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Reduction in the number of certified SNF/NF beds from 48 beds to 45 beds, effective December 1, 2015, in accordance with a 
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CMS Certification Number (CCN): 245562   

January 12, 2016

Mr. Cal Anderson,  Administrator

Elders Home Inc

South Tousley, PO Box 188

New York Mills, Minnesota  56567

Dear Mr. Anderson:

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 December 18, 2015 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.

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.

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

Sincerely,

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118                       Fax: (651) 215-9697

   

            

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer



Electronically delivered

January 10, 2016

Mr. Cal Anderson, Administrator

Elders Home Inc

South Tousley, PO Box 188

New York Mills, Minnesota  56567

RE: Project Number S5562025

Dear Mr. Anderson:

On November 23, 2015, we informed you that we would recommend enforcement remedies based on

the deficiencies cited by this Department for a standard survey, completed on November 6, 2015.  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 December 21, 2015, the Minnesota Department of Health completed a Post Certification Revisit (PCR)

and on December 23, 2015 the Minnesota Department of Public Safety completed a PCR to verify that

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

pursuant to a standard survey, completed on November 6, 2015.  We presumed, based on your plan of

correction, that your facility had corrected these deficiencies as of December 15, 2015.  Based on our

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

standard survey, completed on November 6, 2015, effective December 18, 2015 and therefore remedies

outlined in our letter to you dated November 23, 2015, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of

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

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

Sincerely,

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118      Fax: (651) 215-9697

   

            

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANSPROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer



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

245562

Name of Facility 

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

ELDERS HOME INC SOUTH TOUSLEY, PO BOX 188

NEW YORK MILLS, MN 56567

12/21/2015

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
12/18/2015 F0282

Reg. # 483.20(k)(3)(ii) 0282

LSC

ID Prefix

Correction 

Completed
12/18/2015 F0314

Reg. # 483.25(c) 0314

LSC

ID Prefix

Correction 

Completed
12/18/2015 F0465

Reg. # 483.70(h) 0465

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

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

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 NO11/6/2015

Form CMS - 2567B (9-92) Page 1 of 1 40EW12Event ID:

GA/mm                    01/06/2016                            34982                                                  12/21/2015



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

245562

Name of Facility 

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

01 - 01 MAIN BUILDING

ELDERS HOME INC SOUTH TOUSLEY, PO BOX 188

NEW YORK MILLS, MN 56567

12/23/2015

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
12/15/2015

Reg. # NFPA 101 0022

LSC K0022

ID Prefix

Correction 

Completed
12/15/2015

Reg. # NFPA 101 0025

LSC K0025

ID Prefix

Correction 

Completed
12/15/2015

Reg. # NFPA 101 0029

LSC K0029

ID Prefix

Correction 

Completed
12/15/2015

Reg. # NFPA 101 0062

LSC K0062

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

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 NO11/3/2015

Form CMS - 2567B (9-92) Page 1 of 1 40EW22Event ID:

TL/mm                      01/10/2016                           36536                                                   12/23/2015



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: 00432
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X
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16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

1.  MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3.  NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1.  Initial

3.  Termination

5.  Validation

8.  Full Survey After Complaint

7.  On-Site Visit
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4.  CHOW

6.  Complaint

9.  Other
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01 Hospital

02 SNF/NF/Dual
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10 NF
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A.  In Compliance With

1. Acceptable POC
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  Program Requirements
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 Requirements and/or Applied Waivers:

And/Or Approved Waivers Of The Following Requirements:

2. Technical Personnel

3. 24 Hour RN

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director

8. Patient Room Size

9. Beds/Room

* Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN

18 SNF

(L37)

18/19 SNF

(L38)

19 SNF

(L39)
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(L42)
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(L43)
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507042200
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B. Rescind Suspension Date:

(L45)
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Electronically delivered

November 23, 2015

Mr. Cal Anderson,  Administrator

Elders Home Inc

South Tousley, Po Box 188

New York Mills, MN  56567

RE: Project Number S5562025

Dear Mr. Anderson:

On November 6, 2015, 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.  In addition, at the time of the November 6, 2015 standard survey the Minnesota

Department of Health completed an investigation of complaint number .

This survey found the most serious deficiencies in your facility to be widespread deficiencies that

constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy

(Level F), as evidenced by the attached CMS-2567 whereby corrections are required.  A copy of the

Statement of Deficiencies (CMS-2567) is enclosed.  In addition, at the time of the November 6, 2015

standard survey the Minnesota Department of Health completed an investigation of complaint number   

that was found to be unsubstantiated.

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;

   

Protecting, maintaining and improving the health of all Minnesotans



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.   

Please note, it is your responsibility to share the information contained in this letter and the results of

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

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Gail Anderson, Unit Supervisor

Fergus Falls Survey Team

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: gail.anderson@state.mn.us

Phone: (218) 332-5140

Fax:  (218) 332-5196

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct

before remedies will  be imposed when actual harm was cited at the last standard or intervening survey

and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if your

facility has not achieved substantial compliance by December 16, 2015, 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 December 16, 2015 the following remedy will be

imposed:

• Per instance civil money penalties. (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:

Elders Home Inc

November 23, 2015

Page   2



-   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,

   

 - 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.

Elders Home Inc

November 23, 2015

Page   3



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 February 6, 2016 (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

Elders Home Inc

November 23, 2015
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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 May 6, 2016 (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:

   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   

   Email: tom.linhoff@state.mn.us

   Phone: (651) 430-3012      Fax: (651) 215-0525

Elders Home Inc
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Feel free to contact me if you have questions related to this   eNotice.

Sincerely,

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697

Elders Home Inc

November 23, 2015
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F 000 INITIAL COMMENTS F 000

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

Upon receipt of an acceptable ePOC, 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 282

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

F 282 12/15/15

 Based on observation, interview and document 
review, the facility failed to implement the plan of 
care related to pressure relieving devices for 1 of 
2 resident (R6) reviewed for pressure ulcers.

Findings include:

R6's current care plan dated 9/22/15, identified 
R6 had a history of ulcers, poor hygiene and 
spent the majority of the day lying in bed reading. 
R6 ' s care plan instructed staff to apply heel 

 The facility does provide and arrange 
services by qualified persons for each 
resident’s plan of care. Staff will assure 
resident R6 has her heel boots applied 
when she is in bed, and staff will assist to 
hover  her heels with a pillow to assure 
her heels are off the bed. 
All resident care plans will be reviewed for 
the use of heel boots, or other pressure 
reducing appliances.  All residents found 
to be care planned to use these pressure 
reducing devices will be audited for their 

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

12/02/2015Electronically 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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boots to R6's feet when in bed and to assist R6 to 
hover heels with a pillow to ensure R6's heels 
were off the bed. Further, R6 ' s care plan 
directed staff to monitor R6 as she would tend to 
scoot self down in bed and place heels onto 
footboard, causing risk for breakdown. In 
addition, R6's care plan directed staff complete 
treatments as ordered by the medical doctor 
(MD) regarding R6's ulcer treatment and to 
measure the ulcer weekly until healed.

R6's undated Nurse Aid Care Plan, identified R6 
utilized a total body mechanical lift, and was 
incontinent. However, R6 ' s care plan lacked 
directions to apply heel boots to R6's feet and to 
hover R6's heels with a pillow to prevent the heels 
from touching the bed and did not identify a 
repositioning schedule for R6.

During observation on 11/4/15, from 6:44 p.m. to 
7:17 p.m. nursing assistant (NA)-A and NA-B 
assisted R6 to transfer from the wheelchair to the 
bed with a mechanical lift. R6 was assisted to lie 
down in bed where NA-B proceeded to assist R6 
with night time cares. NA-B removed R6's white 
socks from both feet. R6's left heel was observed 
to have a area, bright shiny pink in color which 
measured approximately 2.5 cm x 2.5 cm and 
had dry, flaky skin which surrounded the outer 
edges of the left heel. NA-B placed blue gripper 
socks on both of R6's feet and placed R6's feet 
directly on the mattress of the bed. NA-B assisted 
to cover R6 up with a blanket and lowered R6's 
bed to the floor. 

On 11/4/15 at 7:17 p.m. and 7:55 p.m., R6 was 
observed lying in bed, with both heels resting 
directly on the mattress. R6 was not observed to 
wear heel boots, or have heels floated off of the 

proper use according to the resident’s 
plan of care.  
The facility will make the following 
changes to assure the deficient practice 
will not recur. For R6 Nursing assistant 
documentation on Point of Care has been 
updated to include the placing of the heel 
boots on when the resident is in bed. A list 
of residents with pressure reducing 
appliances will be developed and 
available for all staff to reference. These 
residents will also be added to the Point of 
care documentation system as applicable. 
The Director of Nursing or designee 
including the ADNS, or facility charge 
nurse will monitor R6 each shift for the 
next 2 weeks to assure that the heel boots 
are on when the resident is in bed, and 
that she has been assisted to hover her 
heels with a pillow to assure the heels are 
off the bed. All other residents using 
pressure reducing devices will also be 
audited daily for two weeks to assure the 
plan of care is being followed. After the 
initial two weeks of auditing, all residents 
with pressure reducing devises will be 
audited weekly by the Director of Nursing 
or designee as listed above.  Audits will 
be reviewed at QA&A for effectiveness of 
the process and to address and 
necessary modifications that need to be 
made.

FORM CMS-2567(02-99) Previous Versions Obsolete 40EW11Event ID: Facility ID: 00432 If continuation sheet Page  2 of 16



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  12/12/2015
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245562 11/06/2015
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

SOUTH TOUSLEY, PO BOX 188
ELDERS HOME INC

NEW YORK MILLS, MN  56567

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 282 Continued From page 2 F 282

mattress during the entire observation time.

During observation on 11/5/15, at 9:58 a.m. to 
10:02 a.m. NA-C and another staff member 
transferred R6 from her wheelchair to her bed 
using a mechanical lift. NA-C asked R6 if she 
wanted her shoes off, which R6 agreed. NA-C 
removed R6's sandals from her feet and placed 
R6's heels directly on the mattress. After facility 
staff completed cares, R6 ' s heels remained 
resting directly on the mattress of the bed. 

On 11/5/15 at 11:01 a.m. NA-C stated R6 was 
supposed to have heel boots on when in bed and 
confirmed she had not applied the heel protectors 
to R6's feet when she assisted R6 to bed. NA-C 
stated she  " forgot. "  NA-C verified the heel 
guards and pillow should be on R6's heels at all 
times when R6 was in bed.

On 11/5/15 at 10:20 a.m. RN-A confirmed R6's 
current care plan and stated the facility staff used 
to apply heel boots to R6's feet, but staff were, at 
present still expected to float R6's heels when in 
bed. RN-A verified she expected staff to float R6's 
heel off the bed at all times when she was in bed 
and confirmed R6's heel was prone to 
breakdown. RN-A stated in the past she had 
reminded staff several times to make sure R6's 
heels were floated over the bed. 

On 11/5/15, at 10:30 a.m. RN-A entered R6's 
room and placed a pillow under R6's lower legs to 
float the heels off the bed. R6's was not wearing 
heel boots, nor did RN-A apply heel boots to R6's 
feet. R6's left heel had shiny, pink coloring in the 
middle of the area which measured approximately 
2.5 cm x 2.5 cm and had dry, flaky skin 
surrounding the outer edges of the ulcer. 
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On 11/5/15 at 10:31 a.m. director of nursing 
(DON) confirmed R6's care plan and verified staff 
were to be floating R6's heels off the bed. She 
confirmed R6 should have been wearing heel 
boots when she was in bed. The DON stated she 
expected staff to follow R6's care plan to keep 
heels off of the bed.

F 314

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

F 314 12/15/15

 Based on observation, interview and document 
review, the facility failed to ensure the necessary 
care and treatments were implemented to 
promote healing and prevent the development of 
further pressure ulcers for 1 of 2 resident (R6) 
reviewed for pressure ulcers.

Findings include:

R6's significant change Minimum Data Set (MDS) 
dated 9/30/15, indicated R6 had diagnoses which 
included: diabetes, memory loss and delusional 
disorder. The MDS also identified R6 had 
moderate cognitive impairment, required 

 The facility does assure that residents 
having pressure sores receive necessary 
treatment and services to promote 
healing, and prevent new sores from 
developing. Staff will assure resident R6 
has her heel boots applied when she is in 
bed, and staff will assist to hover  her 
heels with a pillow to assure her heels are 
off the bed. 
All resident care plans will be reviewed for 
the use of heel boots, or other pressure 
reducing appliances.  All residents found 
to be care planned to use these pressure 
reducing devices will be audited for their 
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extensive assistance of 1 staff with bed mobility, 
dressing, toileting and was totally dependent on 2 
staff for transfers. The MDS identified R6 was at 
risk for developing pressure ulcers, and had a 
stage one pressure ulcer (intact skin with 
non-blanchable redness of a localized area.) The 
MDS further identified R6 used a pressure 
relieving device on the bed and chair.

R49's Braden Scale For Predicting Pressure Sore 
Risk (tool used to determine the risk for 
development of pressure ulcers) dated 6/30/16, 
identified R6 was at  risk for the development of  
pressure ulcers.

R6's current care plan dated 9/22/15, identified 
R6 had a history of ulcers, poor hygiene and 
spent the majority of the day lying in bed reading. 
R6 ' s care plan instructed staff to apply heel 
boots to R6's feet when in bed and to assist R6 to 
hover heels with a pillow to ensure R6's heels 
were off the bed. Further, R6 ' s care plan 
directed staff to monitor R6 as she would tend to 
scoot self down in bed and place heels onto 
footboard, causing risk for breakdown. In 
addition, R6's care plan directed staff complete 
treatments as ordered by the medical doctor 
(MD) regarding R6's ulcer treatment and to 
measure the ulcer weekly until healed.

R6's undated Nurse Aid Care Plan, identified R6 
utilized a total body mechanical lift, and was 
incontinent. However, R6 ' s care plan lacked 
directions to apply heel boots to R6's feet and to 
hover R6's heels with a pillow to prevent the heels 
from touching the bed and did not identify a 
repositioning schedule for R6.

Review of R6's Nursing Home Notes dated 

proper use according to the residents’ 
plan of care.  
The facility will make the following 
changes to assure the deficient practice 
will not recur. For R6 Nursing assistant 
documentation on Point of Care has been 
updated to include the placing of the heel 
boots on when the resident is in bed. A list 
of residents with pressure reducing 
appliances will be developed and 
available for all staff to reference. These 
residents will also be added to the Point of 
care documentation system as applicable. 
The Director of Nursing or designee 
including the ADNS, or facility charge 
nurse will monitor R6 each shift for the 
next 2 weeks to assure that the heel boots 
are on when the resident is in bed, and 
that she has been assisted to hover her 
heels with a pillow to assure the heels are 
off the bed. All other residents using 
pressure reducing devices will also be 
audited daily for two weeks to assure the 
plan of care is being followed. After the 
initial two weeks of auditing, all residents 
with pressure reducing devises will be 
audited weekly by the Director of Nursing 
or designee as listed above. Audits will be 
reviewed at QA&A for effectiveness of the 
process and to address and necessary 
modifications that need to be made.
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9/14/15, revealed a note from the MD which 
indicated: registered nurse (RN)-A reported a 
quarter to fifty cent piece sized black spot on R6's 
heel, possible due to pressure from cam walker 
(rigid immobilizer) boot. The MD directed facility 
staff to relieve pressure to R6's heel, keep area 
padded and monitor closely. 

Review of R6's Weekly Wound Progress Report 
dated 9/21/15, identified R6 had a 2.6 centimeter 
(cm) by 1.8 cm black, semi-hard area on the left 
heel and work a cam boot on the left foot. The 
report included a handwritten note from the MD 
which directed facility staff to remove R6's boot at 
night and to place pressure relieving pads while 
R6 wore the boot. 

Review of R6's Referral Form dated 9/23/125, 
revealed a note from the MD which identified R6 
had a pressure ulcer to the left heel and would 
likely improve since the boot was removed. The 
MD directed facility staff to keep the left heel 
padded and if the ulcer did not improve or if R6 
complained of pain, the facility staff were to notify 
the physician by 9/30/15.

Review of R6's Elders Home Fax Transmission 
dated 11/4/15, revealed a note to R6's MD which 
identified R6's pressure ulcer to left heel was 
healed, the skin was firm, pink and was without 
scabbing. The note identified R6's issue was 
resolved and the MD discontinued the order for a 
nutritional supplement at that time.

During observation on 11/4/15, from 6:44 p.m. to 
7:17 p.m. nursing assistant (NA)-A and NA-B 
assisted R6 to transfer from the wheelchair to the 
bed with a mechanical lift. R6 was assisted to lie 
down in bed where NA-B proceeded to assist R6 
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with night time cares. NA-B removed R6's white 
socks from both feet. R6's left heel was observed 
to have a area, bright shiny pink in color which 
measured approximately 2.5 cm x 2.5 cm and 
had dry, flaky skin which surrounded the outer 
edges of the left heel. NA-B placed blue gripper 
socks on both of R6's feet and placed R6's feet 
directly on the mattress of the bed. NA-B assisted 
to cover R6 up with a blanket and lowered R6's 
bed to the floor. 

On 11/4/15 at 7:17 p.m. and 7:55 p.m., R6 was 
observed lying in bed, with both heels resting 
directly on the mattress. R6 was not observed to 
wear heel boots, or have heels floated off of the 
mattress during the entire observation time.

During observation on 11/5/15, at 9:58 a.m. to 
10:02 a.m. NA-C and another staff member 
transferred R6 from her wheelchair to her bed 
using a mechanical lift. NA-C asked R6 if she 
wanted her shoes off, which R6 agreed. NA-C 
removed R6's sandals from her feet and placed 
R6's heels directly on the mattress. After facility 
staff completed cares, R6 ' s heels remained 
resting directly on the mattress of the bed. 

On 11/5/15 at 11:01 a.m. NA-C stated R6 was 
supposed to have heel boots on when in bed and 
confirmed she had not applied the heel protectors 
to R6's feet when she assisted R6 to bed.NA-C 
stated she  " forgot. "  NA-C verified the heel 
guards and pillow should be on R6's heels at all 
times when R6 was in bed.

On 11/5/15 at 10:20 a.m. RN-A confirmed R6's 
current care plan and stated the facility staff used 
to apply heel boots to R6's feet, but staff were, at 
present still expected to float R6's heels when in 
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bed. RN-A verified she expected staff to float R6's 
heel off the bed at all times when she was in bed 
and confirmed R6's heel was prone to 
breakdown. RN-A stated in the past she had 
reminded staff several times to make sure R6's 
heels were floated over the bed. 

On 11/5/15, at 10:30 a.m. RN-A entered R6's 
room and placed a pillow under R6's lower legs to 
float the heels off the bed. R6's was not wearing 
heel boots, nor did RN-A apply heel boots to R6's 
feet. R6's left heel had shiny, pink coloring in the 
middle of the area which measured approximately 
2.5 cm x 2.5 cm and had dry, flaky skin 
surrounding the outer edges of the ulcer. 

Review of R6's November 2015, treatment 
administration record (TAR), revealed an order 
which directed staff to relieve pressure to left 
heel, keep padded, inspect each shift, update MD 
as needed, assess and measure black area to 
left heel, make nurses note and a wound 
progress assessment.

Review of R6's Weekly Wound Progress Reports 
from 9/14/15 to 10/26/15 revealed to following 
measurements of R6's pressure ulcer; 

- 9/14/15, R6's left heel wound measured 2.5 cm 
x 1.8 cm, blackened area, R6's MD was notified 
of area and listed interventions to keep heels off 
of bed with a pillow and R6's cam boot was to be 
loosened while in bed to help with pressure. The 
wound assessment did not identify what type of 
wound R6 had on the left heel. 

-9/22/15, R6's left heel wound measured 1.7 cm x 
2.7 cm, blackened area. Preventative measures 
in place were to keep R6's heels elevated off the 
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bed with pillows and cam boot was to be removed 
when in bed.

-9/28/15, R6's left heel wound measured 2 cm x 
1.25 cm, scabbed. Preventative measures in 
place were pressure relieving pads/dressing. 

-10/5/15, R6's left heel wound measured 3 cm x 3 
cm, scabbed. Preventative measures in place 
were pressure relieving pads/dressing and high 
protein supplements.

-10/12/15, R6's left heel wound measured 3 cm x 
3 cm, scabbed. 

-10/19/15, R6's left heel wound measured 3 cm x 
2 cm, large scab was no longer present. Heel 
area continued to be bright pink area, with two 
small scabs, one about the size of a pin head and 
the other pencil size tip.

-10/26/15, R6's heel wound measured 0.2 cm x 
0.1 cm scab. One small scab still present to left 
heel, surrounding skin intact light pink in color 
and blanchable, no pain noted at site. Elevate 
heels when in bed, cam boot discontinued and 
Arginaid (supplement used to promote skin 
healing) supplement added. 

Review of R6's Progress Notes from 9/14/15 to 
11/4/14 revealed the following:

-9/14/15, staff noted a black area to R6's left heel 
were the cam boot rested. R6 also had small 
reddened areas on the top of the left foot. R6's 
MD was notified of the area. Interventions to 
loosen cam boot when in bed and to keep R6's 
heels elevated with a pillow when in bed.  
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-9/18/15, R6's left heel was checked, sheepskin 
was placed in R6's cam boot for protection and 
cam boot was left off while R6 was in bed. A 
dietary note revealed a request was faxed to R6's 
MD requesting Arginaid to promote healing.

-9/23/15, R6 was seen by the MD and the 
following changes were made; cam boot was 
discontinued and the MD indicated R6's heel 
would likely heal once the cam boot was not in 
use. The MD was to be notified of any pain to the 
left heel pressure ulcer by 9/30/15. 

-10/5/15, R6's left heel scab and skin were intact, 
no signs or symptoms of infection were noted. 

-10/26/15, R6's left heel had one small scab, 
surrounding skin intact, light pink in color, and 
blanchable. The note revealed R6 did not have 
pain at the site and R6 was to continue to have 
heels elevated when in bed and to continue to 
monitor the site weekly until the scab was 
resolved. 

-11/3/15, R6's left heel was re-evaluated by an 
RN and was healed and did not have any 
scabbing. The note revealed R6's left heel ulcer 
was resolved. 

-11/4/15, R6's MD was notified R6's heel ulcer 
was healed and requested to have Arginaid 
discontinued. 

On 11/5/15 at 10:31 a.m. director of nursing 
(DON) confirmed R6's care plan and verified staff 
were to be floating R6's heels off the bed. She 
confirmed R6 should have been wearing heel 
boots when she was in bed. The DON stated she 
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expected staff to follow R6's care plan to keep 
heels off of the bed.  

Review of facility policy titled Ulcer Prevention 
revised on 6/3/09, directed facility staff to provide 
care and services to prevent pressure ulcer 
development, to promote the healing of pressure 
ulcers/wounds that were present, and to prevent 
development of additional pressure 
ulcers/wounds. Interventions within the 
assessment would be utilized within the resident ' 
s plan of care.

F 465

SS=D

483.70(h) 
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public.

This REQUIREMENT  is not met as evidenced 
by:

F 465 12/15/15

 Based on observation, interview and document 
review, the facility failed to provide housekeeping 
and maintenance services necessary to maintain 
sanitary living conditions for 1 of 1 residents (R1) 
reviewed for urinary incontinence.

Findings include:

On 11/03/15, at 2:54 p.m. R1's room was noted to 
have a strong smell of urine present and the floor 
of R1 ' s room was noted to be sticky in several 
areas around the room. 

On 11/04/15, at 5:08 p.m. the strong, 
concentrated urine smell was noted inside R1's 

 The facility does provide a safe functional 
sanitary and comfortable environment for 
residents, staff and the public. The facility 
has and will continue to maintain a routine 
cleaning schedule for resident R1’s room 
to provide housekeeping and 
maintenance services necessary to 
maintain sanitary living conditions related 
to urinary incontinence. 
Facility housekeeping manager will review 
all residents’ rooms, for the presence of 
urinary odors. Any room identified to have 
urinary odors will be set up with additional 
cleaning interventions.
The facility will continue to clean R1’s 
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bedroom which permeated down the hallway from 
his room.

On 11/05/15, at 9:15 a.m. again, a strong urine 
smell was noted in the hallway outside R1's 
bedroom and in his room.

On 11/05/15, at 2:44 p.m. R1's room a strong 
smell of urine, and sticky floor was again noted in 
his room. A gray foam mat beside R1 ' s bed had 
several 1/4" diameter holes to the top of the mat, 
and the edges of the foam matt were cracked. 
There was tortilla chip pieces and debris 
observed on the top of the mat, and a 6" darker 
gray area on the top right edge of the mat which 
appeared wet. A 1 inch (") and a 3" smear of dark 
brown, dried material was observed on R1's fitted 
bed sheet, R1's quilted white bed pad had a 1" 
dark brown, dried stain on  the lower right corner 
of the trim, with the rest of the trim covered by his 
bed pillow. R1 had approximately 20, 1/8" dried 
pieces of dark brown material which rested on the 
edge and center of his bed linens.

On 11/06/15, at 7:13 a.m. R1 was in his bed, 
asleep on his left side. R1 ' s fitted sheet was 
again observed with the 2 areas of dried brown 
material on it. R1's floor matt remained soiled, 
damaged with several holes, cracked areas and 
tortilla chip pieces and debris. R1's bedroom 
continued to have a strong, concentrated urine 
smell throughout the room and the floor sticky.

On 11/06/15, at 8:58 a.m. R1 was observed 
seated on the edge of his bed eating his 
breakfast meal. R1 ' s fitted sheets were 
observed with the same 2 dark brown, dried 
stains visible.

room daily, and any other rooms identified 
as having a urinary odor problem. The 
facility has purchased an herbal odor 
counteractant and a lemon disinfectant 
Q.T. for routine cleaning of the rooms with 
urinary odor problems. R1’s bed will be 
stripped daily so his mattress can be 
washed. Other resident room identified 
with urine odors will have their beds 
stripped daily for cleaning if indicated for 
odor elimination.  R1’s floor mat has been 
replaced, and is washed daily. Any other 
residents who are noted to urinate on the 
floor will also have their floor mats 
washed daily if applicable for the resident. 
The housekeeping manager will monitor 
its performance to assure that solutions 
continue to be working effectively, and 
that documentation of the cleaning is 
done daily. Housekeeping staff will report 
to the housekeeping supervisor any 
cleaning that was ineffective for odor 
elimination, so alternate or additional 
cleaning can be done to assure that all 
rooms are odor free. Housekeeping 
manager will do weekly room audits to 
assure all rooms are odor free. Audits will 
be reviewed at QA&A for effectiveness of 
the process and to address and 
necessary modifications that need to be 
made.
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On 11/05/15, at 10:16 a.m. ADON stated the 
urine odor in R1's room and body odor were 
present all the time and the staff complained 
about it to her in the past. She stated they had to 
replace R1's bedroom floor because R1 had been 
urinating on his floor. She stated R1 would 
sometimes use a urinal, but continued to also 
urinate on the floor of his bedroom.  She stated 
housekeeping tried to get into his room and clean 
when R1 was out of his room and stated she 
thought they cleaned his room 3-4 times per 
week. She indicated R1 spent a lot of time in his 
room sleeping and on sometimes R1 would not 
leave his room all day. She stated she would 
expect the nurse aides (NAs) to frequently 
change his bed linens and use a room deodorizer 
in the room. The ADON indicated R1 had a 
history of being soaked with urine and smearing 
feces on his bed linens.  She stated since she 
was aware R1 ' s urine smell in his room and 
hallway had been a problem in the past and 
ongoing. She stated she wished there was a way 
to cure R1's odor problem. She stated that if 
other people smelled and noticed R1's urine odor 
it would affect R1's dignity. She stated if someone 
were to tell R1 about the urine odor in his room 
she wasn't sure if he would understand, but felt 
he would. She stated to help control the urine 
smell they could give R1 more baths, and talk to 
the housekeeping director about trying a different 
cleaning products and more frequent cleaning of 
R1's room. 

On 11/06/15, at 7:15 a.m. housekeeper (HK)-A 
stated R1's room smelled of urine every day. She 
stated she wasn't sure if maybe R1's body 
smelled also. She stated housekeeping did not 
clean R1's room when he was in the room and he 
was in his room  " a lot "  She stated she was 
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aware R1 would urinate on the floor and in his 
bed. 

On 11/06/15, at 7:43 a.m. HK-A stated during 
follow up interview, R1 was supposed to have an 
air freshener in his room and the staff also utilized 
a spray to neutralize the urine odor. She stated it 
was possible that urine got into the holes and 
cracks of R1's bed mat and also caused an odor. 
She stated the spray worked pretty good, but only 
temporarily until he urinated in his bed or on the 
floor again. She confirmed the urine smell in the 
hallway outside of R1's room and that his room 
was the source of the urine odor.  

On 11/06/15, at 7:25 a.m. HK-B stated R1's 
bedroom always smelled of urine. She stated he 
spent a lot of time in his room and she avoided 
going in R1's room to clean it when he was in the 
room. She stated urine could get into the gray 
mat and cause odor. She stated the facility 
utilized an odor neutralizer spray but indicated R1 
' s room continued to smell of urine and stated 
nothing seemed to help the odor in R1's room. 
She said the facility had used an air freshener in 
R1's room in the past which seemed to help and 
thought she could ask to use the air freshener 
again to help with the smell.

On 11/06/15, at 7:55 a.m. nursing assistant 
(NA-D) confirmed R1's room and outside his 
room into the hallway smelled of urine, and 
indicated she had been aware of the odor in the 
past. She stated he had an air freshener in his 
room in the past to help the smell and indicated 
she wasn't sure what else they could do to help 
the smell. 

 During follow up interview on 11/06/15, at 9:02 
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a.m. NA-D confirmed she was aware of the tortilla 
chips and debris on R1 ' s mat yesterday. She 
confirmed R1's linens had dried feces R1 ' s room 
smelled of urine. She confirmed R1 ' s sticky floor 
and stated she wasn't sure why the floor 
continued to be sticky. 

On 11/06/15, at 9:13 a.m. director of nursing 
(DON) stated the night before R1 had been 
visually soaked with urine when she checked on 
him. She stated he had a new floor and continued 
to urinate all over. She stated she understood 
housekeeping cleaned R1's room at least daily, 
and R1 ' s sheets were changed whenever the 
facility staff could. She stated R1 urinated on his 
bed mat, and they could look into replacing it to 
help control the urine odor in R1's room. She 
stated housekeeping had done everything they 
could do to help with the urine smell. She stated 
the urine odor had been and ongoing problem 
with R1, and felt the facility needed to continue to 
be proactive to deal with the odor. She said they 
used a room deodorizer for R1's room, but 
general cleaning was the most important thing 
they could do to manage the odor in R1's room. 
She stated she expected staff to change R1's 
sheets at least weekly, but R1's sheets could be 
changed daily.  

A group interview was conducted with 
maintenance supervisor (MS), housekeeping 
supervisor (HS), DON and the administrator on 
11/06/15, at 9:40 a.m. HS and the administrator 
both agreed the facility had been aware of the 
strong urine odor problem in R1's room for a long 
time, and stated the problem had gotten worse 
over the last 2-3 years. HS stated urine had 
gotten under R1's mat and could of caused some 
of the odor. She stated she expected her staff to 
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clean R1's room daily. She stated housekeeping 
staff utilized an odor neutralizing spray and 
seemed to help, but nothing completely removed 
the urine odor from R1's room. She stated if R1's 
room was thoroughly cleaned, his bed is stripped, 
and his mattress cleaned every time feces were 
removed, she felt it would help with the urine odor 
in R1's room. HS, MS and the administrator 
stated in the future the facility would contact their 
environmental supplier for suggestions of 
different chemicals to help clean R1's room and 
control the urine odor in R1's room. 

Review of the facility policy Housekeeping 
Guidelines for Infection Control, undated, 
identified they would maintain clean and sanitary 
conditions and follow facility cleaning and 
decontamination schedules.

Review of the facility policy Housekeeping 
Policies and Procedures, undated, identified 
resident rooms would be wet mopped every day 
and rooms would be examined for any repairs 
and reported to the maintenance department.
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