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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00492

ID:   22CB

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24-5381

The facility was not in substantial compliance with Federal participation requirements at the time of the standard survey completed on 

04/03/14. On 05/19/14, the Department of Health completed a Post Certification Revisit (PCR) by review of the plan of correction  Based 

on the PCR, it has been determined that the facility achieved substantial compliance pursuant to the standard survey completed on 

04/03/14, effective 05/12/14.  Refer to the CMS-2567B for both health and life safety code.  An annual waiver for life safety code 

deficiency at tag K33 has been approved. 

Effective 05/12/14, the facility is certified for 76  skilled nursing facility beds.
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CMS Certification Number (CCN):  24-5381   

June 5, 2014

Mr. Trent Carlson, Administrator

New Harmony Care Center

135 Geranium Avenue East

Saint Paul, Minnesota  55117

Dear Mr. Carlson:

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 May 13, 2014, the above facility is certified for:    

  76 - Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 76 skilled nursing facility beds.

Your request for waiver of the deficiency at tag K33 has been approved based on the submitted documentation.

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

certification status. Please note, it is your responsibility to share the information contained in this letter and the

results of this PCR with the President of your facility's Governing Body.

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,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4124   Fax: (651) 215-9697   

cc:  Licensing and Certification File
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May 20, 2014

Mr. Trent Carlson,  Administrator

New Harmony Care Center

135 Geranium Avenue East

Saint Paul, Minnesota 55117

RE: Project Number S5381024

Dear Mr. Carlson:

On April 23, 2014, we informed you that we would recommend enforcement remedies based on the deficiencies

cited by this Department for a standard survey, completed on April 3, 2014.  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 May 19, 2014, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by review

of your plan of correction to verify that your facility had achieved and maintained compliance with federal

certification deficiencies issued pursuant to a standard survey, completed on April 3, 2014.  We presumed,

based on your plan of correction, that your facility had corrected these deficiencies as of .  Based on our PCR,

we have determined that your facility  has corrected the deficiencies issued pursuant to our standard survey,

completed on April 3, 2014, effective May 13, 2014 and therefore remedies outlined in our letter to you dated

April 23, 2014, will not be imposed.

Your request for a continuing waiver involving the deficiency(ies) cited under K-033 at the time of the April 3,

2014 standard survey has been forwarded to CMS for their review and determination.  Your facility's

compliance is based on pending CMS approval of your request for waiver.

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,   

   
Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Email:   anne.kleppe@state.mn.us

Telephone: (651) 201-4124     Fax: (651) 215-9697   

Enclosure

cc:  Licensing and Certification File             
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

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.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245381

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

NEW HARMONY CARE CENTER 135 GERANIUM AVENUE EAST

SAINT PAUL, MN 55117

5/19/2014

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 

Completed
05/13/2014 F0225
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LSC

ID Prefix

Correction 

Completed
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Reg. # 483.25(l) 0329

LSC
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Completed
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Reg. # 483.65 0441

LSC
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Correction 

Completed

Reg. # ZZZZ

LSC
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Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ
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ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: 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 NO4/3/2014

Form CMS - 2567B (9-92) Page 1 of 1 22CB12Event ID:

SR/AK              05/20/2014     16022      05/19/2014
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9.  Other
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03 SNF/NF/Distinct

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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00492

ID:   22CB

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24-5381

At the time of the standard survey completed 04/03/14,  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 has been given an opportunity to correct before remedies 

are imposed.  See attached CMS-2567 for survey results.  Post Certification Revisit to follow.
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Certified Mail # 7012 3050 0001 9094 7505

April 23, 2014

Mr. Trent Carlson,  Administrator

New Harmony Care Center

135 Geranium Avenue East

Saint Paul, Minnesota  55117

RE: Project Number S5381024

Dear Mr. Carlson:

On April 3, 2014, 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 a pattern of deficiencies that constitute no actual harm

with potential for more than minimal harm that is not immediate jeopardy (Level E), 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;

Potential Consequences - 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.   
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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:

   Susanne Reuss, Unit Supervisor   

   Minnesota Department of Health

   P.O. Box 64900       

    St. Paul, Minnesota 55164-0900

   Telephone:  (651) 201-3793     

   Fax:  (651) 201-3790

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 May 13, 2014, the Department of Health will impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

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 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,

New Harmony Care Center

April 23, 2014
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 - Include signature of provider and date.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's PoC if

the PoC is reasonable, addresses the problem and provides evidence that the corrective action has occurred.

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

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.

New Harmony Care Center
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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 July 3, 2014 (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 October 3, 2014 (six months after the 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.            

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded

by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:
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   Mr. Patrick Sheehan, Supervisor

   Health Care Fire Inspections

   State Fire Marshal Division

   444 Cedar Street, Suite 145

   St. Paul, Minnesota 55101-5145

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0541

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

Sincerely,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4124     Fax: (651) 215-9697   

   

Enclosure

cc:  Licensing and Certification File                                      
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Certified Mail # 7012 3050 0001 9094 7505

April 23, 2014

Mr. Trent Carlson,  Administrator

New Harmony Care Center

135 Geranium Avenue East

Saint Paul, Minnesota  55117

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5381024

Dear Mr. Carlson:

The above facility was surveyed on March 31, 2014 through April 3, 2014 for the purpose of assessing

compliance with Minnesota Department of Health Nursing Home Rules.    At the time of the survey, the

survey team from the Minnesota Department of Health, Compliance Monitoring Division, noted one or

more violations of these rules that are issued in accordance with Minnesota Stat. section 144.653 and/or

Minnesota Stat. Section 144A.10.  If, upon reinspection, it is found that the deficiency or deficiencies

cited herein are not corrected, a civil fine for each deficiency not corrected shall be assessed in

accordance with a schedule of fines promulgated by rule of the Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been added.

This provision is being suggested as one method that you can follow to correct the cited deficiency.   

Please remember that this provision is   only a suggestion and you are not required to follow it.  Failure

to follow the suggested method will not result in the issuance of a penalty assessment.  You are

reminded, however, that regardless of the method used, correction of the deficiency within the

established time frame is required.  The “suggested method of correction” is for your information and

assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form

(attached).   The Minnesota Department of Health is documenting the State Licensing Correction

Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for

Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule

number and the corresponding text of the state statute/rule out of compliance is listed in the "Summary

Statement of Deficiencies" column and replaces the "To Comply" portion of the correction order.   This

column also includes the findings that are in violation of the state statute after the statement, "This Rule

is not met as evidenced by."   Following the surveyors findings are the Suggested Method of Correction

and the Time Period For Correction.
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PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES,

"PROVIDER'S PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES

ONLY. THIS WILL APPEAR ON EACH PAGE.   

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF

MINNESOTA STATE STATUTES/RULES.

When all orders are corrected, the order form should be signed and returned to:   

   Susanne Reuss, Unit Supervisor   

   Minnesota Department of Health

   P.O. Box 64900       

    St. Paul, Minnesota 55164-0900

   Telephone:  (651) 201-3793     

   Fax:  (651) 201-3790

We urge you to review these orders carefully, item by item, and if you find that any of the orders are not

in accordance with your understanding at the time of the exit conference following the survey, you

should immediately contact me.   

You may request a hearing on any assessments that may result from non-compliance with these orders

provided that a written request is made to the Department within 15 days of receipt of a notice of

assessment for non-compliance.

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,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4124     Fax: (651) 215-9697   

Enclosure(s)

cc: Original - Facility

      Licensing and Certification File
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On March 31, 2014 through April 3, 2014, 
surveyors of this department staff visited the 
above provider and the following correction 
orders are issued. 
 
When corrections are completed, please sign and 
date, make a copy of these orders and return the 

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using  federal software. 
Tag numbers have been assigned to  
Minnesota state statutes/rules for Nursing 
Homes.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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original to the Minnesota Department of Health, 
Division of Compliance Monitoring, Licensing and 
Certification Program, P.O. Box 64900, St. Paul, 
MN 55164-0900.

The assigned tag number appears in the 
far left column  entitled "ID Prefix Tag."  
The state statute/rule number and the 
corresponding text of the state statute/rule  
out of compliance is listed in the 
"Summary Statement of Deficiencies" 
column and replaces the "To Comply" 
portion of the correction order.   This 
column also includes  the  findings which 
are in violation of the state statute after the 
statement, "This Rule is not met as 
evidenced by."   Following the surveyors 
findings are the Suggested Method of 
Correction and the Time Period For 
Correction.

PLEASE DISREGARD THE HEADING OF 
THE FOURTH COLUMN WHICH 
STATES, "PROVIDER'S PLAN OF 
CORRECTION." THIS APPLIES TO 
FEDERAL DEFICIENCIES ONLY. THIS 
WILL APPEAR ON EACH PAGE. 

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

 2 540 MN Rule 4658.0400 Subp. 1 & 2 Comprehensive 
Resident Assessment

Subpart 1.  Assessment.  A nursing home must 
conduct a comprehensive assessment of each 
resident's needs, which describes the resident's 
capability to perform daily life  functions and 
significant impairments in functional capacity.  A 
nursing assessment conducted according to 
Minnesota Statutes, section 148.171, subdivision 
15, may be used as part of the comprehensive 

 2 540
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resident assessment.  The results of the 
comprehensive resident assessment must be 
used to develop, review, and revise the resident's 
comprehensive plan of care as  defined in part 
4658.0405.
    Subp. 2.  Information gathered.  The 
comprehensive resident assessment must 
include at least the following information: 
      A.  medically defined conditions and prior 
medical  history; 
      B.  medical status measurement; 
      C.  physical and mental functional status; 
      D.  sensory and physical impairments; 
      E.  nutritional status and requirements; 
      F.  special treatments or procedures; 
      G.  mental and psychosocial status; 
      H.  discharge potential; 
      I.  dental condition; 
      J.  activities potential; 
      K.  rehabilitation potential; 
      L.  cognitive status; 
      M. drug therapy; and 
      N.  resident preferences. 

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to adequately assess the use of an 
antipsychotic for one 1 of 5 residents reviewed for 
antipsychotic usage, (R73). 

Findings include:

A review of the most recent physician orders 
revealed R73 was prescribed quetiapine 25 mg 
[milligrams] three times daily for paranoia and 
hallucinations. Quetiapine is an antipsychotic 
medication.

A review of R73's most recent care area 
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assessment completed by the nurse manager 
[RN]-A, dated 2/13/14 indicated "Pt [patient] has 
paranoia and delusions. She takes Seroquel 
[quetiapine] as ordered. She takes Trazadone at 
HS [hour of sleep] for insomnia. Will proceed to 
care plan." The assessment did not address a 
description of R73's paranoia or delusions, what 
medical or psychiatric diagnoses may relate to 
these symptoms, what triggers these behaviors, 
the impact they have on R73 and others and what 
non pharmacological interventions have been 
effective in managing R73's behavioral 
symptoms. An analysis of risk versus benefit of 
treatment by psychoactive medication was not 
addressed. The section for input from resident 
and/or family/representative regarding the care 
area was left blank. 
The Cognitive Loss/Dementia care area 
assessment completed by social services 
department, dated 2/13/14 revealed a potential 
contributing factor that should have been 
considered related to R73's behavioral concerns 
of paranoia and delusions , " Alt. r/t [altered 
related to] short and long term memory loss and 
moderate impairment with decision making due to 
dx [diagnosis] of Alzheimer's disease. Alzheimer's 
is a progressive disease so continued decline is 
expected." The Behavioral Symptoms care area 
assessment completed by social services 
department, dated 2/13/14, revealed behavioral 
concerns, but were not related to paranoia or 
hallucinations: "Alt. r/t resident wandering and 
rejecting care due to dx of Alzheimer's 
disease...Also continue to monitor for pain, as 
she has pain in her knees which could increase 
agitation." 
During interview on 4/3/14 at 10:45 a.m. the 
nurse manager, RN-Y explained R73 had 
behaviors of hoarding, talking to her stuffed 
animals, thought staff were taking her belongings 

Minnesota Department of Health
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and was recently suspicious of family as she did 
not remember who they were. RN-Y reviewed 
care area assessments. RN-A confirmed R73's 
delusions and use of an anti-psychotic were not 
adequately addressed.

SUGGESTED METHOD OF CORRECTION:   
The director of nursing and or designee could 
monitor to assure staff adequately assess the use 
of an antipsychotic medications and could assure 
policy and procedures are up to date and that 
staff are trained.

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

 21390 MN Rule 4658.0800 Subp. 4 A-I Infection Control

 Subp. 4.  Policies and procedures.  The infection 
control program must include policies and 
procedures which provide for  the following: 
      A.  surveillance based on systematic data 
collection to identify nosocomial infections in 
residents; 
      B.  a system for detection, investigation, and 
control of outbreaks of infectious diseases; 
      C.  isolation and precautions systems to 
reduce risk of transmission of infectious agents; 
      D.  in-service education in infection 
prevention and control; 
      E.  a resident health program including an 
immunization program, a tuberculosis program as 
defined in part  4658.0810, and policies and 
procedures of resident care practices to assist in 
the prevention and treatment of infections; 
      F.  the development and implementation of 
employee health policies and infection control 
practices, including a tuberculosis program as 

 21390
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defined in part 4658.0815; 
      G.  a system for reviewing antibiotic use; 
      H.  a system for review and evaluation of 
products which affect infection control, such as 
disinfectants, antiseptics, gloves, and 
incontinence products; and 
     I.   methods for maintaining awareness of 
current standards of practice in infection control.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to implement procedures 
to prevent the spread of infection during blood 
glucose monitoring for 3 of 3 residents (R50, R82 
& R103) observed who required blood glucose 
monitoring. 

Findings include: 

During an observation on 3/31/14, @ 4:59 p.m. 
licensed practical nurse (LPN)-A wearing 
disposable gloves, completed a blood glucose 
draw with a multi use blood glucose machine on 
R50. LPN-A cleaned the glucometer machine 
using an alcohol wipe, removed the disposable 
gloves and did not wash hands or sanitize after 
removing the gloves. At 5:07 p.m. with R82, and 
again at 5:38 p.m. with R103, registered nurse 
RN-D wearing disposable gloves, completed a 
blood glucose draw with a multi use blood 
glucose machine on R82, R103 and cleaned the 
glucometer machine using an alcohol wipe. RN-D 
did not wash hands after removing gloves nor did 
she sanitize her hands with alcohol gel. 

Review of the facility policy dated 2/24/10, titled 
"Blood Glucose Meter" directed staff to use an 
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EPA approved disinfectant wipe and to follow the 
manufacturer recommendations inbetween multi 
use. 

When interviewed on 3/31/14 at 5:05 p.m., LPN-A 
was not aware of the manufacturer 
recommendations to saturate the machine for 2 
minutes before allowing it to completely dry prior 
to the next resident use. RN-D was interviewed at 
5:40 p.m. and acknowledged she was not aware 
of the manufacturer recommendations for the use 
of the EPA wipes to disinfect multi use glucometer 
machines.

When interviewed on 3/31/14, at 5:45 p.m. the 
ADON verified the multi-use glucometers were to 
be saturated with the facility EPA wipes which 
contained bleach, for 2 minutes and then 
thoroughly dried prior to use with another 
resident.  The ADON verified hands are to be 
washed or sanitized with alcohol gel when gloves 
are removed.

The following observations were made during 
medication administration in the resident activity 
room on second floor.

On 4/2/14, at 7:59 a.m., licensed practical nurse 
(LPN)-A was observered to pick up her pen and 
document a blood sugar number of 101, in the 
medication administration record (MAR). LPN-A 
then opened the medication cart, wearing gloves, 
put her gloved hand in her pocket, reaching for 
something. LPN-A then removed one glove on 
the right hand, did not wash hands or sanitize, left 
the left glove on and drew up insulin.

At 8:03 a.m., during administration of Novolog 
insulin for R103, LPN-A was observed to remove 
the needle cap with her mouth.  The needle bent 
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and LPN-A stopped. At 8:04 a.m., LPN-A drew 
another dose of Novolog insulin, with the same 
glove on the left hand, and proceeded with 
administering insulin to R103. 

At 8:05 a.m., LPN-A was observed to remove her 
left hand glove, after cleaning the glucometer with 
Sani-cloth for approximately one minute. The 
glucometer was placed on the med cart for a few 
minutes and then put away in the medication cart.  
LPN-A sanitized hands, removed the medication 
Advair Diskus from medication cart and 
administered it.

During an interview on 4/2/14 at 8:23 a.m., LPN-A 
stated she was aware of not changing her gloves 
in between checking the glucometer and 
administering medications. LPN-A stated, "I am 
sorry."  LPN-A indicated that she normally uses 
two pair of gloves but was out of gloves and 
should have gotten another pair.  LPN-A stated, "I 
normally do the Accu checks in their rooms and 
able to get gloves in the bathroom."  LPN-A 
stated, "I feel bad because normally I have the 
gloves in my cart and I don't know who took it."

During an interview, on 4/2/14 at 1:27 p.m., 
LPN-A explained she did cleanse the glucometer 
for minutes after, when she used it, and let it dry 
for 2 minutes on her cart. If she is not sure if 
glucometer is clean , she will clean it prior to 
using in the morning and will never use alcohol 
wipes. In addition, she stated, "As for insulin 
needle caps, I took the needle cap with my teeth 
because I am not taking the chance of poking 
myself and I just took it out of the wrapper and it 
is sterile".

During interview 4/3/14, at 10:00 a.m., with the 
director of nursing (DON), explained they do not 
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wear gloves when doing insulin, but do wear 
gloves with resident cares and that they treat 
every resident with universal precautions. In 
addition, DON stated her expectation was, "Staff 
should wear gloves and take them off when done. 
Staff should always wash their hands before and 
after taking off gloves or use hand sanitizer. Staff 
should clean glucometer before and after per 
manufacturer recommendation."  DON further 
indicated they use Sani-cloth wipes for cleaning 
glucometer and when done cleaning they need to 
let it dry for 2 minutes. "The manufacturer states 
that you have to clean and let it dry for 2 
minutes."

The facility policy and procedure titled: Blood 
Glucose Meter and Insulin Pen Disinfection, 
dated February 24, 2010, directed "Key Points":
"When you first use a Blood Glucose Meter on 
your shift, disinfect it to assure that it has not 
been contaminated prior to your using it. If Blood 
Glucose Meter (glucometer) is visibly soiled, 
clean the outside of the meter with either 
isopropyl alacohol or soapy water and then 
proceed to disinfect the meter per the procedure 
below.
Blood Glucose Meter (glucometer) & Insulin Pens 
are to be disinfected after each use."
"3. Apply non-sterile gloves. 5. Disinfect the blood 
glucose meter: b. Wipe the meter down, avoiding 
the battery compartment, code ship port, and the 
test strip port. (If insulin pen, wipe the pen with 
the disinfectant wipe.) c. Allow the blood Glucose 
Meter (glucometer) dry (according to 
manufacturer's directions to mitigate HIV, other 
viruses and bacteria) before doing the next blood 
glucose check."

Manufacturer manual/instruction regarding 
cleaning glucometer MAINTENANCE, undated, 
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reads, "Healthcare professionals should wear 
gloves when cleaning the Assure Pro meter. 
Wash hands after taking off gloves. Contact with 
blood presents a potential infection risk. We 
suggest cleaning the meter between patients".

Policy and procedure for hand washing titled 
hand washing, dated June 200, reads, 
"GENERAL INFECTION CONTROL 
GUIDELINES. 5. Wear gloves when coming in 
contact with blood or body fluids."

Policy and procedure for, Using Gloves, undated, 
reads, "4. Nonsterile gloves should be used 
primarily to prevent the contamination of the 
employee's hands when provideing treatment or 
services to the resident and when cleaning 
contaminated surfaces. 5. Wash hands after 
removing gloves. Gloves do not replace hand 
washing."  In addition, "Gloves should be used: 
When touching excretions, secretions, blood, 
body fluids, mucous membranes or non-intact 
skin: 4. When handling potentially contaminated 
item; 5. When it is likely that hands will come in 
contact with blood, body fluids, or other potentially 
infectious material. 6. Whenever in doubt."

SUGGESTED METHOD OF CORRECTION:   
The director of nursing and/or designee could 
assure that policies and procedures are up to 
date, staff are trained and that audits are 
performed to assure staff implementation of 
procedures and manufacturer's 
recommendations for cleaning blood glucose 
monitors, to prevent the spread of infection. 

TIME PERIOD FOR CORRECTION: Twenty One 
(21) days.
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 21540 MN Rule 4658.1315 Subp. 2 Unnecessary Drug 
Usage; Monitoring

Subp. 2.  Monitoring.  A nursing home must 
monitor each resident's drug regimen for 
unnecessary drug usage, based on the nursing 
home's policies and procedures, and the 
pharmacist must report any irregularity to the 
resident's attending physician. If the attending 
physician does not concur with the nursing  
home's recommendation, or does not provide 
adequate justification, and the pharmacist 
believes the resident's quality of life is being 
adversely affected, the pharmacist must refer the 
matter to the medical director for review if the 
medical director is not the attending physician.  If 
the medical director determines that the attending 
physician does not have adequate justification for 
the order and if the attending  physician does not 
change the order, the matter must be referred for 
review to the Quality Assurance and Assessment 
(QAA) committee required by part 4658.0070.  If 
the attending  physician is the medical director, 
the consulting pharmacist shall refer the matter 
directly to the QAA.

This MN Requirement  is not met as evidenced 
by:

 21540

Based on interview and document review, the 
facility failed to adequately justify the use of an 
antipsychotic and coordinate behavior concerns 
amongst the interdisciplinary team related to the 
use of an antipsychotic for one 1 of 5 residents 
reviewed for antipsychotic usage, (R73). 

Findings include:

A review of the most recent physician orders 
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revealed R73 was prescribed quetiapine 25 mg 
[milligrams] three times daily for paranoia and 
hallucinations. Quetiapine is an antipsychotic 
medication.

A review of physican [MD] progress notes, dated 
9/5/13 revealed: "Anxiety with depressive affect. It 
is not clear if the Seroquel is continuing to provide 
significant relief. She has not been noted to have 
hallucinations nor stated any particular delusion 
of late. This certainly occurred before the lower 
dose of Seroquel was started." The MD note for 
1/30/14 revealed "She has done well with 
Seroquel at 25 [mg] t.i.d. [three times daily]. This 
also helps has helped to stifle episodic 
anxiety-inducing hallucinations, which she has 
had over time." The nurse practitioner [NP] notes 
for 10/7/13 stated "Psychosis NOS-delusional 
and hallucinatory behavior that do cause the 
patient considerable distress. She seems to be 
doing well on 25 mg of Seroquel BID. [twice 
daily]" Notes for  12/23/13,  2/3/14 and 3/3/14 
provided similar information. On 11/4/13,  the NP 
note stated "Psychosis NS. Delusional and 
hallucinatory behavior that do cause the patient 
considerable distress. She is now managed quite 
effectively on 25 mg of Seroquel b.id. She may 
also be benefiting from pain management."  None 
of the NP or MD notes included an actual 
description of what the hallucinations and 
delusions were, when they started or how they 
caused distress to R73.

A review of R73's most recent care area 
assessment completed by the nurse manager 
[RN]-A, dated 2/13/14 indicated "Pt [patient] has 
paranoia and delusions. She takes Seroquel 
[quetiapine] as ordered. She takes Trazadone at 
HS [hour of sleep] for insomnia. Will proceed to 
care plan." The assessment did not address a 
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description of R73's paranoia or delusions, what 
medical or psychiatric diagnoses may relate to 
these symptoms, what triggers these behaviors, 
the impact they have on R73 and others and what 
non pharmacological interventions have been 
effective in managing R73's behavioral 
symptoms. An analysis of risk versus benefit of 
treatment by psychoactive medication was not 
addressed. The section for input from resident 
and/or family/representative regarding the care 
area was left blank. 
The Cognitive Loss/Dementia care area 
assessment completed by social services 
department, dated 2/13/14 revealed a potential 
contributing factor that should have been 
considered related to R73's behavioral concerns 
of paranoia and delusions , " Alt. r/t [altered 
related to] short and long term memory loss and 
moderate impairment with decision making due to 
dx [diagnosis] of Alzheimer's disease. Alzheimer's 
is a progressive disease so continued decline is 
expected." The Behavioral Symptoms care area 
assessment completed by social services 
department, dated 2/13/14, revealed behavioral 
concerns, but were not related to paranoia or 
hallucinations: "Alt. r/t resident wandering and 
rejecting care due to dx of Alzheimer's 
disease...Also continue to monitor for pain, as 
she has pain in her knees which could increase 
agitation." 
A review of Behavior/Intervention Monthly Flow 
Record for March and April 2014 indicated target 
behaviors of increased agitation, isolating self, 
resistive to activities of daily living and cares, 
restless/pacing, delusions and number of hours 
of sleep. R73 was noted to experience delusions 
on 26 days for the month of March and April 1st 
to 3rd. R73 was noted as experiencing increased 
agitation on 13 days, resistive to activities of daily 
living and cares 21 days and restless/pacing 24 
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days for the same time period. Review of 
progress notes for the same period revealed 
corresponding descriptions of the behaviors: 
resistiveness to cares 11 times, hoarding twice, 
wandering twice and delusions only once. The 
note on delusions listed only "delusions per 
usual" with no description of the usual delusions.
During interview on 4/3/14 at 10:45 a.m. the 
nurse manager, RN-Y explained R73 had 
behaviors of hoarding, talking to her stuffed 
animals, thought staff were taking her belongings 
and was recently suspicious of family as she did 
not remember who they were. RN-Y reviewed 
care area assessments, progress notes and 
behavior monitoring forms. RN-A confirmed R73's 
delusions were not adequately addressed.
During interview on 4/3/14 at 12:30 p.m., R73's 
trained medication aide, (TMA)-Y was asked 
about R73's delusional behavior. TMA-Y reported 
in the past R73 would make comments about 
children in her room and would talk and tickle her 
stuffed animals. TMA-Y reported R73 never 
complained about seeing children in her room 
and reported R73 did not fear her stuffed animals 
but instead "adores them." TMA-Y  reported R73 
has taken silverware from the dining room as she 
thought they were her own silverware. TMA-Y 
reported staff were able to manage this behavior 
by removing the silverware on R73's bath days.

SUGGESTED METHOD OF CORRECTION:   
The director of nursing and/or designee could 
assure policy and procedures are current that 
facility staff are trained and that audits are 
performed to assure the interdisciplinary team  
identify, document and monitor behaviors to 
assure the use of antipsychotic medications are 
justified.
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TIME PERIOD FOR CORRECTION: Twenty One 
(21) days.

 22000 MN St. Statute  626.557 Subd. 14 (a)-(c) 
Reporting - Maltreatment of Vulnerable Adults

Subd. 14.    Abuse prevention plans.  (a) Each 
facility, except home health agencies and 
personal care attendant services  providers, shall 
establish and enforce an ongoing written abuse 
prevention plan.  The plan shall contain an 
assessment of the physical plant, its 
environment, and its population identifying  
factors which may encourage or permit abuse, 
and a statement of specific measures to be taken 
to minimize the risk of abuse. The plan shall 
comply with any rules governing the plan 
promulgated by the licensing agency.  
    (b) Each facility, including a home health care 
agency and personal care attendant services 
providers, shall develop an individual abuse 
prevention plan for each vulnerable adult  
residing there or receiving services from them.  
The plan shall contain an individualized 
assessment of:  (1) the person's susceptibility to 
abuse by other individuals, including other  
vulnerable adults; (2) the person's risk of abusing 
other vulnerable adults; and (3) statements of the 
specific measures to be taken to minimize the 
risk of abuse to that person and  other vulnerable 
adults.  For the purposes of this paragraph, the 
term "abuse" includes self-abuse. 

    (c) If the facility, except home health agencies 
and personal care attendant services providers, 
knows that the vulnerable adult has committed a 
violent crime or an act of  physical aggression 
toward others, the individual abuse prevention 
plan must detail the measures to be taken to 

 22000
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minimize the risk that the vulnerable adult might 
reasonably be expected  to pose to visitors to the 
facility and persons outside the facility, if 
unsupervised.  Under this section, a facility knows 
of a vulnerable adult's history of criminal 
misconduct or  physical aggression if it receives 
such information from a law enforcement 
authority or through a medical record prepared by 
another facility, another health care provider, or 
the facility's ongoing assessments of the 
vulnerable adult.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to conduct a thorough investigation 
for 1 of 3 residents reviewed for mistreatment, (R 
67). 

Findings include:

The facility failed to thoroughly investigate an 
allegation of mistreatment for R67. 

A review of Incident Report submitted to the state 
agency, dated 3/4/14, revealed "Resident 
reported a nursing assistant named [NA-Z] hit 
him on the forehead with the palm of her hand. 
He could not remember when the incident 
happened. A review of the Investigative Report, 
submitted to the state agency on 3/6/14 and 
accompanying investigative documents 
[statements by NA-Z, a floor nurse (FN) and the 
investigating social worker (LSW)] revealed the 
only resident interviewed was R67. No other 
residents or their representatives in NA-Z's care 

 

Minnesota Department of Health

If continuation sheet  16 of 186899STATE FORM 22CB11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/23/2014 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00492 04/03/2014

NAME OF PROVIDER OR SUPPLIER

NEW HARMONY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

135 GERANIUM AVENUE EAST

SAINT PAUL, MN  55117

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 22000Continued From page 16 22000

group  were interviewed to identify potential 
concerns regarding care. Only two staff were 
interviewed or asked to give statements, NA-Z 
and a FN. No other nursing assistants, nurses or 
other staff on the unit were interviewed to identify 
potential concerns regarding care provided by 
NA-Z.

During interview on 4/3/14 at 12:23 p.m., LSW 
reported R67 had expressed concerns regarding 
NA-Z at his care conference. R67 had reported 
he was hit on the forehead by NA-Z about a week 
prior to the care conference but could not recall 
the day. LSW confirmed no other residents were 
interviewed. LSW reported interviewing other 
residents was not part of her normal procedure 
for investigating allegations of mistreatment. LSW 
reported she did not look at NA-Z's  schedule for 
the prior week to determine what other staff may 
have been on the unit to interview about R67's 
allegation or concerns regarding care provided by 
NA-Z to other residents.

On 4/3/14 at 1:30 p.m. the social service director, 
(SSD) reported the facility had previously been 
interviewing other residents as part of 
investigations of allegations of mistreatment. SSD 
reported the facility stopped interviewing other 
residents as the interviews caused them to worry.

A review of the Elim Care Vulnerable Adult Abuse 
Prohibition Policy and Procedure, last revised 
November 2011, directed staff: "1. All reports of 
resident abuse, neglect and injuries of unknown 
source shall be promptly and thoroughly 
investigated."

SUGGESTED METHOD OF CORRECTION:   
The director of nursing and/or designee could 
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assure that policies are followed, that staff are 
fully trained and that audits are performed to 
assure thorough reports have been written and 
appropriate staff, residents and family are 
interviewed during the process to assure all 
residents are free from mistreatment. 

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