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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00061

ID:   0BJD

CLARA CITY, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

454040900

7

09/30

10/31/2016

CLARA CITY CARE CENTER245573

02

1012 NORTH DIVISION STREET  PO BOX 797

56222

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  63 (L18)

13.Total Certified Beds  63 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 63

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

10/01/1991

00

03001

11/01/2016

10/31/2016 11/15/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Brenda Fischer, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245573

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

CLARA CITY CARE CENTER 1012 NORTH DIVISION STREET  PO BOX 797

CLARA CITY, MN 56222

10/31/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix  F0156 Correction

Reg. #
483.10(b)(5) - (10), 

483.10(b)(1) Completed 

LSC 10/11/2016

ID Prefix  F0279 Correction

Reg. #
483.20(d), 483.20(k)(1)

Completed 

LSC 10/11/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 10/11/2016

ID Prefix  F0334 Correction

Reg. #
483.25(n)

Completed 

LSC 10/11/2016

ID Prefix  F0465 Correction

Reg. #
483.70(h)

Completed 

LSC 10/11/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO9/1/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 0BJD12EVENT ID:

10/31/20161056211/15/2016BF/KJ



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245573

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

CLARA CITY CARE CENTER 1012 NORTH DIVISION STREET  PO BOX 797

CLARA CITY, MN 56222

10/6/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/16/2016K0018

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 10/06/2016K0062

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO8/30/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 0BJD22EVENT ID:

10/06/20161056211/15/2016BF/KJ



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245573

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 04 - 2010 KITCHEN ADDITION

CLARA CITY CARE CENTER 1012 NORTH DIVISION STREET  PO BOX 797

CLARA CITY, MN 56222

10/6/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 10/06/2016K0062

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO8/30/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 0BJD22EVENT ID:

10/06/20161056211/15/2016BF/KJ



245573 CLARA CITY CARE CENTER

D

Type of Survey (select all that apply):

D

Extent of Survey (Select all that apply):

3.25Total Clerical/Data Entry Hours...............................................................

 0.25Total Supervisory Review Hours ...............................................................

NWas Statement of Deficiencies given to the provider on-site at completion of the survey? .....

10562  0.25  0.00  0.00  0.00  0.00  0.25

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

DEPARTMENT OF HEALTH AND HUMAN SERVICES                                                          FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION                                                            OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden 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 Office of

Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,

Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor.   Use the surveyor's information number.

4.

Pre-Survey On-Site On-Site On-Site Travel Off-Site Report

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

12am-8am 8am-6pm 6pm-12am Hours

(E) (F) (G) (H) (I)

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring       G Validation            K State License

D Follow-up Visit          H Life safety Code      L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00061

ID:   0BJD

CLARA CITY, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION:

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

454040900

09/30

09/01/2016

CLARA CITY CARE CENTER245573

02

1012 NORTH DIVISION STREET  PO BOX 797

56222

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  63 (L18)

13.Total Certified Beds  63 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 63

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

10/01/1991

00

03001

10/25/2016 10/27/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Andrea Koshiol Schmitz, HFE NE II Kate JohnsTon, Program Specialist



��������	�
����
��	����


������������������

�����	��
�������

������
�	�	���
���

��
�
��	����
���������

����������� 	�	�	�����������!��"�#�$%$

��
�
��	�������������

&�'�!��(�����)��������$*���

 �
����������

��'

+���������������������
���
�

�
��)�����,
����������
�
����)��-
�	�	�����������	������
� ��
���������-

.�
����
�
�!)��	���
-�������
�����	���	-���)��-
�	�	���,
��	�������	
����,	���/�
��
���
��	�	�
�	��

��0)	��������-����1	���
��)��	�2�-
�	�	�	���
�
3����)��	�2�-
�	�	�	����
��	�	�
�	�2�	��������
	�
���
�
3��

��
	�
	
����2�
�����4�	���)�����-�)�
�������������	�)��
�-	�	���	���	����)��-
�	�	���������
��
�������-


�-	�	���	�����
�������	�)������
��)
���
���,	���������	
��-����������
���	�	�
���
�����
��	�����

	���
	
���(���
�
��56������7��
����	
����
��������
��
���
����8���$�,��������������	����
�����0)	��
����

������-�������
��������-� �-	�	���	���5���8���$7�	���������
���� ��

!��
����������
����	�����	���
�������������	�)���-���
�����	����-�	����	�	����-�
�����
�	�������
	�����!��
����������
����	�����	���
�������������	�)���-���
�����	����-�	����	�	����-�
�����
�	�������
	�����!��
����������
����	�����	���
�������������	�)���-���
�����	����-�	����	�	����-�
�����
�	�������
	�����!��
����������
����	�����	���
�������������	�)���-���
�����	����-�	����	�	����-�
�����
�	�������
	�����

����	�
�	����-���)������	
���
2�������������)�
�������������-�����
	�
���9���
	�
	
�����	����
�����	������	�
�	����-���)������	
���
2�������������)�
�������������-�����
	�
���9���
	�
	
�����	����
�����	������	�
�	����-���)������	
���
2�������������)�
�������������-�����
	�
���9���
	�
	
�����	����
�����	������	�
�	����-���)������	
���
2�������������)�
�������������-�����
	�
���9���
	�
	
�����	����
�����	��

��
������	�
�	������
�������������
��	��,
��
���
��	��,	�������	
����)�,	���
����
�
���-���
�����	-	�
�	����
������	�
�	������
�������������
��	��,
��
���
��	��,	�������	
����)�,	���
����
�
���-���
�����	-	�
�	����
������	�
�	������
�������������
��	��,
��
���
��	��,	�������	
����)�,	���
����
�
���-���
�����	-	�
�	����
������	�
�	������
�������������
��	��,
��
���
��	��,	�������	
����)�,	���
����
�
���-���
�����	-	�
�	��

�-���
��
�����	�
�	����-���
��
�����	�
�	����-���
��
�����	�
�	����-���
��
�����	�
�	���

4�	�������������	
���	�����
���	�-���
�	�����2
�
	�2���)��������������������
�-	�	���	���
�
�


����������

-����,	�2�	��)��'

+�����)�	�������������+�����)�	�������������+�����)�	�������������+�����)�	��������������8�����-
�	�	���	��
���,�
�
��������)�	��������������	
���	-	�
�
�-	�	���	���8�����-
�	�	���	��
���,�
�
��������)�	��������������	
���	-	�
�
�-	�	���	���8�����-
�	�	���	��
���,�
�
��������)�	��������������	
���	-	�
�
�-	�	���	���8�����-
�	�	���	��
���,�
�
��������)�	��������������	
���	-	�
�
�-	�	���	��

��-��������
	���
���	�����
:��-��������
	���
���	�����
:��-��������
	���
���	�����
:��-��������
	���
���	�����
:

��������	��!�
���-��������	����������	��!�
���-��������	����������	��!�
���-��������	����������	��!�
���-��������	���8�,����
���
���-��������	���,	������
)��
�
�����	�-���
�	���������8�,����
���
���-��������	���,	������
)��
�
�����	�-���
�	���������8�,����
���
���-��������	���,	������
)��
�
�����	�-���
�	���������8�,����
���
���-��������	���,	������
)��
�
�����	�-���
�	��������

����
	��
�	����
��
��)����:�����
	��
�	����
��
��)����:�����
	��
�	����
��
��)����:�����
	��
�	����
��
��)����:� ��������

&���
	��&���
	��&���
	��&���
	���8�����������-�����
	�����
��,	������	�����
�,	�������
)����	;
�	����-������8�����������-�����
	�����
��,	������	�����
�,	�������
)����	;
�	����-������8�����������-�����
	�����
��,	������	�����
�,	�������
)����	;
�	����-������8�����������-�����
	�����
��,	������	�����
�,	�������
)����	;
�	����-�������������

��������-�����
	�
���
�
���
	�
	
�����	����5���7�	-��)���
��	
�������	
����	������
��
	��
�
�������������-�����
	�
���
�
���
	�
	
�����	����5���7�	-��)���
��	
�������	
����	������
��
	��
�
�������������-�����
	�
���
�
���
	�
	
�����	����5���7�	-��)���
��	
�������	
����	������
��
	��
�
�������������-�����
	�
���
�
���
	�
	
�����	����5���7�	-��)���
��	
�������	
����	������
��
	��
�
�����

�	����-�
����	�	�:�	����-�
����	�	�:�	����-�
����	�	�:�	����-�
����	�	�:

!�����	
�������0)�����!�����	
�������0)�����!�����	
�������0)�����!�����	
�������0)������8����������0)�������-�����
��
	�	�2��)���
��	
�������	
����*�
�
���8����������0)�������-�����
��
	�	�2��)���
��	
�������	
����*�
�
���8����������0)�������-�����
��
	�	�2��)���
��	
�������	
����*�
�
���8����������0)�������-�����
��
	�	�2��)���
��	
�������	
����*�
�
��

�������
-���������)�����

��:�
�
�������
-���������)�����

��:�
�
�������
-���������)�����

��:�
�
�������
-���������)�����

��:�
�


<�-���
�� 	��)���&����)�	��<�-���
�� 	��)���&����)�	��<�-���
�� 	��)���&����)�	��<�-���
�� 	��)���&����)�	���8���)���	2��������0)����
��	�-���
��������	
��
�	������
	��)�������8���)���	2��������0)����
��	�-���
��������	
��
�	������
	��)�������8���)���	2��������0)����
��	�-���
��������	
��
�	������
	��)�������8���)���	2��������0)����
��	�-���
��������	
��
�	������
	��)������

�� �

���������	
��
���
����	�
�����������	�������
�������
�����������
��

���������	

	����
�����
�	����




��
���
�
�-	�	���	���
��
���
�
�-	�	���	���
��
���
�
�-	�	���	���
��
���
�
�-	�	���	���� ��

!��
���������	��	����)���������	�	�	��������
�������	�-���
�	�������
	��
�	����	���������
�
��������)�����-���	�

�	�	��,	�������!���	
�����-���)��-
�	�	��=��>�����	�2�"�
��

 �!�&4���4��+�4��4 �!�&4���4��+�4��4 �!�&4���4��+�4��4 �!�&4���4��+�4��4

?)���	������2
�
	�2���	���������
�
�
���
��)�������)��	���
�
��
��������������������	
�����
���
�-	�	���	��

5�����������
�
����
�@/@��
27��	�����������
���-��������	������)�
����
	�����
���'

�����������
���
�
��

������������������� �����!����!����

���"�#����$"���!����%���!�

������!�����&��������! ����"�#

'()��� �#���������*
��$����


+����,�
�������!���)--(.

��"�&#!��/���01.234(251.(6�����7/�01.234(251.11���

+!!+&4A�<4B�4+��+&&��4+!!+&4A�<4B�4+��+&&��4+!!+&4A�<4B�4+��+&&��4+!!+&4A�<4B�4+��+&&��4���8� �4��+/��+&&��4<+��8�&��� <��8� �4��+/��+&&��4<+��8�&��� <��8� �4��+/��+&&��4<+��8�&��� <��8� �4��+/��+&&��4<+��8�&��� <��

����-�C
�)
����D���������������	�����0)	������
��-
�	�	�	���,	����������2	����
��������)�	����������������-���

����
	���,	�������	�����
�,����
��)
���
���,
���	��
�
�������
�����
�

�
����	�������	�2��)�����
�
�
���

�	��
�
�������)�������)��������B�)��-
�	�	���
���������������	����	���	�����4����-�����	-���)��-
�	�	����
�����


��	���
��)���
��	
�������	
�������+��������������������� ��
��������-�.�
����,	���	����������-����,	�2� ��

����
�'

E�� ��
������	���	�2���5D���/&�DFF�D��7

�6��4&+�<��!6���+/��+&&��4<+��5�!��7�6��4&+�<��!6���+/��+&&��4<+��5�!��7�6��4&+�<��!6���+/��+&&��4<+��5�!��7�6��4&+�<��!6���+/��+&&��4<+��5�!��7

����!���-�������
�-	�	���	����)�������)��	���
�,	��	���������
���

��

�������
���

��

�������
���

��

�������
���

��

����-���)������	����-���	�����������B�)�

�!����)��'

8����� �� �� �� ��

�������,��������	���
��	���,	������
������	���
�-������������	
�����-�)�
�����
�������


--����
��������
�-	�	������
��	��:

� 8� �

�������,�����-
�	�	���,	���	
���	-�����������	
������
�	�2�����������	
��������
--����
���

�����
���
�-	�	������
��	��:

� 8� �

�����,�
����
�)����,	�������)��	������
������������	����
�2����

��������)�����
�����


�-	�	������
��	���,	����������)�:

� 8� <�
	�
�����,�����-
�	�	�����
���������	����	������-���
��������
1���)�����
�����)�	���� ��

� � 
����)��
	��
���4���-
�	�	����)���
�������
���
��-������)�	�2���
���������	���	��
��	���
� ��

� � 
�
��)��
	��
���4�	����
���)������	���������
��
�
������������	���
��	�����
�)
��
�-��� ��

��
�
��	����
���������

������������������

!
2�����



� � 	����--���	���������4�����
���-��������	���	��	���2�
��
�	��������0)
�	���
��)�
����������:

�8� <���)
��

����,�����������	���
��	���,	��������������
���4����������	���
��	���� � �

� � �������	���

�����)������
�����
�������������
�����<-�������
���-��������	���	��� � �

� � )�
�����
����-���
�����
�����������
���,	������	-������-
�	�	�����<-�������
���-��������	���	�� ��

� � 
�����
�����������
���,	������	-������-
�	�	�����/
�	�	�	������)�
�����
)�	���
���
�������
��� ��

�� )��	�
�����
���)��
����-������	���,�������	
�����
�
���
���������	�	�	���	������
����	
��
� ��

� 	���
����,��������	-	�
�	���
��)������
�����
�	�	����-����	����
���-��������	���	������� � � �

�

���	�������4�����
���-��������	���,	���������
������-
�	�	��G��
���2
�	����-������	
���:�� � � �


�
�

� � � �

� 8� �)��	����������	�
�������
�1��,��
2����)������	����-�������������	�����$����)�����	�,�
�


��)���!����)��	��	���

4�����
���
2������
���	���	�)��-�
����	�	���
�����	����������	���
�
������	
�������
�����	�2�����-
�	�	��=�

�!���	-������!���	����
���
�����


�������������������
�
�����	
�����	
�������
�������������	���
��	����
�

���)���
�

<-�
��
�����
�����!���	����������	��
�,	��	������
���

��

���-������������	����-���	����������,��,	��

��������
������������&�2	���H�+--	�����
���������������-�����-����,	�2�����
	������	�����
'

E�� +��	��
��
��	
���-��
������-�����,���
	�
���
�
���
	�
	
�

�	��	����5D���/&�� � �

� DFF�D�$�5
77:

E�� !���

���	�	�����������
����5D���/&�DFF�D*������)2��DFF�DDD7�

/
	�)�������)��	��
��
�����
�����!�����)�
�
�������)���	����������	�
�	����-���)��-
�	�	��G����
	�
���
�
3��

��
	�
	
�
2��������

!&��A�!4<+��+/��+�!6<�����8��&� <"6���66�>�4<+��+/��+�!6<����!&��A�!4<+��+/��+�!6<�����8��&� <"6���66�>�4<+��+/��+�!6<����!&��A�!4<+��+/��+�!6<�����8��&� <"6���66�>�4<+��+/��+�!6<����!&��A�!4<+��+/��+�!6<�����8��&� <"6���66�>�4<+��+/��+�!6<����

4���-
�	�	��=���!���,	���������
����)��
���2
�	����-������	
����)�������� ��
������=��
�����
������B�)�

�	2�
�)���
��������������-�����-	�����
2���-��������8���$�-����,	������)��
�
�����	-	�
�	����-������	
����� ��

<����
���-�����)��
���2
�	����-������	
����������
�����
����������� ��
�������������!����)�����������

��	���	
��	���
�	��������
���-��������	�������	���
������B�)�,	���������	-	�
���������	������
� ��
��������-

.�
�����6	����	�2�
�
�����	-	�
�	���!��2�
����
--�
�
3������� ��
��������-�!)��	���
-�������
���/	����
���
�

 	�	�	�����
--��	-���)���!���-��������������	���
�-	�	���	���5	-�
��7�	��
�����
����

H�&</<��4<+��+/��A"�4��4<�6��+�!6<����H�&</<��4<+��+/��A"�4��4<�6��+�!6<����H�&</<��4<+��+/��A"�4��4<�6��+�!6<����H�&</<��4<+��+/��A"�4��4<�6��+�!6<����

A��������	����-�
��
�����
�����!����
�����	������	�	���-���)��-
�	�	����
��������
)���
�����
�	

�����
�

�)���
��	
�������	
����,	���������2)�
�	�����
�������
��
	��
�	��
����

����,	�����)�����	-	�
�	�������!���

����	-	�
�	���&��	�	��5!�&7�,	������)��
-��������

�����)�	
���	-	�
���
�������	
����,
��
��	���
�	����)����
�

��
�
��	����
���������

������������������

!
2����*



�-��������	���

<-��)���
��	
�������	
�����
�������
��	���
������	-	�
�	����-���)��-
�	�	���	��������
	�
���
�
3��� ��

��
	�
	
����2�
�5�7�,	����������	�)�
�
�
�����
	���,	����������	�����
��������	
����	������	-	�
�
���-����

�
������������	���

����������
������
��!����)������	��	��
�����	��
���
���	������������	���
��)
���

���)���
����,���������
������������	���

�����������!���
�
�����

����-�����-	�������	�	�������������	��

���)���
����������
�������
������������	���

�����������!���

+�	2	�
��
�-	�	���	���������������
+�	2	�
��
�-	�	���	���������������
+�	2	�
��
�-	�	���	���������������
+�	2	�
��
�-	�	���	���������������


<-���)��-
�	�	����
������
��	���
��)���
��	
�������	
�����,��,	���	��������������
	���
����	��
�
������<-����

�������-���������	
����,������
����
���	���,�����
��	2�����
��2�����-�����
���
�����	�����
��,��,	��

��������
������������&�2	���H�+--	�����
������������������
	������	�����
�

+�	2	�
��
�-	�	���	���������������
�
�
���,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	���������������
�
�
���,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	���������������
�
�
���,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	���������������
�
�
���,�
�-	�	���	���-�)�
�
)�	�2��������	�	�

<-���,�
�-	�	���	���
���	
���	-	�
�
�������	����-��������	�	���������
�-	�	���	����
�����
	��)��
�����)2�����

	�-���
��
	��)��������)�	�������������.�,��������������
	�������	-	�
�	����	���������,	������	�����
�-��

��	2	�
��
�-	�	���	���������������
���<-�����
�-	�	���	���	
���	-	�
�
���������	�	����0)	�������	����	�	��� ��

�-�
��	2�����
��2�����-�����
���,��,	�����������
������������&�2	���H�+--	�����
������������
	�����

	�����
�

+�	2	�
��
�-	�	���	�����������
��)����,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	�����������
��)����,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	�����������
��)����,�
�-	�	���	���-�)�
�
)�	�2��������	�	�+�	2	�
��
�-	�	���	�����������
��)����,�
�-	�	���	���-�)�
�
)�	�2��������	�	�

<-���,�
�-	�	���	���
���-�)�
�
���������	�	�����������
	�������	-	�
�	����	���������,	������	�����
���<-����


�-	�	���	���	
���	-	�
�
���������	�	����0)	�������	����	�	����-�
��	2�����
��2�����-�����
���,��,	��

��������
������������&�2	���H�+--	�����
������������
	������	�����
���B�)�,	����������	
�
����

��0)	��
����	�����-��������	����	�	����-�
���,�����
�����	�-����
�	-�
�������

���,	����������-������

	����	�	����-�����������
	���

/�<6A&��4+���.<�H���A"�4��4<�6��+�!6<�����"B�4.��4.<& �+&��<I4.��+�4.��/4�&�4.��6��4� �B/�<6A&��4+���.<�H���A"�4��4<�6��+�!6<�����"B�4.��4.<& �+&��<I4.��+�4.��/4�&�4.��6��4� �B/�<6A&��4+���.<�H���A"�4��4<�6��+�!6<�����"B�4.��4.<& �+&��<I4.��+�4.��/4�&�4.��6��4� �B/�<6A&��4+���.<�H���A"�4��4<�6��+�!6<�����"B�4.��4.<& �+&��<I4.��+�4.��/4�&�4.��6��4� �B

+/�4.���A&H�B+/�4.���A&H�B+/�4.���A&H�B+/�4.���A&H�B

<-��)���
��	
�������	
����,	���������2)�
�	����	���������	-	�
���� ����������������5�������������
-�������

	
���	-	�
�	����-���������	
���7����������&�2	���H�+--	����)���
�����
������-�����,�

�	��	����
�

�
�

��
�����������	
�����)�	�������5�������7�
������	�����F�%5�75�75 7�
�
��%�%5�75�75�7�
�
�/�
��
�

��2)�
�	����
��D���/&�����	���DFF�D�$5�7���4�	���
�

�����
��	
���-��
�������,	�������
��
��������-
	�)��

����������,	���
�-	�	���	�����	2	�
��������
	��
�	��������
��������-� �-	�	���	����)��������	
���	-	�
�	����-

��,�
�-	�	���	���
�������	����-��������	�	������	-�
�-	�	���	����
��������	��)�
�
���������)����-�
������
	��

�	�	������������)��������
)���
�
-����������	2	�
����
��������-�
�-	�	���	���,
��	��)�
���4�	���
�

����


��	
���-��
������	��	��


	�	������
�������
	�����
���
����	������	���--����
���-���	��

���

J��,	���
������������
������������&�2	���H�+--	���
�
3��������	������
� ��
��������-�.)�
������	���

��
����)������	
���
2���������������	�
��
�����
����������$�5�	#��������
-��������	
���	-	�
�	����-

��������	
���7�	-���)��-
�	�	���
��������
��	�����)���
��	
�������	
������4�	��
��	���	���
�

��
�������

��
�
��	����
���������

������������������

!
2����D



���	
�����)�	�������
������	�����F�%5�75�75�7�
�
��%�%5�75*75 7�
�
�/�
��
����2)�
�	����
��D���/&�����	���

DFF�D���
�
�DFF�D���

<�/+&��6� <�!A4��&��+6A4<+�<�/+&��6� <�!A4��&��+6A4<+�<�/+&��6� <�!A4��&��+6A4<+�<�/+&��6� <�!A4��&��+6A4<+�

<��
����

����,	���D���/&�DFF�**�����)��
�������������)�	������0)���	����	��
�
�-	�	���	�������)2��
�

	�-���
��
	��)��������)�	�������������B�)�
�����0)	��
�������
���)��,�	�������0)�����
���2�,	�����������	-	�


�-	�	���	�����	�2�
	��)��
��
�
�
���#��
�
�	����-�,�����)�
���
	��)�	�2�������
�-	�	���	������'� ��

� � � �$�������!����� !���"����&$�����!����

� � � ������!�����&��������! ����"�#

� � � ���"�#����$"���!����%���!�

� � � �8�8�+!7�-69((

� � � ��8���$"
�������!���)).-65(9((

4�	����0)�����)�����������,	��	�������
�������

�����)��
���-����)��	��	�2�
���!���-��������	��



�-	�	���	����������0)�����-���
��< &����<< &��-�-�
��
��
�-	�	���	����)�������)��	���
��	
�����,���
�'

����'33,,,���
������
������)�3
	��3-��3���-	�-�3���3���K	
���-�� ��

B�)��)������	-��� .�
����	��,���	����-���)����0)����-���
��< &����<< &�,	��	����������
���

��

�����	�



������
�-����)��	��	�2�
��
�����
������
���-��������	������������-����� ��
������G��	�-���
��
	��)��

�����)�	������	�	���
��������
��������� .�<�-���
�	���")����	��,���	���
�'

����'33,,,���
������
������)�3
	��3-��3���-	�-�3	�-��)�����

!��
����������
������-
	�)�������������������	�-���
��
	��)��������)�	�����������,	�������
��
������

���

����	-	�
�-��������	
�����������	����	�	����-�����
	������������� ��

?)���	������2
�
	�2�
���
��)�������)��	���
�
��
�����������������6	-���
-������
��
�-	�	���	���5�����

�����
�
����
�@L@��
27��	�����������
���-��������	������0)����-���,
	���������)�
����
	�����
���'

� � � ��8��!�����#!  
�������� ��:��$&��%��!�

� � � ���"�#��������������&����!��

� � � ������!�����&��������! ��$;"����� ��:

� � � ���������������#�"���%���!�

� � � 66)�������!���������
��$����.6)

� � � ��8���$"
�������!���)).(.5).6)

� � � ����"/��!�8"��#!  <�����8��8$�

� � � ��"�&#!��/��0-).3�64(54(.1

� � � ��7/��0-).3�1.)5()1)

/����-�����������
������	-���)��
���0)���	����

�	��������

��
�
��	����
���������

������������������

!
2�����



� � �

L
���C����4����!��2�
������	
�	��

!��2�
�����)�
����A�	�

6	����	�2�
�
�����	-	�
�	���!��2�
�

.�
����&�2)�
�	��� 	�	�	��� ��

F���
�����������!�
�����)	������

!�+��"�#��D%��

����!
)����	������
������D8�%��

1
���(�������M��
������)�

4��������'�5���7����8*%%������/
#'�5���7����8%�%$

������)��

��'��6	����	�2�
�
�����	-	�
�	���/	�������������������������������������� ��

��
�
��	����
���������

������������������

!
2�����



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245573 09/01/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1012 NORTH DIVISION STREET  PO BOX 797
CLARA CITY CARE CENTER

CLARA CITY, MN  56222

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

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

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 156

SS=D

483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF 
RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally 
and in writing in a language that the resident 
understands of his or her rights and all rules and 
regulations governing resident conduct and 
responsibilities during the stay in the facility.  The 
facility must also provide the resident with the 
notice (if any) of the State developed under 
§1919(e)(6) of the Act.  Such notification must be 
made prior to or upon admission and during the 
resident's stay.  Receipt of such information, and 
any amendments to it, must be acknowledged in 
writing.

The facility must inform each resident who is 
entitled to Medicaid benefits, in writing, at the time 
of admission to the nursing facility or, when the 
resident becomes eligible for Medicaid of the 
items and services that are included in nursing 
facility services under the State plan and for 
which the resident may not be charged��those 
other items and services that the facility offers 

F 156 10/11/16

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/23/2016Electronically Signed

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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and for which the resident may be charged, and 
the amount of charges for those services��and 
inform each resident when changes are made to 
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

The facility must inform each resident before, or 
at the time of admission, and periodically during 
the resident's stay, of services available in the 
facility and of charges for those services, 
including any charges for services not covered 
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of 
legal rights which includes:
A description of the manner of protecting personal 
funds, under paragraph (c) of this section�

A description of the requirements and procedures 
for establishing eligibility for Medicaid, including 
the right to request an assessment under section 
1924(c) which determines the extent of a couple's 
non-exempt resources at the time of 
institutionalization and attributes to the community 
spouse an equitable share of resources which 
cannot be considered available for payment 
toward the cost of the institutionalized spouse's 
medical care in his or her process of spending 
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone 
numbers of all pertinent State client advocacy 
groups such as the State survey and certification 
agency, the State licensure office, the State 
ombudsman program, the protection and 
advocacy network, and the Medicaid fraud control 
unit��and a statement that the resident may file a 
complaint with the State survey and certification 
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agency concerning resident abuse, neglect, and 
misappropriation of resident property in the 
facility, and non-compliance with the advance 
directives requirements.

The facility must inform each resident of the 
name, specialty, and way of contacting the 
physician responsible for his or her care.

The facility must prominently display in the facility 
written information, and provide to residents and 
applicants for admission oral and written 
information about how to apply for and use 
Medicare and Medicaid benefits, and how to 
receive refunds for previous payments covered by 
such benefits.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to timely provide a liability/ appeal 
rights notice or denial letter, prior to discharge 
from Medicare services, for 1 of 3 residents (R60) 
reviewed in the sample.
Findings include: 
R60 was discharged from Medicare services on 
5/3/16, as indicated on a Notice of Medicare 
Non-Coverage (form CMS 10123), signed by R60 
on 5/2/16.
In an interview on 9/1/16 at 11:37 a.m., registered 
nurse (RN)-A stated on 5/2/16, the facility 
received a doctor's order to discharge R60 to 
assisted living. R60 would be getting outpatient 
services there, including therapies.  RN-A said 
R60's denial letter indicated "skilled services were 
noted to end on 5/3/16."
During an interview on 9/1/16 at 2:52 p.m., 

 It is the policy of the Clara City Care 
Center that residents are provided with a 
timely liability/appeal rights notice or 
denial letter prior to discharge from 
Medicare services.
The Notice of Medicare Non-Coverage is 
delivered as per the attached CMS 
Form-10123 Instructions. In the event that 
a resident elects to be voluntarily 
discharged from the facility prior to the 
end of their Medicare covered services, a 
chart note indicating such will be made 
rather than issuing a Notice of 
Non-Coverage.
A policy regarding this has been 
implemented and Nurse Managers were 
educated by Director of Nursing on the 
proper timing of Notices of Medicare Non 
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physical therapy assistant (PTA)-A said R60's 
physical therapy was discontinued on 4/28/16.  
PTA-A also said R60 continued to receive both 
speech therapy and occupational therapy until 
5/3/16.  PTA-A stated on 5/3/16, all of R60's 
skilled services ended, and also R60 was going 
to an assisted living facility.
Although R60's skilled services at the nursing 
facility were ending on 5/3/16, there was no 
indication R60 received the Medicare 
non-coverage notice two days before his 
coverage ended, as required.
In an interview on 9/1/16, at 3:26 p.m., the 
director of nursing (DON) said liability notices 
should be given timely "if possible." The DON 
stated it was often difficult to know exactly when a 
resident was leaving, "especially if no solid 
discharge plan is in place." The DON said "by 
regulation, [the notice] should have been given."
A facility policy regarding liability notices was 
requested, but none provided.  The facility 
provided a document entitled "Form Instructions 
for the Notice of Medicare Non-Coverage," 
undated, which directed: the Notice of Medicare 
Non-Coverage "must be delivered at least two 
calendar days before Medicare covered services 
end."

Coverage and when to give per CMS 
instructions on 9/12/2016. The DON or 
designee will complete monthly audits of 
Medicare denials for 3 months and report 
audit results at QA. If positive results, the 
audits will be done on a random basis. 
The facility receives CMS email 
notifications and will be made aware of 
any upcoming changes to the NOMNC 
guidelines and educate staff accordingly if 
changes occur.

F 279

SS=D

483.20(d), 483.20(k)(1) DEVELOP 
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care.

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical, nursing, and mental and psychosocial 

F 279 10/11/16
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needs that are identified in the comprehensive 
assessment.  

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practicable physical, mental, and 
psychosocial well-being as required under 
§483.25��and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to develop a 
comprehensive care plan to include access site, 
special care, and emergency procedures for 1 of 
1 residents (R49) who received hemodialysis at 
an outside facility, and failed to develop a 
comprehensive care plan identifying rejection of 
care behaviors for 1 of 1 residents (R18) 
reviewed for activities of daily living (ADL's).  

Findings include:

DIALYSIS:

R49's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R49 had intact cognition, had 
end stage renal disease (ESRD), and received 
hemodialysis at an outside facility.

R49's care plan, dated 5/6/16, identified she went 
to dialysis three times per week.  Further, the 
care plan identified several interventions for R49 
including, "Blood pressure should be obtained on 

 It is the policy of the Clara City Care 
Center that all residents will have an 
individualized, comprehensive plan of 
care developed no later than 21 days after 
admission and revised as needed and 
with subsequent assessments.
A specific dialysis care plan was 
developed for R49 on 9/2/16 after 
discussing her care with staff at the 
dialysis unit, which includes instructions in 
case of emergency as per dialysis, 
location and contact information for the 
dialysis unit, dialysis schedule, 
nephrologist’s name, and specific 
instructions for monitoring of the fistula. A 
copy of this care plan was placed in the 
resident’s chart, in the charge nurse 
communication book, and the CNA 
communication book.
Refusal of care was added to R18’s 
comprehensive care plan on 9/1/16 and a 
behavioral symptoms care plan was 
initiated on 9/2/16.

FORM CMS-2567(02-99) Previous Versions Obsolete 0BJD11Event ID: Facility ID: 00061 If continuation sheet Page  5 of 19



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245573 09/01/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1012 NORTH DIVISION STREET  PO BOX 797
CLARA CITY CARE CENTER

CLARA CITY, MN  56222

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 279 Continued From page 5 F 279

right arm only due to fistula (connection between 
artery and vein used to start dialysis) on left upper 
arm", "No water pitcher in room",  "Monitor fluid 
intake monthly or PRN [as needed]", "Monitor for 
s/sx [signs and symptoms] of dehydration and/or 
fluid imbalance and notify MD/Dialysis",  "Monitor 
weight weekly or PRN", "Provide bag lunch for 
resident to take with her to dialysis on MWF 
[Monday, Wednesday, Friday]", and "Provide 
Dialysis, diabetic diet (high protein, 2 gm [grams] 
Na+ [Sodium], low K+ [Potassium], low 
phosphorus) and 1500 ml [milliliter] FR [Fluid 
Restriction]." 

However, R49's care plan lacked any information 
or guidance on how to care for R49 in an 
emergency situation should R49 be unable to 
attend a scheduled dialysis appointment, 
monitoring and caring of the dialysis access site 
(fistula) for complications and or signs or 
symptoms of infection, or identify interventions to 
reduce R49's elevated risk for bleeding.  In 
addition, the care plan lacked any information of 
where R49 received her dialysis treatments, the 
dialysis facility phone number, or whom R49's 
nephrologist (kidney specialist) was or how he or 
she was to be reached.  

During observation on 8/30/16, at 3:39 p.m., R49 
was sitting in her wheelchair in her room reading 
the newspaper��R49 had a fistula in her upper left 
arm.

When interviewed on 8/31/16, at 2:28 p.m., 
licensed practical nurse (LPN-D) stated if R49 
was bleeding from her dialysis access she would 
have to ask her supervisor or the director of 
nursing (DON) what to do.  Further LPN-D stated, 
"I am not sure what to do if [R49] started 

Nail care for all diabetic residents, which 
is completed by the charge nurses has 
been added to treatment sheets in EMAR, 
as a reminder to document refusals. The 
DON or designee will audit the “Body 
Audit Forms” of 10% of residents on a 
random basis weekly to ensure that they 
being filled out completely and provide 
reminders and education on the 
importance of doing so as needed on an 
ongoing basis. Reminders to report and 
document refusal of care have been 
communicated to all direct care staff on 
an individual basis as well as through IDT. 
RN Managers responsible for care plan 
completion and the Social Services 
Designee received education from the 
DON regarding these changes on 
9/23/16.
The Clara City Care Center policy on care 
planning was reviewed and updated to 
include special care, and behavioral 
symptoms CAAs triggered by refusal of 
care.
The DON or designee will audit 10% of 
the care plans of all current residents 
weekly until all care plans have been 
audited to ensure that any special care 
areas and refusals of care are included in 
the comprehensive care plan. If positive 
results, the audits will be changed to 
randomly on an as needed basis. Results 
of these audits and any concerns noted 
will be discussed at quarterly QA 
meetings.
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bleeding."  LPN-D stated there were no orders in 
R49's chart about her dialysis except for her renal 
diet, there was no care plan for dialysis, and there 
were no treatment orders for R49 either.  In 
addition, LPN-D stated she was not sure who 
R49's nephrologist was, what his or her phone 
number was, nor did she know the number to the 
dialysis unit.

During interview on 9/1/16, at 10:42 a.m., LPN-E 
stated R49 had an order for a dialysis diet and for 
a Boost Protein Shake, but no other dialysis 
specific orders. LPN-E added, R49 did not have a 
dialysis specific care plan, but that would make 
sense since she was on dialysis.  Further, LPN-E 
said, it would be "very helpful" to have a dialysis 
care plan so we would know how to care for her.  
LPN-E stated she did not know who R49's 
nephrologist was or his or her phone number.  

When interviewed on 9/1/16, at 11:03 a.m. 
registered nurse (RN)-B stated she did not know 
who R49's nephrologist was or his or her direct 
phone number��staff would have to do some 
research to find the number.  RN-B stated R49 
did not have a dialysis specific care plan, it is just 
"mixed in" with other problem areas in her care 
plan.  RN-B added, R49 "should have" a dialysis 
care plan with specific dialysis information to 
assist staff in giving them direction on how to care 
for a dialysis patient.

During interview on 9/1/16, at 11:15 a.m., RN-A 
stated she completed all the care plans for the 
residents in the nursing home and added, R49 
"should have" a dialysis care plan because this 
needs to be addressed.  RN-A stated we "do not" 
have a care plan that addresses dialysis.  RN-A 
added, the dialysis care plan should include:  
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Dialysis clinic information, phone numbers, 
nephrologist and phone number, access care, 
when to remove R49's dialysis access dressing, 
monitoring for bleeding, what to do in an 
emergency, and what to do if R49 missed a 
dialysis treatment.  RN-A stated she would 
complete a dialysis care plan for R49.

When interviewed on 9/1/16, at 1:30 p.m., DON 
stated R49 should have a dialysis care plan and, 
"I expect that [R49] would have a dialysis care 
plan."  DON added she would work on a policy, 
staff education, and make sure a care plan was 
developed for R49 for dialysis.  

ACTIVITIES OF DAILY LIVING:

R18's admission MDS, dated 6/20/16, identified 
R18 was cognitively intact and required limited 
assistance of one with grooming and extensive 
assistance of one with bathing. 

R18's Behavioral Symptoms Care Area 
Assessment (CAA), dated 6/20/16, indicated R18 
had a one-time documented instance of rejection 
of cares, and rejection of care may increase the 
risk of falls, skin breakdown, increased 
incontinence, decline in ADL's, and social 
isolation for R18.

R18's ADL care plan (CP), dated 6/29/16, 
indicated R18 was in need of assistance to 
perform ADL's.  R18's CP identified interventions 
of, limited assist of one with grooming and 
extensive assist of one to transfer in/out of tub 
and with cleaning and drying.  The CP also 
identified R18 preferred an evening bath/shower 

FORM CMS-2567(02-99) Previous Versions Obsolete 0BJD11Event ID: Facility ID: 00061 If continuation sheet Page  8 of 19



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245573 09/01/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1012 NORTH DIVISION STREET  PO BOX 797
CLARA CITY CARE CENTER

CLARA CITY, MN  56222

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 279 Continued From page 8 F 279

2x (times)/(per) week.  The CP did not identify 
any rejection of care behaviors nor did it contain 
specific interventions staff could have used to 
help reduce or prevent R18's refusals of bathing 
and nail care.  

During observation on 8/30/16, at 9:44 a.m., R18 
had long fingernails with black debris noted 
underneath her nails.

When observed on 8/31/16, at 8:22 a.m., R18 
was in the dining room having breakfast.  R18 
continued to have long, dirty fingernails 
approximately 1/4" (inch) long with a dark, black 
substance underneath her nails.

During interview on 8/31/16, at 8:40 a.m., nursing 
assistant (NA-A) stated R18 received her baths 
on Monday and Friday evenings, and added, R18 
"often times" refused her baths and her nail care. 
 
When interviewed on 8/31/16, at 8:46 a.m., NA-B 
stated R18 did not want her nails cut, we have 
tried, but she refuses.

During interview on 8/31/16, at 8:50 a.m. RN-C 
stated R18 liked her nails long, would at times 
allow staff to clean her nails, but not always.  
RN-C added, if a resident is refusing nail care, 
the nurse should be documenting refusal of nail 
care on the treatment sheet.

When interviewed on 8/31/16, at 8:52 a.m. RN-D 
stated R18's nails were long, but R18 did not like 
to have her nails cut, and added, "We should be 
documenting any refusals of nail care."  R18 has 
a tendency to refuse baths and nail care and, "It 
should be in her care plan that she refuses her 
baths and nail care."  RN-D stated this 
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information should also be on the certified nursing 
assistants (CNA's) Focus Sheets so they are 
aware.  

During interview on 8/31/16, at 2:50 p.m. RN-E 
stated R18 often refused to let staff clean her 
hands and trim her nails.  RN-E added, a Body 
Audit Form is completed on each resident on 
their bath day and on this sheet is where it is 
documented if fingernails and toenails are 
trimmed or if the resident refused care.  R18's 
nail care is not getting documented as refusals 
and her bath sheets are not comprehensively 
filled out completely.  RN-E stated, "We should 
be" completing these forms in detail, and R18's 
refusals of baths and nail care should be included 
in her care plan.  Her refusals are not in her care 
plan, but they "Should be." 

When observed on 9/1/16, at 3:10 p.m. R18 
continued to have long, dirty fingernails, 
approximately 1/4" long with black debris 
underneath her nails. 

During interview on 9/1/16, at 3:17 a.m. RN-B 
stated R18 refused to have her nails trimmed, 
cleaned, and often refused bathing.  Further, 
RN-B added, R18's refusals of care, especially 
her bathing and grooming, "Should be in her care 
plan." 

A facility Resident MDS and Care Planning Policy 
and Procedure dated 7/2015, indicated, "An 
individualized, comprehensive care plan will be 
started after admission and will be completed no 
later than day 21 or 7 days after completion of the 
comprehensive assessment.  CAA triggers are 
used as the basis of the plan of care.  Additional 
areas care planned as determined by the IDT 
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(Interdisciplinary Team), additional assessment, 
diagnoses, facility policy, or other 
resident-specific concerns."

F 309

SS=D

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care.

This REQUIREMENT  is not met as evidenced 
by:

F 309 10/11/16

 Based on observation, interview, and document 
review, the facility failed to ensure the dialysis 
access site was consistently monitored and 
assessed to ensure patency of the fistula, plans 
for emergency management of the access site 
were developed, and staff were aware of 
emergency procedures in place for 1 of 1 
residents (R49) reviewed receiving dialysis.  In 
addition, the facility failed to identify emergency 
dialysis contact information.

Findings include:

R49's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R49 had intact cognition, end 
stage renal disease (ESRD), and received 
hemodialysis at an outside facility.

R49's care plan dated 5/6/16, identified she went 
to dialysis three times per week. The care plan 
included the following interventions: Blood 

 It is the policy of the Clara City Care 
Center to provide for all residents the 
necessary care and services to attain or 
maintain the highest practicable physical, 
mental, and psychosocial well-being in 
accordance with the comprehensive 
assessment and plan of care.
A specific dialysis care plan was 
developed for R49 on 9/2/16, after 
discussing her care with the staff at the 
dialysis unit, which includes instructions in 
case of emergency as per dialysis, 
location and contact information for the 
dialysis unit, dialysis schedule, 
nephrologist’s name, and specific 
instructions for monitoring of the fistula. A 
copy of this care plan was placed in the 
resident’s chart, in the charge nurse 
communication book, and the CNA 
communication book.
The dialysis unit was also contacted by 
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pressure should be obtained on right arm only 
due to fistula (connection between artery and vein 
used to start dialysis) on left upper arm��No water 
pitcher in room���Monitor fluid intake monthly or 
PRN [as needed]��Monitor for s/sx [signs and 
symptoms] of dehydration and/or fluid imbalance 
and notify MD/Dialysis���Monitor weight weekly or 
PRN��Provide bag lunch for resident to take with 
her to dialysis on MWF [Monday, Wednesday, 
Friday]��and Provide Dialysis, diabetic diet (high 
protein, 2 gm [grams] Na+ [Sodium], low K+ 
[Potassium], low phosphorus and 1500 ml 
[milliliter] FR [Fluid Restriction].

R49's care plan lacked failed to identify: how to 
care for her in an emergency situation should she 
be unable to attend a scheduled dialysis 
appointment��monitoring and treatment of the 
dialysis fistula including complications such as 
infection and bleeding��and how to reduce R49's 
elevated risk for bleeding.  In addition, the care 
plan lacked any information about where R49 
received her dialysis treatments and the contact 
information including the phone number, or whom 
R49's nephrologist (kidney specialist) was and 
how he/she was to be reached.  

On 8/30/16, at 3:39 p.m. R49 was sitting in her 
wheelchair in her room reading the newspaper. 
R49 had a fistula in her upper left arm. R49 
stated she went to dialysis three times a week, 
had been on dialysis for almost three years, and 
had no complications since beginning dialysis. 
R49 further stated, that although staff checked on 
her fistula site after her dialysis treatments, she 
took care of her dialysis site and removed the 
fistula dressings herself.

On 8/31/16, at 2:28 p.m. licensed practical nurse 

the DON on 9/2/16 and again on 9/22/16 
to set up an inservice for care center staff. 
It will be scheduled in the near future. 
A facility policy for dialysis was developed 
on 9/12/16, after discussing R49’s care 
with staff at the dialysis unit. 
RN Managers responsible for care plan 
completion and the Social Services 
Designee received education from the 
DON regarding these changes on 
9/23/16.
Upon admission of resident’s receiving 
dialysis, the DON will ensure compliance 
with this policy by auditing the chart of the 
resident. Results of these audits and any 
concerns noted will be discussed at 
quarterly QA meetings.
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(LPN)-D stated if R49 was bleeding from her 
dialysis access she would have to ask her 
supervisor or the director of nursing (DON) what 
to do. LPN-D stated, "I am not sure what to do if 
[R49] started bleeding."  LPN-D stated there were 
no orders in R49's chart about her dialysis except 
the renal diet. There were no treatment orders for 
R49. LPN-D was unaware of any dialysis specific 
interventions on the care plan. In addition, LPN-D 
stated she was not sure who R49's nephrologist 
was, what his/her phone number was, or the 
number to the dialysis unit.

On 9/1/16, at 10:42 a.m. LPN-E stated R49 had 
an order for a dialysis diet and a Boost Protein 
Shake, but no other dialysis specific orders. 
LPN-E added, R49 did not have a dialysis specific 
care plan, but that would make sense since she 
was on dialysis. Further, LPN-E said, it would be 
"very helpful" to have a dialysis care plan so staff 
knew how to care for her. LPN-E stated she did 
not know who R49's nephrologist was or his/her 
phone number.  

On 9/1/16, at 11:03 a.m. registered nurse (RN)-B 
stated she did not know who R49's nephrologist 
was or his/her phone number. Staff would have to 
do some research to find the phone number. 
RN-B stated R49 did not have a dialysis specific 
care plan, it is just "mixed in" with other problem 
areas in her care plan. RN-B added, R49 "should 
have" a dialysis care plan with specific dialysis 
information to assist staff in giving them direction 
on how to care for a dialysis patient.

During interview on 9/1/16, at 11:15 a.m. RN-A 
stated she completed all the care plans for the 
residents in the nursing home. R49 "should have" 
a dialysis care plan because this needs to be 
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addressed. RN-A stated the facility did not have a 
care plan that addressed dialysis.  RN-A added, 
the dialysis care plan should include:  dialysis 
clinic information, phone numbers, nephrologist 
and phone number, access care, when to remove 
R49's dialysis access dressing, monitoring for 
bleeding, what to do in an emergency, and what 
to do if R49 missed a dialysis treatment. RN-A 
stated she would complete a dialysis care plan for 
R49.

When interviewed on 9/1/16, at 1:30 p.m. the 
director of nursing (DON) stated R49 should have 
a dialysis care plan, "I expect that [R49] would 
have a dialysis care plan." The DON added she 
would work on a policy, staff education, and make 
sure a care plan was developed for R49's dialysis 
needs.  

A facility policy related to dialysis care was 
requested, however none was provided.

F 334

SS=E

483.25(n) INFLUENZA AND PNEUMOCOCCAL 
IMMUNIZATIONS

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the influenza immunization, 
each resident, or the resident's legal 
representative receives education regarding the 
benefits and potential side effects of the 
immunization�
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 

F 334 10/11/16
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immunization��and
(iv) The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of influenza 
immunization��and
  (B) That the resident either received the 
influenza immunization or did not receive the 
influenza immunization due to medical 
contraindications or refusal.

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the pneumococcal 
immunization, each resident, or the resident's 
legal representative receives education regarding 
the benefits and potential side effects of the 
immunization�
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicated, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of 
pneumococcal immunization��and 
  (B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
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(v) As an alternative, based on an assessment 
and practitioner recommendation, a second 
pneumococcal immunization may be given after 5 
years following the first pneumococcal 
immunization, unless medically contraindicated or 
the resident or the resident's legal representative 
refuses the second immunization.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide the pneumococcal 
conjugate vaccine (PCV13) for 3 or 5 residents 
(R1, R17, R28,) whose vaccination histories were 
reviewed.

Findings include:

The Center for Disease Control and Prevention 
(CDC) recommended, "Adults 65 years of age or 
older who have not previously received PCV13 
and who have previously received one or more 
doses of PPSV23 (pneumococcal polysaccharide 
vaccine 23) should receive a dose of PCV13. The 
dose of PCV13 should be given at least 1 year 
after receipt of the most recent PPSV23 dose."

R1's immunization report, dated 9/1/16, indicated 
the 95 year old resident had received a 
Pneumovax PPSV23 on 12/30/14 upon 
admission to the facility. There was no evidence 
she had been offered the PCV13 vaccine since 
then.

R17's immunization report, dated 9/1/16, 
indicated the 94 year old resident had received a 

 It is the policy of the Clara City Care 
Center to reduce morbidity and mortality 
from pneumonia for all residents who 
meet the criteria established by the CDC 
by offering the pneumococcal vaccine.
On 9/19/2016, facility policy for 
administration of pneumococcal vaccine 
was reviewed and updated to include PCV 
13 as well as PPSV 23.
RN Managers responsible for admissions 
and assisting with review of vaccination 
records received education from the DON 
regarding these changes on 9/23/16.
The DON or designee will review 
vaccination records via MIIC and facility 
medical records of current residents in 
their assessment period for their next 
scheduled quarterly MDS as well as new 
residents upon admission and administer 
PSV 13 as per policy after providing 
vaccination information and obtaining 
consent from the resident or responsible 
party. Changes and any concerns noted 
will be discussed at quarterly QA 
meetings.
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Pneumovax PCV7 on 1/1/92. There was no 
evidence she had been offered the PCV13 since 
her admission to the facility on 6/4/13. 

R28's immunization report, dated 9/1/16, 
indicated the 91 year old resident had never 
received a Pneumovax PPSV23��however, the 
facility staff reported, per family, R28 had been 
vaccinated before his admission. There was no 
evidence he had been offered the PCV13 since 
his admission on 4/26/10.

During an interview on 9/1/16, at 4:15 p.m., the 
director of nursing (DON) stated she had 
discussed the PCV13 vaccination with their 
medical director��however, the facility had not yet 
implemented a plan for vaccinating residents. 
She further stated the facility had not ordered the 
physical vaccine, but once on hand, all eligible 
residents would be vaccinated from one side of 
the facility to the other. 

A facility policy entitled, Administration of 
Pneumococcal Vaccine, revised 3/31/11, directed 
staff to screen residents for the Pneumovax 
PPSV23 vaccination��however, it did not address 
CDC recommendations for the administration of 
the PCV13 vaccination.

F 465

SS=E

483.70(h) 
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

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

This REQUIREMENT  is not met as evidenced 

F 465 10/11/16
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by:
 Based on observation and interview, the facility 
failed to provide the housekeeping and 
maintenance services necessary to maintain 
sanitary conditions in 6 of 6 shared resident 
bathrooms (104/106��108/110��107/109��121/123��
124/126��127/129).  This had the potential to 
affect 11 residents (R31, R44, R69, R10, R18, 
R1, R35, R67, R28, R46 and 51) reviewed in the 
sample who used shared bathrooms.

Findings include:
 
During an environmental tour on 9/1/16, at 1:46 
p.m., with housekeeping (HK) and in presence of 
the surveyor, resident bathrooms on the "Caring 
Place" and "West" wings of the facility were 
reviewed. Bathrooms on these wings were 
shared, approximately 3' (feet) by 5' in size, and 
located between side-by-side rooms. The 
bathrooms had two wooden doors, each allowing 
access to the adjoining room. The metal door 
frames in the following shared- resident 
bathrooms were observed rusted, with 
uncleanable surfaces:  104/106��108/110��
107/109��121/123��124/126 and 127/129.  

With the bathroom doors ajar, rusty areas, bare 
areas and chipped, painted areas were seen on 
the sides and edges of both metal door frames, 
inside the bathroom. The rusted areas were 
visible near the floor, and extended upward, up to 
24" [inches] from the floor.  The doors also 
presented with blistered, bubble-like features on 
the paint-chipped frames, both inside and out of 
the bathrooms, which also revealed additional 
rust along their uneven surfaces. Three door 
frames had intact, plastic corner protectors in 
place��the remaining protectors were missing. 

 The six resident bathrooms that were 
found to have rust near the floor on the 
frames will be sanded down and 
re-painted with a paint designed to resist 
rust and corrosion.  These were 
bathrooms between rooms 104/106��
108/110��107/109��121/123��124/126��and 
127/129. New protective coverings have 
been ordered to apply to the door frames 
following the re-painting and sanding. This 
will allow the frames to hold up to more 
wear and tear without the paint chipping.  

All shared bathrooms in the facility have 
been inspected by the Administrator and 
Maintenance Director since the survey 
exit date. Any of the door frames that 
have similar issues to the ones cited in 
the survey will also be sanded and 
re-painted. A protective covering will also 
be placed on the frame to prevent this 
problem from occurring in these areas.  

Moving forward the door frames of the 
rooms with shared bathrooms will be 
inspected monthly by the Maintenance 
Director or Designee in order to ensure all 
steel door frames are in good repair and 
cleanable. If any are found to have rust on 
them they will be repaired in the same 
manner mentioned above. The 
Administrator will also inspect all of the 
shared bathroom door frames quarterly 
for the next year to ensure all are in good 
repair and cleanable.  A report of the door 
frames that were fixed will be made and 
presented at the upcoming QA meeting.  
The monitoring reports will also be added 
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Chipped paint was also observed on grab bars 
that were welded to the metal frames in these 
bathrooms.

During an interview on 9/1/16, at 1:49 p.m., 
housekeeping (HK) said the areas of rust on the 
doors "made them difficult to clean, to keep 
clean, and and were really uncleanable."  The HK 
said these rooms [in West and Caring Place 
wings of facility] "were the oldest in the building," 
so it was easy to see the rust on the frames. 
Some of the frames "really bubbled up" when 
previously painted. The HK said the door frames 
"need to be sanded and painted."

In an interview on 9/1/16, at 2:12 p.m., the 
director of maintenance (DM) said, after 
reviewing some of the doors, the rusty surfaces 
were not cleanable. The DM said at one time 
there were door protectors glued on, but they 
broke over time, and no one took off the 
adhesive. The DM stated how the frames were 
painted over, and when they rust, it begins to 
bubble. The DM said they would require "sanding, 
getting rid of old adhesive, and probably 
repainting. It would take something to do."

In an interview on 9/1/16, at 3:21 p.m., the 
administrator said he was aware of the rusted 
and bubbled surfaces on the door frames. The 
administrator said the building dates back to the 
1960's and there was a "need for some 
maintenance."  The administrator said,  "We can 
work on that."

to the QA meeting for the next year to 
ensure ongoing compliance.
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NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment shall be in accordance with National Electrical Code. 9-1.2 (NFPA 99) 

18.9.1, 19.9.1

This STANDARD  is not met as evidenced by:

 K 147

Based on observation and staff interview the facility failed to maintain electrical devices in accordance with 

NFPA 70 (99), National Electrical Code this deficient practice could negatively affect the safety of 2 residents 

and an undetermined amount of staff and visitors.

Findings include: 

On the facility tour between 8:00 am to 11:00 am on 08/30/2016, observations staff interview revealed 

multiple extension cords in room 82.  Extension cords were removed by staff while survey was being 

completed.

This deficient practice was verified by the Maintenance Supervisor.

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 

The above isolated deficiencies pose no actual harm to the residents
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