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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CMS Certification Number (CCN): 245593

December 30, 2014

Mr. Timothy Swoboda, Administrator
Good Samaritan Society - St James
1000 South Second Street

St James, Minnesota 56081

Dear Mr. Swoboda:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for
participation. To participate as a skilled nursing facility in the Medicare program or as anursing facility in the
Medicaid program, a provider must be in substantial compliance with each of the requirements established by
the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CM S that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective November 30, 2014 the above facility is certified for:
55 Skilled Nursing Facility/Nursing Facility Beds

Y our facility’s Medicare approved area consists of all 55 skilled nursing facility beds.

Y ou should advise our office of any changesin staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerdly,
_}(m il %b»&)&u’?‘h_ncj

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program

Minnesota Department of Health

Telephone: (651) 201-4112  Fax: (651) 215-9697

cc: Licensing and Certification File

Minnesota Department of Health « Compliance Monitoring ¢
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

December 29, 2014

Mr. Timothy Swoboda, Administrator
Good Samaritan Society - St James
1000 South Second Street

St James, Minnesota 56081

RE: Project Number S5593025
Dear Mr. Swoboda:

On November 13, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on November 6, 2014. This survey found
the most serious deficiencies to be a pattern of deficiencies that constituted no actual harm with potential for
more than minimal harm that was not immediate jeopardy (Level E) whereby corrections were required.

On December 23, 2014, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to
verify that your facility had achieved and maintained compliance with federal certification deficienciesissued
pursuant to a standard survey, completed on November 6, 2014. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of November 30, 2014. Based on our PCR, we
have determined that your facility has corrected the deficiencies issued pursuant to our standard survey,
completed on November 6, 2014, effective November 30, 2014 and therefore remedies outlined in our letter to
you dated November 13, 2014, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CM S-2567B) from this visit.
Feel free to contact me if you have questions.
Sincerdly,
_}(ma/é‘& %b-&)&u’?h_ngj
Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring

Minnesota Department of Health
Telephone: (651) 201-4112  Fax: (651) 215-9697

Enclosure
cc: Licensing and Certification File

Minnesota Department of Health « Compliance Monitoring
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/Supplier/CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245593 B. Wing 12/23/2014
Name of Facility Street Address, City, State, Zip Code
GOOD SAMARITAN SOCIETY - ST JAMES 1000 SOUTH SECOND STREET
ST JAMES, MN 56081

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) ltem (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0176 11/30/2014 ID Prefix F0356 11/06/2014 ID Prefix F0431 11/30/2014
Reg. # 483.10(n) Reg. # 483.30(e) Reg. # 483.60(b), (d), (e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency KS/KFD 12/30/2014 32978 12/23/2014
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/6/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: 00BD12
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7010 1060 0002 3055 0905
November 12, 2014

Mr. Timothy Swoboda, Administrator
Good Samaritan Society - St James
1000 South Second Street

St James, Minnesota 56081

RE: Project Number S5593025
Dear Mr. Swoboda:

On November 6, 2014, a standard survey was completed at your facility by the Minnesota Departments
of Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs. This survey found the most serious deficiencies in your facility to be a pattern of
deficiencies that constitute no actual harm with potential for more than minimal harm that is not
immediate jeopardy (Level E), as evidenced by the attached CM S-2567 whereby corrections are
required. A copy of the Statement of Deficiencies (CM S-2567) is enclosed.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centersfor Medicare & Medicaid
Services determine that termination or any other remedy iswarranted, it will provide you with a
separ ate formal notification of that deter mination.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - thefacility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and theinformation to be
contained in that document;

Remedies - the type of remedies that will beimposed with the authorization of the
Centersfor Medicare and Medicaid Services (CMYS) if substantial complianceis not
attained at thetime of arevisit;

Minnesota Department of Health « Compliance Monitoring
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer



Good Samaritan Society - St James

November 13, 2014

Page 2
Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

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

Kathryn Serie, Unit Supervisor
Minnesota Department of Health
1400 E. Lyon Street

Marshall, Minnesota 56258
Kathryn.serie@state.mn.us
Office: (507) 476-4233

Fax: (507) 537-7194

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CM S policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by December 16, 2014, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)
PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Y our PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;



Good Samaritan Society - St James
November 13, 2014
Page 3

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correctionis
unacceptable for any reason, the State will notify the facility. If the plan of correctionis

acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated

in cases where notification about the acceptability of their plan of correction is not made
timely. The plan of correction will serve as the facility’ s allegation of compliance; and,

- Include signature of provider and date.
The state agency may, in lieu of arevisit, determine correction and compliance by accepting the
facility's PoC if the PoC is reasonable, addresses the problem and provides evidence that the corrective

action has occurred.

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

. Optional denia of payment for new Medicare and Medicaid admissions (42 CFR
488.417 (a));
. Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. Y our
signature at the bottom of the first page of the CM S-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the PoC
must meet the criterialisted in the plan of correction section above. Y ou will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your PoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE
Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that

substantial compliance with the regulations has been attained in accordance with your verification. A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
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in your plan of correction.

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

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CM'S Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during therevisit

If new deficiencies areidentified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficienciesidentified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficienciesfound during therevisit

If new deficiencies are found at the revisit, the remedies specified in thisletter will be imposed. If the
deficienciesidentified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CM S Region V Office that those remedies be imposed. Y ou will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

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

If substantial compliance with the regulationsis not verified by February 6, 2015 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federa regulations at 42 CFR Section 488.417(b). This mandatory denial of
payments will be based on the failure to comply with deficiencies originally contained in the Statement
of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies
have been issued as the result of acomplaint visit or other survey conducted after the original statement
of deficiencieswasissued. This mandatory denial of payment isin addition to any remedies that may
still bein effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by May 6, 2015 (six months after the identification
of noncompliance) if your facility does not achieve substantial compliance. This action is mandated by
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the Socia Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR
Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted viathe web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/litc idr.cfm

Y ou must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’ s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul .htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Feel free to contact meif you have questions.

Sincerdly,
_}(m il %b-&)&u’?h_ngj

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4112

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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" | had a self adminislration of medication

minutes, at which {ime she would retum to
remove the mask. The resident's nebulizer mask
was off her face and no staff were present in the
room.

Following the observalion at 7:14 p.m. RN-8
explained that R3 was able {o leave her mask on
with the nebulizer treatment running until the
nurse returned and removed it.

R3's medication record identified diagnoses
Including chronic alrway obstruction. A quarterly
Minlmum Data Set (MDS) assessment dated
8/13/14, noted the resident was cognitively intact,

R6 was observed on 11/3/14 at approximately
7:00 p.m. sitting alone in her room while wearing
a nebulizer mask. The nebulizer treatment was
running and no staff were présent in the room. At
7:14 R6 was observed walkirig around the room
and was no longer wearing the mask,

RN-B stated at 7:14 p.m. that R6 was capable of
remaoving the mask when the nebulizer ireatment
was finished.

The director of nursing (DON) was interviewed on
1i/514 at 3:20 pan. and stated that any resident
who self-administered medication should have

assessment completed and documented in the
medical record. The DON verified that self
administratlion of medication assessments had
nol been completed for R3 and R8,

The facility's policy and procedure Resldent
Self-Administration of Medication 1/11, directed
staff to ensure the interdisciplinary team's

determinafion that the resident could” safely

(X4) 1D SUMIMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5]
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR 15C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAYE DATE
DEFICIENCY)
F 178 | Continued From page 1 F 1761 with nebulizer treatments were -

identified and reassessed for self- -
administration capabilities.
Physician's orders were obtained and
care plans updated for those
identified. Verbal education was
given to the Case Managers.
Education regarding self-

| administration assessments will be
provided to all licensed staff prior to
11-30-14. The Director of Nursing or
designee will complete audits
fallowing any new nebulizer orders
that are received and with new
admisstons for two months to ensure
Eompﬁance. Results of the audits will
be monitored by the Director of
Nursing and forwarded to the Quality
Committee for review.
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self-administer medications must be documented
in the medical record” in either the
interdisclplinary assessment and summary review
or In the Interdisciplinary progress notes.
F 356 | 483.30(e) POSTED NURSE S8TAFFING F 356 . .
55=C | INFORMATION The Nurse Staffing Information form 11-6-14

The facitlty must post the following information on
a daily basis:
o Facility name.
¢ The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Reglstered nurses.
- Licensed practical nurses or licensed
vocational nurses {as defined under Stale law).
- Certified nurse aldes.
o Resident census.

The facility must post the nurse staffing data
specified above on a dafly basls at the beginning
of each shiff. Data must be posted as follows:
o Clear and readable format.

o in a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard,

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever Is greater.

was immaediately corrected to include
the accurate date, census and the
facility name. The template for this
form was updated to include the
facility name. Verhal education was
given to the facilities Nursing
Secretary who completes the form.
Audits to ensure compliance will be
completed by the Director of Nursing
or designee twice weekly for one

Results of the audits will be
monitored by the Director of Nursing
and forwarded to the Quality
Committee for review.

month, then monthly for two months.
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F 356 | Continued From page 3 F 356
This REQUIREMENT 1is not met as evidenced

Based on interview and document review, the
factlity falled to ensure the posted nurse staffing
information Included accurate date, facllity name
and current resident census This had the
polential to affect all 50 residents residing in the
facility, family members and any members of the
public who may have chosen to view this
information,

Findings include:

During the initial tour of the facility on 11/3/14, at
1:30 p.m, the DAILY NURSING STAFFING form
identified the Incorrect date. The posted date
was 11/1/14, which was 2 days prior to the
survey. In addition, this same form did not
include the name of the facility or the currant
census, The name of the facility was noted as
being 4210 and the census listed was 48, rather
than the aclual census of 50.

Inlerview on 11/6/14, at 10:30 a.m. with the
director of nursing (DON) verified the DAILY
NURSING STAFFING form posted on 11/3/14,
did not reflect the accurate date or aciual census,
and the name of the facility was not included on
the form. The DON furiher stated the nursing
services secretary (NSS) was the staff person
responsible for posting the dally nurse staffing
information.

Interview on 11/6/14, at 10:38 a.m, with N8$§
verified that the DAILY NURSING STAFFING
form on 11/314 contained the Incorrect date and
census, and was missing the name of the facility.
The NSS stated the facllity used the forrn GSS
{Good Samaritan Society} #160 and thought that
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The facllity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of alf
controlled drugs In sufficient detail to enable an
acourate reconclliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconcited.

Drugs and biologicals used in the facllity must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instyuctions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
locked compartments under proper lemperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately tocked,
permanently affixed compariments for storage of
controlled drugs listed in Schedute [l of the
Comprehensive Drug Abuse Prevention and
Controf Act of 1876 and ather drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored {s minimal and a missing dose can
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DEFIGIENCY)
F 356 | Gontinued From page 4 F 356
was {he form that had to be used. Upon
exptanation, the NSS verifled understanding that
the form GSS #160 was adequate but still
requfred the name of the facility rather than 4210,
the current date and the actual census. .
F 431 | 483.60(b), (d), (e} DRUG RECORDS, F 4311 All expired meds from the med carts | 14 35.19
55=F | LABEL/STORE DRUGS & BIOLOGICALS

and medication rooms were removed
and placed In the proper storage area
for disposal. The facilities policy and
procedure for disposition of
medication was reviewed. Staff
completing the bi-monthly
medication exchange will continue to
check for and remove any expired
medications. Education regarding
this policy and procedure will be
provided to all licensed staff and

Medication Aldes prior to 11-30-14,
Audits to ensure compliance will be

completed by the Director of Nursing
or designee every ather week
following the facilities scheduled
imedication exchange for twa months.
Results of the audits will be
monitored by the Director of Nursing
and forwarded to the Quality
Committee for review.
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Continued From page 5
be readily detected,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review the facilily failed to ensure expired
medication and biclogical's were removed fram
medication carls and medication raoms for 2 of 3
medicatton carts and 2 of 3 medication rooms.

Findings inciude:

During review of the section 1 nursing medication
room on 11/6/14, at 8:12 a.m. three bottles of
expired stock medication were found; calcium
carbonate {an antacid) with an explration date of
6/14, iran tablets (a dietary supplement) with an
expiration date of 114, and delsym (a cough
suppressant) with an expiration date of 1/14.
Also noted was a treatment cream of
trlamcinolone (a corticosteroid) for R 43 with an
explration date of 10/21/14, Review of R 43's
record indicated R 43 did nof have a current
physician order for staff to administer the
medication,

Licensed Practical Nurse-A (LPN-A) was
interviewed on 11/5/14, at 12:15 p.m. and verified
the medications, calcium carbonate, Iron, delsym
and triamclnolone cream were expired and
should have been removed from the cupboard
and put in with the expired medications.

During review of medication room 2 on 11/5/14, at
1:18 p.m. expired medications were found for
R10 and R41. The expired medications included,

nitreglycerin {relieves chest pain) with an

F 431

FORM GMB-2567{02-99) Previous Versions Obsdlete Event ID:00BD11

Faciity |: 00697 | ‘lga n sheet Page 6 of 8
| RECEIVED

NOV 2§ 70

innesota Dept
Mi Mankato

of Health




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 11/12/2014
FORMAPPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

245593

(%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED

B.WING

11/06/2014

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SOCIETY - ST JAMES

STREET ADDRESS, CITY, STATE, ZIP GOBE
1000 SOUTH SECOND STREET
ST JAMES, MN 56081

431D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFCRIAATION)

o) PROVIDER'S PLAN OF CORRECTION 45)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 431

Conlinued From page 6

expiration date of 10/15/14 and acetaminophen
325 mg (for pain or fever) with an explration date
of 12/28/13. Revlew of R10 record indicates R10
had current physician orders for these
medications to he administered. R41 had an
expired medication of polymyxin eye drops (an
antibiotic) with an-expiration date of 7/26/14.
Review of R41's record indlcated R41 did not
have a current physician order for staff to
administer the medication.

The director of nursing {DON) was Interviewed on
1415114, at 1:30 p.m. and verified the medicalions
of nitroglycerin, acetaminophen and polymyxin
were expired,

During review of the section 2 medication cart on
1146114, at 1:45 p.m., three botlles of stock
medication were found to be expired, calcium
carbonate, wilh an expiration date of 6/14, Iron
tablets with an expiration date of 1/14, and mulii
vitamins with an expiration date of 10/14, Expired
medications were found for R13 Including,
hydrocortisone cream, (an anti-itch) with an
expiration date of 1/31/14 and clotrimazole {an
antl-fungal) with an expiratlon date of 10/4/44.
Review of R13's record Indicated R13 had current
physician orders for these medications fo be
administered.

Clinical Manager-A (CM-A) was Interviewed oh
11/6/14, at 2:00 p.m. and verifled the
medications, calcium carbonate, iron, mult
vitamin, hydrocortisone and clolrimazole were
expired.

During review of the medication cart in the Circle
on 11/5/14, at 1:45 p.m. expired medications
were faund for R7 including imadium {an

F 431
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antl-diarcheal) with an expiralion date of 9/18/14
and nystop (an antifungal antibiotic powder} with .
an expiration date of 7/28/14. R7 had current
physiclan orders for these medications to be
administered.

Tralned Medical Assistant-A (TMA-A) was
Interviewed on 11/5/14, at 2:30 p.m. and verified
the medications nystop and imodium were
explred and should have been removed from the
cart and put in with the expired medications.

Duwrlng an interview with the DON on 11/5/14, at
1:30 p.m. she verified that any expired
medications were to be placed in a bucketin a
separate cupboard to be disposed of and not kept
by current medications that were in use.

The facilities policy and procedure Disposition of
Medication dated 3/11, Indicated "physician's
orders fo discontinue medication will be recorded
and the medication will be Immediately removed
from the resident's supply and disconfinued
medication are fo be keep in a secure place iri the
medication rocm untl these can be returned to
pharmacy".

F 431
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K 000/ INITIAL COMMENTS

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on November 05, 2014. At
the time of this survey, Good Samaritan Society
St. James was found in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care Occupancies.

This one-story with partial basement facility was
determined to be of Type V(000) construction.
The original building was constructed in 1963,
with additions in 1965, 1993, 1996 and 2002.

The facility was fully sprinklered, and had a
complete corridor smoke detection system with
monitoring for automatic fire department
notification. The facility has a capacity of 55 beds
and had a census of 51 at time of the survey.

K 000

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

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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