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CMS Certification Number (CCN): 245218                                                                                               June 29, 2017

Mr. Jacob Suckow, Administrator
Mayo Clinic Health System - Lake City
500 West Grant Street
Lake City, MN  55041

Dear Mr. Suckow:

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 June 5, 2017 the above facility is recommended for:    

   90 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 90 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.

Please contact me if you have any questions.

Sincerely,

   
Licensing and Certification Program
Health Regulation Division
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

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS
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Electronically delivered                                    June 29, 2017

Mr. Jacob Suckow, Administrator
Mayo Clinic Health System - Lake City
500 West Grant Street
Lake City, MN  55041

RE: Project Number S5218026

Dear Mr. Suckow:

On May 24, 2017, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on May 11, 2017.  This survey found the
most serious deficiencies to be isolated deficiencies that constituted no actual harm with potential for more
than minimal harm that was not immediate jeopardy (Level D) whereby corrections were required.

On June 26, 2017, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by review
of your plan of correction and on June 12, 2017 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 May 11, 2017.  We presumed, based on your plan of correction,
that your facility had corrected these deficiencies as of June 5, 2017.  Based on our PCR, we have determined
that your facility has corrected the deficiencies issued pursuant to our standard survey, completed on May 11,
2017, effective June 5, 2017 and therefore remedies outlined in our letter to you dated May 24, 2017, 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.

Sincerely,

   
Licensing and Certification Program
Health Regulation Division
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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Electronically delivered

May 24, 2017

Mr. Jacob Suckow,  Administrator

Mayo Clinic Health System - Lake City

500 West Grant Street

Lake City, MN  55041

RE: Project Number S5218026

Dear Mr. Suckow:

On May 11, 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 isolated

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

immediate jeopardy (Level D), as evidenced by the attached CMS-2567 whereby corrections are

required.  A copy of the Statement of Deficiencies (CMS-2567) is enclosed.     

Please note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease 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 Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination 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 separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separate

formal notification of that determination.formal notification of that determination.formal notification of that determination.formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to CorrectOpportunity to CorrectOpportunity to CorrectOpportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies

before remedies are imposed;before remedies are imposed;before remedies are imposed;before remedies are imposed;

Electronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of Correction - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be

contained in that document; contained in that document; contained in that document; contained in that document;         

RemediesRemediesRemediesRemedies - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - 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 atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at

the time of a revisit;the time of a revisit;the time of a revisit;the time of a revisit;

Potential ConsequencesPotential ConsequencesPotential ConsequencesPotential Consequences - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; andmonths after the survey date; andmonths after the survey date; andmonths after the survey date; and

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS
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Informal Dispute ResolutionInformal Dispute ResolutionInformal Dispute ResolutionInformal Dispute Resolution - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the

attached deficiencies.attached deficiencies.attached deficiencies.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 CONTACTDEPARTMENT CONTACTDEPARTMENT CONTACTDEPARTMENT 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 CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- 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 June 20, 2017, the Department of Health will

impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar daysten calendar daysten calendar daysten 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;

 - 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

Mayo Clinic Health System - Lake City
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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.

The state agency may, in lieu of a 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.

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 COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION 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.

Mayo Clinic Health System - Lake City
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VERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION 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 correctedOriginal deficiencies not correctedOriginal deficiencies not correctedOriginal 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 revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal 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 revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal 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 LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST

DAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEY

If substantial compliance with the regulations is not verified by August 11, 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

result of a complaint visit or other survey conducted after the original statement of deficiencies was
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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 November 11, 2017 (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 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

     

   Email: tom.linhoff@state.mn.us

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

Please contact me if you have questions related to this eNotice.

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                                      
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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 278
SS=D

483.20(g)-(j) ASSESSMENT 
ACCURACY/COORDINATION/CERTIFIED

(g) Accuracy of Assessments.  The assessment 
must accurately reflect the resident’s status.

(h) Coordination 
A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals.

(i) Certification
(1) A registered nurse must sign and certify that 
the assessment is completed.

(2) Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 

F 278 6/3/17

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

06/02/2017Electronically 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 278 Continued From page 1 F 278
that portion of the assessment.

(j) Penalty for Falsification
(1) Under Medicare and Medicaid, an individual 
who willfully and knowingly-

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $1,000 for each 
assessment; or

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is 
subject to a civil money penalty or not more than 
$5,000 for each assessment.

(2) Clinical disagreement does not constitute a 
material and false statement.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and record 
review, the facility failed to accurately assess 
locomotion on and off unit for 1 of 3 residents 
(R35) reviewed for activities of daily living (ADL) 
and the facility failed to accurately assess 
hydration for 1 of 1 resident (R13) reviewed for 
hydration.

Findings include:

R35's annual Minimum Data Set (MDS) an 
assessment dated 3/8/17, had identified for 
locomotion on and off unit R35 required extensive 
assist of two staff for mobility on and off the unit. 

During observation on 5/10/17, at 12:34 p.m., 
R35 was observed to have staff push him in a 
wheelchair from the  dining room to R35's room. 

 F278
MDS 
MDS Nurse and other RNs, who complete 
MDS,  educated on the accuracy of 
responses of locomotion and dehydration 
relative to the resident s condition and 
discharge or entry status.  To be 
completed 6/3/17.
Interim RN who completed R35 and R13 
is no longer coding MDS assessments 
here.
MDS s were corrected for residents R35 
and R13.
Auditing will be done by DON/or Quality 
Director on locomotion and dehydration 
on MDSs for 3 months.
A summary of all audits will be presented 
to the QAPI team and the 
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F 278 Continued From page 2 F 278
R35 had not assisted with the mobility of his 
wheelchair on or of the unit.  

A progress note dated 3/2/17, indicated MDS 
assessment and R35 was unable to propel his 
wheelchair independently. 

On 5/11/17, at 12:38 p.m., the director of nursing 
(DON) stated during the process of coding the 
MDS, if a change was noted, the staff person 
completing the MDS should go out and ask the 
staff to see if accurate charting had been done. If 
the staff were charting inaccurately, the staff 
would need to be educated.   

On 5/11/17, at 12:44 p.m. registered nurse 
(RN)-B verified R35's MDS dated 3/8/17 and 
R35's progress note dated 3/2/17. RN-B stated 
the MDS dated 3/8/17 was coded wrong and 
should have been coded as total assist of one for 
locomotion on and off the unit. 
R13's quarterly Minimum Data Set (MDS) dated 
3/8/17, had identified R13 for dehydration needs.  
Quarterly MDS on 12/17/16 identified R13 with no 
dehydration concerns.  Progress notes on 3/2/17 
for MDS assessment note report that the resident 
has no s/s of dehydration.

Review of R13's record identified no concerns 
with dehydration.  

On 5/10/17, at 10:48 a.m. RN-B stated that the 
MDS dated 3/8/17 was coded incorrect for R13 
for dehydration.  "She got a higher case mix 
because of it, so it needs to be modified."  "I will 
modify that."

A policy for coding the MDS was requested. No 
policy was received.

recommendations will be followed.
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483.45(f)(1) FREE OF MEDICATION ERROR 
RATES OF 5% OR MORE

(f) Medication Errors.  The facility must ensure 
that its-

(1) Medication error rates are not 5 percent or 
greater;
This REQUIREMENT  is not met as evidenced 
by:

F 332 6/3/17

 Based on observation, interview, and document 
review, the facility failed to ensure 2 of 6 residents 
(R111 and R75) were given medication in 
accordance with physician orders, resulting in a 
facility medication error rate of 7 percent. 

Findings include:
RECEIVED MEDICATION FOR FOUR DAYS 
PAST ORDERED END DATE: 

R111's physician orders identified an order dated 
4/21/17, Tamiflu (antiviral) 75 milligrams (MG) 
(12.5 milliliters) per peg tube daily for two weeks 
for influenza prophylaxis, start date of 4/21/17. 

During observation on 5/8/17, at 6:48 p.m., 
licensed practical nurse (LPN)-B was observed to 
administer 10 ml of Tamiflu via peg tube to R111. 
The label on the bottle read 12.5 ml was to be 
administered. At the time of administration, 
LPN-B stated that was all the medication left in 
the bottle to administer and it was the last dose to 
be given for the 14 days of administration.

Review of R111's Medication Administration 
Record (MAR) dated 4/2017 and 5/2017 identified 
R111 had received the Tamiflu from 4/21/17 
through 5/8/17 (a total of 18 days).  

On 5/9/17, at 3:05 p.m., LPN-B verified R111's 

 F332
Medications involved for R111 and R75 
were reviewed and clarified by Provider.  
Physician orders were updated to reflect 
the changes. 
Tamiflu orders for all residents were 
reviewed for accuracy.
Eye Medications for all residents were 
reviewed for accuracy.
Health Unit Coordinators, Licensed 
Nurses and Trained Medication Aids were 
educated on Medication Administration 
Policy and Eye Ointment and Gel 
Administration Policy.
Re-education on order transcription 
process completed with Nurses and 
Health Unit Coordinators to be completed 
by 6/3/17.
Nurse Managers will complete audits 
weekly on the administration of residents 
receiving eye ointments for 3 months.  
DON and Quality Manager will do weekly 
audits on medications with stop dates for 
accuracy for 3 months.
A summary of all audits will be presented 
to the QAPI team and the 
recommendations will be followed.
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F 332 Continued From page 4 F 332
orders dated 4/21/17 for the Tamiflu. LPN-B 
stated the Tamiflu should have been administered 
for 14 days then discontinued.   

On 5/10/17, at 11:41 a.m., the director of nursing 
(DON) stated we did a medication event and 
educated the staff person regarding the Tamiflu 
medication administration. We called pharmacy 
to find out what to do. 

On 5/11/17, at 9:21 a.m., registered nurse (RN)-A 
stated the last dose of Tamiflu was to be 
administered on 5/4/17. We reviewed why R111 
was still receiving the Tamiflu past the 14 days as 
ordered and discovered the heath unit 
coordinator (HUC)-A had not put a stop date on 
the Tamiflu order. We have filled out a medication 
error report regarding this, the DON had the 
report, and the physician had been updated.   

MEDICATION WAS NOT APPLIED TO BE MOST 
EFFECTIVE TO TREAT EYE INFECTION: 
R75's physician orders identified an order dated 
5/2/17 for erythromycin (antibiotic) 5 mg/gm 
(milligrams/gram), 0.5 percent ointment and apply 
0.5 inch (one-half inch) TID (three times a day) to 
left eye for two weeks. R75's MAR dated 5/2017, 
included Erythromycin ointment 5 mg/gm install 
one application in left eye three times a day, apply 
0.5 inch below left eyelid for 14 days.  

During observation on 5/10/17, at 11:11 a.m., 
LPN-A obtained erythromycin eye ointment 
medication for R75 from the facility medication 
cart. The label on the medication read apply 0.5 
inch into each eye TID and had a sticker that read 
direction change. LPN-A viewed R11's MAR and 
stated the MAR read to administer the medication 
to the left eye TID. LPN-A was observed to apply 
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F 332 Continued From page 5 F 332
the erythromycin ointment on the upper cheek 
area vs the pocket that is made by gently pulling 
down your lower eyelid and look up, then apply 
the ointment along the inside of the lower eyelid 
pocket. At the time LPN-A stated she had 
administered the eye medication on the skin 
below each eye and not into the inner lining of the 
lower left eyelid because the label on the 
medication read "direction change."  LPN-A 
reviewed R75's order dated 5/2/17, and verified 
the order read to apply to the left eye. LPN-A 
stated she had applied the medication to the skin 
underneath both eyes  because the MAR read 
"below" left eyelid. R75's MAR identified LPN-A 
had administered the eye medication on the 
dates of 5/4/17, 5/5, 5/6, 5/8, 5/9 and 5/10 for the 
time of administration of Midda (midday).  

On 5/10/17, at 11:30 a.m., the DON reviewed 
R75's MAR and the order dated 5/2/17 for the eye 
medication. The DON confirmed the order read to 
administer to the left eye. The DON stated she 
would expect the eye ointment medication to be 
administered to the left eye only as ordered by 
the physician. RN-A at the time stated the 
medication should be administered so it comes in 
direct contact with the eye ball.  

The facility policy Administering Medications 
dated reviewed 10/16, indicated all medications 
are to be administered only as prescribed by the 
resident's physician/nurse practitioner and only by 
licensed or certified medical or nursing personnel.

The facility policy Eye Ointment and Gel 
Administration dated 2/13, indicated Procedure: 
VI. With a gloved finger, gently pull down lower 
eyelid to form "pouch," while instructing resident 
to look up. Place other hand against resident's 
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forehead to steady. Hold inverted medication tube 
between the thumb and index finger, and 
squeeze thin line of ointment (prescribed length) 
into the "pouch." Do not let tip of tube touch the 
eye or any surface. VII. Instruct the resident to 
close eyes slowly and rotate eyeball to allow for 
even distribution of the ointment over the surface 
of the eye.

FORM CMS-2567(02-99) Previous Versions Obsolete 4BMX11Event ID: Facility ID: 00770 If continuation sheet Page  7 of 7
















	1539 Survey
	OrigCertLtr
	health2567POC
	2567 Mayo Clinic HS Lake City
	cms671pass
	cms672pass
	S5218026 
	F5218026
	LSC CDE 2786
	2786 Mayo Clinic HS Lake City
	Structure Bookmarks
	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50


	Mayo Clinic HS Lake City draft
	Mayo Clinic HS Lake City sketch
	mn1513
	4bmx12.pdf
	PCR1539
	948Ltr
	OrigPCRCertLtr
	S5218026 
	F5218026




