

14%
9
20
19
20
25
33
24
18

4.4%
0.9
2.5
2.0
8.8
1.9
8.5
7.1
3.5

4.0%
2.2
4.4
4.7
9.8
2.1
10.2
8.6
4.8

Boston Region
Connecticut
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont
Regional Average

3%
3
17
27
14
12
12

27%
38
21
10
13
12
22

49%
13
22
21
5
17
25

0.4%
1.7
0.0
2.5
0.0
2.4
0.6

2.4%
5.8
2.3
4.9
3.2
4.9
3.1

Chicago Region
Illinois
Indiana
Michigan
Minnesota
Ohio
Wisconsin
Regional Average

4%
13
1
3
6
10
6

30%
15
57
40
20
11
27

17%
20
23
15
14
11
16

2.2%
1.9
3.9
2.1
0.7
1.5
1.9

2.8%
2.9
4.6
2.1
1.7
1.5
2.5

Dallas Region
Arkansas
Louisiana
New Mexico
Oklahoma
Texas
Regional Average

3%
4
2
5
3
3

29%
44
39
36
32
34

29%
15
23
20
14
17

12.9%
7.1
6.0
4.9
1.3
4.2

20.4%
6.7
10.8
4.6
1.9
5.5

Denver Region
Colorado
Montana
North Dakota
South Dakota
Utah
Wyoming
Regional Average

2%
0
1
0
2
0
1

47%
52
33
34
43
72
44

24%
16
14
26
12
21
20

1.9%
1.0
1.2
0.9
2.2
5.1
1.7

2.8%
3.0
2.4
4.4
3.4
5.1
3.3

Kansas City Region
Iowa
Kansas
Missouri
Nebraska
Regional Average

3%
2
12
15
7

20%
53
22
8
27

9%
29
10
12
14

1.1%
2.9
0.6
0.4
1.3

1.5%
5.9
2.3
0.9
2.7
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State/Region

No
Deficiencies

Percentage of Nursing Homes With:
More Than
Level G
Immediate
Ten
or Higher
Jeopardy Substandard
a
b
Deficiencies Deficiency Deficiency Deficiency

New York City Region
New York
New Jersey
Regional Average

11%
7
8

14%
11
12

11%
9
10

2.0%
0.7
1.2

3.4%
1.5
2.1

Philadelphia Region
Delaware
District of Columbia
Maryland
Pennsylvania
Virginia
West Virginia
Regional Average

2%
0
9
0
6
0
3

45%
70
33
44
19
31
37

10%
50
16
16
12
10
15

0.0%
0.0
0.0
1.2
4.4
1.5
1.6

0.0%
0.0
2.1
2.2
3.3
0.7
2.1

San Francisco Region
Arizona
California
Hawaii
Nevada
Regional Average

2%
2
2
0
2

34%
49
36
65
48

11%
5
20
7
6

0.7%
1.0
0.0
2.3
1.0

0.7%
0.6
2.2
4.7
0.8

7%
4
11
5
7

36%
20
19
25
23

0%
21
21
21
20

0.0%
2.5
3.6
2.0
2.5

0.0%
3.8
2.9
3.1
3.1

5%

30%

16%

2.2%

3.2%

Seattle Region
Alaska
Idaho
Oregon
Washington
Regional Average
United States
a

A facility’s residents are in immediate jeopardy if it has one or more deficiencies with a scope and
severity level of “J” or higher.

b

A facility with one or more quality of life, quality of care, or resident behavior and facility practices
deficiencies issued at level “F” or “H” or above is considered to be providing substandard care.
SOURCE: Office of the Legislative Auditor’s analysis of data from the Centers for Medicare and
Medicaid Services’ Online Survey and Certification Reporting System; accessed May 24, 2004.

Protecting, maintaining and improving the health of all Minnesotans

January 21, 2005

James Nobles
Legislative Auditor
Centennial Office Building, Room 140
685 Cedar Street
St. Paul, Minnesota 55155-1603
Dear Mr. Nobles:
We have had an opportunity to review the Nursing Home Inspections report and believe
it will be very helpful in answering a number of questions raised by legislators and others
concerning the overall integrity of the nursing home inspection program. While we have
made significant progress during this past year in addressing certain issues, we still have
important work to accomplish and the recommendations in the report will help us focus
our attention in the most productive areas. In this regard, we intend to share the report
with our Long Term Care Ad Hoc Committee and seek their advice in developing a plan
to implement the report’s recommendations.
We would like to express our appreciation to Ms. Jo Vos and Mr. David Chein of your
staff for the professionalism shown during the process of collecting and analyzing
information for this report.
Thank you for providing this opportunity to comment.

Sincerely,

Dianne M. Mandernach
Commissioner
P.O. Box 64882
St. Paul, MN 55164-0882
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