m , DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
December 12, 2024

Administrator

Good Samaritan Society - Bethany
804 Wright Street

Brainerd, MN 56401

RE: CCN: 245500
Cycle Start Date: October 17, 2024

Dear Administrator:

On December 2, 2024, the Minnesota Departments of Health and Public Safety, completed a revisit to
verity that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing
Minnesota Department of Health
Health Regulation Division

Telephone: (651) 201-4112
Email: Kamala.Fiske-Downing@state.mn.us

An equal opportunity employer.



DEPARTMENT
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October 28, 2024

Administrator

Good Samaritan Society - Bethany
804 Wright Street
Brainerd, MN 56401

RE: CCN: 245500
Cycle Start Date: October 17, 2024

Dear Administrator:

On October 17, 2024, a 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
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

e How the facility will identify other residents having the potential to be affected by the same
deficient practice.

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

It 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:

. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).
. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

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

Jen Bahr, RN, Regional Operations Supervisor

Bemidji District Office

Health Regulation Division

Minnesota Department of Health

705 5th Street NW, Suite A Bemidji, Minnesota 56601-2933

Email: Jennifer.bahr@state.mn.us
Office: (218) 308-2104

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. 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.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

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
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occurred sooner than the latest correction date on the ePoC.

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 January 17, 2025 (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).

In addition, if substantial compliance with the regulations is not verified by April 17, 2025 (six months
after the identification of noncompliance) your provider agreement will be terminated. 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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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.0. 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:
https://mdhprovidercontent.web.health.state.mn.us/Itc idr.cfm

You must notify MDH at this website of your request for an IDR or [IDR 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:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

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

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

/\/L,“\?;O/

Melissa Poepping, Compliance Analyst
-ederal Enforcement | Health Regulation Division

Minnesota Department of Health
2.0. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us
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E 000 | Initial Comments E 000

On 10/14/24 through 10/1/7/24, a survey for
compliance with Appendix Z, Emergency
Preparedness Requirements, §483.73(b)(6) was
conducted during a standard recertification
survey. The facility was IN compliance.

The facllity is enrolled in ePOC and therefore a
signature Is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it is required that the facility
acknowledge receipt of the electronic documents.

F 000 | INITIAL COMMENTS F 000

On 10/14/24 through 10/17/24, a standard
recertification survey was conducted at your
facility. A complaint investigation was also
conducted. Your facility was not compliance with
the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were reviewed
H55009387C (MN104765), and H55009388C
(MN100690) with no deficiencies cited.

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments 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
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.

F 550  Resident Rights/Exercise of Rights F 550 11/27/24

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/07/2024

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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PRINTED: 11/12/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES “ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245500 B. WING 10/17/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - BETHANY 504 WRIGHT STREET
) BRAINERD, MN 56401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 550 | Continued From page 1 F 550

$S=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services Iinside and
outside the facility, including those specified In
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
Individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without

Interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be

free of Iinterference, coercion, discrimination, and
reprisal from the facility in exercising his or her
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rights and to be supported by the facility in the

exercise of his or her rights as required under this

subpart.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to ensure a urinary
catheter bag was placed in a privacy bag to
maintain dignity for 1 of 3 residents (R25)
reviewed for dignity.

Findings include:

R25's quarterly Minimum Data Set (MDS) dated
8/14/24, identified R235's cognition was severely
Impaired and diagnoses included Huntington's
disease (a rare genetic disorder that affects the
brain and causes movement, cognitive and
mental health problems). R25 used an indwelling
urinary catheter due to having a neurogenic
bladder (when the relationship between the
nervous system and bladder function was
disrupted by injury or disease).

R25's care plan revised 2/12/24, identified R25
had an indwelling catheter due to urinary outlet
obstruction and neurogenic bladder. The care
plan directed catheter care was performed by
nursing assistants twice daily with cares and as
needed. A non-adhesive secure anchor on leqg.
However, the care plan failed to direct staff to
keep the catheter bag in a privacy bag to
maintain dignity.

During an observation on 10/14/24 at 5:20 p.m.,
R25 was lying In bed on his back with a fleece
blanket covering R25 to his chest. The room
lights were on and R25 was watching a tv
program. R25's catheter bed bag was hanging

Disclaimer

Preparation and execution of this
response and plan of correction does not
constitute an admission or agreement by
the provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction Is prepared and/ or executed
solely because It Is required by the
provisions of federal and state law. For
the purposes of any allegation that the
center Is not in substantial compliance
with federal requirements of participation,
this response and plan of correction
constitutes the center’s allegation of
compliance in accordance with section
7305 of the State Operations Manual.

F550 SS=D

On 10/17/24 the DNS and desighees
swept the whole building for residents with
catheter bags that did not have privacy
bags over them and made sure the
residents without them were given one.
The Initial affected resident, R25, was
provided with a privacy bag.

All residents with catheter bags are at risk
for having their privacy violated by others
seeing that they have a catheter, if they do
not have a privacy bag to cover it up.

The DNS and designees will provide
re-education for all staff on the importance

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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from the bed frame and clearly visible from the
hallway. The catheter bag was not in a privacy
bag.

During an observation on 10/15/24 at 2:18 p.m.,
R25 was lying In bed In his room. R25's catheter
bed bag was hanging from the bed frame and
was visible from the hallway.

-At 3:16 p.m., activity aide (AA)-A visited with R25
at his bedside but did not cover R25's catheter
bed bag before leaving.

- At 3:59 p.m., R25's catheter bed bag continued
to hang from R25's bed frame without a privacy
bag and was clearly visible from the hallway.

During an observation on 10/16/24 at 7:14 a.m.,
R25 was lying in bed with his catheter bed bag
hanging from the bed frame without a privacy bag
and was clearly visible from the hallway.

- At 8:19 a.m., R25 was assisted into his
wheelchair and registered nurse (RN)-C was
observed placing R25's catheter bed bag in a
privacy bag underneath R25's wheelchair.

During an observation on 10/16/24 at 1:12 p.m.,
R25 was lying in bed with his catheter bed bag
hanging from the bed frame. The catheter bed
bag was clearly visible from the hallway.

During an interview on 10/16/24 at 3:06 p.m.,
nursing assistant (NA)-D stated it was "normal” to
hang the catheter bed bag from the bed frame on
the hallway side of the bed because the catheter
tubing was anchored to R235's right leg. NA-D
stated she did put R25's catheter bed bag in a
privacy bag when he was in his wheelchair but did
not even consider it when he was in bed. NA-D
stated a privacy bag was important to maintain
R25's dignity and privacy. Noone needs to know

of protecting resident dignity through the
use of a privacy bag. This training will be
finished on 11/22/24.

The DNS and designees will audit all
residents with catheters 2 times a week
for 6 weeks to ensure that staff have been
properly re-educated on the use of privacy
bags. Audits will be reviewed by the QAPI
committee, and they will give direction for
any further needed action.

Completion Date 11/27/22
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about R25 catheter except R25.

During an interview on 10/16/24 at 3:20 p.m.,
RN-C stated yea, staff hung R25's catheter bed
bag from the bed frame without a privacy bag.
"That's just what we do." A privacy bag was
available on the wheelchair, but it was not easily
removed from the wheelchair because it was tied
on. The facility used to use a different supply
company that provided covers, but they no longer
used that brand. The facility did not have privacy
bags available for the resident's bed. RN-C stated
It was much better because the catheter bed bag
was always covered to maintain privacy and
dignity and now anyone walking past R25's door
could see R25's catheter.

During an interview on 10/17/24 at 9:07 a.m.,
RN-B stated a catheter bed bag was supposed to
have a privacy bag. Staff "knew better”. Staff had
never been directed to place the catheter bed bag
on one side of the bed or the other but had been
directed to keep the catheter bed bag always
covered because it was a privacy and dignity
Issue but also an infection prevention issue as
well. Staff needed to allow as much dignity as

possible because it was nobody's business that
R25 had a catheter.

During an interview on 10/17/24 at 10:53 a.m.,
the director of nursing stated all residents should
have a privacy bag for their catheter bed bag on
their bed and wheelchair. It was important to
protect every resident's dignity and privacy as a
person.

The facility policy Resident Dignity revised
11/16/23, identified the facility would promote
care for residents in a manner and in an

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4AN111 Facility ID: 00087 If continuation sheet Page 5 of 38
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environment that maintained or enhanced each
resident's dignity and respect in full recognition of
his or her individuality.

F 684 | Quality of Care F 684 11/27/24
SS=D | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care Is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’' choices.

This REQUIREMENT 1s not met as evidenced

by:
Based on interview and document review, the F684 SS=D
facility failed ensure clinical monitoring was On 10/18/24 the DNS and desighees
completed and documented for 2 of 3 residents swept the whole building for residents with
(R37, R39) reviewed with recent COVID-19 active infections and ensured that staff
Infections. were completing clinical monitoring
assessments as indicated. The identified
Findings include: residents, R37 and R39, had infections
that were resolved at this time and no
R37's significant change Minimum Data Set longer required clinical monitoring
(MDS) dated 9/27/24, identified R37 was 86 years assessments.
old, had a severe cognitive impairment and All residents with active infections are at
diagnoses included chronic respiratory failure, risk of having negative health outcome if
atrial fibrillation, and chronic kidney disease. their infections are not monitored by
trained staff.
R37's care plan revised 9/26/24, identified R37 The DNS and designees will provide
had a respiratory infection: COVID-19 and re-education to all staff regarding
directed staff to observe for symptoms and completion of clinical monitoring
monitor/document/report new or worsening assessments with each suspected or
sighs/symptoms of COVID-19. active infection. Continued monitoring of
the need and completion of clinical
R37's Order Summary Report dated 10/1/24 - monitoring assessments will be a part of

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4AN111 Facility ID: 00087 If continuation sheet Page 6 of 38
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10/13/24, directed staff to obtain clinical the new Infection surveillance process
monitoring - infection/suspected infection two developed by the DNS. Education will be
times a day for 12 days. completed by 11/22/24.
The DNS and designees will audit 3
R37's progress from 9/26/24 through 10/4/24, residents 3 times per week for 6 weeks
Identifled R37 was positive for COVID-19 on that have active infections to ensure that
9/26/24 and R3/'s urine was collected for a clinical monitoring is being done as
urinary analysis and culture on 9/30/24. However, ordered. Audits will be reviewed by the
the progress notes failed to identify any QAPI committee, and they will give
monitoring of vitals, conditions, or symptoms direction for any further needed action.
during R37's COVID-19 infection and/or why the Completion Date 11/27/22

urine sample was collected.

R37's Clinical Monitoring - Infection/Suspected
Infection V10 dated 10/4/24 at 2:16 p.m.,
iIdentified R37 was monitored for a respiratory
and urinary infection, weight 189.8 pounds,
temperature 97.0 degrees Fahrenheit (F), pulse
70, respirations 20, blood pressure 130/70 and
oxygen saturations 98% on room air. R37 was
alert and oriented t person and place and
exhibited agitation and impaired decision making.
R37 had a cough, lung sounds were clear and
normal quality. Interventions included
monitor/observe and fluids/hydration. However,
R37's medical record failed to identify any clinical
monitoring starting 9/26/24 through 10/3/24.

R37's vitals record failed to identify vitals
collected 9/26/24 though 10/4/24.

R39's significant change MDS dated 10/7/24,
iIdentified R39 was 96 years old with diagnoses
that included chronic obstructive pulmonary
disease (COPD) (a common, preventable, and
treatable disease that is characterized by
persistent respiratory symptoms like progressive
breathlessness and cough), chronic kidney
disease atherosclerotic heart disease, and atrial
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fibrillation.

R39's care plan revised 7/23/24, identified R39
had an altered respiratory status/difficulty
breathing related to COPD. Staff were directed to
monitor for signs of respiratory distress and
report to health care provider as needed:
Increased respirations; decreased pulse oximetry;
Increased heart rate (tachycardia); restlessness,
headaches, lethargy, confusion, hemoptysis,
cough, pleuritic pain, accessory muscle usage;
skin color changes to blue/grey.
Monitor/document changes in orientation,
Increased restlessness, anxiety, and air hunger.
However, the care plan did not direct staff to
obtain vitals and/or where/how to document nor
how frequently to do so, especially in times of
lliness.

R39's progress notes 9/28/24 through 9/30/24,
Identifled R39 tested positive for COVID-19 on
9/28/24, was "hoarse” and felt "pukey”. However,
the progress notes failed to identify any

monitoring of vitals, conditions, or symptoms
during R39's COVID-19 infection.

R39's vitals record failed to identify vitals
collected 9/28/24 through 9/30/24.

R39's medical record failed to identify Clinical

Monitoring - Infection/Suspected Infection V10
completed for R39 from 9/28/24 through 9/30/24.

During an interview on 10/16/24 at 3:14 p.m.,
registered nurse (RN)-C stated when a resident
had COVID-19, RN-C would get vitals and, at
least, lung sounds every shift and that's
documented in the Clinical Monitoring -
Infection/Suspected Infection V10 in the
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resident's assessment tab.

During an interview on 10/16/24 at 3:59 p.m.,
RN-F stated, when a resident was ill, but
especially COVID-19, RN-F would get vitals every
shift and assess the resident for changes. RN-F
would document this in the progress notes. RN-F
stated she was unaware of the Clinical Monitoring
- Infection/Suspected Infection V10 the
assessment tab and had never used it.

During a telephone interview on 10/16/24 at 7:42
p.m., nursing assistant (NA)-E stated, when a
resident showed a possible sign or symptom of
COVID-19, she notified the nurse on the unit and
then would obtain a set of vitals for the nurse.
NA-E would encourage the resident to stay In
his/her room until a test was collected. After that,
staff needed to be aware of a resident's condition,
were they showing signs of COVID-19 and report
that to the nurse.

During a telephone interview on 10/16/24 at 7:43
p.m., RN-A stated when a resident started to
show symptoms of illness, staff collected an
COVID-19 antigen test and, if positive, the
resident would be placed into transmission-based
precautions "that sort of thing". Clinical monitoring
of the resident depended on symptoms. If the
resident was having respiratory issues, nursing
staff would listen to lung sounds and clinical
monitoring documentation would be triggered in
the resident's medical record. Implementation of
clinical monitoring depended on the nurse on duty
that shift. If it was a "seasoned” nurse, the unit
nurse on duty would implement clinical
monitoring. RN-E stated she did work 9/28/24
and 9/29/24. RN-A was aware of positive
COVID-19 residents in the facility but did not
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