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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  INO7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00730
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

24-5299

At the time of the standard survey completed August 2, 2013, the facility was not in substantial compliance and the most
serious deficiencies were found to be widespread deficiencies that constituted no actual harm with potential for more than
minimal harm that was not immediate jeopardy (Level F) whereby corrections are required. The facility was given an
opportunity to correct before remedies were imposed.

On September 19, 2013 the Minnesota Department of Health completed a Post Certification Revisit (PCR) and determined that
the facility had achieved and maintained compliance with federal certification deficiencies issued pursuant to the standard
survey, completed on August 2, 2013, effective September 5, 2013. Therefore, the remedies outlined in our letter dated
August 19, 2013, will not be imposed.

See attached the CMS 2567B form for the results of the September 19, 2013 revisit.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CCN # 24-5299 December 19, 2013

Mr. Andrew Huhta, Administrator
Frazee Care Center

219 West Maple Avenue, P.O. Box 96
Frazee, Minnesota 56544

Dear Mr. Huhta:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for
participation. To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the
Medicaid program, a provider must be in substantial compliance with each of the requirements established by
the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective September 5, 2013 the above facility is certified for:
74 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 74 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

Shellae Dietrich, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone #: (651) 201-4106  Fax #: (651) 215-9697

cc: Licensing and Certification File

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

September 23, 2013

Mr. Andrew Huhta, Administrator
Frazee Care Center

219 West Maple Avenue

PO Box 96

Frazee, Minnesota 56544

RE: Project Number $S5299024
Dear Mr. Huhta:

On August 19, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on August 2, 2013. This survey found
the most serious deficiencies to be widespread deficiencies that constituted no actual harm with potential for
more than minimal harm that was not immediate jeopardy (Level F) whereby corrections were required.

On September 19, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to
verify that your facility had achieved and maintained compliance with federal certification deficiencies issued
pursuant to a standard survey, completed on August 2, 2013. We presumed, based on your plan of correction,
that your facility had corrected these deficiencies as of September 5, 2013. Based on our PCR, we have
determined that your facility has corrected the deficiencies issued pursuant to our standard survey, completed
on August 2, 2013, effective September 5, 2013 and therefore remedies outlined in our letter to you dated
August 19, 2013, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit. Feel free to contact me
if you have questions.

Sincerely,

Aww—{—a K } ﬁ"“(‘”"

Anne Kleppe, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: 612-201-4124  Fax: 651-215-9697

Enclosure
cc: Licensing and Certification File

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



Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved

OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information

including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA/
Identification Number

245299

(Y2) Multiple

Construction

A. Building

B. Wing

(Y3) Date of Revisit
9/19/2013

Name of Facility

FRAZEE CARE CENTER

Street Address, City, State, Zip Code

219 WEST MAPLE AVENUE, PO BOX 96
FRAZEE, MN 56544

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 (YS) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0225 09/05/2013 ID Prefix F0226 09/05/2013 ID Prefix F0282 09/05/2013
Reg. # 483.13(c)(1)(ii)-(iii). (c)(2) - Reg. # 483.13(c) Reg. # 483.20(k)(3)(ii)
LSC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0314 09/05/2013 ID Prefix F0327 09/05/2013 ID Prefix F0329 09/05/2013
Reg. # 483.25(c) Reg. # 483.25(i) Reg. # 483.25(1)
LsSC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0428 09/05/2013 ID Prefix F0441 09/05/2013 ID Prefix
Reg. # 483.60(c) Reg. # 483.65 Reg. #
LsSC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsC LsSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
GA/AK 09/23/2013 31593 09/19/2013
State Agency
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/2/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92)

Page 1 of 1

Event ID: 1NO712
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

September 23, 2013

Mr. Andrew Huhta, Administrator
Frazee Care Center

219 West Maple Avenue

PO Box 96

Frazee, Minnesota 56544

Re: Enclosed Reinspection Results - Project Number $5299024

Dear Mr. Huhta:

On September 19, 2013 survey staff of the Minnesota Department of Health, Licensing and
Certification Program completed a reinspection of your facility, to determine correction of orders found
on the survey completed on August 2, 2013 with orders received by you on August 22, 2013 . At this

time these correction orders were found corrected and are listed on the attached Revisit Report Form.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.

Please feel free to call me with any questions.

Sincerely,

Ao K Jeyean

Anne Kleppe, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: 612-201-4124  Fax: 651-215-9697

Enclosure(s)

cc: Original - Facility
Licensing and Certification File

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



AH Form Approved

9/23/2013
State Form: Revisit Report
(Y1) Provider/ Supplier/ CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
00730 B. Wing 9/19/2013
Name of Facility Street Address, City, State, Zip Code
FRAZEE CARE CENTER 219 WEST MAPLE AVENUE, PO BOX 96
FRAZEE, MN 56544

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 (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 20565 09/05/2013 ID Prefix 20900 09/05/2013 ID Prefix 20940 09/05/2013
Reg. # MN Rule 4658.0405 Subp. Reg. # MN Rule 4658.0525 Subp. Reg. # MN Rule 4658.0525 Subp.
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 21375 09/05/2013 ID Prefix 21400 09/05/2013 ID Prefix 21415 09/05/2013
Reg. # MN Rule 4658.0800 Subp. Reg. # MN Rule 4658.0810 Subp. Reg. # MN Rule 4658.0815 Subp. .
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 21530 09/05/2013 ID Prefix 21540 09/05/2013 ID Prefix 21980 09/05/2013
Reg. # MN Rule 4658.1310 A.B.C Reg. # MN Rule 4658.1315 Subp. : Reg. # MN St. Statute 626.557 Sul
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 21995 09/05/2013 ID Prefix ID Prefix
Reg. # MN St. Statute 626.557 Sul Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
GA/AK 09/23/2013 31593 09/19/2013
State Agency
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/2/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

STATE FORM: REVISIT REPORT (5/99) Page 1 of 1 Event ID: 1NO712
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: INO7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00730
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 2 (L8)
Lh 245299 (L3) FRAZEE CARE CENTER
1. [Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 219 WEST MAPLE AVENUE, PO BOX 96 3. Termination 4 CHOW
(L2) 972153000 (L5) FRAZEE, MN (L6) 56544 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. FullS After Complai
(L9 11/01/2004 01 Hospital 05 HHA 09 ESRD 13PTIP  22CLIA ull Survey After Complaint
6. DATE OF SURVEY 08/02/2013 (L34 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
) . . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: (@10 03 SNF/NF/Distinct 07 X-Ray 11ICFIID  15ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 74 (L18) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 74 (L17) X B. Notin 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 D 1861 (e) (1) or 1861 (j) (1): (L15)
74
(L37) (L38) (L39) (1L42) (143)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:

Denise Erickson, HFE NE I 08/29/2013

(L19)

Anne Kleppe, Program Specialist 09/27/2013

(L20)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL
RIGHTS ACT:
X 1. Facility is Eligible to Participate

2. Facility is not Eligible

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
3. Both of the Above :

(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26.  TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY
11/01/1985 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (LAD) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 1sic o involuntaty fermination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA44) 00-Active
(L27) B. Rescind Suspension Date:
(LA45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
09/27/2013
(L32) (L33) DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  INO7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00730
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN #245299

At the time of the August 2, 2013 standard survey, the facility was not in substantial compliance with Federal participation requirements.
Please refer to the CMS-2567 for both health and life safety code along with the facility's plan of correction. Post Certification Revisit to

follow.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5278
August 19, 2013

Mr. Andrew Huhta, Administrator
Frazee Care Center

219 West Maple Avenue, PO Box 96
Frazee, Minnesota 56544

RE: Project Number S5299024
Dear Mr. Huhta:

On August 2, 2013, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

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

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

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

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

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



Frazee Care Center
August 19, 2013
Page 2

Potential Conseguences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Gail Anderson

Minnesota Department of Health

1505 Pebble Lake Road, Suite #300

Fergus Falls, Minnesota 56537

Telephone: (218) 332-5140

Fax: (218) 332-5196

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by September 11, 2013, the Department of Health will
impose the following remedy:

» State Monitoring. (42 CFR 488.422)
In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by September 11, 2013 the following remedy will be
imposed:

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

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

- Address how corrective action will be accomplished for those residents found to have



Frazee Care Center
August 19, 2013
Page 3

been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely. The plan of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

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

« Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the PoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your PoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that



Frazee Care Center
August 19, 2013
Page 4

substantial compliance with the regulations has been attained in accordance with your verification. A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as
of the latest correction date on the approved PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by November 2, 2013 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federal regulations at 42 CFR Section 488.417(b). This mandatory denial of
payments will be based on the failure to comply with deficiencies originally contained in the Statement
of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies
have been issued as the result of a complaint visit or other survey conducted after the original statement
of deficiencies was issued. This mandatory denial of payment is in addition to any remedies that may
still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by February 2, 2014 (six months after the
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identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

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

Sincerely,

“Mond. Mestly

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

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

Enclosure

cc: Licensing and Certification File 5299s13.rtf
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£ 000 | INITIAL COMMENTS F 000 Preparation, submission and

implementation of this Plan of
Correction do mot constitute an

The facility's plan of correction (POC) will serve © admission of or agreement with the
as your allegation of compliance upon the facts and conclusions set foxth on the
Depattment's acceptance. Your signature at the swrvey report. Our Plan of
bottom of the first page of the CMS-2587 form will Correction is prepared and executed
be used as veiification of compiance. a8 4 means to continnously Improve

the quality of care and to comply

Upon receipt of an acceptable POC an on-site with all applicable state and federal
revisit of your facllity may be conducted fo regulatory requirements.
validate that substantial compliance with the
reguiations has been aftained in accordancs with
your verification.

F 2251 483, 13(cYD(N-GD, (e)(2) - (4) F 225 P , .

58-D | INVESTIGATE/REPORT Policies and procedures were
ALLEGATIONSANDIVIDUALS : reviewed regarding residents to

resident altercations and the

The facility must not employ indlviduals who have investigation process, inqlu_ding

been found guilty of abuslng, neglecting, or

o immediate reporting to the Common
migtreating residents by a court of law; or have tot (CE

had a finding enterad into the Stafe nurse aide Entry Point (CEP )/ State Agency
registry concsrning abuse, neglect, mistreatment (54).

of residents or misappropriation of their property;
and report any knowledge it has of actions by a

court of law agalnst an employee, whlch would Staff has bee’_n educated on the
indlcate unfitness for service ag a nurse alde or policy and procedure on 8/27/13
other facllity staff to the Stae nurge alde registry and 8/28/13, Education includes
or licensing authorities. facility VA policy, investigating
The facility must ensure that all alleged viclations event,s fmd xep 91T1ng e.vents to the
nvolving mistreatment, neglect, or abuse, Administrator immediately.

including injuries of upknown source and
misappropriation of resident propary are reported
immediately to the administrator of the facllity and \ “(27
fo other officials in accordance with State law <& 1? ﬁ
through established procedures {including to the

Siate survey and ceriification agancy).

The facility must have ovidence that all allegeg @}

LABORATORY DIRECTOR'S OR PR(}V!DERJSUPPtIER REPRESENTATIVES SIGNATURE TITLE (X8} DATE

@ [, A.Q«Dm\qfa:v[‘w 83/ 25 / L3

Any deficleney statement ending with an asterisk (%) denoles a defisiency which the insiitution may be excused from correciing pravidiag It 13 determined that
other safeguards provide sufficient protection to [he patients. (Sao instructions,) Except for nureing homes, the findlngs stated ahove are disclosable 90 days
following 1ha date of survey whethsr or nol a plan of correction is provided. For nurslng hemes, the sbove findings and plans of correctioh Bre discloaable 14

days following \he date these documenis are mada avallable tothe facllity, If deficlencies are ciled, an approvad plan of corraction ia requksite o continued
program particlpatien,

~
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violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The resulls of all invastigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 6 working days of the
incident, and if the alleged violation is verified
appropriate corrective actlon must be takan.

This REQUIREMENT is not met as evidenced
by; 3 -

Basad on interview and document review, the
facility fafled to conduct thorough investigations
and immediately report to the State agancy (SA),
resldent to resldent altercations betwasn 2 of 2
residents {RS6 and RB7) involved in residentto
resident altercations. In addition, the facility failed
o immediately report fo the State agency, injurles
of unknown origin for 1 (R110) of 6 vulnerable
adult reports reviewed In the sample.

Findings includa:!

The facility had not thoroughly investigated and
immedialely reported {o the SA resident fo
residant allercations involving R66 and R67.

R&7 had diagnoses which included bipolar
disease, dementia and anxiety. The quarterly
Minimum Data Set (MDS) dated 6/18/13,
identified R57 had =evere cognitive impairment.

Review of a Resident Incident Report dated
7/2/13, identified staff had withessed R57 and

219 WEST MAPLE AVENUE, PO B
FRAZEE CARE CENTER i i
FRAZEE, MN 56544
o4y 1D SUMIBARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION s
CREF {FAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IPENTIFYING INFORMATION) CTAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) 3
F 226 | Continued From page f F 226

Any reported cases will be reviewed
daily during IDT meetings to assure
proper reporting and investigation
has taken place and proper
interventions are in place. A log of
events will be kept for tracking,

Administrator and/or designee will
complete random audits x4 weeks
of tracking logs to assute
compliance and results will be
reported at the QA meetings for
further review and
recommendations.

Date of completion: 9/5/13
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GA4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY CR LSG IDENTIFYING INFORMATION)

[Ih]
PREFIX
TAQ

PROVIDER'S PLAN OF CORREGTION [r3)
(EACH CORREGTIVE ACTION SHOULD BE COMPLENON

CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENCY)

F 226

Continued From page 2

R&8 in a hallway of the facility. When R57 got
near R&6, R57 reached out and hit REG on the
right arm and stated "you haven't been in church.”
The report indicated R58 hit R57 back after
having been efruck, staff then intervenad and
separated the two residents. The repott identified
the family and facility administrator had been
notified, however, the report lacked
documentation the incident had been thoroughly
investigated and lacked documentation the
resldent to resident altercation had been reported
to tha SA.

On 8/1/13 at 1:39 p.m., hursing assistant (NA}-K
stated she was aware R57 did not iike anather
resident in the facility (RE8.) She stated "She
hates hiin."

On 8/1/13, af 1:58 p.m., NA-M confirmed R67 did
not like the other resident (RE6.) NA-M stated she
thought RE8 reminded REY of someons from e
past. NA-M indicated she was unaware of R66
having bothered R67 in the past.

On 81113 at 2:43 p.m., registered nurse (RN)-B
stated RS7 *hates" R58. RN-B went on to state
R&7 has said RE6 is a "bum” and “the devil,"
RN-B stated R67 has previously received
psychiattic ¢care and has heen identified with &
history of zeroing in on one individual to release
her anger and frustration. She confirmed R&7
continues 1o single out R56 because she feels
R&8 I8 a worthless bum, and has painted him out
in the facifity.

During interview on 8/2/13, at 4:00 p.m. the
dirsctor of nursing (DON) stated sho was aware
R57 did not like R56, and that R57 referred to
RS&6 as "the devil." The DON confirmead the lack

F 225
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of documsnfation of a thorough investigation of
the resident to resident aliercation. She stated the
administrator had been notifled, howaver verified
the Incldent had not been reported ta the SA.

Review of a Resident Incident Report for R110,
dated 1/22/13 at 10:06 p.m., revealed a nursing
assistant had reported R110 had a bruise to the
right forearm. The report indicated R110 was
unable to say what had happened due to
cognitive deficits from Alzheimet's disease. The
bruise had been described as & purple bruise that
measured 11 centlmeters (cm) by 10.4 cm onthe
forearm. The cause of the bruise was unknown,

'| The report indicated the physician and

adminizgirator had besn notified of the bruise on
1/23/13 at 1:45 a.m, Review of the report sent to
he SA revealed the bruising injury of unknown
origin had nof been reported to he SA until
1724713 at 1:00 p.m..

R110's quarferly Minimum Data Set assessment
dated 12/30/12, identified R110 had severely
impaired cognition and was fotally dependent on
facility staff for assistance with all activities of
daily living.

On 8/2/13, at 11:29 a.m. the DON confirmed the
current facility Abuse Prevention pollcy directed
staff to notify the SA immediately of any injurios
of unknown origin and gonfirmed R110's incident
had not hesn reportad timely,

Review of facility policy titled, "Abuse
prevention/resident treatment” updated /2011,
indicated incidents of potential abuse were to be
thoroughly Investigated and reported immediataly
to the facllify administrator and State Agency in
accordance with State law.
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F 226 | 483.13(c) DEVELOP/MPLMENT
582D | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQIHREMENT is not met as evidenced
by

Based on interview and document review the
facility failed to follow their abuse prevention
policias by failing to complete thorough
investigations of resident 1o resident altercations
and immediately report to the Sate Agency (SA)
for 2 of 2 residents (R58, RE7) and falled {o tmely
report incidents to the SA for 1 of 8 vulnerable
adult reports ( R110) reviewed. -

Findings include;

Review of facility policy titled, "Abuse
preventionfrasident treatment” updated 11/2011,
indicaled incidents of potential abuse were to be
thoroughly Investigated and reported immediately
to the facility administrator and State Agency in
accordance with Stafte Jaw,

The facility had not thoroughly investigated and
immediately reponied to the SA resident to
resident altercations ihvolving RE6 and RE7.

R§7 had diggnoses which included bipolar
dizease, dementla and anxlety. The quarierly
Minimum Data Set (MDS) dated 6/18/13,
identified RE7 had severe cognitive impaimient.

Review of a Resident Incident Report dated

F 228 The Vulnerable Adult Policy was

reviewed in regatds to resident to
resident altercations and injuries of
unknown origin and our
investigation process, which

includes itmnediate reporting to the
CEP/SA.

Staff has been educated on the
Vulnerable Adult Policy and
repotting gnidelines on 8/27/13 and
8/28/13. Education includes facility
VA policy, investipating events and
reporting events to the
Administrator immediately,

Any reported cases will be reviewed
_daily during IDT meetings to assure
proper reporting and investigation
has taken place and proper
interventions are in place. A log of
events will be kept for tracking.

Administrator and/or designee will
complete random audits x4 weeks
of tracking logs to assure
compliance and results will be
reported at the QA meetings for
further review and
recommendations.

Date of completion: 9/5/13
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7/2/13, identified staff had withessed RE7 and
R8&6 in a hallway of the faailily. When R57 got
near R58, R67 reached out and hit R56 on the
right arm and stated "you haven't been in church.”
The report Indicated RS6 hit R57 back after
having been struck, staff then intervened and
separated the fwo residents, The report identified
the family and facility administrater had been
notified, however, the report lacked
documentation the incident had heen thoroughly
investigated and lacked decumentation the

-yesident to resident altercation had been reported

to the SA. .

On 8/4/13 at 1:29 p.m., nursing assistant (NAJ-K
stated she was sware RS7 did not like anothsr
resldent In the facility (R56.) She stated "She
hates him." -

On 8/1/13, at 1:68 p.m., NA-M confirmed R87 did
not like the other resident (R56.) NA-M sfated she
thought R56 reminded R57 of someone from the
past. NA-M indicated she was unaware of R56
having bothered R57 in tha past,

On 8/1/13 at 2:48 p.m., registered nurse (RN)-B
stated REY "hates" RE8. RN-B went on to state
R&7 has said R66 is a "bum” and "the devil.”
RN-B stated R37 has previously recelved
psychilatde caré and has been identified with a
history of zeroing In on cne individual to release
her anger and frustration. She confirmed R57
continues to singla out RES hecauss she feels
R66 is a woithless bum, and has pointed him out
in ths facility.

During interview on 8/2/13, at 4:00 p.m. the
director of nursing (DON) stated she was aware
RE7 did not ke R58, and that R57 referred fo
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R&6 as "the devil." The DON confirmed the lack
of documentation of a thorough investigation of
the resident fo resident altarcation. She stated the
administrator had been notified, however verified
the incident had not been reported to the SA.

In sddition, the facility failed to Immediately report
to the state agency, an injury of unknown aorigin
for 1 (R110) of 6 vulnerable adult reports
reviewed in the sample.

Review of a Resident Incldent Report for R110,
dated 1/22/13 at 10:05 p.m., revealsd a nursing
assistant had reported R110 had a bruise to the
right forearm, The report indicated R110 was
unable to say what had happened due to
cognitive deficits frotn Alzheimer's diseass. The
bruise had been described as a puiple bruise that
raeasured 11 centimeters (cm) by 10.4 cm on the
forearm. The cause of the bruise was unknown.
The report indicated the physician and
administrator had been notified of the bruise on
1123/13 at 1:45 a.m. Review of the report sent to
the SA revealed the bruising injury of unknown
otigin had hot been reported to the SA until
172413 at 1:00 p.m..

R110's quarterly Minimum Data Set assessment
dated 12/30/12, identified R110 had saversly
impaired cognition and was totally dependent on
facility staff for assistance with all activities of
daily living.

On 8/2M13, at 11:29 a.m. the DON confirmed the
current facility Abuse Prevention policy directed
staff to notify the SA immediately of any injurles
of unknown origin and confirmed R110's incidant
had net been reported timealy.

On 8/2/13, at 12:02 pan.. the facllity administrator
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The services provided or arranged by the facility
must be provided by qualified parsens in
accordance with each residents written plan of
care.

This REQUIREMENT s not met as evidenced
by:

Based on observatlan, interview and decument
review, the faciliiy failed to provide services in
accardance with residents’ written plans of care
for 2 of 2 residents (RB7 and R3) In the sample
with current pressura ulcers, and for 1 of 1
tesident (R81) at risk for dehydration who
required fiuid monitoring.

Flnc_lings include:

R67 did not receive timely repositioning as
directed by the care plan.

RB7's care plan revised 5/8/13, identified RG7 had
a cuirent stage three préssure Uleer and directed
staff to tumn and reposition every two hours when

laylng in bed and every one and a half hours
when sitting.

During observation on 8/2/13 at 8:45 a.m., R67
was seated in a wheelchair at a table in the dinlng
roeim for the breakfast meal, Following the
hreakfast meal, R67 was assisted back o her
room wWhere she remained seated in the whes|

- 219 WEST MAPLE AVENUE, PO BOX 26
FRAZEE, MN 58544
o4 IR SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 226 | Continued From page 7 F 226
confirmed the facility's policy was to report any
incident of possible abuss immediately to the
administrator, then to the SA.
F 282 | 483.20{k)(3)(ii) SERVICES BY QUALIFIED F282| POC for residents R67, R3 and R81
85=p | PERSONS/PER CARE PLAN

have been reviewed and revised as
indicated,

POC for residents at risk for skin
impairment will be revised as
indicated. All residents with fluid
restrictions will have care plans
directing their care and CN.A POC
shall alsd have this information,

Staff has been trained on the use of
the POC for nurses and NAR’s
Random Andits of turning
schedules will be visualized by
DON and/or Designes along with
random. audits to assure flnid
restrictions are in place.

Results will be xeported at the QA

meetings for further review and
recommendations

Date of compliance 9/5/13
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chalr untll 10:16 a.m. At 1016 a.m.nursing
assistant (NA)-! and NA-J entered the room with
a hoyer lift (a full body mechanlcal lift) and
assisted RB7 to fransfer from the wheel chairto
the bed.

During Interview on 8/2/13, at 10:26 a.m,, NA-K
stated brief morning (a.m.} cares had bean
provided for REB7 because it was har bath day, so
R67 had not besn assisted o lay down. NA-K
stated R87 had been in the wheel chair from 8:00
or 818 am. until 10:15 when transferred fo bed.
{2 hours and 1 minute.)

During interview on 8/2/13, at 11:56 a.m.,
registered nurse (RN)-B verified R67's current
care plan identified a repositioning schadule of 2
hours when in bed and 1.5 hours when sitfing.
RN-B stated staif are expested to follow the plan
of care.

R3 was not repositioned timely as directed by the
care plan.

R3's diagneses included , chronic respiratory
failure with ventifator ranagemend, cerebral
palsy, and degenerative [oint disease. The
quarterly Minimuim Data Set (MD8) dated
5/26/3, identified R3 had moderate cognitive
impairment, was at risk for development of
pressure ulcers and required total assistance of
two siaff for all activities of daily living, The
document fitled "Braden Scale For Predicting
Prossure Sore Risk” dated 6/30/13, identified R3
had a high risk, with a score of 14,

The care plan revised 2/13/13, identified R3 had
a past histary of a pressure ulcer and directed
staff to reposition R3 every 2 hours and as
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needed when in bed.

On BA/13, at 7:25 a.m., R3 was cbserved laying
on his back Inbed. The head of the bed was
elevated 30+ degrese, and the resident's eyea
were closed. The resident was observed
throughout the morning and remained in bad until
9:5% a.m., when NA-L and NA-M assisted R3 o
reposition (2 hours and 28 minutes).

During interview on 81713 at 12:03 p.m., NA-M
verified she had not assisted R3 with any cares
prior to the a.m. cares provided and observed at
9:53 a.m.. : :

Durng interview on 8/1/13, at 2:15 p.m., LPN-G
stated she had provided tracheostomy cares for
R3 around 7 a.m., but verified she had net
repositioned R3 at that fime because the hight
shift had repositioned him at 6:30-8:46 a.m.

During interview on 8/2/13, at 3:12 p.m. RN-B
verified R3's current plan of care Indicated
repositioning should he ¢onducted evary 2 hours
in bed. RN-B stated staff “would be expected to
follow the care plan and reposition [R3] every 2
hours.

During Interview on 8/2/13, at 3:15 p.m. the
director of nurging verified the current
repositioning schedules and stated she also
“would expect staff to follow the care plan.”
R81, who had been identified as af risk for
dehydration, did not receive fluid monitering as
directed in the care plah,

R81's care plan dated 7/2/13, directed staff to
provide assistance with meals, monifor intakes of
foods and fluids at meals and to monitor infake

F 282

FORN CI4S-2867(02-89) Previcuz Versionz Obsalete

Evont1D;1NO711

Faclity 10: 00730

If continustion shest Page 10 0of 25




AUG/29/2013/THU 11:06

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

FAX No. 218-334-4500

P. 012

PRINTED: 08/19/2013
FORM APPROVED
OMB NO. 0938-0391 .

and oufput,

Review of the Open Breakfast Infake Sheal.July
2013, revealed the facility had monitored fluid
intake with the brealkfast meal, howavar, the form
lacked documentation of fluld monitoring done
between meals.

Review of the Food and Fluid Intake Sheet, July
2013, revealed the facility had monitored fluld
intaka with the lunch and supper meals, howaver,
had not documented fluld intaks between meals.

Duwing ohservation on 8/4/13 af 2156 p.m., R81
was lving on the hed with her syss closed, R81's
lips were very dry with dried debris on the front
surface of her feeth. No water. or liguids were
observed avallable for R81 In her room. At 3:40
p.m., R81 continued to rest in bed, with dry lips
and thick sticky mucous observed on both
comners of her mouth, An unopened straw was
noted in a glass of water on the bedside table In
the room. Althotgh R81 stated she did not feet
thirsfy, she staled, "1 should probably drink more."

buring interview on 8/1/13 at 8:16 a.m., nursing
assistant (NA)-C sald she was not aware of R81's
fluid intake and had not monitared her flulde. She
indicated the group workshests the NAs usod
also did not direct to monitor R81's fluids,

During Interview oh 8/2/13, at 11:62 a.m. the food
service director (FSD) confirmed R81 was atrisk
for dehydration and Intarventions shotld have

" | beer put in place in an aftempt to prevent

dehydration, She indicated fhe facility monitored
Re&1's fluids with meals, howsver, had nof bean

monitoring fluid intake betwesn meals, The FSD
confirmed fluid monitoring had not been done for
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R81 and stated “"Unfortunately | missed it."

The Comprahensive Care Plan policy dated
AM/08, indicated after a comprehensive
assessment was completad, a care plan was
developed fo mest the individual neads for each
resident.

The facility policy dated Aptil 1, 2008, titled,
Pressure Ulcers/SKin Infegrity/Mound
Management Identified appropriate turning and
repositioning schedutes would be put in place per
assessment. :

F 314 | 483.26(c) TREATMENT/SVCS TO

ss=p | PREVENT/HEAL PRESSURE S8ORES

Based on the comprehensive assessmant of 4
rasident, the facility must ensure that & residsnt
who enters the facility without pressure sores
does not develop pressure soras unless the
individual's ¢linical condition demonstrates that
they were unavoldahle; and a resident having
pressurs sores recelves necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT ig not met as evidenced
by:

Based on observation, inferview and document
review the fadility fatled to provide timely
repositfoning for 2 of 3 residents (R67, R3}
identified with a current pressure ulcer and history
of pressure ulcers,

Findings include:

R67 had a current stage 3 pressuré ulcer and did

F a14| POC for R76 and R3 have been
reviewed and revised as indicated

POC for other residents at risk for
skin impairment will be revised as
indicated per assessments.

Policy and procedures for Care
Planning have been reviewed.

Staff has been trained on the use of
the POC for nurses and C.NLA care
plans related individual turning
schedules.

Random andits will be performed
by DON and/oxr Designee weekly x
4 weeks to ensure compliance by
staff,
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not receive fimely repositioning as directad by the
cate plan.

R67's diagnoses included diabstes, dementia,
and an opan wound on the buttock. The duarterly
Minimum Pata Set (MDS) dated 7/11/13;
identified RE7 had severe cognitive linpalrment,
and required exiensive assiatance from staff with
all activities of dally iving. The MBS Identified
R67 had a staga 3 pressure ufcer (full thickness
tissue loss, and may include underming and
funneling) which measured 1.2 centimeters (cm)
in length, 1.8 cm wide and 6.0 cm desp. R67's
Comprohensive Analysis of Skin, dated 4/10/13,
identified R87 was at high risk for pressure
ulcers, and required reposition every 2 hours
when Iying. The Braden Scale For Predicting
Pressure Sare Risk form dated 7/1/13, ldontified
RE7 as high risk for developinent of further
pressure licers.

R&7's care plan revised 6/68/13, idenlified R67 had
a cuirent stage three pressure Ulcar and directed
staff to tum and reposition every two hours when
laylng in bed and every ohe and a half hours
when sitting.

During cbsarvation on 8/2/13.at 845 aun, RE7
was seated In a wheelchair at a table in the dining
reom for the hreakfast meal. Following the
breakfast meal R67 was assisted back to her
room where she remalhed seated in the wheel
chair until 10:15 a.m. At 10:16 am.nursing
assistant (MA)- and NA-J entered the room with
a hoyer tift {a full body mechanical lifi) and
assisted RB7 {o transfer from the wheel chair to
iha bed.

Puring interview on 8/2/13, at 10:28 a.m., NA-K

F314| Results will be reported at the QA

1D SUMMARY STATEMENT OF DEFICIENCIES Th PROVIDER'S PLAN OF CORRECTION (e
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meetings for further review and
recommendations

Date of compliance 9/5/13
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stated brief a.m. cates were provided for R67 as
[t was her bath day and not assisted her to lay
down. NA-K stated R67 had hesn in whesl chalr
since 8:0Q or 8:16 a,m. untif 10;15 when
transferrad to bad. ( a total of 2 hours and 1
minute,)

During interview on 8/2/13, at 11:68 a.m.,
registered nurse {(RN)-B verified the cuirrent care
plan with a reposifioning schedule of 2 hours
when in bed and 1.5 hours when sitting. RN-B
stated sfaff is expected to follow the plan of cate,

R3 was identified at risk for development of
pressure ulcars, had not repositioned limely as
directed by the care plan.

R3's diagnoses included | chronic respiratory
fallure with ventilator management, cersbral
palsy, and deganerativa joint disease. The
quarterly MDS dated 6/26/13, identified R3 had
medarato cognitive impairment, was at rigk for
development of pressure ulcers and required total
assistance of two staff for alf activifies of daily
living. The document fitled Braden Scale For
Predicting Pressure Sore Risk dated 5/30/13,
identified R3 had a high risk of developing furthsr
pressure ulcoers,

The care plan revised 2/13{13, identified R3 had
a past histoty of a pressure ulcer and directed
staff to reposition R3 every 2 hours and as
heeded when in bed.

On BM/M3, at 7:25 am., R3 was observed laylng
in bad on his back with the head of the hed
elavated 30+ degrees, eyss ¢losad, resting in
bad. R3 remained in the same position, in bed
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until 9:563 a.m., when NA-L and NA-M assisted R3
to reposition. R3 remalned Ih the same poaition in
bed, throughout the entlre cbservation.

Durng interview an 8/1/13 at 12:03 p.m., NA-M
verifiad she had not asslsted R3 with any cares
prior to the am cares cbsarved,

puring interview on 8/1/13, at 215 pm., LPN-C
stated she had provided iracheostomy cares
around 7 a.m., but had hot repositionaed R3 at that
time because the night shift had repesltioned him
‘at 6:30-6:45 a.m. ‘

Buring intervisw on 8/2/13, at 3:12 p.n1. RN-B
verified the current plan of care with repositioning
every 2 hours in bed, RN-B stated staff "would be
expectad to follow the care plan and reposition
[R3] every 2 hours.

During interview on 8/2/13, at 3:12 p.m. the
diractor of nursing verified the current
rapositiching schadules and stated she * would
expact staff to follow the care plan.”

A facility policy dated Aprl 1, 2008, entitled,
Pressure Llcars/Skin Integrity/Motnd
Managament, identified a facility systom would ba
in place for pravention, identification, treatment,
and documentation of pressure and nen-pressure
wounds. The policy also indicated a "head fo toe"
skin assessment would be conducted by a
licensed nurse within 24 hours of admission.
Further, appropriate turning and repositioning
schedules would be put in place per assessment
and an initialimmediate care plan would be
initiated, Lastly, the policy |dentified if a reslden

=31

4

FORMV CMB-2567(02-99) Pravious Versions Obsolets

Event 1: 1NO711

Feciity 1D: 00730

If ¢onfinuation sheet Page 15 of 25



AUG/29/2013/THU 1107

t

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FAX No. 218-334-4500

P, 017

PRINTED: 08/19/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0301
STATEMENT OF DEFICIENCIES {Xi) PROVIDER/SUPPLIER/CLIA 042) MULTIPLE CONSTRUCTION {3%) DATE SURVEY
AND PLAN OF CORREGTION 1DENTIEICATION NUMEER! A BULDING COMPLETED
246209 B, WING 08/02/2013
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, 217 CODE
) 219 WEST MAPLE AVENUE, PO BOX 86
FRAZEE CARE CENTER _
FRAZEE, MN 56544
(08} 1D SUMMARY STATEMENT OF DEFICIENCGIES B PROVIDER'S PLAN OF CORRECTION oy
PREFIX (EACH BEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE ARPROPRIATE DATE
. . DEFICIENCY)
F 314 | Continued From page 16 F 314

refused or restated staff interventions, the plan of
cara would reflect effort to seek alternatives as
well as education to the resident and/or family
regarding the risks; the education would be
documented.

F 327 | 488.25(j) SUFFICIENT FLUID TO MAINTAIN
§8=0 | HYDRATION

The facility must provide each resident with

sufficlent fluld intake to maintain proper hydratron
and haalth.

This REQUIREMENT s not met &s evidenced
hy:

Based on cbservation, interview and document
review, the facility failed to provide fluid

monitoring for 1 of 1 residents (R81) reviewed for
hydration.

Findings Ihclude:

R81 had diagnoses whlch included end stage
renal disease, hyponatremia (low sodium leve! in
bload), and hyperkalsmia (high potassium lave! in
blood). The admission Minimum Data Set {MDS)
datad 6/27/13, identified R81 had modearate
cognitive Impairment and required assistance
with ali activities of ¢laily living. .

The Nutritlon Assessment dated 6/20/13,
ldentified R81 to have the following dehydration
risk factors: activities of dally fiving dacline, renal
disease, Infection, diarrhea and use of a diurefic,
The assossmant also identified R81 to be at-high
nutritional sisk related (o peritoneal dialysis.

Review of the clinloal record revealed & physician

F 327| POC for R81 has been reviewed and

revised as indicated

POC for other residents with ordets
for fluid monitoring have been
reviewed.

Policy and Procedures for hydration
have been reviewed and revised as
indicated

Staff has been educated on propexly
documenting intake on residents
with fluid monitoring.

Dietary Manager and/or designee
will complete random audits will
weekly x 4 weeks on residents who
are at risk as they are admitted or as
their orders change

Results will be reported at the QA
meetings for further review and

recommendations

Date of compliance: 9/5/13
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order dated 6/24/13, which tdantified to Increasze
the daily dose of Furosemide (waler pill) to 160
mifligrams (mg) and to received a regular diet
with less than 1500 mg (milligrams) sodium and
2-3 liters of fluid daily.

The care plan dated 7/2/13, directed staff to
provide assistance with meals, monitor Intakes of
foods and fluids at meals and monitor Intake and
output.

Review of the Opsn Breakfast {ntake Shest:July
2013, revaalad the facifity had monitored fuid
infake with the breakfast meal, however, the form
lacked documentation of fluid moniforing done
befween meals,

Review of the Food and Fluld Intake Shest, July
2013, revealed the facility had monitored fiuid
intake with the lunch and supper maals, however,
had not documented fluid intake between meals.

During observalion on 8/1/13 a1 2:156 p.m., R81
was lying on the bed with her eyes closed. R81's
lips were very dry with dried debris on the front
suriace of her feeth, No water of liquids were
observed available for R81in her room, At 3:40
p.m. R81 continued to rest in bed, with dry lips
and thick sticky mucous obsarved on both
corners of her mouth. An unopened sfraw was
noted in a glass of water on hedside table In the
room. R81 indicated she did not feel thirsty and
stated, “] should probably drink more."

During Interview on 8/1/13 at 8:16 a.m., nursing
assistant (NA)-C stated sho was not aware of
R&1's fluid intake and had not monitored her
fluids. She indicated the group worksheets the
NAs Used also did not indicate staff were

F 327
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supposed to monitor R81's fluids.

During interview on 8/1/13 at 1:45 p.m., licensed
practical nurse (LPN)-A reported that R81 was

not on a special diet, and LPN-A was unsure what
R81 needed for flulds each day. LPN-A
confirmed that staff ware not manitoring R81's
intake of fiutds betwesn msals and confirmed that
staff were not monitoring R81's total fluid intake
for aach day,

During interview on 8/2/13, at 11:52 a.m. the food
service director (FSD) confirmed R81 was at risk
for dehydration and that inferventions should
have been put in place in an attempt to prevent
dehydration. She indicated that although the
facility monitored R81's fluids with msals, they
had not bean monitoring R81's fiuid intake
befween meals. The FSD confirmed fluid
monitoring had hot been done for R81 and stated,
"Unfortunately | missed it."

During interview on 8/2/13 at 4:40 p.n., the DON
indicated that she would expect staffto be
documenting fluld intake and outbut for R81.

The Comprehensive Gare Plan policy dated
4/1/08, indlcated after a comprehensive
asgessment wWas completed a care plan was
developed to meet the individusl needs for each
resident.

The hydration policy dated 4/1/08, indicated that
the facility has systems for providing sufficient
fluids lo maintain proper hydration and health for

all residents.
F 328 | 483.26()) PRUG REGIMEN [S FREE FROM F 329
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§5=0D | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
uinthecessary drugs, An unnecessary drug is any
drug when used in excestive dosa {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequats
indications for Its use; or in the presence of
adverse consequences which indicate the dose
should he reduced or discontinued; or any
combinations of the reasons ahove.

Based on a comprehensive assessmentofa
resident, the facility must snsure that residents
wha have not used antipsychotic drugs are not
given these drugs unless antipsychofic drug
therapy is necessary to freat a specific condition
as diagnosed and documented in the clinleal
record; and residents who use antipaychotic
drugs receive gradual dose reductlons, and
behavioral interventions, unless clinically

-| contraindicated, in an offort to discontinue these

drugs,

This REQUIREMENT is not met as evidencsd
by: :

Based on interview and document review, the
facility failed to identify clinical indications for the
continued use of an anti-anxiety medication for 1
of 10 residents (R20) reviewed in the sample for
unnecessary madications.

The findings include:

RA0's record was reviewad, The residsnt had

revised

POC for other residents at xisk for
deficient practice have been
reviewed and revised and a
behavior monitoring sheet hag been
added to R90. All residents on anti-
anxiety medications have been
reviewed to see that monitoring
gheets are in place,

Education will be provided to
nursing staff to assure they ave
aware that anti-anxiety medjcation
needs target behavior monitoring.

Social Worker and/or designee will
complete random audits and will be
done on residents that are on anti-
anxiety medication and have a
targeted behavior flow sheet,

Results will be reported at the QA
meetings for further review and
recommendations

Date of compliance: 9/5/13
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diagnoses that included: depression, anxiety, and
probable dementia. The quarterly Minimum Data
Set (MDS) dated 7/19/13, identified RS0 had
severe cognitive impalrment and required
assistance with all activitles of daily living. The
MDS identified R90 had fittle interest in doing
things, felt down, experlonceid trouble sleeping
and had litthe snergy, Further the MDS Identified
RS20 did not hava trouble with concentrating,or
fidgefing or moved around a lot mere than usual.

The care plan revised 1/10/13, ldentified R8O had
a history of anxlety and directed staff fo monltor
for behavior and slgns of anxlety. R80's current
physician orders fdentified on 6/4/13 an order for
Lorazepam 0.6 milligrams{mg) orally every 8
hours as neaded for anxiety. There was no
dosumentation in the medical record to indicate
what symptoms R0 exhibited when experisncing
anxiety.

Review of the PRN Med/Refused Explanation
forme from 1/1/3 to 7/28/13 reveslad R0 had
raceived Lorezepam 0.5 mg on 7/4/13, 7/2/13
and 7/13/13, with the reason identified for each
dose as anxety or anxious. On 4/28/13 the form
indicated a dose was given for anxiety, "l need to
relax," on 4/4/13 the medication was given for
anxiety, and on 3/11/13 the medication was given
for complains of “choking feeling.” The forms
lacked documentation of a description of specific
symptoms exhibited for the use of the medication
for R80,

During interview on 8/2/13, at 2:17 p.m.
reglsterad nurse (RN)-B confirmed the above
findings and stated she was "unsware that there
were no behavior menitoring sheats for [R90] buf,
[R90] should have one."

F 320
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During interview on 82113, at 3:21 p.n. the
director of nursing {DON) confirmed monitoring
should be done with the use of Lorazepam. The
DON stated "Normally they would have a
behavior sheet.”

A requested policy regarding anxlely medication -
use was not provided.

F 428 | 483.60(c) DRUG REGIMEN REVIEW, REFORT
s5=p | IRREGULAR, ACT ON

The drug reglmen of each resident must be
reviewed at [past once a month by a licensed
pharmacist,

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and theso reports must be acted upon.

This REQUIREMENT is notmet as evidenced
by:

Based on interview and document review, the
facllity failed to ensure the consulting pharmacist
reported medication iregularities regarding the
uss of as needed (PRN) Lorazepam (anti-anxisty
medication) for 1 of 10 residents (R80) reviswed
for unnecessary medications. ’

Findings includa:

R0 received an anti- anxiety madication without
clinica! indications o support the continued use of

F 329

F 428

POC for R90 has been reviewed and
revised.

POC for other residents at rigk have
been reviewed and revised and
behavior monitoring sheet has been
added to R90 and all residents on
anti-anxiety medications have been
reviewed to see that monitoring
sheets are in place.

Policy and Procedures for
Unnecessary Drugs have been
reviewed.

Nursing staff and Consultant
Pharmacist has been trained on the
requirement of medication
monitoring for anti-anxiety
medication,
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the medications and the phannscist did not
idantify the concern.

The care plan ravised 171013, identified R80 had
a history of anxiety and directed staff to monitor
for bohavior and signs of anxiety, R80's current
physician orders igientlﬂed on 6/4/13, an order for
Lorazepam 0.6 milligrams {mg) orally avery 8
hours as hesdad for anxlety. There was no
documentation in the medical record to indlcate
what exhibited eymptoms reflected anxiety for

- REQ,

Review of the PRN Med/Refused Explanation
forms from 1/1/3 to 7/28/13 revealed RE0 had
received Lorarepam 0.5 mg on 7/1113, 7/2113
and 7H3/13, with the reason identified for each
dose as anxiety or amdious. On 4/28/13, the form
indicated a dosse was given for anxlaly, "I need to
ralax,” on 474113 the medication was given for
anxiety, and on 3/11/13 the medication was given
for complains of “choking fesling.” The forms
lacked documentation of a description of specific
symptoms exhibited for the use of the medication
for RS0.

Review of the monthly Pharmacist's Drug
Regimen Reviews for RS0 from 1/16/13 to
7130113 revealed on 1/16/13 the phamacist had
identified RO0 received a PRN dose of
Lorazepam 0.5 mg for anxiety. However, the
reviews lacked documentation of the lack of
identification of the specific symptoms exhibited
for the use of the medication for RS0.

Puring Interview on 8/2/13, at 2:17 p.m.
registered nurse (RN}-B confirmed the above
findings and stated she was "unaware (hat there
were ho behavior monitoring sheets for [RO0] but,

F428; Social Worker and/or designee witl

complete random audits and will be
done on residents that are on anti-
anxjefy medication and have a
targeted behavior flow sheet.

Results will be reported at the QA
meetings for finther review and
recommendations

Date of compliance: 9/5/13
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[R80] should have one.”

During interview on 8/2/13, at 3:21 p.m. the
dirsctor of nursing (DON) confinmed monitoring
should ba dane with the use of Lorazepam. The
DON stated "Normally they would have a
behavior shest.™

Cn 8/2/13 at 345 p.im., attempts to reach the
constlling pharmaclst via telephons were
unsuceaasiul.

A requested pollcy regarding anxisfly medication
use was not provided, .
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

\ Policies and Procedures were
8= | SPREAD, LINENS

reviewed regarding infection
The facllity must establish and malntain an 00}1{1'01 to include surveillance and

Infaction Control Program designed to provide a investigation of infections.
safe, sanitary and comfortable environment and
to help prevent the development and transmission

of disenss and infoction Infection Control nurse, Nurses and
' NAR’s have been educated on
(a) Infection Control Program 8/27/2013 and 8/28/2013 on the

The facllity must establish an Infaction Conftrol

Policy and Procedure and
Program under which it -

(1) Investigates, controls, and prevents infeclions gmvel_llance and mvestigation of
in the fadllity: infections. Forms from the APIC
(2 Decides what procedures, such as isolation, Manual have been adopted to be

should be applied to an individual resident; and used in the sorveillance and
{3) Malntains a record of Incidents and corractive

aclions relaled to Infections. mveStlgauon of infections

(b} Preventing Spread of Infsction

(1) When ths Infection Control Program
detenmnines fhat a resident needs isolatlon to
prevent the spread of infection, the facility must
isolate the resldent.
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(2) The facility must prohibit employees with a
communicable dissase or infacted skin lesions
from dirsct contact with residents ot their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash thelr
hands after each direct resident confact for which
hand washing is Indicated by accepted
professional praclica.

{c) Linens
Personnel must handla, store, process and

{ransport linens so as to prevent the spread of
infaction.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document raview, the
facility failad to establish an infection control
program thaf included surveillance and !
investigation of infections that ceeurred in the
facility. This had the potential to affect all 67
residents currently residing the facility.

Findings include:;

Puring review of the facility's infection control
Weekly Infection Control Log (s) from January
2013 through July 2013 the following infections
were ehtered: 1 fever, 1 circulatory, 1 unknown,
1 clostridium difficile {C-Biff), 6 upper respiratory,
8 sldn infections and 10 urinary tract infactions
{UTI's). Of this data the following was not
Included for infaction control suiveillance on the
Weasalkly Infection Controf Log () location of
resident within the facllity, symptomas, diagnosis,
any cultures performed, antiblotic used, and when
the infections resolved. The logs were being

F 441| Infection Control Nurse will

G} D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5
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F 441 Continued From page 23

complete weekly andits x4, monthly
audits x4, and quatterly audits x2 to
ensure line listing is in place.
Results of andits will be reported to
the QA commiites for review and
reconumendations,

Date of completion: 9/5/13
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completed by the infection control coardinator
(ICC), however, the ICC was nof anelyzing the
data to track trends and pafterns of the infections
within the facility.

During interview on 8/2/13 at 2:40 p.m. the ICC
reviewed ths infection controf survelllance and
Waekly Infection Control Logs, and confirmed
that she did not have decumentation fo support
analysts of the infection control data. The ICC
reported that she brings the incomplete Weekly
Infection Control Logs to quaity assurance (QJ)
monthly. The ICC confirmed the facility did not
follow any guidelines befors starting an antiblotic,

During Interview on 8/2/13 at 3:32 p.m. the
director of nursing {DON) raported that the
Weekly Infection Control Logs were only a guide
for ICC fo use, was unable {o produce any other
documentation to support infection control
survsillance within the facility,

Review of the facility's policy titled Infection
Control (General) dated 4/1/2008, Indicated the
Infection contro! program investigates, controls
and prevents infections in the facllity.

F 441
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K000 INITIAL COMMENTS K 000

Surveyor: 03006
FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey Frazee Care Center 01 Main
Building was found in substantial compliance with
the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

Frazee Care Center was constructed at three
different times. The original building was
constructed in 1971, is 1-story without a
basement and was determined to be of a Type
11(111) construction. In 1979 the north 200 wing
addition was built. It is 1-story without a
basement, was determined to be of a Type Il
(000) construction, and is separated with 2- hour
fire barriers from the main building. Additions to
the 1979 building in 1993 include an activities
addition to the west and the business/ main
entrance addition to the east. These areas were
determined to be Type V (111) construction and
the business / main entrance addition is
separated from the apartment building with a 2-
hour fire barrier, so the Apartment Building was
not surveyed at this time.

The facility is divided into 5 smoke zones with
smoke barrier walls of 30 minutes and 90 minute
rated fire barriers.

The facility is completely sprinkler protected in
accordance with NFPA 13 Standard for the
Installation of Sprinkler Systems (1999 edition).

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

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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The facility has a fire alarm system with smoke

| detection throughout the corridor system and in

| the common spaces installed in accordance with
NFPA 72 "The National Fire Alarm Code" (1999
edition). The fire alarm system is monitored for
automatic fire department notification. Hazardous
areas have automatic fire smoke detection that
are on the fire alarm system in accordance with
the Minnesota State Fire Code (2007 edition). In
the 1971 building is now fully sprinkler protected.

| The facility has a capacity of 74 beds and had a
census of 67 at the time of the survey.

The facility was surveyed as one building.

The requirement at 42 CFR, Subpart 483.70(a) is
| MET.
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