
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: 00640

ID:   1VE6

SAUK CENTRE, 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)

857698100

7

12/01/2012

12/31

07/15/2016

CENTRACARE HEALTH SYSTEM-SAUK CENTRE NURSING HOME245341

02

425 N ELM STREET

56378

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  60 (L18)

13.Total Certified Beds  60 (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)

 60

(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

08/01/1986

00

00320

07/06/2016

07/15/2016 08/ /2016

21.

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

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

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245341

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

CENTRACARE HEALTH SYSTEM-SAUK CENTRE NURSING HOME 425 N ELM STREET

SAUK CENTRE, MN 56378

7/15/2016
Y2 Y3

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

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

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

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

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0441 Correction

Reg. #
483.65

Completed 

LSC 07/01/2016

ID Prefix  F0520 Correction

Reg. #
483.75(o)(1)

Completed 

LSC 07/01/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO6/2/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 1VE612EVENT ID:

BF/KJ 08/ /2016 10562 07/15/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245341

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - NURSING HOME - 01

CENTRACARE HEALTH SYSTEM-SAUK CENTRE NURSING HOME 425 N ELM STREET

SAUK CENTRE, MN 56378

7/14/2016
Y2 Y3

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

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

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

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

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 07/01/2016K0018

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 07/10/2016K0027

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO6/1/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 1VE622EVENT ID:

BF/KJ 08/ /2016 10562 07/14/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00640

ID:   1VE6

SAUK CENTRE, 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)

857698100

2

12/01/2012

12/31

06/02/2016

CENTRACARE HEALTH SYSTEM-SAUK CENTRE NURSING HOME245341

02

425 N ELM STREET

56378

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  60 (L18)

13.Total Certified Beds  60 (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)

 60

(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

08/01/1986

00

00320

06/23/2016 06/30/2016

21.

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

Austin Fry, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

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

 

F 441

SS=D

483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility��
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident��and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 

F 441 7/1/16

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

06/22/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 1VE611Event ID: Facility ID: 00640 If continuation sheet Page  1 of 7



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/23/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245341 06/02/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

425 N ELM STREET
CENTRACARE HEALTH SYSTEM-SAUK CENTRE NURSING HOME

SAUK CENTRE, MN  56378

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 441 Continued From page 1 F 441

(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure infection 
control protocol was followed when staff did not 
wear gloves for insulin administration for 3 of 3 
residents (R68, R48, R24) observed during 
insulin administration.

Findings include:

R68's diagnosis as indicated on the quarterly 
Minimum Data Set (MDS) dated 4/22/16, included 
type 2 diabetes mellitus (metabolic disease 
causing increased blood glucose levels and may 
require insulin).  Review of physician order 
summary report on 4/22/16, identified R68 
received scheduled and sliding scale Humalog 
three times a day with meals.

During observation of medication administration 
on 5/31/16, at 7:38 a.m. licensed practical nurse 
(LPN)-A primed R68's Humalog pen and dialed 

 Corrective Action: 
The nurses were educated at the staff 
meeting on 6/15/2016 that gloves should 
be worn when it is likely that hands will 
come in contact with blood-this includes 
any type of injection, including insulin 
injections to all diabetic residents. 

Identification of others:
The nurses were educated at the staff 
meeting on 6/15/2016 that gloves should 
be worn when it is likely that hands will 
come in contact with blood-this includes 
any type of injection, including insulin 
injections to all diabetic residents.

Measure put into place to ensure won't 
happen again: 
The DON and infection control nurse 
reviewed the Exposure Control Plan policy 
and wrote a new policy on Infection 
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up 10 units. LPN-A cleansed abdomen with an 
alcohol wipe and injected R68's medication. 
LPN-A did not wear gloves during R68's insulin 
administration.

When interviewed on 5/31/16, at 8:19 a.m. LPN-A 
stated "I did not wear gloves" during insulin 
administration and probably "should have" 
because of potential risk for blood exposure. 

R48's diagnosis as indicated on the quarterly 
MDS dated 3/15/16, included type 2 diabetes 
mellitus. Review of physician communication 
report dated 5/25/16, identified R48 received 2 
units of Novolog at breakfast and 4 units at lunch 
and supper. In addition, R48 had a Novolog 
sliding scale three times a day with meals.

During observation of medication administration 
on 5/31/16, at 8:19 a.m. LPN-B primed R48's 
Novolog pen and dialed it to 2 units. LPN-B 
cleansed R48's with an alcohol wipe and injected 
the insulin. LPN-B did not wash her hands before 
or after the administration of insulin and did not 
wear gloves when administering to protect 
against potential blood exposure.

When interviewed on 5/31/16, at 7:38 a.m. LPN-B 
stated, "No, I did not wear gloves" during insulin 
administration.

During observation of medication administration 
on 6/2/16, at 11:41 a.m. LPN-C primed R48's 
insulin pen and dialed up the pen to four units. 
LPN-C cleansed R48's abdomen with an alcohol 
wipe and injected medication. LPN-C did not 
wash hands before or after insulin administration 
and or wore gloves during adminsitration.

Prevention Using Gloves.

Monitoring:
The DON/ADON/designee will monitor 
insulin injections on diabetic residents one 
day per week at alternating times for 3 
months, then two times per month for 3 
months, then randomly as needed. If a 
nurse is observed to not be wearing 
gloves with giving an injection, the 
DON/ADON will do education with the 
staff involved and continue to monitor that 
employee for compliance. These finding 
will be reported to the quarterly QA 
beginning 7/13/2016.
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During interview on 6/2/16, at 11:41 a.m. LPN-C 
stated she did not wear gloves during insulin 
administration because "it is not part of our facility 
policy". Further, LPN-C  stated she had some 
blood return with insulin administration in the past 
and identified the importance of personal 
protective equipment (PPE) is to protect facility 
staff from blood borne pathogens. 

R24's diagnosis as indicated on the quarterly 
MDS dated 5/13/16, included type 2 diabetes.  
Review of physician summary order report dated 
5/23/16, identified that R24 received 8 units of 
Humalog three times a day.

During observation of medication administration 
on 6/1/16, at 5:15 p.m. LPN-A primed R24's 
Humalog pen and dialed a dose of 8 units. LPN-A 
cleansed R24's skin with an alcohol wipe and 
injected medication in R24's abdomen. LPN-A did 
not wear gloves during R24's administration of 
insulin.

The above observations was discussed on  
06/02/2016, 10:29 a.m. with infection control 
nurse (IC)-A stated staff should wear personal 
protective equipment (gloves) to protect 
themselves from blood borne pathogens when 
there is an anticipated blood borne exposure. 
Further, IC-A stated there "could be an exposure" 
with blood borne pathogens when administering 
insulin injections. 

A facility policy title Exposure Control Plan dated 
3/1/16, stated gloves should be worn with 
anticipated contact with moist body substances, 
mucous membranes and non-intact skin.

F 520 483.75(o)(1) QAA F 520 7/1/16
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SS=C COMMITTEE-MEMBERS/MEET 
QUARTERLY/PLANS

A facility must maintain a quality assessment and 
assurance committee consisting of the director of 
nursing services��a physician designated by the 
facility��and at least 3 other members of the 
facility's staff.

The quality assessment and assurance 
committee meets at least quarterly to identify 
issues with respect to which quality assessment 
and assurance activities are necessary��and 
develops and implements appropriate plans of 
action to correct identified quality deficiencies. 

A State or  the Secretary may not require 
disclosure of the records of such committee 
except insofar as such disclosure is related to the 
compliance of such committee with the 
requirements of this section. 

Good faith attempts by the committee to identify 
and correct quality deficiencies will not be used as 
a basis for sanctions.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to consistently ensure the medical 
director regularly attended the quarterly Quality 
Assurance (QA) meetings.  This had the potential 
to affect all 55 residents whom resided in the 
facility, staff, and visitors.

Findings include: 

 Corrective action:
QA meeting dates will continue to be sent 
out in October to all QA members for the 
coming year through a calendar invite. If 
the Medical Director is unable to attend 
the quarterly QA meeting, the meeting 
minutes will be forwarded to the Medical 
Director to review. A form will be sent 
along for the Medical Director to add any 
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Review of the Nursing Home Patient Care/Quality 
Assurance Attendance Log from 1/14/15 to 
12/9/15 identified the facility QA committee met 
four times in 2015 on the following dates: 1/14/15, 
4/8/15, 7/8/15, and 10/14/15.  The medical 
director attended the 1/14/15 and 7/8/15 
meetings.  The medical director did not attend the 
QA meetings in April 2015 and October 2015 
which exceeded the quarterly requirement.

 Review of the Nursing Home Quality Assurance 
Attendance Log from 1/13/16 to 4/13/16 identified 
the facility QA committee met two times in 2016.  
The medical director attended the 1/13/16 
meeting.  The medical director did not attend the 
QA meetings in April 2016 which exceeded the 
quarterly requirement.

When interviewed on 6/2/16, at 10:45 a.m. the 
assistant director of nursing (ADON) 
acknowledged the MD did not attend all 
scheduled quarterly QA meetings.  The ADON 
also stated, when the MD was not in attendance 
for the QA meeting, the data obtained and 
discussed at the meetings was not be forwarded 
to the medical director. 

During interview on 6/2/16, at 3:22 p.m. the 
director of nursing (DON) stated the ADON sent 
out the QA meeting dates for the upcoming year 
in October and the MD is aware of the QA 
meeting dates "well in advance."  The DON 
further stated, the meetings were always 
scheduled for the second Wednesday of the 
month in January, April, July, and October.  In 
addition, the DON stated, "I would expect the 
Medical Director to be at every QA meeting 
quarterly."   

comments/questions/concerns/recommen
dations. This form will be added to the 
minutes to reflect the Medical Directors 
involvement in the QA meeting.

Monitoring:
The Medical Director will be given a 
reminder phone call/email one week prior 
to the quarterly QA meeting to allow time 
to for the MD to have input in the meeting 
is not able to attend. Findings will be 
reported to the quarterly QA beginning 
7/13/2016
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The facilities policy Quality Assessment and 
Assurance (QAA) revised 12/2012, indicated 
committee membership to include the medical 
director.  The policy also indicated the committee 
meetings would be held quarterly at an appointed 
time.
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