
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: 00543

ID:   1CCE

BELVIEW, 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)

224840900

7

09/30

03/16/2016

PARKVIEW HOME245475

02

102 COUNTY STATE AID HIGHWAY 9

56214

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  30 (L18)

13.Total Certified Beds  30 (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)

 30

(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

05/01/1987

00

03001

03/15/2016

03/16/2016 03/28/2016

21.

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

Mardelle Trettel, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245475

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

PARKVIEW HOME 102 COUNTY STATE AID HIGHWAY 9

BELVIEW, MN 56214

3/16/2016
Y2 Y3

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

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

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

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

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0156 Correction

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

483.10(b)(1) Completed 

LSC 03/01/2016

ID Prefix  F0441 Correction

Reg. #
483.65

Completed 

LSC 03/01/2016

ID Prefix  F0463 Correction

Reg. #
483.70(f)

Completed 

LSC 03/01/2016

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 NO1/28/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 1CCE12EVENT ID:

BF/KJ 03/28/2016 34987 03/16/2016



STATE FORM: REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

00543

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

PARKVIEW HOME 102 COUNTY STATE AID HIGHWAY 9

BELVIEW, MN 56214

3/16/2016
Y2 Y3

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (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  21375 Correction

Reg. #
MN Rule 4658.0800 

Subp. 1 Completed 

LSC 03/01/2016

ID Prefix  21800 Correction

Reg. #
MN St. Statute144.651 

Subd. 4 Completed 

LSC 03/01/2016

ID Prefix  23010 Correction

Reg. #
MN Rule 4658.4635 A

Completed 

LSC 03/01/2016

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 NO1/28/2016

Page 1 of 1 1CCE12EVENT ID:

STATE FORM: REVISIT REPORT (11/06)

BF/KJ 03/28/2016 34987 03/16/2016



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

245475

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

PARKVIEW HOME 102 COUNTY STATE AID HIGHWAY 9

BELVIEW, MN 56214

3/10/2016
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 03/01/2016K0021

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0046

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0052

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0054

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/01/2016K0069

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 NO1/27/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 1CCE22EVENT ID:

03/28/2016/KJ 27200 03/10/2016



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: 00543

ID:   1CCE

BELVIEW, 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)

224840900

2

09/30

01/28/2016

PARKVIEW HOME245475

02

102 COUNTY STATE AID HIGHWAY 9

56214

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  30 (L18)

13.Total Certified Beds  30 (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)

 30

(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

05/01/1987

00

03001

02/26/2016 03/09/2016

21.

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

Christine Bodick-Nord, 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 156

SS=D

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

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

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

F 156 3/1/16

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

02/18/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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and for which the resident may be charged, and 
the amount of charges for those services��and 
inform each resident when changes are made to 
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

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

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

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

A posting of names, addresses, and telephone 
numbers of all pertinent State client advocacy 
groups such as the State survey and certification 
agency, the State licensure office, the State 
ombudsman program, the protection and 
advocacy network, and the Medicaid fraud control 
unit��and a statement that the resident may file a 
complaint with the State survey and certification 

FORM CMS-2567(02-99) Previous Versions Obsolete 1CCE11Event ID: Facility ID: 00543 If continuation sheet Page  2 of 9



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/26/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245475 01/28/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

102 COUNTY STATE AID HIGHWAY 9
PARKVIEW HOME

BELVIEW, MN  56214

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 156 Continued From page 2 F 156

agency concerning resident abuse, neglect, and 
misappropriation of resident property in the 
facility, and non-compliance with the advance 
directives requirements.

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

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

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and documentation review 
the facility failed to ensure 2 of 3 residents (R4 
and R27) reviewed for liability notice, received the 
required Notice of Medicare Non-Coverage 
Centers for Medicare and Medicaid Services 
(CMS) Form 10123, informing them of their rights 
to an appeal and expedited review of their 
Medicare coverage, 48 hours prior to 
discontinuation of skilled services.   

Findings include:  

R4's Notice of Medicare Non-Coverage Form 
10123 indicated R4's Medicare-covered services 
would end on 11/19/15.  R4 signed the CMS 
10123 form on 11/18/15, one day before being 
discharged from Medicare services.  

 It is the policy of Parkview Home to 
ensure that Medicare beneficiaries 
receive the proper notice of 48 hours of 
non-coverage in writing.

Resident R4 and R27 were identified 
during the survey as being affected by this 
deficiency.  Both of these residents had 
returned home.

To prevent future occurrences, the DON, 
business office manager, LSW and 
administrator discussed this concern on 
1/28/16.  We will also re-educate and 
discuss with the QA team at the Quality 
Assurance meeting on 3/9/16.  The 
licensed social worker and director of 
nurses or designee will meet on a weekly 
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R27's Notice of Medicare Non-Coverage Form 
10123 indicated R27's Medicare-covered 
services would end on 11/2/15.  R27 signed the 
CMS 10123 form on 11/2/15, the same day that 
Medicare services ended, and not two days prior 
to services ending.   

During an interview on 1/27/16, at 9:41 a.m. with 
the director of nursing (DON) acknowledged the 
residents should have been given form  CMS 
10123 at least 48 hours in advance of Medicare 
covered services ending per the regulation for the 
denial notice.  Both R4's and R27's were planned 
discharges from Medicare services.   

A facility policy was requested and none were 
provided.

basis for the next 12 months with the 
business office manager and lead therapy 
staff to discuss Medicare status changes.  
Concerns will be discussed at staff and 
QA meetings.

F 441

SS=E

483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

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 

F 441 3/1/16
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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:
 Based on observation, interview and document 
review the facility failed to implement personal 
protective equipment to prevent cross 
contamination to minimize the spread of infection 
for 1 of 1 residents (R24) reviewed for infection 
control.  This had the potential to affect 8 resident 
who lived on the same hallway as R24.  

Findings include:

R24 was newly admitted to the facility on 
1/28/2016 with a diagnosis of Clostridium difficile 
(C-Diff), per the director of nursing (DON) 
interview on 1/28/16, at 8:35 a.m. 

On 1/28/16, at 9:00 a.m. R24's room door was 
observed closed, and had a white paper sign 
attached to the door that read, "no visitors." There 

 It is the goal of Parkview Home to 
establish and maintain an infection control 
program to provide safe, sanitary and a 
comfortable environment to help prevent 
the development and spread of disease 
and infection.

Resident R24 was on isolation 
precautions.  On 1/28/16, staff were 
education in-person and in writing on the 
proper C-diff spore killing products.  
Personal protective equipment was also 
provided. The Isagel hand sanitizer was 
removed. 

To prevent future occurrences, policies 
will be reviewed and updated.  Staff will be 
assigned the Health Care Academy C-diff 
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were no personal protective equipment (gowns, 
or gloves) in a cart outside R24's room.  There 
was only one bottle of Isa Gel handwashing 
cleansing hand gel (60% alcohol) outside of 
R24's bedroom door.  

During interview on 1/28/16, at 8:30 a.m. 
registered nurse (RN)-A stated R24 required 
limited assistance at times for personal cares due 
to weakness, was continent of bowel, but did use 
an incontinent product for protection.  RN-A 
confirmed staff did assist R24 with toileting 
needs, and had the potential for cross 
contamination because gowns were not provided 
or worn by staff when caring for R24.

On 1/28/16, at 9:05 a.m. licensed practical nurse 
(LPN)-A reported R24 was in isolation due to 
C-Diff infection, and reported that R24 wore an 
incontinent product, was independent with 
toileting but was confused at times.  LPN-A stated 
staff used gloves, washed hands with soap and 
water in the residents rooms, then used an 
alcohol based hand cleansing gel during and after 
providing cares for R24.  LPN-A confirmed gowns 
were not provided or used while providing cares 
for R24. 

On 1/28/16, at 8:35 a.m. the director of nursing 
(DON) reported R24 was placed in isolation upon 
admission due C-Diff infection.  The DON stated 
R24 was able to complete her own personal 
cares most of the time and her bowels were 
contained, therefore, personal protection 
equipment such as gowns were not implemented.  
The DON reported she told her staff to follow 
standard precautions when taking care of R24.  
The DON stated she also provided a bottle of 
alcohol hand sanitizer to be used after 

courses.  All staff will be trained at an 
education session on 3/1/16. When 
someone with C-diff is admitted the DON, 
infection control nurse, or designee will 
monitor that PPE is available and used, 
proper cleaning supplies are used, and 
that linens are stored and disposed of 
properly. This will monitored daily while 
isolation precautions are in place.  
Concerns will be addressed and staff, 
infection control and QA meetings that are 
held every other month.
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handwashing as an extra measure for infection 
control.  The DON reported the facility rarely 
admits residents with C-Diff. 

The facility's policy type and duration of 
precautions recommended for selected infections 
and conditions and cleaning of rooms identified 
with Clostridium difficile undated, indicated 
personal protective equipment will be worn. In 
appendix A it indicated handwashing with soap 
and water preferred because of the absence of 
sporicidal (spore killing) activity of alcohol in 
waterless antiseptic handrubs.

F 463

SS=D

483.70(f) RESIDENT CALL SYSTEM - 
ROOMS/TOILET/BATH

The nurses' station must be equipped to receive 
resident calls through a communication system 
from resident rooms��and toilet and bathing 
facilities.

This REQUIREMENT  is not met as evidenced 
by:

F 463 3/1/16

 Based on observation, interview and document 
review, the facility failed to ensure resident call 
lights were functional for 1 of 15 residents (R12) 
in the sample whose room and bathroom call 
lights were checked for functionality.

Findings include:

During observation on 1/25/2016 at 7:23 p.m., the 
surveyor tested R12's bathroom call light,  but 
was unable to activate it.  The call light fixture 
was made of plastic, approximately 4 x 5 inches 
in size and about 1 1/2 inches thick, and was 
attached to the bathroom wall on a 

 It is the policy of Parkview Home that the 
facility is equipped to receive resident 
calls through a communication system 
from resident rooms, toileting and bathing 
areas.

Resident R12, the call light was fixed by 
adjusting the jam mechanism on 1/26/16.  

To prevent future occurrences, room and 
bathroom call lights will be checked upon 
admission.  Staff will monitor the 
functioning of call lights throughout 
individual shifts as well.  Upon detecting a 
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permanently-mounted base.  The call light should 
be activated by pulling the approximately 2 
foot-long string cord, or by pressing the large 
button on the face of the unit.  Nursing assistant 
(NA)-A then entered R12's  bathroom to try the 
call light, and tugged on the cord several times, 
and repeatedly pressed the button.  R12's 
bathroom call light did not activate.

During an interview on 1/25/2016 at 7:25 p.m., 
NA-A thought R12's call light "was working 
yesterday, but it's not working tonight."  NA-A  
stated R12 was able to and did use the call lights, 
both in the room and bathroom, and also that 
[R12] "sometimes puts on the call light a lot."  
NA-A stated she would "let the nurse or 
maintenance know" about R12's non-working call 
light. 

During observation on 1/26/2016 at 7:39 a.m., 
housekeeper (HK)-A was just exiting R12's room, 
and the surveyor asked her to try the bathroom 
call light.  HK-A was also unable to active R12's 
bathroom call light, and said "a couple weeks ago 
we had to replace a couple of them."  HK-A then 
used a walkie talkie to contact maintenance 
worker (MW)-A.  MW-A came to R12's room, and 
attempted to activate the unit on the wall.  MW-A 
then removed R12's bathroom call light from its 
base and said, if you couldn't activate it with the 
cord, or if the cord was broken "you can always 
put it on by pressing the button."  MW-A was not 
able to activate R12's bathroom call light, neither 
by pulling the cord nor pressing the button.  
MW-A then removed the call light box from R12's 
room.

During an interview on 1/27/2016 at 7:49 a.m., 
MW-A said one should not have check on the call 

defective call light, maintenance or 
designee will be contacted immediately 
and measures will be taken to resolve the 
defect or replace the call light.  Staff will 
be educated on the call light mechanisms 
at an education session on 3/1/16. 
Nursing staff will visually check the call 
light cord or perform a manual check of 
the bathroom call light (the style of call 
that was not working properly during 
survey).  This will be done qshift for one 
week, if positive results, reduce to qday 
for one week, if positive results will reduce 
to weekly indefinitely.  

Concerns will be addressed immediately 
when needed,at staff and QA meetings.  
QA meetings are held every other month.
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lights, as they were continually monitored, by "the 
system," and the built-in surveillance, "was 
continually sending messages to the room units."  
MW-A said the call lights had a built in monitoring 
system and would signal for example "if a battery 
was going weak" or if a resident room pendant 
"was out of range."  MW-A was able to get R12's 
call light operational, and said a lever inside the 
unit had moved so much, "probably because 
[R12] tugs on it hard", that it somehow prevented 
the button from working, as well as the cord.  
MW-A said however, the call light monitor system 
did not identify a malfunction for R12's call light.  
During the same interview, MW-A stated he did 
not check the functionality of the call lights on a 
regular basis, "unless nursing did that."

In an interview on 1/27/2015 at 1:50 p.m., the 
director of nursing (DON) said the facility did not 
have a system in place to routinely and 
periodically check to make sure call lights were 
working.  The DON said nursing staff was very 
diligent about leaving a message for maintenance 
if call lights did not work.  The DON also said 
nursing "does not have a testing schedule" for 
call lights.

A facility policy, Call Light, Use of, reviewed 
1/7/00, indicated as its purpose "To assure call 
system is in proper working order."  The policy 
directed under #10 to "Check all call lights daily 
and report any defective call lights to the charge 
nurse immediately"��and  #13, "To consider a 
quality assurance and assessment program to 
check the call light system at regular intervals."
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 2 000 Initial Comments

         *****ATTENTION******

    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:

 2 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 
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 2 000Continued From page 1 2 000

Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

On 1/25/2016-1/28/2016 surveyors of this 
Department's staff, visited the above provider and 
the following correction orders are issued.  
Please indicate in your electronic plan of 
correction that you have reviewed these orders, 
and identify the date when they will be completed.  

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 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. 

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

 21375 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:

 21375 3/1/16

Based on observation, interview and document 
review the facility failed to implement personal 
protective equipment to prevent cross 
contamination to minimize the spread of infection 
for 1 of 1 residents (R24) reviewed for infection 
control.  This had the potential to affect 8 resident 
who lived on the same hallway as R24.  

Findings include:

R24 was newly admitted to the facility on 
1/28/2016 with a diagnosis of Clostridium difficile 
(C-Diff), per the director of nursing (DON) 
interview on 1/28/16, at 8:35 a.m. 

On 1/28/16, at 9:00 a.m. R24's room door was 
observed closed, and had a white paper sign 
attached to the door that read, "no visitors." There 
were no personal protective equipment (gowns, 
or gloves) in a cart outside R24's room.  There 
was only one bottle of Isa Gel handwashing 
cleansing hand gel (60% alcohol) outside of 
R24's bedroom door.  

It is the goal Parkview Home to establish 
and maintain an infection control program 
to provide safe, sanitary and a comfortable 
environment to help prevent the 
development and spread of disease and 
infection.  

Resident R24 was on isolation 
precautions.  On 1/28/16, staff were 
educated in-person and in writing on the 
proper C-diff spore killing products.  
Personal Protective Equipment was 
provided.  C-diff policies were reviewed.  
The isagel hand sanitizer was removed.  

To prevent future occurrences, all staff will 
be educated at a training session on 
3/1/16.  Staff will also be assigned the 
Health Care Academy C-diff courses.  
Concerns will be addressed at staff, 
infection control and QA meetings. 

Minnesota Department of Health
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During interview on 1/28/16, at 8:30 a.m. 
registered nurse (RN)-A stated R24 required 
limited assistance at times for personal cares due 
to weakness, was continent of bowel, but did use 
an incontinent product for protection.  RN-A 
confirmed staff did assist R24 with toileting 
needs, and had the potential for cross 
contamination because gowns were not provided 
or worn by staff when caring for R24.

On 1/28/16, at 9:05 a.m. licensed practical nurse 
(LPN)-A reported R24 was in isolation due to 
C-Diff infection, and reported that R24 wore an 
incontinent product, was independent with 
toileting but was confused at times.  LPN-A stated 
staff used gloves, washed hands with soap and 
water in the residents rooms, then used an 
alcohol based hand cleansing gel during and after 
providing cares for R24.  LPN-A confirmed gowns 
were not provided or used while providing cares 
for R24. 

On 1/28/16, at 8:35 a.m. the director of nursing 
(DON) reported R24 was placed in isolation upon 
admission due C-Diff infection.  The DON stated 
R24 was able to complete her own personal 
cares most of the time and her bowels were 
contained, therefore, personal protection 
equipment such as gowns were not implemented.  
The DON reported she told her staff to follow 
standard precautions when taking care of R24.  
The DON stated she also provided a bottle of 
alcohol hand sanitizer to be used after 
handwashing as an extra measure for infection 
control.  The DON reported the facility rarely 
admits residents with C-Diff. 

The facility's policy type and duration of 
precautions recommended for selected infections 

Minnesota Department of Health

If continuation sheet  4 of 106899STATE FORM 1CCE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/26/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00543 01/28/2016

NAME OF PROVIDER OR SUPPLIER

PARKVIEW HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

102 COUNTY STATE AID HIGHWAY 9

BELVIEW, MN  56214

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21375Continued From page 4 21375

and conditions and cleaning of rooms identified 
with Clostridium difficile undated, indicated 
personal protective equipment will be worn. In 
appendix A it indicated handwashing with soap 
and water preferred because of the absence of 
sporicidal (spore killing) activity of alcohol in 
waterless antiseptic handrubs.

SUGGESTED METHOD OF CORRECTION:   
The director of nursing or designee could 
inservice all staff on the basic principles of 
infection control to prevent the spread of 
infection/s.

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

 21800 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 
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 

 21800 3/1/16

Minnesota Department of Health
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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 documentation review the 
facility failed to ensure 2 of 3 residents (R4 and 
R27) reviewed for liability notice, received the 
required Notice of Medicare Non-Coverage 
Centers for Medicare and Medicaid Services 
(CMS) Form 10123, informing them of their rights 
to an appeal and expedited review of their 
Medicare coverage, 48 hours prior to 
discontinuation of skilled services.   

Findings include:  

R4's Notice of Medicare Non-Coverage Form 
10123 indicated R4's Medicare-covered services 
would end on 11/19/15.  R4 signed form CMS 
10123 on 11/18/15, one day before being 
discharged from Medicare services.  

R27's Notice of Medicare Non-Coverage Form 
10123 indicated R27's Medicare-covered 
services would end on 11/2/15.  R27 signed the 
CMS 10123 on 11/2/15, the same day that 
Medicare services ended, and not two days prior 
to services ending.   

It is the intent of Parkview Home to ensure 
that Medicare beneficiaries receive the 
proper notice of 48 hours of non-coverage 
in writing.

Residents R4 and R27 were identified 
during the survey as being affected by this 
deficiency.  Both of these residents have 
returned home.

To prevent future occurrences, the DON, 
business office manager, LSW and 
administrator discussed the concern on 
1/28/16.  Discussion and re-education will 
be held during the QA meeting on 3/9/16.  
The director of nurses, LSW, business 
office manager and lead therapy staff will 
meet on a weekly basis for the next twelve 
months to discuss Medicare status 
changes.  If positive results, will continue 
that practice.  Concerns will be addressed 
at staff and QA meetings. 

Minnesota Department of Health
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During an interview on 1/27/16, at 9:41 a.m. with 
the director of nursing (DON) acknowledged the 
residents should have been given form  CMS 
10123 at least 48 hours in advance of Medicare 
covered services ending per the regulation for the 
denial notice.  Both R4's and R27's were planned 
discharges from Medicare services.   

A facility policy was requested and none were 
provided.  

SUGGESTED METHOD OF CORRECTION: The 
administrator or designee could educate staff on 
the process of providing liability notices and 
resident appeals rights. The administrator or 
designee could then audit to ensure compliance.  

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

 23010 MN Rule 4658.4635 A Nurse Call System��New 
Construction

The nurses' station must be equipped with a 
communication system designed to receive calls 
from the resident and nursing service areas 
required by this part.  The communication 
system, if electrically powered, must be 
connected to the emergency power supply.  
Nurse calls and emergency calls must be capable 
of being inactivated only at the points of origin.  A 
central annunciator must be provided where the 
door is not visible from the nurses' station.  

      A.  A nurse call must be provided for each 
resident's bed.  Call cords, buttons, or other 
communication devices must be placed where 
they are within reach of each resident.  A call 
from a resident must register at the nurses' 

 23010 3/1/16

Minnesota Department of Health
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station, activate a light outside the resident 
bedroom, and activate a duty signal in the 
medication room, nourishment area, clean utility 
room, soiled utility room, and sterilizing room.  In 
multi-corridor nursing units, visible signal lights 
must be provided at corridor intersections. 

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure resident call 
lights were functional for 1 of 15 residents (R12) 
in the sample whose room and bathroom call 
lights were checked for functionality.

Findings include:

During observation on 1/25/2016 at 7:23 p.m., the 
surveyor tested R12's bathroom call light,  but 
was unable to activate it.  The call light fixture 
was made of plastic, approximately 4 x 5 inches 
in size and about 1 1/2 inches thick, and was 
attached to the bathroom wall on a 
permanently-mounted base.  The call light should 
be activated by pulling the approximately 2 
foot-long string cord, or by pressing the large 
button on the face of the unit.  Nursing assistant 
(NA)-A then entered R12's  bathroom to try the 
call light, and tugged on the cord several times, 
and repeatedly pressed the button.  R12's 
bathroom call light did not activate.

During an interview on 1/25/2016 at 7:25 p.m., 
NA-A thought R12's call light "was working 
yesterday, but it's not working tonight."  NA-A  
stated R12 was able to and did use the call lights, 
both in the room and bathroom, and also that 
[R12] "sometimes puts on the call light a lot."  
NA-A stated she would "let the nurse or 

It is the policy of Parkview Home that the 
facility is equipped to receive resident calls 
through a communication system from 
resident rooms, toileting and bathing 
areas.

For Resident R12, the call jam 
mechanism was fixed on 1/26/16.

To prevent future occurrences, room and 
bathroom call lights will be checked upon 
admission.  Staff will monitor call light 
functioning throughout their individual 
shifts as well.  Upon detecting a defective 
call light, maintenance or designee will be 
contacted immediately and measures will 
be taken to resolve the defect.  Staff will 
be educated on the call light mechanisms 
at an education session on 3/1/16. 

Minnesota Department of Health

If continuation sheet  8 of 106899STATE FORM 1CCE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/26/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00543 01/28/2016

NAME OF PROVIDER OR SUPPLIER

PARKVIEW HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

102 COUNTY STATE AID HIGHWAY 9

BELVIEW, MN  56214

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 23010Continued From page 8 23010

maintenance know" about R12's non-working call 
light. 

During observation on 1/26/2016 at 7:39 a.m., 
housekeeper (HK)-A was just exiting R12's room, 
and the surveyor asked her to try the bathroom 
call light.  HK-A was also unable to active R12's 
bathroom call light, and said "a couple weeks ago 
we had to replace a couple of them."  HK-A then 
used a walkie talkie to contact maintenance 
worker (MW)-A.  MW-A came to R12's room, and 
attempted to activate the unit on the wall.  MW-A 
then removed R12's bathroom call light from its 
base and said, if you couldn't activate it with the 
cord, or if the cord was broken "you can always 
put it on by pressing the button."  MW-A was not 
able to activate R12's bathroom call light, neither 
by pulling the cord nor pressing the button.  
MW-A then removed the call light box from R12's 
room.

During an interview on 1/27/2016 at 7:49 a.m., 
MW-A said one should not have check on the call 
lights, as they were continually monitored, by "the 
system," and the built-in surveillance, "was 
continually sending messages to the room units."  
MW-A said the call lights had a built in monitoring 
system and would signal for example "if a battery 
was going weak" or if a resident room pendant 
"was out of range."  MW-A was able to get R12's 
call light operational, and said a lever inside the 
unit had moved so much, "probably because 
[R12] tugs on it hard", that it somehow prevented 
the button from working, as well as the cord.  
MW-A said however, the call light monitor system 
did not identify a malfunction for R12's call light.  
During the same interview, MW-A stated he did 
not check the functionality of the call lights on a 
regular basis, "unless nursing did that."
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In an interview on 1/27/2015 at 1:50 p.m., the 
director of nursing (DON) said the facility did not 
have a system in place to routinely and 
periodically check to make sure call lights were 
working.  The DON said nursing staff was very 
diligent about leaving a message for maintenance 
if call lights did not work.  The DON also said 
nursing "does not have a testing schedule" for 
call lights.

A facility policy, Call Light, Use of, reviewed 
1/7/00, indicated as its purpose "To assure call 
system is in proper working order."  The policy 
directed under #10 to "Check all call lights daily 
and report any defective call lights to the charge 
nurse immediately"��and  #13, "To consider a 
quality assurance and assessment program to 
check the call light system at regular intervals."

SUGGESTED METHOD OF CORRECTION:   
The director of nursing or designee could review 
and revise the facility's system in place to ensure 
resident call lights are functioning properly.  

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