
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: 00655

ID:   1ILJ

APPLETON, 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)

705040200

7

09/30

07/06/2017

APPLETON MUNICIPAL HOSPITAL245231

02

30 SOUTH BEHL STREET

56208

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 50 (L18)

13.Total Certified Beds 50 (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)

50

(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

08/01/1982

00

03001

07/05/2017

07/28/2017 09/05/2017

21.

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

LoAnn DeGagne, HFE-NE II Anne Peterson, Enforcement Specialist
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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: 00655

ID:   1ILJ

APPLETON, 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)

705040200

2

09/30

05/18/2017

APPLETON MUNICIPAL HOSPITAL245231

02

30 SOUTH BEHL STREET

56208

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  50 (L18)

13.Total Certified Beds  50 (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)

 50

(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

08/01/1982

00

03001

06/12/2017 07/03/2017

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

 On 5/15-18/17,  a standard survey was 
completed at your facility by the Minnesota 
Department of Health to determine if your facility 
was in compliance with requirements of 42 CFR 
Part 483, Subpart B, and Requirements for Long 
Term Care Facilities.

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 176

SS=D

483.10(c)(7) RESIDENT SELF-ADMINISTER 
DRUGS IF DEEMED SAFE

(c)(7) The right to self-administer medications if 
the interdisciplinary team, as defined by 
§483.21(b)(2)(ii), has determined that this 
practice is clinically appropriate.
This REQUIREMENT  is not met as evidenced 
by:

F 176 6/27/17

 Based on observation, interview, and document 
review, the facility failed ensure a resident was 
safe to self-administer medications for 1 of 1 
resident (R34) reviewed for medication 
administration of a nebulizer medication. 

Findings include:

 1)  Resident R34 will be assessed for 
self-administration of medications by 
06/15/17
2)  All residents will be assessed for 
self-administration of medications that are 
clinically appropriate by 06/15/17.
3)  Policy and procedure will be reviewed 
and revised as appropriate.  Staff 

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

06/09/2017Electronically 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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F 176 Continued From page 1 F 176

R34's admission record dated 5/18/17, included a 
diagnoses of chronic obstructive pulmonary 
disease. 

R34's physician orders dated 1/20/17, indicated 
an order for "DuoNeb Solution 0.5-2.5 (3) 
milligrams (mg)/3 milliliters (ml) with directions to 
inhale one vial three times a day. 

During an observation on 5/17/17, at 10:19 a.m. 
trained medication aide (TMA)-A added the 
nebulizer medication to a nebulizer machine in 
R34's room and applied a mask to R34's face. 
TMA-A turned on the machine and the medication 
began infusing through the mask. TMA-A 
informed R34 she would return in fifteen minutes 
and left the room. Upon leaving R34's room, 
TMA-A was asked about the self administration of 
the nebulizer. TMA-A stated she believed R34 
had an order for self-administration. TMA-A 
immediately reviewed R34's Medication 
Administration Record (MAR) and stated there 
was no order or direction for R34 to 
self-administer the nebulizer. While TMA-A was 
looking at the MAR, the assistant director of 
nursing (ADON) approached the medication cart. 
When asked if staff had assessed R34 to 
determine if R34 could safely self-administer the 
nebulizer medication, the ADON left to review 
R34's record. The ADON returned a few minutes 
later, stating R34 did not have an assessment 
completed to determine safe to self-administer 
the nebulizer medication. Approximately ten 
minutes after TMA-A started the nebulizer, R34 
was observed to be sleeping in his chair. The 
mask was still on R34's face. The nebulizer 
machine was on. No staff were present in the 
resident's room.

education will be conducted on 06/15/17 
of any changes to policy and procedures.
4)  Audits of random residents' orders will 
be conducted 2X/weekly for four weeks 
and then continue audit monthly.  All new 
admissions will be assessed for 
appropriateness of self-administration of 
medications by IDT.  Results to be 
reported to QA committee
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F 176 Continued From page 2 F 176

The facility's undated policy titled 
Self-Administration of Medications, indicated the 
staff and practitioner will assess each resident's 
mental and physical abilities to determine whether 
self-administering medication is clinically 
appropriate for the resident. The staff and 
practitioner will document their findings and the 
choices of residents who are able to 
self-administer medications.

F 242

SS=D

483.10(f)(1)-(3) SELF-DETERMINATION - 
RIGHT TO MAKE CHOICES

(f)(1) The resident has a right to choose activities, 
schedules (including sleeping and waking times), 
health care and providers of health care services 
consistent with his or her interests, assessments, 
and plan of care and other applicable provisions 
of this part.

(f)(2) The resident has a right to make choices 
about aspects of his or her life in the facility that 
are significant to the resident.

(f)(3) The resident has a right to interact with 
members of the community and participate in 
community activities both inside and outside the 
facility.
This REQUIREMENT  is not met as evidenced 
by:

F 242 6/27/17

 Based on observation, interview and document 
review, the facility failed to ensure resident 
preferences with breakfast food were honored for 
1 of 3 residents (R7) reviewed for nutrition. 

Findings include: 

R7's quarterly Minimum Data Set (MDS) dated 
2/3/17, identified a moderate cognitive 

 1)  R7 has received meal of choice since 
05/18/17
2)  Staff training on resident choice to be 
completed by 06/15/17
3)  Policy and procedure will be reviewed 
and updated as appropriate by 06/15/17
4)  Audits of resident choice at mealtimes 
will be completed 3 X/weekly for four 
weeks, then randomly weekly.  Results to 
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F 242 Continued From page 3 F 242

impairment, independent after set up with eating, 
and noted a weight loss.

R7's Nutrition Assessment dated 4/18/16, 
indicated R7 did not like many of the foods 
served in the facility. The assessment further 
indicated breakfast was R7's favorite meal of day 
with food preferences of oatmeal, soft fried eggs, 
boiled eggs, and toast. 

A facility menu dated 5/17/17, identified breakfast 
choices included sausage links, toast, hard boiled 
eggs, and cereal of choice.

During observation on 5/17/17, at 7:29 a.m. R7 
was observed sitting at a dining room table. R7 
motioned for assistance and the assistant director 
of nursing (ADON) came over to R7. R7 
requested oatmeal for breakfast. The ADON 
stated there was no oatmeal and asked if R7 
would like cream of wheat instead. R7 replied she 
did not like cream of wheat and wanted oatmeal. 
The ADON asked R7 if she would like a hard 
boiled egg instead. At 7:34 a.m. dietary aide 
(DA)-A brought R7 a plate containing a piece of 
toast cut in half, a hard boiled egg, and sausage 
links. R7 asked DA-A if there was any bacon 
today and DA-A indicated there was no bacon. 
DA-A assisted R7 with setting up her breakfast by 
cutting up her sausage links and egg before 
walking away. There were no additional dietary 
staff that came to take R7's order. R7 did not 
receive oatmeal for breakfast.

During interview on 5/17/17, at 8:19 a.m. DA-A 
stated R7 would eat pretty good in the mornings 
and always loved her bacon but would also do 
sausage links with her hard boiled eggs and 
toast. DA-A stated the facility rarely served 

be reported to QA committee.
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F 242 Continued From page 4 F 242

oatmeal because not a lot of residents liked 
oatmeal. DA-A reported the facility had no instant 
oatmeal packets to make for R7 and the kitchen 
would have to pre-make the oatmeal if R7 wanted 
some.

During interview on 5/17/17, at 12:21 p.m. the 
dietary manager (DM) stated R7 had lost some 
weight, needed encouragement with eating, 
would sometimes refuse to eat, and staff would 
offer her alternatives. The DM stated she 
assessed food preferences annually. The DM 
reported the "cereal of choice" meant there were 
always cold cereals available and the kitchen 
switched the hot cereal between cream of rice, 
cream of wheat, malt-o-meal, and oatmeal. The 
DM thought oatmeal was not made very often but 
was available for residents if they wanted it. 

During interview on 5/18/17, at 9:25 a.m. the 
ADON stated he had been walking by when R7 
asked about the oatmeal and  typically the dietary 
aides would take breakfast orders for the 
residents. The ADON did not think the kitchen 
had instant packets of oatmeal and was not 
aware if oatmeal was available. The ADON 
further stated he should have found out if oatmeal 
was available and followed through because R7 
had lost some weight and did not eat great at 
meals. The ADON stated R7 should get what she 
wants to eat and resident food preferences 
should be communicated across dietary and 
nursing staff.

A policy of resident preferences was requested 
but not received.

F 282

SS=D

483.21(b)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

F 282 6/27/17
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F 282 Continued From page 5 F 282

(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-

(ii) Be provided by qualified persons in 
accordance with each resident's written plan of 
care.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure nutritional 
supplements were administered according to 
resident care plans for 1 of 3 residents (R7) 
reviewed for nutrition.

Findings include:

R7's quarterly Minimum Data Set (MDS), dated 
2/3/17, identified a moderate cognitive 
impairment, was independent after set up with 
eating, was on a mechanically altered diet, and 
noted a weight loss.

R7's Diagnosis Report, dated 5/18/17, identified 
active diagnoses of dementia without behaviors, 
depression, and dysphagia (difficulty swallowing).

R7's physician's orders, dated 5/18/17, indicated 
she had been taking a house supplement twice a 
day since 11/10/16, and had been increased in 
frequency to three times a day on 4/15/17. 

R7's initial care plan, dated 11/7/16, identified a 
nutritional problem related to weight loss needing 
a nutritional supplement and directed to 
administer supplements between meals. 
However, R7's care plan was revised, on 5/18/17, 

 1) R7s care plan reviewed and updated 
to reflect current choice.
2) All residents receiving supplements 
will be audited to ensure care plan reflects 
care given.
3) Staff education regarding 
supplements and appropriate care 
planning to be completed by 6/15/2017.
4) Audits of residents receiving 
supplements will be completed 3x each 
week for four weeks then weekly for four 
weeks then random audits monthly to 
ensure compliance of care plan. Results 
to be reported to QA committee.
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and directed to administer supplments "as 
ordered."

R7's electronic medication administration record 
(eMAR) was reviewed for 5/17. There was no 
documentation on the eMAR before 5/15/17, 
identifying that R7 was administered the house 
supplement, and lacked documentation of 
supplement intakes. However, after 5/15/17, R7's 
supplement was ordered at 9:00 a.m., 2:00 p.m., 
and 8:00 p.m.

During interview on 5/16/17, at 8:52 a.m. the 
director of nursing (DON) verified there was no 
documentation and tracking of supplements prior 
to 5/15/17, as the facility had switched over to an 
electronic medical record, and the supplement 
documentation "fell through the cracks."

During interview on 5/16/17, at 2:42 p.m. nursing 
assistant (NA)-B stated R7 had no appetite and 
thought she received a supplement at breakfast, 
but NA-B was not sure.

During interview on 5/17/17, at 10:55 a.m. trained 
medication aide (TMA)-A stated R7 was 
administered a four ounce supplement, three 
times a day, with meals. TMA-A reported she had 
given R7 the supplement around 8:00 a.m. with 
her breakfast that morning, showing on the eMAR 
R7 had drank 100% (percent) of the supplement. 
TMA-A stated R7 would be getting supplements 
with lunch and supper that day, reporting she was 
instructed to give them with meals because 
"that's just what we do with supplements."

During interview on 5/17/17, at 12:21 p.m. dietary 
manager (DM) stated nursing staff were 
responsible for administering the supplements 
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because they were suppose to be given outside 
the meals, separated so residents eat the meal 
not just the supplements. The DM stated the 
facility had been giving supplements with meals, 
however, the practice had been changed about a 
year prior. 

During interview on 5/17/17 at 2:13 p.m. LPN-B 
stated R7's supplement order had been revised 
to show up on the eMAR so nursing staff could 
track her intakes. LPN-B verified R7's 
supplement was ordered for 9:00 a.m., 2:00 p.m., 
and 8:00 p.m., so would be given outside of the 
meals.

During observation on 5/18/17, at 8:57 a.m. R7 
had finished eating breakfast, a glass containing 
her supplement was observed on the table by her 
meal. It was observed that R7 had been 
administered a supplement with her meal. DA-A 
stated R7 had drank about 50% of the 
supplement. During observation, the ADON 
stated every resident's care plan directed 
supplements to be given with meals.

During interview on 5/18/17, at 10:01 a.m. the 
DON stated supplements were administered 
according to the individual's care plan, and there 
were a few that wanted it with meals. The DON 
stated she encouraged staff to administer 
supplements in between meals so residents 
received the extra caloric intake. The DON stated 
she had not been aware of any problems with the 
supplement administration. 

A facility policy entitled Nutrition 
(Impaired)/Unplanned Weight Loss- Clinical 
Protocol, revised 9/12, directed supplementation 
for increased nutrients and calories may include 
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"providing between-meal snacks and/or nutritional 
supplementation." Staff were responsible for 
"Evaluating the care plan to determine if the 
interventions are being implemented and whether 
they are effective in attaining the established 
nutritional and weight goals."

F 325

SS=D

483.25(g)(1)(3) MAINTAIN NUTRITION STATUS 
UNLESS UNAVOIDABLE

(g) Assisted nutrition and hydration.  
(Includes naso-gastric and gastrostomy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 
enteral fluids). Based on a resident’s 
comprehensive assessment, the facility must 
ensure that a resident-

(1) Maintains acceptable parameters of nutritional 
status, such as usual body weight or desirable 
body weight range and electrolyte balance, unless 
the resident’s clinical condition demonstrates that 
this is not possible or resident preferences 
indicate otherwise�

(3) Is offered a therapeutic diet when there is a 
nutritional problem and the health care provider 
orders a therapeutic diet.
This REQUIREMENT  is not met as evidenced 
by:

F 325 6/27/17

 Based on observation, interview and document 
review, the facility failed to ensure nutritional 
supplements were administered and monitored 
accurately for 1 of 3 residents (R7) reviewed for 
nutrition.

Findings include:

R7's quarterly Minimum Data Set (MDS) dated 

 1) Supplement monitoring added to 
clinical software program to be 
documented by TMA/Nurse.
2) All Residents receiving supplements 
have been added to clinical software 
program for monitoring.
3) Policy and procedure will be reviewed 
and updated by 6/15/17 to reflect 
practices for monitoring. Staff training on 
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2/3/17, identified a moderate cognitive 
impairment, was independent after set up with 
eating, was on a mechanically altered diet, and 
noted a weight loss.

R7's Diagnosis Report dated 5/18/17, identified 
active diagnoses of dementia without behaviors, 
depression, and dysphagia (difficulty swallowing).

R7's physician's orders dated 5/18/17, indicated 
she had been taking a house supplement twice a 
day since 11/10/16, and had been increased to a 
frequency of three times a day on 4/15/17. 

R7's most recent dietary note dated 5/12/17, at 
10:35 a.m. noted R7 had been having ongoing 
weight loss with a lower body mass index. 
Although the note indicated R7 had adequate 
meal intakes of 50-100%, it directed to encourage 
supplements to "assist w/weight [with weight] 
stability and gain."

R7's care plan dated 5/18/17, identified a 
nutritional problem related to weight loss needing 
a nutritional supplement. The care plan directed 
to administer supplements as ordered. 

R7's electronic Medication Administration Record 
(eMAR) was reviewed for 5/17. There was no 
documentation on the EMAR before 5/15/17, 
identifying that R7 was administered the house 
supplement and lacked documentation of the 
amount of the supplement intakes. 

During interview on 5/16/17, at 8:52 a.m. the 
director of nursing (DON) verified there was no 
documentation and tracking of supplements prior 
to 5/15/17, as the facility had switched over to an 
electronic medical record, and the supplement 

6/15/17 on new policy and procedure.
4) Audit completion of monitoring of 
supplements 3X/weekly for four weeks. 
Random weekly auditing for four weeks, 
then monthly.  Results to be reported to 
QA committee.
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documentation "fell through the cracks."

During interview on 5/16/17, at 2:42 p.m. nursing 
assistant (NA)-B stated R7 had no appetite and 
thought she received a supplement at breakfast, 
but NA-B was not sure.

During observation on 5/17/17, at 7:13 a.m. R7 
was observed at breakfast. At 7:34 a.m. R7 
received a plate with a piece of toast cut in half, 
hard boiled egg, and sausage links. In front of R7 
was observed orange juice and coffee. R7 
requested water and motioned to licensed 
practical nurse (LPN)-B who brought over a 
plastic glass of water. R7 was continuously 
observed during breakfast until 8:00 a.m. when 
the assistant director of nursing (ADON) assisted 
her back to her room. No supplement was 
administered during the breakfast observation.

During interview on 5/17/17, at 8:19 a.m. dietary 
aide (DA)-A was observed with a clip board 
recording intakes of meals and fluids. DA-A 
stated dietary staff were responsible for recording 
the intakes of residents' food and fluids, including 
supplements. DA-A reported R7 did not require a 
supplement and nothing was recorded at 
breakfast. 

During interview on 5/17/17, at 8:37 a.m. NA-C 
stated she had given R7 supplements in the past, 
but had not observed R7 to receive supplements 
recently. 

During interview on 5/17/17, at 10:55 a.m. trained 
medication aide (TMA)-A stated R7 was 
administered a four ounce supplement three 
times a day with meals. TMA-A reported she had 
given R7 the supplement around 8:00 a.m. with 
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her breakfast that morning, showing on the eMAR 
R7 had drank 100% (percent) of the supplement��
however, during earlier continuous observation 
R7 did not receive a supplement. TMA-A further 
stated dietary filled regular plastic cups with 
supplements from the kitchen, then placed them 
on the juice cart to be passed out at meals. 
TMA-A reported supplements were documented 
on the eMAR by the nursing staff, but further 
reported dietary staff also recorded intakes so 
supplements were "taken care of twice."  TMA-A 
stated R7 would be getting supplements with 
lunch and supper that day, reporting she was 
instructed to give them with meals because 
"that's just what we do with supplements." 

During interview on 5/17/17, at 12:21 p.m. dietary 
manager (DM) stated nursing staff were 
responsible for administering the supplements 
because they were suppose to be given outside 
the meals, separated so residents eat the meal 
not just the supplements. The DM stated the 
facility had been giving supplements with meals, 
however, the practice had been changed about a 
year prior. The DM further stated nursing staff 
recorded the intakes of supplements on the 
eMAR, so it had to be nursing staff administering 
the supplements, not dietary. She further reported 
dietary was responsible for recording intakes of 
the food and fluids at meals, and R7's 
supplement was given by the TMA, not dietary.

During interview on 5/17/17 at 2:13 p.m. LPN-B 
stated R7's supplement order had been revised 
to show up on the eMAR so nursing could track 
her intakes. LPN-B reported prior dietary would 
come behind at meals and record the supplement 
with all R7's fluid intakes, not separately. LPN-B 
stated supplements were all pre-poured ahead of 
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time for meals and were kept on a cart, so either 
the TMA or dietary staff could administer them. 
LPN-B verified R7's supplement was ordered for 
9:00 a.m., 2:00 p.m., and 8:00 p.m., so would be 
given outside of the meals.

During observation on 5/18/17, at 8:57 a.m. R7 
had finished eating breakfast, a glass containing 
her supplement was observed on the table by her 
meal. DA-A was observed pouring the left over 
supplement into a glass with the rest of the fluids 
R7 had been served. DA-A then calculated the 
total percentage of fluids left over together. DA-A 
stated R7 had drank about 50% of the 
supplement. During observation, the ADON 
walked by, saw the empty supplement glass, and 
stated the TMA would chart R7 drank all of the 
supplement, however, was not aware all fluids 
had been poured together. The ADON further 
stated every residents care plan directed 
supplements to be given with meals.

 During interview on 5/18/17, at 9:00 a.m. the 
registered dietician (RD) stated R7 was to be 
offered the supplements as tolerated. The RD 
stated she had discussed concerns with the 
monitoring and tracking of the supplements the 
last time she had visited in May with the DM, 
however, was not aware of follow up with her 
concerns. 

During interview on 5/18/17, at 10:01 a.m. the 
DON stated the TMAs should be responsible for 
administering and tracking the supplements, 
however, further stated the process needed 
clarification. The DON reported the dietary staff 
also needed education on the process. The DON 
stated supplements were administered according 
to the individual's care plan, and there were a few 
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that wanted it with meals. The DON stated she 
encouraged staff to administer supplements in 
between meals so residents received the extra 
caloric intake. 

A facility policy entitled Nutrition 
(Impaired)/Unplanned Weight Loss- Clinical 
Protocol, revised 9/12, directed nutritional 
supplements would be used to increase intakes 
of nutrients and calories. Staff were responsible 
for "Evaluating the care plan to determine if the 
interventions are being implemented and whether 
they are effective in attaining the established 
nutritional and weight goals."

F 329

SS=D

483.45(d)(e)(1)-(2) DRUG REGIMEN IS FREE 
FROM UNNECESSARY DRUGS

483.45(d) Unnecessary Drugs-General.  
Each resident’s drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used--

(1) In excessive dose (including duplicate drug 
therapy)��or

(2) For excessive duration��or

(3) Without adequate monitoring��or

(4) Without adequate indications for its use��or

(5) In the presence of adverse consequences 
which indicate the dose should be reduced or 
discontinued��or

(6) Any combinations of the reasons stated in 
paragraphs (d)(1) through (5) of this section.

F 329 6/27/17

FORM CMS-2567(02-99) Previous Versions Obsolete 1ILJ11Event ID: Facility ID: 00655 If continuation sheet Page  14 of 27



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/12/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245231 05/18/2017

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

30 SOUTH BEHL STREET
APPLETON MUNICIPAL HOSPITAL

APPLETON, MN  56208

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 329 Continued From page 14 F 329

483.45(e) Psychotropic Drugs. 
Based on a comprehensive assessment of a 
resident, the facility must ensure that--

(1) Residents who have not used psychotropic 
drugs are not given these drugs unless the 
medication is necessary to treat a specific 
condition as diagnosed and documented in the 
clinical record��

(2) Residents who use psychotropic drugs receive 
gradual dose reductions, and behavioral 
interventions, unless clinically contraindicated, in 
an effort to discontinue these drugs�
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure target 
behaviors for antipsychotic medications were 
identified and monitored for 3 of 5 residents (R6, 
R24, R3) reviewed for unnecessary medications. 

Findings include: 

R6's quarterly MDS dated 3/14/17, indicated R6 
had diagnoses including anxiety disorder and 
depression.

R6's diagnosis report undated, indicated 
diagnoses of diabetes, anxiety disorder, 
unspecified psychosis, schizoaffective disorder, 
and obsessive compulsive personality disorder.  
An order summary report dated 5/18/17, indicated 
R6 was prescribed Rexulti (an antipsychotic used 
for the treatment of schizophrenia) 2 milligrams 
(mg) one time a day. R6's care plan dated 4/3/17, 

 1)  Identify target behaviors of R6, R24, 
R3 by 6/15/17.
2)  Assess all residents receiving 
antipsychotic medication and select target 
behaviors by 6/15/17.
3)  Policy and procedure for target 
behaviors to be reviewed and updated by 
6/15/17. Staff education to be completed 
by 6/15/17.
4)  Audit residents receiving antipsychotic 
medications for targeted behaviors 
2X/weekly for 4 weeks, then random 
monthly auditing.  Results to be reported 
to QA committee.
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indicated R6 used psychotropic medication 
related to behavior management. The care plan 
indicated staff were to monitor for side effects 
and effectiveness of the psychotropic medication 
every shift as well as monitor change in behavior 
mood  and cognition.

A review of R6's doctor's progress note dated 
2/15/17, indicated R6 had been slightly more 
aggressive and had been having a hard time 
controlling her anger.  

A review of R6's behavioral health note dated 
3/22/17, indicated R6 was having auditory and 
visual hallucinations as well as being more 
impulsive with her internet searching, talking with 
strangers, and buying things on line.  

A review of R6's record lacked documentation of 
observations or data collection related to target 
behavior monitoring to ascertain R6's response to 
the use of antipsychotic medication.

During an interview on 5/16/17, at 3:14 p.m. 
licensed practical nurse (LPN)-B stated they do 
not monitor target behaviors for the residents.  

During an interview on 5/16/17, at 3:16 p.m. the 
director of nursing (DON) stated they do not 
document target behaviors for the psychotropic 
medications. The DON stated target behaviors 
were not tracked at this time.

R24's quarterly Minimum Data Set (MDS) dated 
2/17/17, indicated R24 was severely cognitively 
impaired and had delusions (a belief or 
impression that is firmly maintained despite being 
contradicted by what is generally accepted as 
reality or rational argument). R24's diagnosis 
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report dated 5/18/17, included the following 
diagnoses: unspecified dementia without 
behavioral disturbance, delusional disorder, and 
visual hallucinations.

R24's order summary report, dated 5/18/17, 
indicated a medication order for Seroquel 
(antipsychotic medication) 12.5 mg twice daily for 
delusions. 

R24's care plan, revised on 2/21/17, directed staff 
to administer medication as ordered. To 
monitor/document/report as needed any signs 
and symptoms of depression, including: 
hopelessness, anxiety, sadness, insomnia, 
anorexia, verbalizing of negative statements, 
repetitive anxious behavior, health-related 
complaints, and tearfulness. However, the care 
plan lacked monitoring related to hallucinations or 
delusions which was the indication for use of the 
Seroquel

A review of R24's medical record between the 
dates of 11/1/16 and 5/18/17, lacked 
documentation related to target behavior 
monitoring to establish the effectiveness of the 
Seroquel. 

During an interview on 5/18/17, at 9:30 a.m. 
LPN-A stated target behaviors for antipsychotic 
medications used to be tracked, however, since 
the new computer system was started, target 
behaviors are no longer monitored. 

During an interview on 5/18/17, at 2:25 p.m. the 
DON stated right now the facility's electronic 
charting system populates a generalized list for 
behavior monitoring. The list is generalized and 
not specific to a resident or medication. The DON 
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stated it would be the expectation that target 
behaviors related to R24's Seroquel would be on 
the care plan. The DON reviewed R24's care plan 
and confirmed the care plan lacked target 
behaviors.

R3's quarterly MDS dated 3/6/17, identified R3 
was cognitively intact, was often tired or had little 
energy, had no behaviors, hallucinations, or 
delusions, and received antipsychotic and 
antidepressant medications.

R3's admission record dated 8/31/07, included 
diagnosis of bipolar disorder. 

R3's care plan dated 1/30/17, indicated R3 had a 
mood problem related to bipolar illness, history of 
delusion, and depressive disorder. The care plan 
directed staff to administer medications as 
ordered and to monitor/document for side effects 
and effectiveness. In addition, the care plan 
directed staff to monitor, record, and report to the 
medical doctor, any acute episode feelings or 
sadness, loss of pleasure and interest in 
activities, feelings of worthlessness or guilt, 
change in appetite or eating habits, change in 
sleep patterns diminished ability to concentrate, 
and change in psychomotor skills. Also included, 
staff were directed to observe for signs and 
symptoms of mania or hypomania racing 
thoughts or euphoria, increased irritability, 
frequent mood changes, pressured speech, flight 
of ideas, marked change in need for sleep, and 
agitation or hyperactivity. 

R3's order summary report dated 5/18/17, 
indicated R3 was prescribed Risperdal (an 
antipsychotic medication used to treat bipolar 
disorder) 1.5 mg two times a day, and indicated 
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staff were to monitor for side effects of the 
antipsychotic medication every shift.  

During an observation and interview on 5/17/17, 
at 2:13 p.m. R3 was in her room, sitting in a chair. 
R3 stated she ate lunch in her room because she 
"didn't want to deal with all those people." R3 
talked about money, family, and her life when she 
was young, switching from subject to subject 
without pausing. R3 had a flat affect and spoke 
with a rambling, monotone voice.

Review of R3's doctor's progress note, dated 
12/27/16, indicated R3 had "some paranoia but 
still not too bad." On 5/2/17, an Appleton Area 
Health Services physician note indicated R3 had 
bipolar disease, schizoaffective disorder and was 
on psychotropic medications, and was stable. 

Review of R3's record lacked documentation 
related to target behavior monitoring to establish 
the effectiveness of the Risperdal. 

During an interview on 5/18/17, at 9:34 a.m. 
LPN-A indicated target behavior monitoring had 
not been completed since the facility switched to 
an electronic medical record in November, 2016. 
LPN-A stated, "It somehow went away."

During an interview on 5/18/17, at 9:39 a.m. 
assistant director of nursing (ADON) stated, 
"When we switched over to the electronic system, 
things got missed." ADON indicated nurses were 
not documenting on target behaviors and stated, 
"We know we need to be working on that."

When interviewed on 5/18/17, at 12:08 p.m. 
consultant pharmacist (CP) stated when he visits 
the facility, he looks for documentation of why 
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residents are receiving the ordered medications, 
reviews mood and behaviors that are being 
documented for consideration of a gradual dose 
reduction, and possible interactions. CP stated he 
discusses the residents with nursing staff and 
inquires about behaviors, moods, and what staff 
are seeing, and clarified concerns with the 
physician if needed. CP stated the staff do a nice 
job of documenting on some residents' behaviors 
and he asks questions about those he needs 
more information about. CP indicated he would 
be providing education to staff about monitoring 
and documenting target behaviors.

The facility policy Behavioral Assessment, 
Intervention and Monitoring dated 12/16 indicated 
interventions will be individualized and part of an 
overall care environment that supports physical, 
functional and psychosocial needs, and strives to 
understand, prevent or relieve the resident's 
distress or loss of abilities. The policy further 
identified when medication are prescribed for 
behavioral symptoms, documentation will include: 
specific target behaviors and expected outcomes.

F 334

SS=D

483.80(d)(1)(2) INFLUENZA AND 
PNEUMOCOCCAL IMMUNIZATIONS

(d) Influenza and pneumococcal immunizations

(1) Influenza. The facility must develop policies 
and procedures to ensure that-

(i) Before offering the influenza immunization, 
each resident or the resident’s representative 
receives education regarding the benefits and 
potential side effects of the immunization�

(ii) Each resident is offered an influenza 

F 334 6/27/17
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immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�

(iii) The resident or the resident’s representative 
has the opportunity to refuse immunization��and

(iv) The resident’s medical record includes 
documentation that indicates, at a minimum, the 
following:

(A) That the resident or resident’s representative 
was provided education regarding the benefits 
and potential side effects of influenza 
immunization��and

(B) That the resident either received the influenza 
immunization or did not receive the influenza 
immunization due to medical contraindications or 
refusal.

(2) Pneumococcal disease. The facility must 
develop policies and procedures to ensure that-

(i) Before offering the pneumococcal 
immunization, each resident or the resident’s 
representative receives education regarding the 
benefits and potential side effects of the 
immunization��

(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized��

(iii) The resident or the resident’s representative 
has the opportunity to refuse immunization��and
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(iv) The resident’s medical record includes 
documentation that indicates, at a minimum, the 
following:

(A) That the resident or resident’s representative 
was provided education regarding the benefits 
and potential side effects of pneumococcal 
immunization��and

(B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure residents were offered and 
vaccinated with appropriate pneumococcal 
vaccines (Prevnar 13 and Pneumovax 23) for 2 of 
5 residents (R1, R12) reviewed for 
immunizations.

Findings include:
 
R1 was admitted to the facility on 2/9/87, at the 
age of 46. R1's Minnesota Immunization 
Information Connection (MIIC) report identified 
R1 had a pneumococcal vaccination PCV13 
(Prevnar 13) on 10/16/14, over two years prior, 
after the age of 65 years. R1's record lacked any 
information if the pneumococcal PPSV23 
(Pneumovax 23) had been offered while in the 
facility to complete the pneumococcal series. No 
additional information was provided. 

R12 was admitted to the facility on 2/17/17. R12's 
MIIC report identified R12 had a pneumococcal 
vaccination PPSV23 on 11/20/00, before the age 

 1)  Offer PPSV23 to both R1 and R12 by 
6/23/17.
2)  Assess all residents for compliance by 
6/23/17 and offer to all not in compliance.
3)  Develop policy and procedure to 
ensure all new residents are assessed on 
admission for compliance with 
pneumococcal vaccines by 6/15/17. Staff 
education on 6/15/17.
4)  Audit all new admits for compliance of 
new policy and procedure.  Results to be 
reported to QA committee.
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of 65 years, and had received a pneumococcal 
vaccination PCV13 on 1/19/16, over a year before 
admission to the facility. R12's record lacked any 
indication if R12 had been offered an additional 
PPSV23 vaccination upon admission to the 
facility to complete the pneumococcal series. No 
additional information was provided.

During interview on 5/17/17, at 1:53 p.m. 
assistant director of nursing (ADON) stated the 
infection control program and associated 
vaccinations were part of a performance 
improvement project, and were working on 
revising the pneumococcal policy and 
procedures. The ADON stated the policies would 
be revised in stage two of the project, and the 
facility had not been aware of the regulations 
regarding Prevnar 13 until January 2017. The 
ADON reported they were currently talking with 
families during care conferences about the 
pneumococcal vaccinations. The ADON further 
reported new admissions were referred to the 
clinic to receive pneumococcal vaccinations and it 
was his responsibility to document the type of 
vaccination residents received. The ADON 
reviewed R1 and R12's MIIC reports and was 
unable to find additional documentation. 

A facility policy entitled Administration of 
Pneumococcal Vaccine, undated, directed to 
screen all residents for contraindications to the 
vaccine, and administer PCV 7 (Prevnar 
vaccination), allowing for two months between 
doses of Prevnar 7 and other pneumococcal 
vaccinations. The policy did not address 
recommendations for PCV13 or PPSV23 
vaccinations per current Center for Disease 
Control (CDC) recommendations.
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F 356

SS=C

483.35(g)(1)-(4) POSTED NURSE STAFFING 
INFORMATION

483.35
(g) Nurse Staffing Information
(1)   Data requirements.  The facility must post 
the following information on a daily basis:

(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked 
by the following categories of licensed and 
unlicensed nursing staff directly responsible for 
resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed 
vocational nurses (as defined under State law)

(C) Certified nurse aides.

(iv) Resident census.

(2) Posting requirements.

(i) The facility must post the nurse staffing data 
specified in paragraph (g)(1) of this section on a 
daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to 
residents and visitors.

F 356 6/27/17
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(3) Public access to posted nurse staffing data.  
The facility must, upon oral or written request, 
make nurse staffing data available to the public 
for review at a cost not to exceed the community 
standard.

(4) Facility data retention requirements.  The 
facility must maintain the posted daily nurse 
staffing data for a minimum of 18 months, or as 
required by State law, whichever is greater.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure the nurse staff 
posting was accurate and contained scheduled 
registered nursing staff hours. This had the 
potential to affect all 38 residents currently 
residing in the facility and their families. 

Findings include: 

During observation on 5/15/17, at 5:35 p.m. the 
facility's nurse staff posting, which showed the 
hours of licensed and non licensed staff working, 
was observed. The posting contained shifts from 
6:00 a.m. to 2:00 p.m. (morning shift), 2:00 p.m. 
to 10:00 p.m. (evening shift), and 10:00 p.m. to 
6:00 a.m. (night shift) with associated boxes for 
each category of licensed and non-licensed staff. 
The posting lacked documentation of 8 
consecutive hours of registered nurse (RN) 
coverage, and all boxes next to "RN" were left 
blank across all three shifts.

During observation on 5/16/17, at 9:44 a.m. the 
nurse staff posting lacked documentation of RN 
coverage, with zeros next to the "RN" boxes for 
the morning and night shifts. The "RN" box was 

 1)  Staff posting updated on 6/6/17 to 
include administration nursing hours to 
ensure all RN hours are posted.
2)  Staff training on updated form will be 
completed by 6/15/17.
3)  Audit of the staff posting will be 
conducted 3x weekly for four week, then 
random weekly audits.  Results to be 
reported to QA committee.
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crossed out on the evening shift, and in its place 
two licensed practical nurses (LPN) were 
documented.

During observation on 5/17/17, at 7:20 a.m. the 
nurse staff posting again lacked documentation of 
RN coverage, with zeros next to the "RN" boxes 
for the morning and night shifts. The "RN" box 
was again crossed out on the evening shift, and 
in its place two LPNs were documented.

The licensed staffing schedule for the week of 
5/15/17 to 5/18/17, was reviewed and identified 
the facility had at least eight consecutive hours of 
RN coverage between two RN nurse managers, 
assistant director of nursing (ADON), and a night 
RN nurse for weekend coverage. 

During interview on 5/17/17, at 8:04 a.m. ADON 
stated the night nurses completed the nurse staff 
posting using the schedule book and had 
received direction that the RNs did not need to be 
reflected in the staff posting as long as they were 
on the schedule. 

During interview on 5/17/17, at 11:07 a.m. DON 
stated she was not aware of a problem with the 
posting and thought what was posted on the staff 
posting met the requirements for the need on the 
floor. 

A facility policy entitled Posting Direct Care Daily 
Staffing Numbers, revised 7/16, directed, "within 
two hours of the beginning of each shift, the 
number of Licensed Nurses (RNs, LPNs, and 
LVNs) and the number of unlicensed nursing 
personal (CNAs) directly responsible for resident 
care will be posted in a prominent location 
(accessible to residents and visitors) and in a 
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