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CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  16W7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00967
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 7 (L8)
(LD 245317 (L3) GOOD SAMARITAN SOCIETY - COMFORCARE
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 1201 17TH STREET NE 3. Termination 4. CHOW
@L2) 692515400 (L5) AUSTIN, MN (L6) 55912 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 €@n
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(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 08/07/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
§ . . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: _ (L10) 03 SNF/NF/Distinct 07 X-Ray 11 ICF/TID 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
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__ 5. Life Safety Code __ 9. Beds/Room
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45
(L37) (L38) (L39) (L42) (L43)

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

Post Certification Revisit by review of the facility’s plan of correction, to verify that the facility has achieved and maintained compliance with Federal

Certification Regulations.

Please refer to the CMS 2567B. Effective July 23. 2013. the facility is certified for 45 skilled nursing facility beds.
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Medicare Provider # 24-5317 December 20, 2013

Ms. Sara Rupkalvis, Administrator
Good Samaritan Society - Comforcare
1201 17th Street NE

Austin, Minnesota 55912

Dear Ms. Rupkalvis:

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 a nursing 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 CMS that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective July 23, 2013, the above facility is certified for:
45 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 45 skilled nursing facility beds.

You should advise our office of any changes in 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.

Sincerely,

Cotloon Jeae A

Colleen B. Leach, Program Specialist

Program Assurance Unit, Licensing and Certification Program
Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900, St. Paul, MN 55164-0900

Telephone #: (651)201-4117  Fax #: (651)215-9697

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

August 22, 2013

Ms. Sara Rupkalvis, Administrator
Good Samaritan Society - Comforcare
1201 17th Street Northeast

Austin, Minnesota 55912

RE: Project Number S5317024
Dear Ms. Rupkalvis:

On June 25, 2013, we informed you that we would recommend enforcement remedies based on the deficiencies
cited by this Department for a standard survey, completed on June 13, 2013. This survey found the most serious
deficiencies to be widespread deficiencies that constituted no actual harm with potential for more than minimal
harm that was not immediate jeopardy (Level F), whereby corrections were required.

On August 7, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on July 17, 2013 the Minnesota Department of Public Safety completed a
PCR to verify that your facility had achieved and maintained compliance with federal certification deficiencies
issued pursuant to a standard survey, completed on June 13, 2013. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of July 23, 2013. Based on our PCR, we have
determined that your facility has corrected the deficiencies issued pursuant to our standard survey, completed
on June 13, 2013, effective July 23, 2013 and therefore remedies outlined in our letter to you dated June 25,
2013, 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, (CMS-2567B) from this visit.
Feel free to contact me if you have questions related to this letter.

Sincerely,
T¥lank_ TWvicodd-

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure 5317r13.rtf

General Information: (651) 201-5000 * TDD/TTY:: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * 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 /
Identification Number

245317

(Y2) Multiple Construction
A. Building

B. Wing

(Y3) Date of Revisit
8/7/2013

Name of Facility

GOOD SAMARITAN SOCIETY - COMFORCARE

AUSTIN, MN 55912

Street Address, City, State, Zip Code
1201 17TH STREET NE

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) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0156 07/23/2013 ID Prefix F0164 07/23/2013 ID Prefix F0431 07/23/2013
Reg. # 483.10(b)(5) - (10), 483.10(b)(1) Reg. # 483.10(e), 483.75(1)(4) Reg. # 483.60(b), (d), (e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0441 07/23/2013 ID Prefix  F0492 07/23/2013 ID Prefix
Reg. # 483.65 Reg. # 483.75(b) 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 MM/GPN 08/22/2013 10160 08/07/2013
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
6/13/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92)

Page 1 of 1

Event ID: 16W712


meathm1
Typewritten Text
MM/GPN		    08/22/2013		10160				     08/07/2013


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 /
Identification Number

245317

(Y2) Multiple Construction

A. Building
B. Wing

02 - BUILT IN 2007

(Y3) Date of Revisit
7/17/2013

Name of Facility

GOOD SAMARITAN SOCIETY - COMFORCARE

AUSTIN, MN 55912

Street Address, City, State, Zip Code
1201 17TH STREET NE

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) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 06/14/2013 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC K0025 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:
MM/PS 08/22/2013 25822 07/17/2013
State Agency
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
6/13/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92)

Page 1 of 1

Event ID: 16W722
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5285
August 23, 2013

Ms. Roxanne Gosson, Administrator
Mapleton Community Home

301 Troendle Street

Mapleton, Minnesota 56065

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5362021
Dear Ms. Gosson:

The above facility was surveyed on August 5, 2013 through August 8, 2013 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the
survey team from the Minnesota Department of Health, Compliance Monitoring Division, noted one or
more violations of these rules that are issued in accordance with Minnesota Stat. section 144.653 and/or
Minnesota Stat. Section 144A.10. If, upon reinspection, it is found that the deficiency or deficiencies
cited herein are not corrected, a civil fine for each deficiency not corrected shall be assessed in
accordance with a schedule of fines promulgated by rule of the Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited deficiency.
Please remember that this provision is only a suggestion and you are not required to follow it. Failure
to follow the suggested method will not result in the issuance of a penalty assessment. You are
reminded, however, that regardless of the method used, correction of the deficiency within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form
(attached). The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the "Summary
Statement of Deficiencies"” column and replaces the "To Comply" portion of the correction order. This
column also includes the findings that are in violation of the state statute after the statement, "This Rule
is not met as evidenced by." Following the surveyors findings are the Suggested Method of Correction
and the Time Period For Correction.

General Information: (651) 201-5000 * TDD/TTY:: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Mapleton Community Home
August 23, 2013
Page 2

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES

ONLY. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF

MINNESOTA STATE STATUTES/RULES.

When all orders are corrected, the order form should be signed and returned to this office at Minnesota
Department of Health, 12 Civic Center Plaza, #2105 Mankato Minnesota 56001. We urge you to
review these orders carefully, item by item, and if you find that any of the orders are not in accordance
with your understanding at the time of the exit conference following the survey, you should

immediately contact Kathryn Serie at (507) 537-7158.

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of

assessment for non-compliance.

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.

Feel free to contact me if you have questions related to this letter.

Sincerely,
T Viont_ TVieatt-

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure(s)

cc: Original - Facility
Licensing and Certification File

5362s13lic.rtf



Mapleton Community Home
August 23, 2013
Page 3



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5285
August 23, 2013

Ms. Roxanne Gosson, Administrator
Mapleton Community Home

301 Troendle Street

Mapleton, Minnesota 56065

RE: Project Number S5362021
Dear Ms. Gosson:

On August 9, 2013, 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 widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-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 Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

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

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

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

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

General Information: (651) 201-5000 * TDD/TTY:: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Mapleton Community Home
August 23, 2013
Page 2

Potential Conseguences - 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 all 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

Minnesota Department of Health
12 Civic Center Plaza, Suite #2105
Mankato, Minnesota 56001

Telephone: (507) 537-7158
Fax: (507) 344-2716

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS 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 September 17, 2013, the Department of Health will
impose the following remedy:

* State Monitoring. (42 CFR 488.422)
In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by September 17, 2013 the following remedy will be
imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

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

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



Mapleton Community Home
August 23, 2013
Page 3

- 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;

- 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 correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
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.

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

* Optional denial 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. Your
signature at the bottom of the first page of the CMS-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 criteria listed in the plan of correction section above. You 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



Mapleton Community Home

August 23, 2013

Page 4

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
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. Compliance is certified as
of the latest correction date on the approved PoC, unless it 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 CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified 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 deficiencies identified 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 deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified 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. You 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 regulations is not verified by November 8, 2013 (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 Federal 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 a complaint visit or other survey conducted after the original statement
of deficiencies was issued. This mandatory denial of payment is in addition to any remedies that may
still be in 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 February 8, 2014 (six months after the



Mapleton Community Home

August 23, 2013

Page 5

identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social 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 via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You 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.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205

Fax: (651) 215-0541



Mapleton Community Home
August 23, 2013
Page 6

Feel free to contact me if you have questions related to this letter.

Sincerely,
T Vlont_ TWicatt

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File

5362s13.rtf



DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID: 16W7
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 2654
June 25, 2013

Ms. Sara Rupkalvis, Administrator
Good Samaritan Society - Comforcare
1201 17th Street Ne

Austin, MN 55912

RE: Project Number S5317024
Dear Ms. Rupkalvis:

On June 13, 2013, 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 widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-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 Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

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

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

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

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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Potential Conseguences - 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 all 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:

Gary Nederhoff

Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota 55904-5506

Telephone: (507) 206-2731
Fax: (507) 206-2711

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS 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 July 23, 2013, the Department of Health will
impose the following remedy:

» State Monitoring. (42 CFR 488.422)
In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by July 23, 2013 the following remedy will be
imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:
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- 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;

- 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 correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
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.

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

* Optional denial 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. Your
signature at the bottom of the first page of the CMS-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 criteria listed in the plan of correction section above. You 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.
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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
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. Compliance is certified as
of the latest correction date on the approved PoC, unless it 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 CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified 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 deficiencies identified 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 deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified 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. You 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 regulations is not verified by September 13, 2013 (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 Federal 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 a complaint visit or other survey conducted after the original statement
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of deficiencies was issued. This mandatory denial of payment is in addition to any remedies that may
still be in 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 December 13, 2013 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social 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 via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You 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.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205

Fax: (651) 215-0541
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Feel free to contact me if you have questions related to this letter.

Sincerely,

“Monl, TVieatts

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File

5317s13.rtf
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Preparation and execution of
this response and plan of
correction does not constitute

- an admission or agreement by
the provider of the truth of
the facts alleged or
conclusions set forth in the
statement of deficiencies. The
plan of correction is prepared
and/or executed solely

F 000

F 000 | INITIAL COMMENTS

The facility's plan of correction (POC) wiil serve
as your allegation of compliance upon the
Department's acceptance. Your signature at the
bottom of the first page of the CMS-2567 form will
be used as verification of compliance.

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

your verification.

F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F156| because it ; .
ss=D | RIGHTS, RULES, SERVICES, CHARGES . oo ILIS required by the
provisions of federal and state

law. For the purposes of any
allegation that the center is
not in substantial compliance
with federal requirements of
participation, this response
and plan of correction
constitutes the center’s
allegation of compliance in
accordance with section 7305
of the State Operations
Manual

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
and for which the resident may be charged, and
the amount of charges for those services; and

TITLE . (X6) DATE

ABORATORY DIRECTOR'S OR PROWDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
1 r
\ Administrodor 7/

Q0 Fudp. Eocmerty Puptaluis
y be excused from correcling providing it is determined that

iny deficiency statement ending with an asterisk (“)Yeno!es 5 deficiency which the institution ma
ther safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
Jllowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of corraction are disclosable 14
ays following the date these documents are made available to the facliity. If deficiencles are cited, an approved plan of correction is requfsite to continued

rogram participation,

IRM CMS-2567(02-39) Previous Versions Obsolete Event iD: 16W711 Facliity 10: 00967 If continuation sheet Page 1 of 19
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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 ail 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
agency concerning resident abuse, neglect, and

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES b FROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
5 [}
F 156 | Continued From page 1 F 156 F 156

Resident 15°s Medicare coverage
ended on 1/11/13 and she discharged
from facility on 1/12/13. A notice of
non-coverage was signed, and
according to CMS Bulletin S&C-09-
20 this is the only notice the resident
needs to receive. R15 did not need
to receive the Skilled Nursing
Facility Advanced beneficiary notice
or denial letter according to the
Bulletin on attachment 1.

Resident 47°s Medicare coverage

ended on 5/13/13 and she discharged
| from facility on 5/14/13. A notice of

non-coverage was signed and

according to CMS Bulletin S&C-09-
20 this is the only notice the resident
needs to receive. R47 did not need
to receive the Skilled Nursing
Facility Advanced beneficiary notice
or denial letter according to the
Bulletin on attachment 1.

‘ORM CMS-2567(02-99) Previous Versions Obsolote Event ID; 16W711

Facility 1D: 00967 if continuation sheet Page 20f19
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F 156

F 156 { Continued From page 2

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 Medicald 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 falled to provide the appropriafe Medicare
non-coverage notices for 3 of 4 residents (R15,
R47, and R70) reviewed who were discharged

from Medicare.

Findings include;

R15, R47, and R70 did not receive the Skilled
Nursing Facility Advanced Beneficiary Nofice or
one of five denial letters, which would inform the
resident of the right to have the claim submitted
to Medicare for review when the facility had

Resident 70’s Medijcare coverage
ended on 1/15/13 and she discharged
from the facility on 1/16/13, A
notice of hon-coverage was signed
on 1/11/13 (see attachment 2) and
according to CMS Bulletin S&C-09-
20 this is the only notice the resident
needs to receive. R70 did not need
to receive the Skilled Nursing
Facility Advanced beneficiary notice
or denial letter according to the
Bulletin on attachment 1.

All resident have the- potential to be
affect by this practice, Non coverage
notices are issued according to the
CMS Bulletin S&C-09-20. No
residents have been identified to be
affected at this time.

We review each notice of non-
coverage at the Medicare Meeting
weekly,

An audit will be done monthly X3
months by Social Services Director .
or designee. Audit results wil] be
presented to Quality Committee for

7233

determined Medicare no longer. would pay for further recommendations
services. . q
R15 was not given the Skilled Nursing Facility -
Advanced Beneficiary Notice or denial lefter that

IRM CMS-2587(02-99) Previous Versions Obsolets Event ID; 18W711 Facility ID: 00867 If continuation sheet Page 30f19
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F 156 | Continued From page 3
informed R15 of the right to have the bill
submitted to Medicare for a decision.

R15 received Notice of Medicare Non-Coverage
only. Doctment review revealed no other liability
notices were provided. During interview at that
time, social worker stated R15 was on Medicare
Part A, Medicare services ended on 1/11/1 3, and
R15 had been discharged from facility on 1/12/13.
During interview at that time, social worker
verifisd no other liability notices were given.

R47 was not given the Skilled Nursing Facility
Advanced Beneficiary Notice or denial letter that
informed R47 of the right to have the bill
submitted to Medicare for a decision.

RA47 received Notice of Medicare Non-Coverage
only. Document review revealed no other liability
notices were provided. During interview at that
time, social worker stated R47 was on Medicare
Part A, Medicare services ended on 5/13/13, and
discharged from facility 5/14/13. During inferview
at that time, social worker verified no other Iiability

notices were given,

R70 had not been given the Skilled Nursing
Facility Advanced Beneficiary Notice or denial
letter that informed R70 of the right to have the
bill submitted to Medicare for a decision and did
not provide R70 the Notice of Medicare
Non-Coverage which included the Quality
Improvement Organization information to request
an immediate appeal of the facility decision to

stop Medicare,

R70 lacked evidence of provided liability notices,
During interview at that time, social worker stated

[

F 156

“ORM CM8-2567(02-99) Previous Versions Obsolete Event ID: 16W711

Facility 1D 00967

If continuation shest Page 4 of 10




PRINTED: 06/25/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES JU s 5 g FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES it Y, OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUQ}'&%_&:&}:’ f'foaf;h {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ifap COMPLETED
245317 BAWING 06/13/2013

NAME OF PROVIDER OR SUPPLIER
GOOD SAMARITAN SOCIETY - COMFORCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1201 17TH STREET NE
AUSTIN, MN 55912

SUMMARY STATEMENT OF DEFICIENCIES

%4) ID
FgRE)FlX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION X5}

F 156 | Continued From page 4

R70 was on Medicare Part A, went off Medicare,
and was discharged from the facility. During
interview at that time, social worker verified the
faciiity lacked evidence that liability notices were
provided. Document review of the facility. face
sheet revealed R70 was discharged from the
facility on 1/16/13.

During interview on 6/13/13, at 4:00 p.m., the
social worker stated the faciiity provided Notice of
Medicare Non-Coverage when the facility
determined residents no longer qualified for
Medicare coverage, Social worker stated the
facility expected the resident or responsible
person to contact the Quality Improvement
Organization to request an immediate appeal of
the facility decision to stop Medicare. She stated
the facility did not provide any other liability
notices.

Review of the facility Medicare Part A
Non-Coverage Notifications policy dated 4/10
revealed, "When a resident is moved from the
Medicare-certified section before 100 days have
been used because skilled care (as defined by
Medicare) is no longer necessary, the beneficiary
must receive a written non-coverage notice. The
center fulfills this requirement by issuing the SNF
Determination on Continued Stay (GSS 926) at
least one day prior to the last covered Medicare
day.""if you believe that a beneficiary reguires on
a non-covered level of care beginning with
admission or at some point thereafter, give the
beneficiary proper notice to that effect. if the
beneficiary disagrees and asks you to submit a
demand bill to the MAC, you may not require,
request or accept deposit or other payment from
the beneficiary for the services until the MAC
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are not covered by Medicare.” :
F 164 | 483.10(e), 483.75(1)(4) PERSONAL F 164 J
$8=0 | PRIVACY/CONFIDENTIALITY OF RECORDS' Fl64 VEE: // )
Re-education was provided to
The resident has the right to personal privacy and all Nurses/TMA s regarding -@P"l
confidentiality of his or her personal and clinical Personal Privacy and
records. Confidentiality of Records
. through a packet on
Personal privacy includes accommodations, 771012013, Processes will be
medical treatment, written and telephone Teviewed again at July
communications, personal care, visits, and Nurse’s meeting on
meelings of family and resident groups, but this 7/25/2013 and TMA meeting
does not require the facility to provide a private 7/18/2013.
room for each resident. Audits for Privacy during
treatments and
Except as provided in paragraph (e)(3) of this Conﬁdeqﬁaﬁty of MAR
section, the resident may approve or refuse the (medication administration
release of personal and clinical records to any fecord) will be conducted by
individual outside the facility. DNS or designee weekly X4
and monthly X3, .
The resident's right to refuse release of personal Audit resuits will be
and clinical records does not apply when the presented to Quality
resident is transferred to another health care Committee for further
institution; or record release is required by law. recommendations.
The facility must keep confidential all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.
This REQUIREMENT is not met as evidenced
by: :
Based on observation, interview and document
review, the facllity failed fo ensure privacy during
Event ID: 16W711 Faclity 1D: 009567 If continuation sheet Page 6 of 19
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freatments and confidentiality of medical records
for 1 of 2 residents (R2) reviewed in the sample

for privacy.
Findings include;

R2 diagnoses included cerebrovascular accident
(stroke), hemiparesis and aphasia.

The quarterly Minimum Data Set (MDS) dated
3/19/13 revealed R2 had a mild cognitive
impairment, was non-verbal and required
extensive to total assistance for activities of daily

living.

During & random observation on 6/10/13 at 1:37
p-m., the medication.administration record (MAR)
was noted to be opened and unattended, on the
top sheif of a cart located outside of R2's resident
roomin the facility's Lodge unit, The opened MAR
exposed a record of R2's medications, doses,
routes, schedules and treatments. At 1:40 p.m.,
trained medication aide (TMA)-A was noted to
exit a nearby resident room, assisting another
resident down the hallway, traveling past the open
MAR. At 1:42 p.m., a visitor and nursing assistant
(NA)-B were noted to walk past the open MAR. At
1:45' p.m,, licensed practical nurse (LPN)-A exited
R2's resident room and closed the MAR. R2's
medication information was exposed to
passersby for a total of eight minutes.

During a medication administration observation
on 6/10/13 at 6:45 p.m., LPN-B administered
medications to R2 via a gastric tube (g-tube),
without providing privacy by closing the door of
R2's room during this treatment. R2 was seated
in his recliner, which faced the hallway and was

F 164
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located aimost directly in front of the haliway
door. LPN-B stood to the side of the recliner,
while she checked for placement of the g-tube
and then administered the medications. At 7:10
p.m., two unidentified facility employees were
noted to walk past the opened door and R2's
family member (Family-A} entered and remained
in the room for a visit. At 7:12 p.m., another
resident was noted to walk past R2's room while
the administration of his medications continued,

DiJring interview on 6/10/13 at 7:40 p.m., LPN-B
reported she was unaware she had left R2's room
door open throughout administration of his

medications. :

During interview-on-6/13/13 at 11:59-a.m.,
director of nursing (DON) verified that medication
administration via a g-tube was a private
treatment. DON indicated that LPN-B typically did
close the door of resident raoms during
treatments and this occasion "was an oversight."
DON verified it was her expectation that resident
room doors be closed during procedures and
treatments. DON also verified it was her

-1 expectation that 2 MAR be closed or covered with
a plastic divider when unattended by a nurse, to
ensure confidentiality of resident medical records.

The facility's Confidentiality of Protected Heaith
information policy revised 4/05 read, "The [facility]
will protect the resident's/client's right to personal
privacy and confidentiality of his or her personal
records,"

483.60(b), (d}, (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 431
S8=E

The facility must employ or obtain the services of

F 164

F 431
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' a licensed pharmacist who establishes a system Refrigerator was cleaned and
of records of receipt and disposition of all defrosted immediately on
controlled drugs in sufficient detail to enable an 6/13/2013. Refrigerator
accurate reconclliation; and determines that drug temperature logs were
records are in order and that an account of all immediately put into place.
conlrolled drugs is maintained and periodically Contacted Consultant
reconciled. Pharmacist for guidance
related to the medications

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when

applicable,

in accordance with State and Federal laws, the
facifity must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys,

The facility must provide separately locked,
permanently affixed compartments for storage of
confrolled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review, the facility did not ensure medication
refrigerator temperatures were properly

that were in the refrigerator,
Re-education was provided to
all Nurses regarding
Medication refrigerator
policy & procedure through a
packet on 7/10/2013,
Processes will be reviewed
again at July Nurse’s meeting
on 7/25/2013.

Audits on medication
refrigerator
temperature/cleaning
schedule logs will be
conducted by DNS or
designee weekly X4 and
monthly X3.

Audit results will be
Presented to Quality
Committee for further
recommendations.

W\
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maintained above freezing for 1 of 1 medication
storage rooms. This had the potential to affect
residents who required medication in an

emergency.
Findings include:

During observation of the medication storage
room on 6/13/13, at 1:05 p.m. with registered
nurse (RN)-A, a small refrigerator was noted in
the room that contained emergency medication
for resident use. inside the refrigerator there was
a small freezer section on the top which was
surrounded by approximately 1 %- 2 inches of
thick ice on the side and bottom of the freezer's
outer and inner shell, The thermometer in the
refrigerator identified the temperature was 32
degrees Fahrenheit (F.) The-findings were
verified by RN-A. Request was made to review
the medication temperature logs.

The following medications were stored in the
refrigerator; medication used for treating diabetes
which included one vial of aspart insulin, one vial
of Novolog insulin, one vial of Lantus insulin, one
vial of NPH insulin and one vial of Regutar insulin.
Three vials of tubersol (used to test for
tuberculosis,) and two vials of Ativan (used to
treat anxiety.) Request was made for copies of

manufacturer's guidelines.

The manufacturer's guidelines indicated Lantus
insulin should be stored in the refrigerator at the
temperature range of 36-46 degrees F before
opening. Tubersol had a manufacture's guideline
that directed to store the medication in the
refrigerator at a temperature range of 36-46
degrees F. Manufacturer's recommendation for

‘ORM CMS-2567(02-98) Previous Verslons Obsolets Event ID: 18W711 Facitity 1D: 00967 If continuation sheet Page 10 of 19
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storage of Ativan was to keep refrigerated
between 36-46 degrees. No further guidelines
were provided.
The director of nursing services (DNS) was
interviewed on 6/13/13, at 2:55 p.m. and reported
the facility had been unable to locate medication
refrigerator temperature iogs for 2013. DNS
verified the findings and indicated the night shift
nurse was responsible for logging the refrigerator
temperatures on a daily basis, and for defrosting
the refrigerator as needed..
The storage of medications policy with a revised
date of 1/2012 indicated refrigerators holding _
medications such as insulin will be kept at 36-46 Fa4) :/‘;?3//__:'
degrees Fahrenheit. The refrigerator/freezer R10 and R30’s eye drop L0en
temperature log policy with an effective date of containers were disposed of
11/2010 indicated, refrigerator temperatures are upon notification by
to be recorded daily. employees that contamination
F 441 483.65 INFECTION CONTROL, PREVENT F 441 had occurred.  Re-education
§8=E | SPREAD, LINENS was provided to all nurses
' and TMA’s regarding eye
The facility must establish and maintain an drop administration
Infection Control Program designed to provide a brocedure through a packet
safe, sanitary and comfortable environment and on 7/10/2013. Processes will
fo help prevent the development and transmission be reviewed again at Nurse’s
of disease and infection. meeting on 7/25/2013 and
TMA meeting on 7/18/2013.
(a) Infection Control Program Audits on eye drop
The facility must establish an Infection Control administration will be
Program under which it - completed weekly X 4.and
(1) Investigates, controls, and prevents infactions monthly X 3 by DNS or
in the facility; designee.
(2) Decides what procedures, such as isolation, Audit results will be
should be applied to an individual resident; and prescated to Quality
{3) Maintains a record of incidents and corrective Committee for further
| actions reiated to infections. recommendations,
Facility ID: 00867 If continuation sheet Page 11 of 19
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(b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isoiate the resident, ’

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and
fransport tinens so as to prevent the spread of

infection.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review, the facility failed to promote practices to
prevent the spread of infection for 2 of 2 residents
(R10 and R30) observed for eye drop
administration, 1 of 1 resident (R3) observed for
nebulizer administration who's equipment was not
cleaned or air dried after use, and 1 of 1 resident
(R2) who had an undated medication syringe in

use.

Findings include:

R10 ahd R30 were observed during eye drop
administration to have the tip of the eye drop

R3’s nebulizer equipment
was inimediately changed
out, Re-education was
provided to all Nurses and
TMA’s regarding nebulizer
cleaning procedure through
a packet on 7/10/2013.
Processes will be reviewed
again at July Nurse’s meeting
on 7/25/2013 and TMA
meeting 7/18/2013.

Audits for nebulizer cleaning
will be conducted by DNS or
designee weekly X4 and
monthly X3,

Audit results will be

presented to Quality
Committee. for further

recommendations,
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bottle touch the eye lids. was immediatelygchsymn;ggs
. out. We ha
R10 had diagnosis that included macular process to dzfeaige:y?n;?
degeneration. storage bag and con firtta ta
. change the syrin
Document review of physician orders dated B e i o
4/9/13; revealed physician orders for artificial added to our Engerg) Fceg;’ ;
tears two drops both eyes four times a day. Flow Sheet “syringe” for
- . nurses t :
Document review of the facility medication initials :’}f[e(;:g;;int‘[he;
administration record dated 6/01/13 to 6/1 2/13, ‘ Syringe every 24 hgmg 3
revealed R10 received eye drops as ordered. education wlg; pm:jgrefj ;}; I
. . ; N i i
During medication administration observation on mgieser;gar@g dating of
6/10/13, at 3:30 p.m., trained medication storage ba .em&g tiym b
assistant-B (TMA-B) washed hands and put on to the Ente%al F ¢ Changes
gloves. R10 held lower eye lids open as TMA-B sheet through eed“k‘g Fiow
administered eye drops into R10's eyes. 7/10/2013 Prgcige:t“?i?l b
2 =
reviewed again at July

Observation at that time revealed TMA-B touched
tip of eye drop bottle on both lower eye lids when Norse’s meeting on
712502013,

administering eye drops.
Audits for dating the syringe

During interview on 6/10/13, at 3:45 p.m., TMA-B storage b
verified she had touched the lower eye lids with i AE Al
the tip of the bottle. Spmentation of flow sheet
Wﬂ! be conducted by DNS or
R30 had diagnosis that included macular i?;%nﬂ;e)\(geekly X4 and
degeneration. : Audit results will bo
Document review of physician orders dated gzesent_ed “}Q"amy
5/28/13; revealed physician orders for natural recnnmttee oL further
tears one to two drops to both eyes two times a ommendations,
day and as needed for dry eyes.”
Document review of the facility medication
administration record dated 6/01/13 to 6/12113,
revealed R30 received eye drops as ordered.
Event 1D: 16W711 Facility 10: 00967 If continuation shest Page 13 of 19
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During medication administration observation on
6/13/12, at 7:15 a.m., registered nurse-B {RN-B)
put on gloves, pulled down on R30's lower aye
lids and administered eye drops into ayes,
Observation at that fime revealed RN-B touched
tip of eye drop bottle on upper eye lids and lashes
when administering eye drops.

During interview on 6/13/13, at 7:27 a.m., RN-B
verified she had touched the lashes of the right

eye,

During interview on 6/13/13, at 1:45 p.m., director
of nursing (DON) verified staff was not to touch
any part of the eye with the eye drop bottle when
administering eye drops. The DON stated if staff
did foLich the eye they are told fo get a new hottle,
as the_bottle is considered contaminated.

Review of facility Eye Medication policy dated
1109, revealed Procedure 6."NEVER TOUCH
EYEBALL SURFACE WITH DROPPER OR
OINTMENT TUBE. To instill eye drops: Instruct
resident to look up and away. Instill into lower
conjunctiva, have resident ciose eyes gently”

R3's nebulizer equipment was observed to not be
cleaned and alr dried after administration of
medication had been completed.

R3 had diagnosis that included cough.,

Document review of physician orders dated
5/13/13, revealed physician orders for duonebs
(ipratropium bromide with albuterol sulfa) one vial
by nebulizer four times daily and every four hours

as heeded.
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Document review of the facility medication
administration record dated 6/01/13 to 6/1 2/13,
revealed R3 received nebulizer medication as

ordered,

Observations on 6/12/13, at 11:53 a.m,, licensed
practical nurse (LPN)-C washed hands, puton
gloves, placed medication in nebulizer cup and
aftached the cup to the face mask. LPN-C
handed nebulizer mask to R3 and started the
nebulizer machine. Observations at 12:09 p.m,
R3 came out of room, nebulizer machine was
turned off, nebulizer cup and mask remained
connected to the machine and layon R3 ' s tray
table. There was moisture droplets in the
medication cup observed. Obssrvation at 12:26
p-m., noted the nebulizer cup and mask remained
undisturbed on R3's tray table. Observations at
1:49 p.m., revealed the same with droplets in the
nebulizer cup and no evidence the tubing and
medication cup had been rinsed and allowed fo

air dry.

During interview on 6/12/13, at 2:15 p.m., LPN-C
verified the nebulizer equipment had not yet been
cleaned and that she normally cleaned it right
after the nebulizer treatment.

During interview on 6/13/13, at 1:45 p.m., DON
verified staff was expected to clean nebulizer
equipment when done with the nebulizer
treatment. She expected staff to take it apart,
rinse itin warm water, and lay flat to air dry.

Review of facility Nebulizer policy dated 9/10,
under procedure number 16. “Following
medication administration, rinse equipment with
hot water and place on paper towel to air dry.

ORM CMS-2567(02-99) Previous Versions Obsolste Event ID: 16W711 Facility 1D: 00967

If continuation sheet Page 15 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES

' PRINTED: 06/25/2013
d g5 FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES : s I )ﬂ$3 OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION L 1{X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING Rochgsy, collh COMPLETED
245317 B. WING 06/13/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1201 17TH STREET NE
| c -C RCARE
GOOD SAMARITAN SOCIETY « COMFO CAR AUSTIN, MN 55912
(Xd4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE DATE
DEFICIENCY)
F 441 Continued From page 15

F 441
Then wash hands."

R2's syringe for medication administration
through a gastrostomy tfube (A gastrostomy
feeding tube insertionis the placement of a
feading tube through the skin and the stomach

wall, directly into the stomach) lacked evidence of
replacement every 24 hours.

R2 had diagnoses that included cerebrovascular

disease, hemiplegia and hemiparesis affecting
dominant slde.

Document review of physician orders dated
5/07/13, revealed physician orders for

medications to be given by gastrostomy tube.

Document review of the facility medication
administration record dated 6/01/13 to 6/12/13,
revealed R2 received medications as ordered.

Observations on 6/10/13, at 6:45 p.m., revealed
LPN-B administered six medications one at a
time after they were crushed then mixed with
water, placed into the medication syringe and
administerad into the gastrostomy tube. The
medication syringe was not dated to identify if it

had been in service past 24 hours when it needed
to be replaced to prevent infections.

During interview on 6/10/13, at 6:45 p.m., LPN-B

indicated she did not know when the syringe had
been replaced.

Observations on 6/12/13, at 4:58 p.m., revealed
R2's medication syringe lay on the counter on a
paper towel. There was no evidence to when the
-medication syringe had been replaced.
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During interview on 6/13/1 3, at 1:45 p.m,, DON
stated she expected the syringe to be changed
every 24 hours. DON verified there was no
documentation on the treatment record to
indicate the syringe had been changed in 24 F 492
hours and that staff did not date the syringe.
Resident 83 was issued a refund
Review of facility Tube Feedings: Gastrostomy or X
Jejunostomy policy dated 3/11 directed staff, check from the center on 6/30/13 for
"Syringes should be changed every 24 hours.” the demand bill dates of 3/1/13 to
F 492 | 483.75(b) COMPLY WITH F492| 3/7/13. No other residents have
88=D | FEDERAL/STATE/LOCAL LAWS/PROF 8STD requested a demand bill to date,
The facility must operate and provide services in .
compliance with all applicable Federal, State, and We have updated our current process
local laws, regulations, and codes; and with on 7/10/13 and at the billing center
accepted professional standards and principles on 6/14/13 to ensure timely and
that apply to professionals providing services in accurately billing for demand bills,
such a facility. Education was provided to staff
affected: Social Services Director
This REQUIREMENT is not met as evidenced and Business Office on 7/10/13.
by:
fcll ated 1 sopp s Gocume il ety o Zhudits for timely billing and
failed to suspend billing while Medicare demand zusp en(clhl;l%bﬂl{ng to rem_dents with
bill decision was pending for 1.of 1 resident (R83) emand bills will be put into place as
reviewed in the sample who requested bill they occur; as demand bills are so
submitted to Medicare for review. infrequent at the center. Audits will
o be conducted by Billing Supervisor
Finaings include: and/or Administrator monthly to
R83 requested bil submitted to intermediary for ensure accurate and timely billing,
review and was billed for services while waiting Audit results will be presented to
for the determination by the intermediary. Quality committee for further |
. recommendations, / / ]
R83 recelved Skilled Nursing Facility ations 7 /7-2'” /
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Determination on Continued Stay, a denial letter
notice dated 2/25/13, which indicated Medicare
covered services would cease effective 2/28/13.
The notice indicated R83 wanted the bill
submitted to the intermediary for a Medicare
decision. R83 also received Notice of Medicare
Provider Non-Coverage which indicated
Medicare services would end on 2/28/13, and
included the Quality Improvement Organization
information to request an immediate appeal of the
facliity decision to stop Medicare.

Document review of the facility history of claim
charges for R83, revealed the claim was
forwarded to payer for processing on 6/13/13.

Review of the facility Medicare Part A
Non-Coverage Notifications policy dated 4/10,
read, "When a resident is moved from the
Medicare-certified section before 100 days have
been used because skilled care (as defined by
Medicare) is no longer necessary, the beneficiary
must receive a written non-coverage notice, The
center fulfiils this requirement by issuing the SNF
Determination on Continued Stay (GSS 926) at
least one day prior fo the last covered Medicare
day.""If you believe that a beneficiary requires on
a non-covered level of care beginning with
admission or at some point thereafter, give the
beneficiary proper notice to that effect. If the
beneficiary disagrees and asks you to submit a
demand biii to the MAC, you may not require,
request or accept deposit or other payment from
the beneficiary for the services until the MAC
makes the initial determination that the services
are not covered by Medicare."

During interview on 6/13/13, at 4:00 p.m., social

‘ORM CMS-2567(02-99) Pravious Versions Obsolste Event 1D: 16W711

Facility ID; 00967

If continuation sheat Page 180f19




: - PRINTED: 08/25/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES , fUl- ) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES YUL S 9ne OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION gy o (X3) DATE SURVEY

SNATEMENT OF DEFICIENCIES - [(X1) PROVIDER/SUPPLIER/CLIA i
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING Rochesyoy O COMPLETED

245317 B. WING 06/13/2013

STREET ADDRESS, CITY, STATE, 2IP cODE
1201 17TH STREET NE
GOOD SAMARITAN SOCIETY - COMFORCARE AUSTIN, MN 55912

{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION. {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

NAME OF PROVIDER OR SUPPLIER

F 492 Continued From page 18

worker verified R83 had received Medicare Part
A. During interview at that time, the administrator
explained R83 went off Medicare 3/1/13 to 31713,
back on Medicare 3/7/13, and off Medicare again
on 3/16/13, During interview at that time, the
administrator stated from 3/1/13-3/7/13, R83 was
billed private pay, then on Medicare from 3/7/13
to 3/16/13, off Medicare 3/16/13 and billed
private pay to current time. The administrator
verified R83 requested a demand bill for the
period of 3/1-3/7/13. The administrator explained
that although the bill for 3/1-3/7/13 was submitted
to Medicare on 3/1 5/13, there was some
confusion and the bill needed to be cleared
before submitted for the period of 3/1-3/7/13. The
administrator verified the demand biil for
3/1-317/13, was submitted to Medicare.for
consideration on 6/13/13. The administrator
verified R83 had been billed private pay for
3/1-3/7/13 and 3/16/13 to the present. Also the
administrator verified the Medicare decision was
still pending. Although requested, no avidence of
R83's biliing was provided.
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N | DEPARTMENT'S ACCEPTANCE. YOUR > r agreement by
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[~ | PAGE OF THE CMS-2567 WILL BE USED AS the facts
O | VERIFICATION OF COMPLIANCE. s alleged or
conclusions set forth in the
| UPON RECEIPT OF AN ACCEPTABLE POC, statement of deficiencies. The
* | AN ON-SITE REVISIT OF YOUR FACILITY MAY plan of correction |
BE CONDUCTED TO VALIDATE THAT €ction Is prepared
& SUBSTANTIAL COMPLIANCE WITH THE and/or executed solely
REGULATIONS HAS BEEN ATTAINED IN bec o s .
ACCORDANCE WITH YOUR VERIFICATION. ause 1t is required by the
provisions of federal and state
law. For the pur
A Life Safety Code Survey was conducted by the allegafi h purposes of a.ny
Minnesota Department of Public Safety - State gadion that the center is
0 (Falregﬁgrshall{)ivigoni ;:\t gle tl;ne of this sufrve)g not in substantial compliance
ood Samaritan Society Comforcare was foun wi
& | ot in substantial compliance with the lth. fl.’:der.al l'eql.lirements of
N requirements for participation in | [ participation, this response
Medicare/Medicaid at 42 CFR, Subpart |., )| and plan of co :
> | 483.70(a), Life Safety from Fire, and the £ 000__j==—""}"1 :’ : ) T ect“",‘
o3| edition of National Fire Protection Assoc ation | | constitutes the center’s
| (NFPA) Standard 101, Life-Safety Code (LSC), | | | allegation of compliance in
= (== | |
N | Chapter 18 New Health Care. ,_.-_,': = N silccord ance with section 7305
Q | PLEASE RETURN THE PLAN OF | | = [[[of the State Operations
CORRECTION FOR THE FIRE SAFETY | 7| l “Manual.
- *| DEFICIENCIES sl 13 Q :
k: ( K-TAGS) TO: | I & . Pﬂ ) I ( 4
B 1 A b
Y Health Care Fire inspections i _j-**:‘::‘; , ’ / v
m State Fire Marshal Division l [ L_L,m__,_ J 7
J 446 Minnesota St., Sulte 1456 I —

‘agram participation.
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THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A description of what has been, or wilf be, done
to correct the deficiency. '

2. The actual, or proposed, completion date.

3. The name and/or title of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

Good Samaritan Soclety Comforcare, Is a 1-story
bullding with no basement. The bullding was
constructed in 2007 and was determined to be of

Type lI(111) construction.

The bullding is fully sprinklered. The facllity has a
fire alarm system with full corridor smoke
detection, spaces open to the corridors that is
monitored for automatic fire department
notification. There is smoke alarm in all resident
rooms that are monitored by the nurse call
system and light outside each resident room.

The facility has a capacity of 45 beds and had a
census of 44 at the time of the survey.
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The requirement at 42 CFR, Subpart 483.70(a) is

NOT MET as evidenced by:
Ko2s| KO025.

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD

$S8=D
The smoke barrier wall in the Lodge

Smoke barriers are constructed to provide at

least a one-hour fire resistance rating in ; -
accordance with 8.3. Smoke barriers may Nelghbor}.mod, above the ceiling has
terminate at an atrium wall. Windows are been repaired using an approved
protected by fire-rated glazing or by wired glass method as of 6/14/13, by the
Environmental Services Director,

panels in approved frames. A minimum of two

separate compariments are provided on each
floor. Dampers are not require In duct q . .
g required © The Environmental Services Director

penetrations of smoke barriers in fully ducted ; ’

heating, ventilating, and air conditioning systems. Inspected other smoke batrier walls

18.3.7.3, 18.3.7.5, 18.1.6.3 in the facility on 6/14/13, This
facility is in substantial compliance

as of 6/14/13.

This STANDARD is not met as evidenced by:
This STANDARD Is not met as evidenced by:

Based on observation and staff interview, the
facility failed to maintain smoke barrier wall in
accordance with the following requirements of
2000 NFPA 101, Section 18.3.7.3, and 8.3.4.1,
The deficient practice could affect all 47

rasidents.

Findings include;

On facility tour between 9:00 AM and 11:30 AM
on 06/13/2013, observation revealed that the
smoke barrier wall in the Lodge wing - above the
ceiling has open penetrations around:
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1. Bundle of several cables
2. open 1/2 inch conduit end
NOTE: Ensure ALL smoke barrier walls from
exterior wall to exterior wall are checked for this
deficiency.
This deficient practice was confirmed by the
Maintenance Director (PC}) at the time of
discovery.
*TEAM COMPOSITION*
Gary Schroeder, Life Safety Code Spc,
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 2654
June 25, 2013

Ms. Sara Rupkalvis, Administrator
Good Samaritan Society - Comforcare
1201 17th Street Ne

Austin, MN 55912

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5317024
Dear Ms. Rupkalvis:

The above facility was surveyed on June 10, 2013 through June 13, 2013 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and to investigate complaint
number . that was found to be unsubstantiated. At the time of the survey, the survey team from the
Minnesota Department of Health, Compliance Monitoring Division, noted one or more violations of
these rules that are issued in accordance with Minnesota Stat. section 144.653 and/or Minnesota Stat.
Section 144A.10. If, upon reinspection, it is found that the deficiency or deficiencies cited herein are
not corrected, a civil fine for each deficiency not corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited deficiency.
Please remember that this provision is only a suggestion and you are not required to follow it. Failure
to follow the suggested method will not result in the issuance of a penalty assessment. You are
reminded, however, that regardless of the method used, correction of the deficiency within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form
(attached). The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Good Samaritan Society - Comforcare
June 25, 2013
Page 2

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the "Summary
Statement of Deficiencies"” column and replaces the "To Comply" portion of the correction order. This
column also includes the findings that are in violation of the state statute after the statement, "This Rule
is not met as evidenced by.” Following the surveyors findings are the Suggested Method of Correction
and the Time Period For Correction.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES
ONLY. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

When all orders are corrected, the order form should be signed and returned to this office at Minnesota
Department of Health, 18 Wood Lake Drive, Southeast Rochester, Minnesota 55904. We urge you to
review these orders carefully, item by item, and if you find that any of the orders are not in accordance
with your understanding at the time of the exit conference following the survey, you should
immediately contact Gary Nederhoff at (507) 206-2731.

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non-compliance.

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.

Feel free to contact me if you have questions related to this letter.

Sincerely,

“Monl, TVieatts

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure(s)

cc: Original - Facility
Licensing and Certification File s5417s13lic.rtf
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2000 Initial Comments 2000
*****ATTENT'ON******
NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.

You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.

INITIAL COMMENTS:
On June 10, 11, 12 and 13, 2013, surveyors of Minnesota Department of Health is

this Department's staff visited the above provider documenting the State Licensing

and the following licensing orders were issued. Correction Orders using federal software.
When corrections are completed, please sign and Tag numbers have been assigned to
date, make a copy of these orders and return the Minnesota state statutes/rules for Nursing
original to the Minnesota Department of Health, Homes.

Division of Compliance Monitoring, Licensing and

Minnesota Department of Health
TITLE (X6) DATE
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STATE FORM 6899 16W711 If continuation sheet 1 of 15




Minnesota Department of Health

PRINTED: 06/25/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

00967

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

06/13/2013

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SOCIETY - COMFORCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

1201 17TH STREET NE
AUSTIN, MN 55912

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

DATE

2000

21375

Continued From page 1

Certification Program; 18 Wood Lake Drive SE,
Rochester, MN 55904.

MN Rule 4658.0800 Subp. 1 Infection Control;
Program

Subpart 1. Infection control program. A nursing
home must establish and maintain an infection
control program designed to provide a safe and
sanitary environment.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to promote practices to
prevent the spread of infection for 2 of 2 residents
(R10 and R30) observed for eye drop

2000

21375

The assigned tag number appears in the
far left column entitled "ID Prefix Tag."
The state statute/rule out of compliance is
listed in the "Summary Statement of
Deficiencies" column and replaces the "To
Comply" portion of the correction order.
This column also includes the findings
which are in violation of the state statute
after the statement, "This Rule is not met
as evidence by." Following the surveyors
findings are the Suggested Method of
Correction and Time period for Correction.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.
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administration, 1 of 1 resident (R3) observed for
nebulizer administration who's equipment was not
cleaned or air dried after use, and 1 of 1 resident
(R2) who had an undated medication syringe in
use.

Findings include:

R10 and R30 were observed during eye drop
administration to have the tip of the eye drop
bottle touch the eye lids.

R10 had diagnosis that included macular
degeneration.

Document review of physician orders dated
4/9/13; revealed physician orders for artificial
tears two drops both eyes four times a day.

Document review of the facility medication
administration record dated 6/01/13 to 6/12/13,
revealed R10 received eye drops as ordered.

During medication administration observation on
6/10/13, at 3:30 p.m., trained medication
assistant-B (TMA-B) washed hands and put on
gloves. R10 held lower eye lids open as TMA-B
administered eye drops into R10's eyes.
Observation at that time revealed TMA-B touched
tip of eye drop bottle on both lower eye lids when
administering eye drops.

During interview on 6/10/13, at 3:45 p.m., TMA-B
verified she had touched the lower eye lids with
the tip of the bottle.

R30 had diagnosis that included macular
degeneration.

Document review of physician orders dated
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5/28/13; revealed physician orders for natural
tears one to two drops to both eyes two times a
day and as needed for dry eyes.

Document review of the facility medication
administration record dated 6/01/13 to 6/12/13,
revealed R30 received eye drops as ordered.

During medication administration observation on
6/13/12, at 7:15 a.m., registered nurse-B (RN-B)
put on gloves, pulled down on R30's lower eye
lids and administered eye drops into eyes.
Observation at that time revealed RN-B touched
tip of eye drop bottle on upper eye lids and lashes
when administering eye drops.

During interview on 6/13/13, at 7:27 a.m., RN-B
verified she had touched the lashes of the right
eye.

During interview on 6/13/13, at 1:45 p.m., director
of nursing (DON) verified staff was not to touch
any part of the eye with the eye drop bottle when
administering eye drops. The DON stated if staff
did touch the eye they are told to get a new bottle,
as the bottle is considered contaminated.

Review of facility Eye Medication policy dated
1/09, revealed Procedure 6."NEVER TOUCH
EYEBALL SURFACE WITH DROPPER OR
OINTMENT TUBE. To instill eye drops: Instruct
resident to look up and away. Instill into lower
conjunctiva, have resident close eyes gently"

R3's nebulizer equipment was observed to not be
cleaned and air dried after administration of

medication had been completed.

R3 had diagnosis that included cough.
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Document review of physician orders dated
5/13/13, revealed physician orders for duonebs
(ipratropium bromide with albuterol sulfa) one vial
by nebulizer four times daily and every four hours
as needed.

Document review of the facility medication
administration record dated 6/01/13 to 6/12/13,
revealed R3 received nebulizer medication as
ordered.

Observations on 6/12/13, at 11:53 a.m., licensed
practical nurse (LPN)-C washed hands, put on
gloves, placed medication in nebulizer cup and
attached the cup to the face mask. LPN-C
handed nebulizer mask to R3 and started the
nebulizer machine. Observations at 12:09 p.m.,
R3 came out of room, nebulizer machine was
turned off, nebulizer cup and mask remained
connected to the machine and lay on R3 ' s tray
table. There was moisture droplets in the
medication cup observed. Observation at 12:26
p.m., noted the nebulizer cup and mask remained
undisturbed on R3's tray table. Observations at
1:49 p.m., revealed the same with droplets in the
nebulizer cup and no evidence the tubing and
medication cup had been rinsed and allowed to
air dry.

During interview on 6/12/13, at 2:15 p.m., LPN-C
verified the nebulizer equipment had not yet been
cleaned and that she normally cleaned it right
after the nebulizer treatment.

During interview on 6/13/13, at 1:45 p.m., DON
verified staff was expected to clean nebulizer
equipment when done with the nebulizer
treatment. She expected staff to take it apart,
rinse it in warm water, and lay flat to air dry.
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Review of facility Nebulizer policy dated 9/10,
under procedure number 16. "Following
medication administration, rinse equipment with
hot water and place on paper towel to air dry.
Then wash hands."

R2's syringe for medication administration
through a gastrostomy tube (A gastrostomy
feeding tube insertion is the placement of a
feeding tube through the skin and the stomach
wall, directly into the stomach) lacked evidence of
replacement every 24 hours.

R2 had diagnoses that included cerebrovascular
disease, hemiplegia and hemiparesis affecting
dominant side.

Document review of physician orders dated
5/07/13, revealed physician orders for
medications to be given by gastrostomy tube.

Document review of the facility medication
administration record dated 6/01/13 to 6/12/13,
revealed R2 received medications as ordered.

Observations on 6/10/13, at 6:45 p.m., revealed
LPN-B administered six medications one at a
time after they were crushed then mixed with
water, placed into the medication syringe and
administered into the gastrostomy tube. The
medication syringe was not dated to identify if it
had been in service past 24 hours when it needed
to be replaced to prevent infections.

During interview on 6/10/13, at 6:45 p.m., LPN-B
indicated she did not know when the syringe had
been replaced.

Observations on 6/12/13, at 4:58 p.m., revealed
R2's medication syringe lay on the counter on a
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paper towel. There was no evidence to when the
medication syringe had been replaced.

During interview on 6/13/13, at 1:45 p.m., DON
stated she expected the syringe to be changed
every 24 hours. DON verified there was no
documentation on the treatment record to
indicate the syringe had been changed in 24
hours and that staff did not date the syringe.

Review of facility Tube Feedings: Gastrostomy or
Jejunostomy policy dated 3/11 directed staff,
"Syringes should be changed every 24 hours."

Suggested Method of Correction: The director of
nursing or her designee could review policy and
procedures regarding infection control program.
The director of nursing or her designee could
educate staff on policy and procedures and
develop a monitoring system to ensure
compliance with surveillance analysis and
trending was completed.

Time Period for Correction: Twenty one (21)
days.

MN Rule 4658.1340 Subp. 1 Medicine Cabinet
and Preparation Area;Storage

Subpart 1. Storage of drugs. A nursing home
must store all drugs in locked compartments
under proper temperature controls, and permit
only authorized nursing personnel to have
access to the keys.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility did not ensure medication
refrigerator temperatures were properly

21375

21610
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maintained above freezing for 1 of 1 medication
storage rooms. This had the potential to affect
residents who required medication in an
emergency.

Findings include:

During observation of the medication storage
room on 6/13/13, at 1:05 p.m. with registered
nurse (RN)-A, a small refrigerator was noted in
the room that contained emergency medication
for resident use. Inside the refrigerator there was
a small freezer section on the top which was
surrounded by approximately 1 %%- 2 inches of
thick ice on the side and bottom of the freezer's
outer and inner shell. The thermometer in the
refrigerator identified the temperature was 32
degrees Fahrenheit (F.) The findings were
verified by RN-A. Request was made to review
the medication temperature logs.

The following medications were stored in the

refrigerator; medication used for treating diabetes
which included one vial of aspart insulin, one vial
of Novolog insulin, one vial of Lantus insulin, one

vial of NPH insulin and one vial of Regular insulin.

Three vials of tubersol (used to test for
tuberculosis,) and two vials of Ativan (used to
treat anxiety.) Request was made for copies of
manufacturer's guidelines.

The manufacturer's guidelines indicated Lantus
insulin should be stored in the refrigerator at the
temperature range of 36-46 degrees F before
opening. Tubersol had a manufacture's guideline
that directed to store the medication in the
refrigerator at a temperature range of 36-46
degrees F. Manufacturer's recommendation for
storage of Ativan was to keep refrigerated
between 36-46 degrees. No further guidelines
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were provided.

The director of nursing services (DNS) was
interviewed on 6/13/13, at 2:55 p.m. and reported
the facility had been unable to locate medication
refrigerator temperature logs for 2013. DNS
verified the findings and indicated the night shift
nurse was responsible for logging the refrigerator
temperatures on a daily basis, and for defrosting
the refrigerator as needed.

The storage of medications policy with a revised
date of 1/2012 indicated refrigerators holding
medications such as insulin will be kept at 36-46
degrees Fahrenheit. The refrigerator/freezer
temperature log policy with an effective date of
11/2010 indicated, refrigerator temperatures are
to be recorded daily.

SUGGESTED METHOD FOR CORRECTION:
The Director of Nursing could monitor to assure
medications are stored appropriately.

TIME PERIOD FOR CORRECTION: Twenty one
(21) days.

MN St. Statute144.651 Subd. 4 Patients &
Residents of HC Fac.Bill of Rights

Subd. 4. Information about rights. Patients and
residents shall, at admission, be told that there
are legal rights for their protection during their
stay at the facility or throughout their course of
treatment and maintenance in the community and
that these are described in an accompanying
written statement of the applicable rights and
responsibilities set forth in this section. In the
case of patients admitted to residential programs
as defined in section 253C.01, the written
statement shall also describe the right of a

21610

21800
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person 16 years old or older to request release as
provided in section 253B.04, subdivision 2, and
shall list the names and telephone numbers of
individuals and organizations that provide
advocacy and legal services for patients in
residential programs. Reasonable
accommodations shall be made for those with
communication impairments and those who
speak a language other than English. Current
facility policies, inspection findings of state and
local health authorities, and further explanation of
the written statement of rights shall be available
to patients, residents, their guardians or their
chosen representatives upon reasonable request
to the administrator or other designated staff
person, consistent with chapter 13, the Data
Practices Act, and section 626.557, relating to
vulnerable adults.

This MN Requirement is not met as evidenced
by:

Based on interview, and document review, the
facility failed to provide the appropriate Medicare
non-coverage notices for 3 of 4 residents (R15,
R47, and R70) reviewed who were discharged
from Medicare.

Findings include:

R15, R47, and R70 did not receive the Skilled
Nursing Facility Advanced Beneficiary Notice or
one of five denial letters, which would inform the
resident of the right to have the claim submitted
to Medicare for review when the facility had
determined Medicare no longer would pay for
services.

R15 was not given the Skilled Nursing Facility
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Advanced Beneficiary Notice or denial letter that
informed R15 of the right to have the bill
submitted to Medicare for a decision.

R15 received Notice of Medicare Non-Coverage
only. Document review revealed no other liability
notices were provided. During interview at that
time, social worker stated R15 was on Medicare
Part A, Medicare services ended on 1/11/13, and
R15 had been discharged from facility on 1/12/13.
During interview at that time, social worker
verified no other liability notices were given.

R47 was not given the Skilled Nursing Facility
Advanced Beneficiary Notice or denial letter that
informed R47 of the right to have the bill
submitted to Medicare for a decision.

R47 received Notice of Medicare Non-Coverage
only. Document review revealed no other liability
notices were provided. During interview at that
time, social worker stated R47 was on Medicare
Part A, Medicare services ended on 5/13/13, and
discharged from facility 5/14/13. During interview
at that time, social worker verified no other liability
notices were given.

R70 had not been given the Skilled Nursing
Facility Advanced Beneficiary Notice or denial
letter that informed R70 of the right to have the
bill submitted to Medicare for a decision and did
not provide R70 the Notice of Medicare
Non-Coverage which included the Quality
Improvement Organization information to request
an immediate appeal of the facility decision to
stop Medicare.

R70 lacked evidence of provided liability notices.
During interview at that time, social worker stated
R70 was on Medicare Part A, went off Medicare,
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and was discharged from the facility. During
interview at that time, social worker verified the
facility lacked evidence that liability notices were
provided. Document review of the facility face
sheet revealed R70 was discharged from the
facility on 1/16/13.

During interview on 6/13/13, at 4:00 p.m., the
social worker stated the facility provided Notice of
Medicare Non-Coverage when the facility
determined residents no longer qualified for
Medicare coverage. Social worker stated the
facility expected the resident or responsible
person to contact the Quality Improvement
Organization to request an immediate appeal of
the facility decision to stop Medicare. She stated
the facility did not provide any other liability
notices.

Review of the facility Medicare Part A
Non-Coverage Notifications policy dated 4/10
revealed, "When a resident is moved from the
Medicare-certified section before 100 days have
been used because skilled care (as defined by
Medicare) is no longer necessary, the beneficiary
must receive a written non-coverage notice. The
center fulfills this requirement by issuing the SNF
Determination on Continued Stay (GSS 926) at
least one day prior to the last covered Medicare
day." "If you believe that a beneficiary requires on
a non-covered level of care beginning with
admission or at some point thereafter, give the
beneficiary proper notice to that effect. If the
beneficiary disagrees and asks you to submit a
demand bill to the MAC, you may not require,
request or accept deposit or other payment from
the beneficiary for the services until the MAC
makes the initial determination that the services
are not covered by Medicare."
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SUGGESTED METHOD FOR CORRECTION:
The administrator or designee could review and
revise polices and procedures regarding demand
bill and Medicare non-coverage notices to ensure
Medicare rights are maintained. The
administrator or designee could educate all
appropriate staff. The administrator or designee
could develop a monitoring system to ensure on
going compliance.
TIME PERIOD FOR CORRECTION: Twenty one
(21) days.
21855 MN St. Statute 144.651 Subd. 15 Patients & 21855

Residents of HC Fac.Bill of Rights

Subd. 15. Treatment privacy. Patients and
residents shall have the right to respectfulness
and privacy as it relates to their medical and
personal care program. Case discussion,
consultation, examination, and treatment are
confidential and shall be conducted discreetly.
Privacy shall be respected during toileting,
bathing, and other activities of personal hygiene,
except as needed for patient or resident safety or
assistance.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure privacy during
treatments and confidentiality of medical records
for 1 of 2 residents (R2) reviewed in the sample
for privacy.

Findings include:

R2 diagnoses included cerebrovascular accident
(stroke), hemiparesis and aphasia.
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The quarterly Minimum Data Set (MDS) dated
3/19/13 revealed R2 had a mild cognitive
impairment, was non-verbal and required
extensive to total assistance for activities of daily
living.

During a random observation on 6/10/13 at 1:37
p.m., the medication administration record (MAR)
was noted to be opened and unattended, on the
top shelf of a cart located outside of R2's resident
room in the facility's Lodge unit. The opened MAR
exposed a record of R2's medications, doses,
routes, schedules and treatments. At 1:40 p.m.,
trained medication aide (TMA)-A was noted to
exit a nearby resident room, assisting another
resident down the hallway, traveling past the open
MAR. At 1:42 p.m., a visitor and nursing assistant
(NA)-B were noted to walk past the open MAR. At
1:45 p.m., licensed practical nurse (LPN)-A exited
R2's resident room and closed the MAR. R2's
medication information was exposed to

passersby for a total of eight minutes.

During a medication administration observation
on 6/10/13 at 6:45 p.m., LPN-B administered
medications to R2 via a gastric tube (g-tube),
without providing privacy by closing the door of
R2's room during this treatment. R2 was seated
in his recliner, which faced the hallway and was
located almost directly in front of the hallway
door. LPN-B stood to the side of the recliner,
while she checked for placement of the g-tube
and then administered the medications. At 7:10
p.m., two unidentified facility employees were
noted to walk past the opened door and R2's
family member (Family-A) entered and remained
in the room for a visit. At 7:12 p.m., another
resident was noted to walk past R2's room while
the administration of his medications continued.
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During interview on 6/10/13 at 7:40 p.m., LPN-B
reported she was unaware she had left R2's room
door open throughout administration of his
medications.

During interview on 6/13/13 at 11:59 a.m.,
director of nursing (DON) verified that medication
administration via a g-tube was a private
treatment. DON indicated that LPN-B typically did
close the door of resident rooms during
treatments and this occasion "was an oversight."
DON verified it was her expectation that resident
room doors be closed during procedures and
treatments. DON also verified it was her
expectation that a MAR be closed or covered with
a plastic divider when unattended by a nurse, to
ensure confidentiality of resident medical records.

The facility's Confidentiality of Protected Health
Information policy revised 4/05 read, "The [facility]
will protect the resident's/client's right to personal
privacy and confidentiality of his or her personal
records."

SUGGESTED METHOD FOR CORRECTION:
The Director of Nursing could review the
importance of treatment privacy with staff. The
Director of Nursing could also randomly audit
care to ensure that privacy is afforded for
residents during treatments.

TIME PERIOD FOR CORRECTION: Seven (7)
days.
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