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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00376

ID:   17Z3

MILACA, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

695342500

7

09/30

04/12/2016

ELIM HOME - MILACA245422

02

730 SECOND STREET SOUTHEAST, PO BOX 157

56353

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  86 (L18)

13.Total Certified Beds  86 (L17) B. Not in Compliance with Program

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

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

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

 86

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

02/01/1987

00

00130

04/04/2016

04/12/2016 04/12/2016

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245422

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

ELIM HOME - MILACA 730 SECOND STREET SOUTHEAST, PO BOX 157

MILACA, MN 56353

4/12/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0315 Correction

Reg. #
483.25(d)

Completed 

LSC 04/01/2016

ID Prefix  F0441 Correction

Reg. #
483.65

Completed 

LSC 04/01/2016

ID Prefix  F0520 Correction

Reg. #
483.75(o)(1)

Completed 

LSC 04/01/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/3/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 17Z312EVENT ID:



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245422

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

ELIM HOME - MILACA 730 SECOND STREET SOUTHEAST, PO BOX 157

MILACA, MN 56353

4/7/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/10/2016K0011

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/18/2016K0017

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/09/2016K0022

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/10/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/09/2016K0029

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/04/2016K0046

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/08/2016K0048

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0052

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0054

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/23/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0067

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/22/2016K0144

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/1/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 17Z322EVENT ID:



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245422

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 02 - ELIM HOME MILACA

ELIM HOME - MILACA 730 SECOND STREET SOUTHEAST, PO BOX 157

MILACA, MN 56353

4/7/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/04/2016K0046

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/08/2016K0048

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0054

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/23/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0067

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/22/2016K0144

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/1/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 17Z322EVENT ID:



245422 ELIM HOME MILACA

D

Type of Survey (select all that apply):

D

Extent of Survey (Select all that apply):

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

 0.00Total Supervisory Review Hours ...............................................................

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

10562 04-13-2016 04-13-2016  0.25  0.00  0.00  0.25  0.25  0.00

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

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

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

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

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

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

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

4.

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

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

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

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

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring       G Validation            K State License

D Follow-up Visit          H Life safety Code      L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey



245422 ELIM HOME MILACA

HD

Type of Survey (select all that apply):

A

Extent of Survey (Select all that apply):

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

 0.00Total Supervisory Review Hours ...............................................................

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

27200  0.25  0.00  0.00  0.00  0.00  0.25

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

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

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

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

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

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

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

4.

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

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

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

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

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring       G Validation            K State License

D Follow-up Visit          H Life safety Code      L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00376

ID:   17Z3

MILACA, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

695342500

2

09/30

03/03/2016

ELIM HOME - MILACA245422

02

730 SECOND STREET SOUTHEAST, PO BOX 157

56353

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  86 (L18)

13.Total Certified Beds  86 (L17) X B.   Not in Compliance with Program

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

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

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

 86

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

00-Active

02/01/1987

00

00130

03/25/2016 03/31/2016

21.

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

Timothy Rhonemus, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 

as your allegation of compliance upon the 

Department's acceptance. Because you are 

enrolled in ePOC, your signature is not required 

at the bottom of the first page of the CMS-2567 

form.  Your electronic submission of the POC will 

be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 

on-site revisit of your facility may be conducted to 

validate that substantial compliance with the 

regulations has been attained in accordance with 

your verification.

 

F 315

SS=D

483.25(d) NO CATHETER, PREVENT UTI, 

RESTORE BLADDER

Based on the resident's comprehensive 

assessment, the facility must ensure that a 

resident who enters the facility without an 

indwelling catheter is not catheterized unless the 

resident's clinical condition demonstrates that 

catheterization was necessary; and a resident 

who is incontinent of bladder receives appropriate 

treatment and services to prevent urinary tract 

infections and to restore as much normal bladder 

function as possible.

This REQUIREMENT  is not met as evidenced 

by:

F 315 4/1/16

 Based on observation, interview and document 

review, the facility failed to ensure that a medical 

justification for the use of a urinary catheter was 

obtained for 1 of 3 residents (R134) who utilized a 

foley catheter.

Findings included:

 R134 was admitted on 2/26/2016 with a 

Foley catheter to this facility only for 

transportation due to his weakened 

condition, so he would not have to transfer 

during the trip from Oklahoma to Milaca, 

MN.  The order for the catheter and 

removal of the catheter were not obtained 

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

03/23/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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R134 had the diagnoses of bacterial pneumonia 

with acute respiratory failure, atrial fibrillation, 

chronic disability with severe deconditioning. In 

review of the admission assessment review, on 

02/26/16 at 6:39 p.m., the facility nursing staff 

documented that, "Catheter patent, urine dark 

amber but clear." In review of R134's medical 

records (both paper and electronic), lacked 

evidence that the facility had assessed the need 

for a foley catheter to remain in place.

During interview on 02/29/2016 at 2:40 p.m., 

licensed practical nurse (LPN)-A stated R134 

arrived from a hospital in Oklahoma City, 

Oklahoma via medical van service on Friday 

02/26/2016. When R134 arrived to the facility, it 

was noted that this resident had a foley catheter 

placed by the hospital. LPN-A stated that R134 

did not have a current order for the catheter nor if 

it should discontinued. 

In a resident interview on 03/01/2016 09:11 a.m., 

R134 was observed in a wheel chair with a foley 

catheter attached to a large covered drainage 

bag. R132 stated that he had the catheter placed 

last Friday morning when he was transported 

from Oklahoma to Milaca, so he would not have 

to go to the bathroom on the ride, due to his 

weakness. R134 stated that he thought it was 

coming out today, but had not heard, or seen 

anyone yet.

In review of the R134's admission physician's 

orders by the facility, lacked  orders for a foley 

catheter, nor indicated a medical justification for 

its use. In review of the orders received by this 

facility from Kindred Hospital, it was noted on 

02/25/2016 and order for, "Place foley cath [sig] 

from Kindred Hospital prior to his arrival. 

The wife and resident questioned the floor 

nurse on 3/01/2016 and nursing concern 

was written for nurse practitioner to 

address. Order received to remove 

catheter the morning of 3/02/2016. 

Catheter was removed on 3/02/2016 with 

no adverse effects. Resident has been 

continent of urine since removal of 

catheter. He continues without a catheter 

at this time. 

The facility will develop a comprehension 

pre - admission screening that will identify 

potential residents being admitted with 

catheters. The screening will include but 

not limited to order date of removal of 

catheter.

Education will be provided to nursing staff 

in regarding changes made to the pre- 

admission screening process for 

recognizing residents admitted with 

catheters found on pre � admission 

screening form. The admitting nurse will 

note physician orders for date a catheter, 

diagnosis of catheter, and follow up 

concerning catheter placement and/ 

removal of catheter.  If no order for 

catheter is found admitting nurse will call 

physician for clarification.

Audits will be conducted weekly for one 

month, then monthly x3 months, then 

quarterly from then on to ensure proper 

compliance with pre- admission screening 

forms and orders.
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today and obtain UA (urine analysis)." Orders 

received from the sending hospital also lacked 

medical justification and duration that the catheter 

remain in place. 

During interview on 03/01/2016 1:58 p.m., the unit 

manager (RN)-A stated that she had not yet met 

R134 or had reviewed this resident's orders. After 

RN-A had reviewed of R134's medical records, 

this nurse stated that the facility did not have 

orders for R134's catheter nor medical 

justification for its continued placement, and 

should have been addressed when resident was 

admitted last Friday. During a later interview on 

03/01/2016 3:00 p.m., RN-A stated that medical 

records called and requested a copy of the 

hospital discharge record, however was unable to 

obtain as Oklahoma state law allows hospitals up 

to 30 days to provide that documentation. 

On 03/01/2016 at 3:04 p.m., the facility's nurse 

consultant (RN)-B, provided a voice order to "D/C 

(discontinue) catheter a.m. of 3/2/16." 

During a telephone interview on 03/02/2016 1:18 

p.m.,  phone call made to primary physician's 

office and spoke to his medical assistant (MA)-A, 

to see if resident's physician was aware that 

R134 had had a catheter upon admission until it 

was removed this morning. After checking with 

the physician, MA-A stated that the physician was 

not aware of the catheter until an order was 

requested for it to be discontinued, and was 

unaware that a foley had been placed prior to 

transport from Oklahoma.

Completion date: 4/1/2016.

Correction will be monitored by assigned 

RN Unit manager. 

Issues detected in audits will be reported 

to QA committee for improvement 

suggestions.

F 441

SS=F

483.65 INFECTION CONTROL, PREVENT 

SPREAD, LINENS

F 441 4/1/16
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The facility must establish and maintain an 

Infection Control Program designed to provide a 

safe, sanitary and comfortable environment and 

to help prevent the development and transmission 

of disease and infection. 

(a) Infection Control Program 

The facility must establish an Infection Control 

Program under which it - 

(1) Investigates, controls, and prevents infections 

in the facility; 

(2) Decides what procedures, such as isolation, 

should be applied to an individual resident; and 

(3) Maintains a record of incidents and corrective 

actions related to infections. 

(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 

isolate 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 

transport linens so as to prevent the spread of 

infection. 

This REQUIREMENT  is not met as evidenced 

by:
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 Based on interview and document review, the 

facility failed to implement comprehensive data 

collection procedures, including identification of 

culture results/ organisms and the antibiotics 

used to treat infections, for the purpose of 

tracking and trending resident infections as part 

of the infection control program.  This had the 

potential to affect all 77 residents who resided in 

the facility.  

Findings include:  

Review of the facility's infection control 

surveillance logs from 3/1/15, through 3/1/16, 

identified resident infections, separated by the 

category of infection and the year.  Infection 

categories included urinary tract infections (UTI), 

methicillin-resistant staphylococcus aureus 

(MRSA), clostridium difficile (C. Diff.), upper 

respiratory, pneumonia, influenza and other.  

The data collection log was to document the 

following for each infection: the date of the entry, 

unit location, resident initials, notation of whether 

the infection was facility acquired or community 

acquired, resident's gender, vaccination date (if 

applicable), date of symptom onset, the identified 

organism, date of symptom resolution and a 

description of the presenting symptoms.  The 

data did not identify whether a culture was 

collected and any resulting organisms identified.  

The data also lacked notation of antibiotics used 

to treat the infections.  Current, unresolved 

infections identified in the logs included the 

following:  one (1) skin boil, one (1) abscessed 

tooth, five (5) pneumonia, one (1) upper 

respiratory, one (1) C. Diff., two (2) UTI, zero (0) 

MRSA, and zero (0) influenza.  

 The facility will develop an efficient and 

effective infection control program 

detailing residents instance of infection, 

which will include residents name and 

room number, admission data, attending 

physician�s name, data of onset, specific 

symptoms, infection site data of culture  ( 

if applicable), antibiotic therapy, including 

start  and stop dates, resolution date or 

notation of on � going , and comments. 

There will be a consistently maintained 

and thoroughly documented infection 

control program. Residents will benefit 

from a localized log of infection trends 

within the unit and across the facility. The 

facility will be able to recognize areas in 

which infection is prevalent and will be 

able to take measures to prevent the 

spread of infection to other units.

Audits will be conducted weekly for one 

month, then monthly x3 months, then 

quarterly from then on to ensure proper 

compliance with infection control.

Completion date: 4/1/2016.

Correction will be monitored by assigned 

RN. 

Issues detected in audits will be reported 

to QA committee for improvement 

suggestions.
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During interview on 3/2/16, at 1:51 p.m. 

registered nurse (RN)-A and corporate 

RN-consultant reported the facility's director of 

nursing (DON) was typically responsible for 

tracking and trending infections within the facility.  

However, they added the DON had recently taken 

a leave of absence, during which RN-A and 

RN-consultant would be covering these 

responsibilities.  RN-A and RN-consultant 

confirmed the facility's infection control logs did 

not include notations of cultures drawn, 

organisms identified and/or antibiotics used.  Both 

RNs stated the facility's daily stand-up meetings 

included discussion of any residents with cultures 

drawn or antibiotics ordered.  RN-A stated this 

discussion prompted the DON to review the 

individual medical records for each of the 

residents discussed, to identify the specific 

organism and/or antibiotic used.  RN-A and 

RN-consultant stated the DON was able to track 

and trend cultures, organisms and antibiotics via 

these individual medical record reviews and that 

gathering documentation of this data or including 

it on the infection control logs was not necessary 

for accurate analysis.  RN-consultant reported it 

was not an expectation for this information to be 

included in the surveillance logs.  RN-consultant 

added that it was not necessary to re-write this 

information in one place in order to track/ trend 

and she indicated the facility's process for 

unveiling and analyzing cultures, organisms and 

antibiotics was sufficient.  

The facility's undated Infection Control Data 

Collection policy directed surveillance data be 

entered onto infection control logs on at least a 

weekly basis and be analyzed by the infection 

control coordinator and the infection control 

committee or the facility's Quality Assessment 
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and Assurance (QA&A) committee.  The policy 

directed the following information be included in 

the surveillance data collected:

1.  Resident's name and room number

2.  Admission data

3.  Attending physician's name

4.  Date of onset

5.  Specific symptoms

6.  Infection site

7.  Date of culture (if applicable)

8.  Antibiotic therapy, including start and stop 

dates

9.  Resolution date or notation of on-going

10.  Comments/ follow-up

The facility policy reflected the current standard of 

practice recommended by the Center for Disease 

Prevention and Control (CDC). The facility did not 

follow their policy of including culture and 

antibiotic therapy information in their infection 

surveillance processes.

F 520

SS=F

483.75(o)(1) QAA 

COMMITTEE-MEMBERS/MEET 

QUARTERLY/PLANS

A facility must maintain a quality assessment and 

assurance committee consisting of the director of 

nursing services; a physician designated by the 

facility; and at least 3 other members of the 

facility's staff.

The quality assessment and assurance 

committee meets at least quarterly to identify 

issues with respect to which quality assessment 

and assurance activities are necessary; and 

develops and implements appropriate plans of 

action to correct identified quality deficiencies. 

F 520 4/1/16
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A State or  the Secretary may not require 

disclosure of the records of such committee 

except insofar as such disclosure is related to the 

compliance of such committee with the 

requirements of this section. 

Good faith attempts by the committee to identify 

and correct quality deficiencies will not be used as 

a basis for sanctions.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview, and document review,  the 

facility failed to ensure the quality assurance and 

assessment committee implemented measures 

to improve upon identified quality concerns in 

infection control, identified in consecutive 

surveys.

 

Findings include: 

The facility failed to implement and maintain a 

plan for infection control monitoring for resident 

infections that were acquired both prior to 

admission, as well as, while residing in the facility.  

A review of the previous certification survey, 

exited 01/08/15, identified that the facility failed to 

develop an infection control program to include 

the trending and analysis of collected infection 

data to reduce the risk of transmission to other 

residents in the facility

See F441:  the facility failed to implement 

comprehensive data collection procedures, 

including identification of culture results/ 

organisms and the antibiotics used to treat 

infections, for the purpose of tracking and 

 The Medical Director will review the 

infection control logs and trends on a 

quarterly basis in QA 

that includes, but is not limited to the type 

of infection. Medical Director will sign off 

on all infection control logs at the quarterly 

QA meeting.

 

Audits will be conducted quarterly QA 

meeting x4 from then on to ensure proper 

compliance with QA meetings.

 

Completion date: 4/1/2016.

 

Correction will be monitored by 

Administrator.

 

Issues detected in audits will be reported 

to QA committee for improvement 

suggestions.
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trending resident infections as part of their 

infection control program.  This had the potential 

to affect all 77 residents who resided in the 

facility.  

The facility's policy, entitled: Quality Assurance 

and Assessment Committee (dated June 2000), 

identified one of the function of the committee 

was to: "Review pertinent Quality 

Improvement/Assurance issues including 

infection control, incident/accident reports, 

vulnerable adult reports, pharmacy reports, etc."

During interview 03/03/2016 12:33 p.m., the 

facility administrator (ADM) stated she was trying 

to contact the director of nursing, who was 

currently on medical leave. At 12:51 p.m., ADM 

provided documentation that the facility had in 

regards to urinary tract infection monitoring only, 

which included organism and medication orders. 

However, in the concurrent telephone 

conversation with the director of nursing (DON), 

she stated when preparing for the facility's 

monthly quality assurance reviews, the DON 

reviews the charts for current infections however 

does not always document the cultured organism 

or medication used to treat the infections.
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