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CMS Certification Number (CCN): 245319   

December 6, 2017

Ms. Abby Rand, Administrator

La Crescent Health Services

101 South Hill Street

La Crescent, MN  55947

Dear Ms. Rand:

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 October 24, 2017 the above facility is certified for:    

   45 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 45 skilled nursing facility beds.

Your request for waiver of K67 has been recommended based on the submitted documentation. You

will receive notification from CMS only if they do not concur with our recommendation.

If you are not in compliance with the above requirements at the time of your next survey, you will be

required to submit a Plan of Correction for these deficiency(ies) or renew your request for waiver in

order to continue your participation in the Medicare Program.

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.
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Please contact me if you have any questions.

Sincerely,   

   

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112   Fax: (651) 215-9697

Email:   kamala.fiske-downing@state.mn.us

cc: Licensing and Certification File

La Crescent Health Services

December 6, 2017
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Electronically delivered

November 20, 2017

Ms. Anna Hanson, Administrator

La Crescent Health Services

101 South Hill Street

La Crescent, MN  55947

RE: Project Number F5319026

Dear Ms. Hanson:

On September 28, 2017, we informed you that we would recommend enforcement remedies based on

the deficiencies cited by this Department for a standard survey, completed on September 14, 2017.   

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 October 24, 2017, the Minnesota Department of Public Safety completed a revisit to verify that

your facility had achieved and maintained compliance with federal certification deficiencies issued

pursuant to a standard survey, completed on September 14, 2017. We presumed, based on your plan

of correction, that your facility had corrected these deficiencies as of October 24, 2017.  Based on our

visit, we have determined that your facility has achieved substantial compliance with the Life Safety

Code (LSC) deficiencies issued pursuant to our standard survey, completed on September 14, 2017.    

However, compliance with the health deficiencies issued pursuant to the September 14, 2017 standard

survey has not yet been verified.  The most serious health deficiencies in your facility at the time of the

standard survey 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

were required.

Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR 488.417(b) require that,

regardless of any other remedies that may be imposed, denial of payment for new admissions must be

imposed when the facility is not in substantial compliance 3 months after the last day of the survey

identifying noncompliance. Thus, the CMS Region V Office concurs, is imposing the following remedy

and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective

December 14, 2017.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

admissions is effective December 14, 2017.  They will also notify the State Medicaid Agency that they
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must also deny payment for new Medicaid admissions effective December 14, 2017.  You should notify

all Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse

assistant training programs offered by, or in, a facility which, within the previous two years, has been

subject to a denial of payment.  Therefore, La Crescent Health Services is prohibited from offering or

conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation

Programs for two years effective December 14, 2017.  This prohibition is not subject to appeal.   

Further, this prohibition may be rescinded at a later date if your facility achieves substantial

compliance prior to the effective date of denial of payment for new admissions.  If this prohibition is

not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of this prohibition if

certain criteria are met.  Please contact the Nursing Assistant Registry at (800) 397-6124 for specific

information regarding a waiver for these programs from this Department.

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.

APPEAL RIGHTS APPEAL RIGHTS APPEAL RIGHTS APPEAL RIGHTS         

If you disagree with this action imposed on your facility, you or your legal representative may request a

hearing before an administrative law judge of the Department of Health and Human Services,

Departmental Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40,

et seq.  You must file your hearing request electronically by using the Departmental Appeals Board’s

Electronic Filing System (DAB E-File) at   https://dab.efile.hhs.gov no later than sixty (60) days after

receiving this letter.  Specific instructions on how to file electronically are attached to this notice.  A

copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of

October 1, 2014, unless you do not have access to a computer or internet service.  In those

circumstances you may call the Civil Remedies Division to request a waiver from e-filing and provide an

explanation as to why you cannot file electronically or you may mail a written request for a waiver

along with your written request for a hearing.  A written request for a hearing must be filed no later

than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services

Departmental Appeals Board, MS 6132

Director, Civil Remedies Division

330 Independence Avenue, S.W.

Cohen Building – Room G-644

Washington, D.C. 20201

La Crescent Health Services

November 20, 2017
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(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with

which you disagree.  It should also specify the basis for contending that the findings and conclusions

are incorrect.  At an appeal hearing, you may be represented by counsel at your own expense.  If you

have any questions regarding this matter, please contact Tamika Brown, Principal Program

Representative by phone at (312) 353-1502 or by e-mail at   Tamika.Brown@cms.hhs.gov .   

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THE

SURVEYSURVEYSURVEYSURVEY

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 March 14, 2018 (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 RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL 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

   Health Regulation Division

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC 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 electronic 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.            

La Crescent Health Services

November 20, 2017
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Feel free to contact me if you have questions.

Sincerely,   

   

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697

Email:   kamala.fiske-downing@state.mn.us

cc:  Licensing and Certification File   

La Crescent Health Services

November 20, 2017
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Electronically delivered

December 6, 2017

Ms. Abby Rand, Administrator

La Crescent Health Services

101 South Hill Street

La Crescent, MN  55947

RE: Project Number S5319026

Dear Ms. Rand:

On November 20, 2017, we informed you that the following enforcement remedy was being imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective

December 14, 2017.  (42 CFR 488.417 (b))

Also, we notified you in our letter of October 20, 2017, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from December 14, 2017.

This was based on the deficiencies cited by this Department for a standard survey completed on

September 18, 2017, and lack of verification of substantial compliance with the health deficiencies at

the time of our November 20, 2017 notice. The most serious deficiencies in your facility at the time of

the standard survey 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

were required.

On November 15, 2017, 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 September 18, 2017. We presumed,

based on your plan of correction, that your facility had corrected these deficiencies as of October 24,

2017. Based on our PCR, we have determined that your facility has corrected the deficiencies issued

pursuant to our standard survey, completed on September 18, 2017, as of October 24, 2017.    

As a result of the PCR findings, this Department recommended to the Centers for Medicare and

Medicaid Services (CMS) Region V Office the following action related to the remedy outlined in our

letter of November 20, 2017.  The CMS Region V Office concurs and has authorized this Department to

notify you of these action:
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• Mandatory denial of payment for new Medicare and Medicaid admissions, effective          

   December 14, 2017, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective December 14, 2017, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective December 14, 2017,

is to be rescinded.

In our letter of November 20, 2017,  we advised you that, in accordance with Federal law, as specified

in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited from

conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years

from December 14, 2017, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on October 24, 2017, the original triggering remedy, denial of payment for new

admissions, did not go into effect.  Therefore, the NATCEP prohibition is rescinded.

Your request for a continuing waiver involving the deficiency cited under K521 at the time of the

September 18, 2017 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 PCR with the President of your facility's Governing Body.

Feel free to contact me if you have questions.

Sincerely,   

   

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112  Fax: (651) 215-9697

Email:   kamala.fiske-downing@state.mn.us

cc: Licensing and Certification File     

La Crescent Health Services

December 6, 2017
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C&T REMARKS - CMS 1539 FORM                  STATE AGENCY REMARKS 

 
On September 14, 2017, a standard survey was completed at the facility by the Minnesota Department of Health and Public Safety to 
determine if the facility was in compliance with Federal participation requirements for skilled nursing facilities and/or nursing facilities 
participating in the Medicare and Medicaid programs.  This survey found the most serious deficiency in the facility to be widespread 
deficiencies that constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy (S/S F), whereby 
corrections are required.  The facility has been given an opportunity to correct before remedies would be imposed. 
 
Documentation supporting the facility’s request for an annual waiver of the following life safety code deficiencies have been forwarded to 
the CMS Region V Office for its determination: 
 
K521 – HVAC 42 CFR 483.70(a) NFPA Life Safety Code Standard 
 
Approval of the waiver request has been recommended. 
 
Refer to the CMS 2567 forms for both health and life safety code along with the facility’s plan of correction, and CMS 2786R Provision 
Number K84 justification page. 
 
 
 
 
 
 
 
 
 

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



Electronically delivered        September 28, 2017

Ms. Abby Rand, Administrator
La Crescent Health Services
101 South Hill Street
La Crescent, MN  55947

RE: Project Number S5319026

Dear Ms. Rand:

On September 14, 2017, 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 electronically attached CMS-2567 whereby corrections are required.    

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;

Electronic 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
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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:

Gary Nederhoff, Unit Supervisor
Rochester Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota  55904-5506
Email: gary.nederhoff@state.mn.us
Phone: (507) 206-2731
Fax: (507) 206-2711
   

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 October 24, 2017, 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 October 24, 2017 the following remedy will be imposed:

• Per instance civil money penalty. (42 CFR 488.430 through 488.444)

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;
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 - 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,

   
 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

If an acceptable ePoC 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 ePoC 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 ePoC 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 ePoC
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 ePoC for the respective deficiencies (if any) is
acceptable.
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, 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 ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

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 December 14, 2017 (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
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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 March 14, 2018 (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
   Health Regulation Division   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC 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 electronic 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:

   Mr. Tom Linhoff, Fire Safety Supervisor
   Health Care Fire Inspections
   Minnesota Department of Public Safety
   State Fire Marshal Division
   445 Minnesota Street, Suite 145
   St. Paul, Minnesota 55101-5145
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   Email: tom.linhoff@state.mn.us
   Telephone:  (651) 430-3012
   Fax:  (651) 215-0525

     
Feel free to contact me if you have questions.

Sincerely,

   
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164-0900
anne.peterson@state.mn.us
Telephone #: 651-201-4206  Fax #: 651-215-9697

cc: Licensing and Certification File         
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F 000 INITIAL COMMENTS F 000

 On September 11, 12, 13, & 14, 2017, a 
standard survey was completed at your facility by 
the Minnesota Department of Health to determine 
if your facility was in compliance with 
requirements of 42 CFR Part 483, Subpart B, and 
Requirements for Long Term Care Facilities.

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

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

 

F 242
SS=D

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

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

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

(f)(3) The resident has a right to interact with 
members of the community and participate in 
community activities both inside and outside the 

F 242 10/24/17

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

10/10/2017Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 242 Continued From page 1 F 242
facility.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to comprehensively 
assess and implement bathing choices for 1 of 1 
resident (R49) reviewed for choices.  

Findings include: 

R49's admission minimum data set (MDS) dated 
7/12/17, identified R49 had been interviewed and 
identified being able to choose between shower, 
bed bath or sponge bath to be, "very important."  
Further it had identified R49's cognition is intact 
and needs 1 person physical assist with bathing.  

During interview on 9/11/17, at 7:13 p.m., R49 
stated she was never offered a bath at any time 
from admission to now, and states she would 
prefer a bath.  

During interview on 9/12/17, at 1:48 p.m., nursing 
assistant, (NA)-A stated she didn't think a 
resident had ever been asked if they wanted a 
bath and didn't think the residents even knew 
they had a tub.  NA-A also stated she had worked 
here for a year and a half and had always given 
the residents showers. NA-A further stated she 
doesn't know how to work the tub and that she 
didn't want to offer a resident a bath if she doesn't 
know how to work the tub. 

During interview on 9/12/17, at 1:51 p.m., NA-B 
stated she has worked here for 4 months and has 
never been shown how to work the tub.  NA-B 
further stated, "I have always wondered why we 
didn't use it [tub], some of the residents would 
probably like to soak in the tub."

 R2 was interviewed regarding bathing 
preference. She prefers to continue with 
showers at this time. 

All residents have the potential to be 
affected if bathing preferences are not 
offered. All residents have been 
interviewed regarding preference for 
bathing. Preferences will be followed for 
all residents and reviewed during care 
conferences.

Nursing staff have been educated on 
following bathing preferences. 
Preferences for bathing have been added 
to CNA care sheets. CNA's have been 
trained on operation of the tub for bathing.

DON/designee will complete audits on 
following bathing preferences weekly x 4 
weeks then monthly x 2 months. Negative 
findings will be corrected immediately. 
Results will be communicated to facility 
QAPI committee.

Completion date 10/24/17
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F 242 Continued From page 2 F 242

During interview on 9/12/17, at 1:59 p.m., NA-C 
stated she had worked here for about 5 years and 
does not know how to work the tub and also 
stated no resident here uses the tub.  NA-C 
further verified the current bath schedule does not 
show whether a resident gets a bath or a shower 
and that everyone here gets a shower.  

During interview on 9/12/17, at 2:04 p.m., director 
of nursing (DON) stated none of the residents 
currently use the bath tub right now.  DON further 
stated, "I never really thought much about a 
follow up on choices for a bath versus a shower."  

A policy for bathing preferences was requested 
and the DON verified they did not have a policy 
regarding resident preferences.

F 253
SS=E

483.10(i)(2) HOUSEKEEPING & MAINTENANCE 
SERVICES

(i)(2) Housekeeping and maintenance services 
necessary to maintain a sanitary, orderly, and 
comfortable interior;
This REQUIREMENT  is not met as evidenced 
by:

F 253 10/24/17

 Based on observation, interview and record 
review, the facility failed to provide comfortable 
interior bedroom temperatures during the winter 
months due to aging/ill fitting windows according 
to 2 of 2 residents (R2, R15, and R11) who 
complained about cold air coming through the 
windows in their rooms. This had the potential to 
affect most residents in the facility during the 
winter months in the 30 resident rooms available 
for occupancy. 

Findings include:

 R2, R11, and R15 windows have been 
assessed and potential leaks have been 
repaired.

All residents have the potential to be 
affected if temperatures are not 
maintained at a comfortable level. 
Windows in resident rooms have been 
assessed and potential leaks have been 
repaired as necessary to ensure proper 
temperatures are maintained.
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R2 was interviewed on 9/11/17, at 6:49 p.m. in 
regards to comfortable temperatures in the 
facility. R2 stated it gets cold in the room during 
the winter due to cold air coming through the 
windows. R2 went on to state the current 
windows had not been replaced since the building 
was built in 1969, and at times when it really gets 
cold he uses 5 or 6 blankets to keep warm. R2 
stated it has been cold in the room during the 
winter for the past three years he has been at the 
facility.

R2 was again interviewed on 9/14/17, at 12:54 
p.m. regarding his concern with cold 
temperatures in the room during the winter. R2 
stated in the winter there is a "hell of a breeze 
coming in." R2 said he had spoken with staff 
every year about the cold that comes in through 
the windows and had never received a 
satisfactory response.

R2's room was observed on 9/11/17, at 6:50 p.m., 
and there were shims (thin or wedged piece) 
were placed under the aluminum single-paned 
window in R2's room. The wood frame under the 
window was crumbling and the window was loose 
in the frame so the wedge was used to keep the 
window in place. 

R15 was interviewed on 9/11/17, at 3:13 p.m. and 
asked about comfortable temperatures in the 
facility. R15 stated my room is cold in the winter 
and the windows "rattle like crazy."  

R15's room was observed on 9/14/17, at 12:38 
p.m. it was noted that the single-paned aluminum 
window was loose in the frame.
  

Maintenance staff has been educated on 
monitoring and maintaining comfortable 
room temperatures and repairing potential 
leaks in windows.

ED will audit temperature levels in 5 
resident rooms weekly x 4 weeks then 
monthly x 2 months. Temperatures out of 
range will be addressed immediately. 
Results will be communicated to facility 
QAPI.

Completion date 10/24/17
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F 253 Continued From page 4 F 253
R11's family member (FM-A) was interview on 
9/12/17, at 8:47 a.m. and asked about 
comfortable temperatures in the facility regarding 
R11's preference. FM-A stated that R11 had been 
a resident at the facility since 2010 and that it was 
cold in the facility every winter. FM-A said that she 
asked brought the cold room during the winter 
before admitting her loved one (R11) and the 
facility had "promised" that they would be getting 
new windows, along with a new roof, and that 
"nothing has ever been done" as the windows 
continue to be a problem by letting cold air in the 
room. 

During an interview on 9/14/17, at 12:31 p.m. with 
maintenance (M)-B regarding the cold air that 
comes through/around the resident windows 
during the winter. M-B stated, "They [resident 
room windows] all suck." M-B stated he had used 
plastic to cover the inside of the windows in the 
past but was told that was no longer possible due 
to the plastic ripping and being a possible fire 
hazard.  Last year M-B stated he used spray 
foam to try to minimize the leaking of frigid air into 
the rooms, along with plastic on the outside of the 
windows. But this was not fully affective. M-B 
stated the shims were in place to attempt to 
stabilize the window in R2's room because the 
facility is built on a floating cement slab so it 
shifts.  M-B went on to state that he had 
requested new windows for the past 40 years 
because the current aluminum framed windows 
conducts cold and during the winter there is such 
a loss of heat that the facility does not have snow 
for approximately 2 feet from the building. M-B 
did verify that the windows were loose and ill 
fitting and did rattle when it was windy.

During an interview on 9/14/17, at 1:13 p.m. with 
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the administrator regarding the cold resident 
rooms throughout the facility. The administrator 
said that they have requested to have the 
resident room windows replaced as a priority. The 
administrator said she would submit another 
requisition for replacement of the windows to 
promote resident comfort when in their rooms.

A policy was requested in regards to maintaining 
resident room temperatures at a comfortable 
level and none provided.

F 312
SS=D

483.24(a)(2) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene.
This REQUIREMENT  is not met as evidenced 
by:

F 312 10/24/17

 Based on observation, interview, and record 
review, the facility failed to provide assistance 
with grooming for 1 of 1 resident (R2) who was 
totally dependent on staff to meet activities of 
daily living (ADLs). 
 
Findings include:

R2's quarterly Minimum Data Set, (MDS) dated 
6/9/17, indicated intact cognition, and total 
dependence with personal hygiene and grooming.  
Further indicated to have diagnosis of right sided 
hemiplegia and left arm amputee below the 
shoulder and above the elbow.  

R2's care plan dated 2/21/17, indicated, 
"Personal hygiene assistance of one/fully 
dependent on staff."

 Shaving was provided for R2.

Residents who are unable to carry out 
activities of daily living have the potential 
to be affected.

Education has been provided to nursing 
staff on providing dependent residents 
assistance they need to meet their 
activities of daily living.

DNS/designee will complete random 
audits of dependent residents shaving 
weekly x 4 weeks then monthly x 2 
months. Negative findings will be 
addressed immediately. Results will be 
communicated to facility QAPI committee.
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During observation on 9/11/17, at 6:58 p.m., R2 
was sitting in his wheel chair in his room and 
noted to have unshaven facial hairs.  

During observation on 9/12/17, at 8:33 a.m., R2 
sitting in his wheelchair in the dining room for 
breakfast and continues to have unshaven facial 
hairs.  

During observation on 9/13/17, at 7:28 a.m., R2 
laying in his bed in his room with continued 
unshaven facial hairs.  

During observation on 9/13/17, at 7:36 a.m., R2 
was being assisted with am cares by nursing 
assistant (NA)-A.  NA-A stated to R2, "Oh, you 
are getting kind of scruffy, looks like you could 
use a shave!" R2 stated, "Ya! Ya!"
  
On 9/13/17, at 8:39 a.m., R2 stated, "Last time I 
was shaved was Saturday ...I would at least like 
to be shaved every other day ...I have my own 
electric shaver, but I can't do it myself."

On 9/13/17, at 8:43 a.m., NA-A stated she will ask 
resident's everyday if they would like to be 
shaved.  NA-A verified R2 should have been 
shaved today.  

On 9/13/17, at 8:46 a.m. registered nurse (RN)-A 
stated residents should be shaved per their 
preference.  RN-A verified R2 needs to be shaved 
and stated, "I noticed that when I gave him his 
medicine this morning."  

On 9/13/17, at 8:58 a.m., director of nursing 
(DON) stated residents should be shaved per 
their preference and at least done on their bath 
day.  DON verified R2 should have been shaved 

Completion date 10/24/17
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on Tuesday, his bath day.  

On 9/13/17, at 12:19 p.m., R2 stated to this 
surveyor with a smile on his face, "I got shaved!" 
and he looked freshly shaven. 

Policy dated 2001, revised October, 2010, titled, 
"Shaving the resident," indicated the purpose of 
this procedure is to promote cleanliness and to 
provide skin care.  Further indicated to document 
the procedure and report to the supervisor if the 
resident refuses the procedure.

F 441
SS=F

483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, 
PREVENT SPREAD, LINENS

(a) Infection prevention and control program. 

The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

(1) A system for preventing, identifying, reporting, 
investigating, and controlling infections and 
communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards (facility assessment 
implementation is Phase 2);

(2) Written standards, policies, and procedures 
for the program, which must include, but are not 
limited to:

(i) A system of surveillance designed to identify 
possible communicable diseases or infections 
before they can spread to other persons in the 

F 441 10/24/17
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facility;

(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;

(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a 
resident; including but not limited to:

(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  

(v) The circumstances under which 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; and

(vi) The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

(4) A system for recording incidents identified 
under the facility’s IPCP and the corrective 
actions taken by the facility. 

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

(f) Annual review.  The facility will conduct an 
annual review of its IPCP and update their 
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program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and record review, the facility 
failed to provide infection control education 
practices and procedures to all facility staff and 
failed to implement a program to prevent 
Legionella in the facility water systems to prevent 
an outbreak of Legionnaires disease.  This had 
the potential to affect all of 28 residents residing 
in the facility, visitors, and staff.  

Findings include:

During an interview on 9/14/17, at 1:37 p.m., 
director of nursing, (DON) stated there is not a 
formalized educational infection control training 
program at this point and the most current 
training they had was from 4/4/16.  DON further 
stated new employees had not had any infection 
control training yet and the new employee training 
consists of, "being on the floor and talking 
through things."  

An undated policy titled, "Employee training on 
Infection Control," indicates the facility shall 
provide staff with appropriate information and 
instruction about infection control through various 
means, including orientation and ongoing training 
programs.  All staff will complete orientation and 
training on preventing the transmission of 
healthcare associated infections.  Topics will 
include: standard precautions, transmission 
based precautions, OSHA blood borne 
pathogens, PPE use, prevention, transmission, 
monitoring and treatment of multi drug resistant 
organisms and communicable diseases, 
information about the uses of vaccines as an 
adjunct to infection control measures, sanitation 

 Infection control education has been 
provided to all facility staff. The facility has 
implemented a program to prevent 
Legionella in the facility water systems to 
prevent an outbreak of Legionnaires 
disease.

All residents have the potential to be 
affected if infection control programs are 
not implemented and followed.

ED will audit infection control program 
monthly. Negative findings will be 
addressed immediately. Results will be 
communicated to facility QAPI committee.

Completion date 10/24/17
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procedures, and information on newly developed 
or revised policy and procedures.  Policy further 
indicates the infection control officer will maintain 
appropriate records of topics, content, and 
attendance at any training sessions, as well as 
copies of any handouts, pre/posttests, and 
competency demonstrations checklists. 
 
During an interview on 9/14/17, at 1:35 p.m., the 
DON was asked if the facility had developed a 
policy and procedure to reduce the risk, growth, 
spread of Legionella (Legionella bacteria are 
microscopic organisms that live in the soil and 
water and are the most common cause of 
Legionnaire's disease), and other opportunistic 
pathogens in building systems.  The DON stated 
they did not have a policy and did not implement 
a facility system to monitor for Legionella 
bacteria.
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