
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: 00019

ID:   4VDH

HOWARD LAKE, MN

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

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

608716700

7

09/30

11/28/2016

GOOD SAMARITAN SOCIETY - HOWARD LAKE245278

02

 413 13TH AVENUE

55349

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  32 (L18)

13.Total Certified Beds  32 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 32

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

04/01/1985

00

00140

11/22/2016

11/28/2016 01/24/2017

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245278

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GOOD SAMARITAN SOCIETY - HOWARD LAKE  413 13TH AVENUE

HOWARD LAKE, MN 55349

11/28/2016
Y2 Y3

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  F0282 Correction

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

Completed 

LSC 11/11/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 11/11/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 11/11/2016

ID Prefix  F0371 Correction

Reg. #
483.35(i)

Completed 

LSC 11/11/2016

ID Prefix  F0463 Correction

Reg. #
483.70(f)

Completed 

LSC 11/11/2016

ID Prefix  F0465 Correction

Reg. #
483.70(h)

Completed 

LSC 11/11/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO10/6/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 4VDH12EVENT ID:

11/28/20161056201/24/2017BF/KJ



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245278

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

GOOD SAMARITAN SOCIETY - HOWARD LAKE  413 13TH AVENUE

HOWARD LAKE, MN 55349

11/14/2016
Y2 Y3

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

Reg. #
NFPA 101

Completed 

LSC 11/11/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 11/11/2016K0054

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO10/5/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 4VDH22EVENT ID:

11/14/20161952101/24/2017TL/KJ



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: 00019

ID:   4VDH

HOWARD LAKE, MN

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

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

608716700

7

09/30

11/28/2016

GOOD SAMARITAN SOCIETY - HOWARD LAKE245278

02

 413 13TH AVENUE

55349

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  32 (L18)

13.Total Certified Beds  32 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 32

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

04/01/1985

00

00140

11/22/2016

11/28/2016 01/24/2017

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245278

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GOOD SAMARITAN SOCIETY - HOWARD LAKE  413 13TH AVENUE

HOWARD LAKE, MN 55349

11/28/2016
Y2 Y3

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  F0282 Correction

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

Completed 

LSC 11/11/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 11/11/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 11/11/2016

ID Prefix  F0371 Correction

Reg. #
483.35(i)

Completed 

LSC 11/11/2016

ID Prefix  F0463 Correction

Reg. #
483.70(f)

Completed 

LSC 11/11/2016

ID Prefix  F0465 Correction

Reg. #
483.70(h)

Completed 

LSC 11/11/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO10/6/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 4VDH12EVENT ID:

11/28/20161056201/24/2017BF/KJ



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245278

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

GOOD SAMARITAN SOCIETY - HOWARD LAKE  413 13TH AVENUE

HOWARD LAKE, MN 55349

11/14/2016
Y2 Y3

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

Reg. #
NFPA 101

Completed 

LSC 11/11/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 11/11/2016K0054

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO10/5/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 4VDH22EVENT ID:

11/14/20161952101/24/2017TL/KJ



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: 00019

ID:   4VDH

HOWARD LAKE, MN

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

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

608716700

2

09/30

10/06/2016

GOOD SAMARITAN SOCIETY - HOWARD LAKE245278

02

 413 13TH AVENUE

55349

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  32 (L18)

13.Total Certified Beds  32 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 32

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

04/01/1985

00

00140

11/21/2016 11/22/2016

21.

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

Michelle Koch, HFE NE II Kate JohnsTon, Program Specialist
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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 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.

An investigation of complaints H5278006 and 

H5278007 was completed and found not to be 

substantiated.

 

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 11/11/16

 Based on observation, interview, and document 

review, the facility failed to provide assistance 

with eating as identified in the care plan for 1 of 3 

residents (13) who were dependent on staff for 

activities of daily living. 

Findings include: 

R13's quarterly Minimum Data Set (MDS), dated 

 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 

provision of federal and state law. For the 

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

11/03/2016Electronically 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 282 Continued From page 1 F 282

8/15/16, identified R13 required extensive 

assistance of one with eating, but had no 

problems with eating, swallowing or weight loss. 

Review of R13's Care Area Assessment dated 

2/17/16, identified R13 had poor eyesite and 

required set up and assistance and or supervision 

with eating.

R13's care plan dated 8/15/16, identified R13 had 

a terminal prognosis of Chronic Obstruction 

Pulmonary disease and was on hospice. Further, 

the care plan identified R13 was to have all food 

in bowls due to poor vision, and required 

extensive assistance of one with eating. 

During interview with R13 on 10/3/16, at 5:46 

p.m. R13 stated it was often, "difficult to eat" by 

himself as he had an arm sling and was almost 

completely blind in both eyes. Further, R13 stated 

he was thankful when his family came and 

assisted him to eat in the evenings. 

During observation on 10/03/16, at 5:46 p.m. R13 

was sitting in his recliner attempting to eat the 

evening meal. R13's food was not in bowls as 

directed by the care plan. There was no staff in 

R13's room assisting him (R13) to eat his meal. 

During observation on 10/04/16, at 9:00 a.m. R13 

was sitting in his room by himself eating 

breakfast. There was no facility staff in his room 

assisting him to eat breakfast. 

On 10/05/16, at 11:48 a.m. dietary aid (DA)-B was 

observed setting up R13's meal tray after the 

assistant director of nursing (ADON) came into 

R13's room and explained staff needed to be 

present during all meals to assist R13 with eating. 

After the ADON left R13's room at 11:52 a.m. 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.

F282

R13�s care plan interventions for eating 

assistance was reviewed with his direct 

care givers on 11/4/16.  R13 is receiving 

assistance with eating in accordance with 

his plan of care. 

All current and future residents who 

require assistance with eating will be 

provided eating assistance in accordance 

with their plan of care.  These needs will 

be communicated via the care plan, 

Kardex and shift to shift reports.

Nursing & dietary staffing will be provided 

with re-education, by DON or designee, by 

11/11/16 regarding following care planned 

interventions for eating assistance and 

accessing communication of the care 

planned interventions in the Kardex. 

The DON or designee will conduct audits 

for R13 and random other residents 

requiring assistance to eat to ensure care 

planned interventions for assistance are 

being provided.  These audits will be 

completed weekly x 4, monthly X 3. Audit 

results will be reviewed by facility QAPI 

committee for further recommendations. 

Completion date: 11/11/16
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F 282 Continued From page 2 F 282

dietary aid (DA)-B stated she was not aware of 

any facility staff helping R13 to eat his meals in 

his bedroom. Further, DA-B stated R13 had been 

"barely eating anything" over the past few 

months.

When interviewed on 10/05/16, at 12:05 p.m. 

registered nurse (RN)-A stated R13 needed 

assistance with eating and a staff member 

needed to be present with R13 at all times in his 

bedroom. RN-A stated she was unsure if facility 

staff were in R13's room for breakfasts.

 

During interview on 10/05/16 at 12:06 p.m. dietary 

manager (DM) stated R13 had his tray set up in 

his room per his preference. When (R13) first 

came to the facility in February 2016 he was 

independent with eating. Over the last few 

months, he has required supervision and set up 

with all meals.

When interviewed on 10/05/16, at 1:24 p.m. 

assistant director of nursing (ADON) stated R13 

required an extensive assistance with eating and 

was not always being assisted with his meals. 

A facility Cares policy titled, "Care Plan"dated 

09/14, identified "residents will receive and be 

provided the necessary care and services to 

attain or maintain the highest practicable well- 

being in accordance with the comprehensive 

assessment."

F 309

SS=D

483.25 PROVIDE CARE/SERVICES FOR 

HIGHEST WELL BEING

Each resident must receive and the facility must 

provide the necessary care and services to attain 

or maintain the highest practicable physical, 

F 309 11/11/16
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F 309 Continued From page 3 F 309

mental, and psychosocial well-being, in 

accordance with the comprehensive assessment 

and plan of care.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interview, and record 

review, the facility failed to complete a 

comprehensive wound assessment for 2 of 3 

residents (R45, R13) assessed for non-pressure 

related skin conditions. 

Findings include:

R45 was observed on 10/3/16 at 2:55 p.m., in 

their room with a dressing that encircled R45's 

head and secured with a large elastic dressing.  

R45 stated she had the dressing because of an 

old injury which was assessed while at the 

hospitalized and was on antibiotic treatments.   

R45's facility face sheet completed at admission 

on 9/28/16 identified that R45's medical 

diagnoses included osteomyelitis (bone infection) 

with underlying chronic lesions and diabetes 

mellitus (body unable to produce or respond to 

the hormone 

insulin).  

R45's hospital discharge summary, dated 

9/28/16, identified (R45) had a chronic wound 

with inflammation on her scalp that was, 

"probable scalp osteomyelitis" and was admitted 

to the facility for continued IV (intravenous 

therapy-infusion of medication directly into the 

vein) antibiotic therapy. The hospital discharge 

summary history and physical, dated and 

 F309

R45�s wounds were assessed, 

measured and documented on 10/5/16.   

All current residents with wounds have 

been reviewed to ensure that all 

assessments, measurements and 

documentation have been completed per 

facility policy and procedure.  

All licensed nursing staff will be provided 

with re-education, by DON or designee, by 

11/11/16 regarding the facility policy and 

procedure for skin and wound 

assessment, monitoring and 

documentation.

Focus audits will be conducted for R45 

and random other residents with wounds 

to ensure appropriate assessment, 

monitoring and documentation have been 

completed weekly X4 then monthly X 3.  

Audit results will be reviewed by facility 

QAPI committee for further 

recommendations.  

Completion date: 11/11/2016
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F 309 Continued From page 4 F 309

scanned 9/30/16, identified under the HEENT 

(head, eyes, ears, nose and throat) section 

described the area as, "head with large wound at 

the vertex, mild erythema, some scabbing, none 

appears acute. Thin skin." 

The electronic record Nursing Admit-Re-Admit 

Data Collection V-2  completed on 9/28/16 by 

licensed practical nurse (LPN)-B identified (R45) 

had "abnormal configuration" which was checked 

for the head and neck. The narrative description 

indicated "Due to current diagnosis, head is 

wrapped and we are unable to see it." Further, 

the Skin Integrity Section  of the assessment 

identified (R45) had no wounds.  

The Admission/Readmission note, completed on 

9/28/16 at 5:52 p.m. by registered nurse (RN)-A 

identified R45 was admitted for IV antibiotic 

therapy and wound care. The resident had a 

diagnosis of osteomyelitis of the skull, with a 

dressing covering her head. There was no 

indication that a description, appearance, or size 

of the wound was identified as part of the 

assessment.   

R45's care plan which was initiated on 9/28/16 

and identified R45 had  "Limited physical mobility 

r/t [related to] osteomyelitis e/b [evidenced by] 

weakness."  There was no mention of the head 

wound, how to care for it or any existing skin 

problems affected by the osteomyelitis.  

During interview on 10/3/16 at 7:16 p.m., the 

director of nursing (DON) reviewed R45's 

electronic medical record and stated that there 

were no assessments or documentation that 

addressed measurements or description of scalp 

wound. The  resident came on Wednesday 
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(9/28/16), and someone should have assessed 

and documented on the wound.    

During observation on 10/5/16 at 8:47 a.m., R45 

had removed the dressing. 

R45's scalp was exposed with serous 

(yellow-clear) drainage on dressing which was 

removed. RN-A cleansed the area and then 

proceeded to obtain measurements which 

included measurement of inclusive areas 

including scabs/slough. The inclusive area on the 

crown of R45's head measured 12 cm 

(centimeters) by 12.5 cm.  Within this area, there 

were four separate areas that were scabbed and 

had slough near the outer edge of the total 

circumference. The areas of scab and slough 

from the upper left measured 5.5 cm x 2 cm and 

the area on the rear left measured 3 cm by 3.5 

cm. On the right rear area, the scab/slough 

measured 2 cm by 3.4 cm, with the area on the 

right front measuring 1.2 cm by 3 cm. In the 

center of the area had white colored lighter tissue 

in two distinct areas. The area towards the 

occiput measured 4.5 cm by 3 cm. The second 

area more faint in appearance and measured 3 

cm by 3 cm.  Following measurements, wound 

care was completed with Xeroform dressing 

applied, covered with mepilex (a soft absorbent 

dressing which does not adhere to skin) and 

secured with gauze wrap. 

During interview on 10/6/16, at 11:40 a.m., RN-B 

indicated the first skin assessment should be 

completed on admission. A wound description, 

size, location and wound characteristic should be 

on the Nursing Admit-Re-Admit Data Collection 

form. RN-B stated any subsequent 

documentation regarding concerns related to 

wound or wound care would be in daily progress 

FORM CMS-2567(02-99) Previous Versions Obsolete 4VDH11Event ID: Facility ID: 00019 If continuation sheet Page  6 of 18



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/22/2016

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245278 10/06/2016

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

 413 13TH AVENUE
GOOD SAMARITAN SOCIETY - HOWARD LAKE

HOWARD LAKE, MN  55349

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 309 Continued From page 6 F 309

notes. RN-B stated the initial assessment would 

be completed on the day of admission and 

subsequent measurement and documentation of 

skin concerns would be completed on 

Wednesdays by the LPN/RN who was on duty, 

which was not completed for this resident.    

R13's admission record dated 2/7/16, identified 

multiple diagnosis including; cellulitis, 

osteoarthritis, edema and blindness in both eyes.

During interview on 10/04/16 at 2:37 p.m. R13 

stated there were open area on the front of his 

nose, and on his left side of his face near his ear 

which had been present for more than thirty 

years. He thought there were cancerous skin 

lesions.

R13's annual Minimum Data Set (MDS) was 

completed on 02/07/16. The corresponding Skin 

Integrity Care Area Assessments (CAA)'s 

identified R13 had several flat rashes on his body 

upon admission which included; flat rash on the 

right/left iliac crest (area near the hip bone) and a 

flat rash on both of his knees. There was no 

mention of the open area on his nose or any 

areas on the left side of R13's face near his ear. 

Review of subsequent quarterly MDS's dated 

5/17/16 and 8/15/16 did not identify any open 

areas on R13's nose and or the left side of his 

cheek.

When interviewed on 10/04/16 at 10:24 p.m. the 

wound registered nurse (RN)-B stated R13 had a 

habit of picking at his face because of anxiety. 

Further, RN-B stated open areas should be 

monitored daily by facility staff and she (RN-B) 
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was unable to find any assessment of the open 

areas on R13's nose and left side of face, which 

identified size, location, and skin characteristics. 

During interview on 10/05/16, at 1:24 p.m. 

director of nursing (DON) stated she was 

unaware of any skin assessments or monitoring 

for R13's open area on the tip of his nose and the 

left side of his cheek. Further, DON stated a skin 

assessment should have been completed upon 

admission and at a minimum on R13 quarterly 

assessments.

A facility policy titled, "Skin Assessment, Pressure 

Ulcer and Wound documentation" dated 04/2016, 

identified it is the facilities responsibility to 

systematically assess residents in regards to skin 

breakdown and to quarterly assess/monitor.

F 312

SS=D

483.25(a)(3) ADL CARE PROVIDED FOR 

DEPENDENT RESIDENTS

A resident who is unable to carry out activities of 

daily living receives the necessary services to 

maintain good nutrition, grooming, and personal 

and oral hygiene.

This REQUIREMENT  is not met as evidenced 

by:

F 312 11/11/16

 Based on observation, interview, and document 

review, the facility failed to provide routine nail 

care for 1 of 3 residents (17) who were 

dependent on staff for nail care. Further, the 

facility failed to provide feeding assistance for 1 of 

1 residents (R13) who needed extensive staff 

assistance with eating. 

 F312

Staff providing direct care for R13 and 

R17 were re-educated on providing for 

these care planned needs on 10/4/16 and 

10/6/16 respectively.  

All current and future residents requiring 

assistance with eating or nail hygiene 

have been reviewed and will be provided 

FORM CMS-2567(02-99) Previous Versions Obsolete 4VDH11Event ID: Facility ID: 00019 If continuation sheet Page  8 of 18



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/22/2016

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245278 10/06/2016

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

 413 13TH AVENUE
GOOD SAMARITAN SOCIETY - HOWARD LAKE

HOWARD LAKE, MN  55349

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 312 Continued From page 8 F 312

Findings include: 

R17's quarterly Minimum Data Set (MDS), dated 

8/24/16, identified R17 was cognitively intact and 

required extensive assistance of one to complete 

personal hygiene cares. R17's care plan, dated 

8/31/16, identified R17 had a self care deficit, and 

listed an intervention of, "Personal Hygiene- 

resident requires one staff assistance. Provide 

nails care after showers and on an as needed 

basis."   

During observation on 10/03/16, at 5:46 p.m. R17 

was seated in a recliner chair in her room.  R17 

had long fingernails on both hands, with visible 

thick, brown debris present underneath several of 

the nails on her left hand.  

When interviewed on 10/03/16, at 5:46 p.m. R17 

stated staff helped her with bathing, and she 

needed help to clip her fingernails.  She stated 

her nails were dirty and she had just received her 

weekly bath, on Monday (10/3/16). 

An un-dated facility Bath List identified R17 

received a weekly bath and required extensive 

assistance of one with personal hygiene.

A subsequent observation, on 10/04/16 at 9:07 

a.m. and on 10/5/16 at 10:39 a.m. R17 continued 

to have long fingernails with visible thick, dark 

debris underneath several of her fingernails on 

her left hand.

When interviewed on 10/05/16, at 10:49 a.m. 

NA-B stated R17 was dependant on staff for her 

personal hygiene, and had just received her 

weekly bath on Monday (10/3/16). Further, NA-B 

stated R17's fingernails appeared dirty and she 

assistance as specified per their care 

plan.

Nursing staff will be provided with 

re-education, by the DON or designee, by  

11/11/16 regarding accessing the 

Kardex/care plan and following the care 

planned interventions for residents 

requiring assistance with eating and nail 

hygiene.

DON or designee will complete focus 

audits for R13 and R17 as well as random 

other residents to ensure care planned 

interventions are communicated and 

being followed per their care plan/Kardex 

weekly X4, then monthly X 3.  Audit 

results will be reviewed by facility QAPI 

committee for further recommendations.

Completion date: 11/11/2016
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did not believe nail care had been completed.  

During interview on 10/05/16, at 12:30 a.m. 

director of nursing (DON) stated she was not 

aware of R17's nail preference, but they were to 

be trimmed and cleaned on scheduled bath days.

 

R13's quarterly Minimum Data Set (MDS), dated 

8/15/16, indicated R13 required extensive 

assistance of one with eating. Further, the MDS 

indemnified R13 had no problems with eating, 

swallowing or any concerns with weight loss. 

Review of R13's Care Area Assessment dated 

2/17/16, identified R13 had poor eyesite, required 

set up and assistance and/or supervision with 

eating.

R13's care plan dated 8/15/16, identified R13 had 

a terminal prognosis of Chronic Obstruction 

Pulmonary disease and was on hospice. Further, 

the care plan identified R13 was to have all food 

in bowls due to poor vision, and required 

extensive assistance of one with eating. 

During interview with R13 on 10/3/16, at 5:46 

p.m. R13 stated it was often, "difficult to eat" by 

himself as he had an arm sling and was almost 

completely blind in both eyes. Further, R13 stated 

he was thankful when his family came and 

assisted him to eat in the evenings. 

During observation on 10/03/16, at 5:46 p.m. R13 

was sitting in his recliner attempting to eat the 

evening meal. R13's food was not in bowls as 

directed by the care plan. There was no staff in 

R13's room assisting him (R13) to eat his meal. 
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During observation on 10/04/16, at 9:00 a.m. R13 

was sitting in his room by himself eating 

breakfast. There was no facility staff in his room 

assisting him to eat breakfast. 

On 10/05/16, at 11:48 a.m. dietary aid (DA)-B was 

observed setting up R13's meal tray after the 

assistant director of nursing (ADON) came into 

R13's room and explained staff needed to be 

present during all meals to assist R13 with eating. 

After the ADON left R13's room at 11:52 a.m. the 

dietary aid (DA)-B stated she was not aware of 

any facility staff helping R13 to eat his meals in 

his bedroom. Further, DA-B stated R13 had been 

"barely eating anything" over the past few 

months.

When interviewed on 10/05/16, at 12:05 p.m. 

registered nurse (RN)-A stated R13 needed 

assistance with eating and a staff member 

needed to be present with R13 at all times in his 

bedroom. RN-A stated she was unsure if facility 

staff were in R13's room for breakfasts.

 

During interview on 10/05/16 at 12:06 p.m. dietary 

manager (DM) stated R13 had his tray set up in 

his room per his preference. When (R13) first 

came to the facility in February 2016 he was 

independent with eating. Over the last few 

months, he has required supervision and set up 

with all meals.

When interviewed on 10/05/16, at 1:24 p.m. 

assistant director of nursing (ADON) stated R13 

required an extensive assistance with eating and 

was not always being assisted with his meals. 

A facility Cares policy titled, "Activities of Daily 
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Living"dated 06/14, identified that any resident 

who is unable to carry out ADL's will receive the 

necessary services to maintain good nutrition, 

grooming and personal hygiene.

F 371

SS=E

483.35(i) FOOD PROCURE, 

STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or 

considered satisfactory by Federal, State or local 

authorities; and

(2) Store, prepare, distribute and serve food 

under sanitary conditions

This REQUIREMENT  is not met as evidenced 

by:

F 371 11/11/16

 Based on observation, interview, and document 

review, the facility failed to serve hamburger 

patties in a sanitary manner to prevent food borne 

illness, this had the potential to affect 14 of 23 

residents who were served hamburger patties 

from the kitchen. 

Findings include:  

During observation on 10/4/16, at 9:28 a.m. 

dietary aid (DA)-A placed on a clean gloves and 

started food preparation for the noon meal. With 

her clean gloved hands, DA-A placed frozen 

hamburger patties in a plastic lined metal pan and 

poured gravy over the hamburger patties and 

repeated the process. She then DA-A touched the 

lid of the garbage can and placed waste into the 

garbage. With her soiled gloves, she placed one 

 F371

None of the residents were affected. 

All residents in facility were reviewed for 

signs and symptoms of food-borne 

illnesses on 10/04/16. None were noted.

Dietary staff will be provided with 

re-education by the Director of Dietary 

Services by 11/11/16 regarding the facility 

policy and procedure for serving and 

preparing food under sanitary conditions. 

Random audits will be completed by the 

Director of Dietary Services for ensuring 

sanitary practices are being followed 

weekly X 4 then monthly X 3.  Results of 

audits will be reviewed at the QAPI 

committee for further evaluations or 

recommendations.
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metal pan with the frozen hamburger patties and 

gravy into the refrigerator and the second metal 

pan with frozen hamburger patties into the oven, 

without first removing her soiled gloves. DA-A 

continued with her soiled gloves to tie the frozen 

hamburger patty bag closed and placed it in the 

freezer. She proceeded to grab clean metal 

containers with her soiled gloves and placed  

them on the kitchen counter. DA-A then took off 

her soiled gloves, did not wash her hands and 

then washed the kitchen counter. She then 

opened two cans of carrots and poured the 

excess liquid into the sink. With her soiled hands, 

DA-A placed a plastic liner into both metal 

containers and poured the carrots into each of the 

metal containers. She then labeled the carrots 

and placed them into the refrigerator and 

proceeded to wash her hands.

During an interview on 10/4/16 at 9:50 a.m., DA-A 

stated any time she touched a dirty surface such 

as a garbage can, she should wash her hands. 

Further, DA-A stated, she made a mistake after 

touching the dirty garbage can with her gloved 

hands.

 

When interviewed on 10/4/16 at 3:02 p.m. dietary 

manager (DM) stated DA's are expected to wash 

their hands any time they come into contact with 

dirty surfaces such as garbage cans. 

The facility policy titled, "Hand Hygiene and 

Handwashing" dated 03/2016, the policy identifies 

employees were expected to wash hands if 

hands were visibly soiled, and anytime after 

removing gloves.

F 463

SS=D

483.70(f) RESIDENT CALL SYSTEM - 

ROOMS/TOILET/BATH

F 463 11/11/16
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The nurses' station must be equipped to receive 

resident calls through a communication system 

from resident rooms; and toilet and bathing 

facilities.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interview and document 

review, the facility failed to ensure call lights for 1 

of 21 residents (R36) reviewed in the sample 

were functional and working properly.

Findings include:

R36's diagnoses, as identified on the Minimum 

Data Set (MDS) dated 7/5/16 included cerebral 

vascular accident (stroke).  The MDS did not 

indicate a cognitive level.

During observation on 10/3/16 at 2:45 p.m., R36 

was seated in her wheel chair, in the day room 

and listening as current events were read from 

the newspaper.  Activity department staff poured 

coffee and passed out snacks, and asked R36 if 

she wanted a cookie.  R36 indicated wanting a 

cookie and coffee, and was observed eating the 

snack independently.

During observation on 10/3/16 at 2:56 p.m., the 

resident bed-side call light was tested to activate 

the call light.  After numerous attempts of 

pressing on the switch, which was attached to a 

cord and connected to the wall, the call light 

remained inactivated.  Nursing assistant (NA)-A 

entered the room, and in presence of surveyor, 

also attempted, without success, to activate 

R36's call light.  NA-A then exited the room, and 

 F463

R36 call light was repaired immediately on 

10/03/16.

All resident�s call lights in the center 

were checked to ensure they are working 

properly. This was completed by 10/6/16.

Nursing will be provided with education 

regarding proper call light 

functioning.Housekeeping staff will be 

provided with education regarding 

conducting quarterly audits to ensure call 

lights are functioning properly by 11/11/16.   

Audits of call lights will be done for R36 

and Random other residents by the 

Director of Environmental Services to  

ensure call lights are functioning properly 

daily X 7 days, then weekly X 4 then 

quarterly thereafter.  Audit results will be 

reviewed by QAPI committee for further 

recommendations.
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returned a couple minutes later with a new call 

light cord.  NA-A swapped the cords, then 

demonstrated the new switch was working 

properly to activate the call light.

In an interview on 10/3/16 at 3:06 p.m., NA-A said 

she hadn't noticed the call light not to be working 

in that room, and it was "the first time" she had 

seen that one failed to work.  NA-A said she was 

not sure if the call lights were routinely checked, 

but said if they not working, nursing could swap 

out the cords.  NA-A also said R36 did not 

consistently use the call light, but that all 

residents, "including [R36]" needed to have one 

available.

During an interview on 10/5/16 at 2:07 p.m., the 

director of environmental services (DES) stated 

that when call lights are noted to be 

non-functioning, they were "fixed immediately."  

The DES said however, the facility did not a 

process in place to routinely check on the 

functioning of call lights.  The DES said "I cannot 

say" we have a process to check them on a 

regular basis.

In a subsequent interview on 10/6/16 at 2:12 

p.m., the DES shared a facility checklist used by 

housekeeping and maintenance, which included 

direction to check the call light and cord, after a 

resident vacates a room.  The DES said once the 

room was prepared for a new admission,  she the 

form was thrown out.  The DES said there was no 

record of this inspection for room 105.  The DES 

said resident call lights "need to be working" and 

was a part of resident safety.  In regard to a 

call-light check, the DES said she knew "exactly 

where to add it."
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A facility policy regarding resident call lights was 

requested, but none was available.

F 465

SS=B

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 11/11/16

 Based on observation, interview and document 

review, the facility failed to maintain sanitary and 

clean conditions for 4 of 23 resident rooms and 

bathrooms (Rooms #115, 111, 109 and 118) 

which affected 4 residents who used utilized 

these rooms. 

Findings include:

During an environmental tour on 10/6/16 at 1:36 

p.m., with the director of environmental services 

(DES) and in presence of the surveyor, resident 

rooms and bathrooms were reviewed.

Parked in bathroom in room #115 was a large, 

portable commode-like chair, which had been 

pushed into the room.  On the wall opposite the 

door, five feet from the floor, the wall was scuffed:  

There were two distinct areas, each 5" (inches) in 

length, with scraped and missing paint, as well as 

dime-sized indentations into the wall.  When the 

DES pulled the chair out of the bathroom, turned 

it around and pushed it back in, the scuff marks 

and scrapings were consistent with the height 

and protruding features of the chair frame.  The 

 F465 

The scuffs on the bathroom wall in room 

115 were repaired. The scrape marks and 

missing paint on the wall in room 115 

were repaired and repainted. The 

bathroom wall in room 118 was repaired 

and repainted. Completion date: 

11/08/2016. The bathroom fan vents in 

rooms 115, 111, 109 were cleaned on 

10/07/16.

All resident bathrooms and rooms were 

inspected to access for wall damage, 

missing paint, and unclean fan vents, etc 

to ensure sanitary and clean conditions. 

Completion date: 11/11/2016.

The facility �Daily Cleaning�, �Weekly 

Deep Cleaning� and �Maintenance 

Discharge� checklists were reviewed and 

revised as necessary to ensure inspection 

of resident rooms and bathrooms, and 

follow-up steps to report any issues found, 

in order to maintain sanitary and clean 

conditions.  Education regarding these 
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DES said the markings were likely caused by the 

chair when it's moved in and out of the bathroom.  

In addition in room #115, there were scrape 

marks and missing paint on the wall to the left of 

main door.  

Bathrooms in rooms #115, 111 and 109 were 

reviewed.  In each of these rooms, fan vents were 

found unclean, and in need of vacuuming or 

dusting, and were acknowledged by the DES.  

In an interview during the tour at 1:43 p.m., the 

DES stated resident rooms were cleaned daily, 

and there were also cleaning tasks that were 

done on a weekly basis.  The DES also said the 

bathroom in room #115 did not get used as often 

as a normal bathroom, and the cleaning of the 

vent "likely got missed."  The DES said the wall 

surfaces in room #115  were "uncleanable," and 

needed to be fixed.  The DES said the bathroom 

vents in rooms #111 and  109 also needed to be 

cleaned.

The bathroom in room #118 was also inspected, 

and upon opening the door, on the lower wall 

opposite the stool were two distinct areas with 

black scuff marks and chipped and scuffed paint .  

One area was approximately 2' (feet) in length, 

and the other 3', both acknowledged by the DES.  

During a subsequent interview on 10/6/16 at 1:59 

p.m., the DES said the wall areas in room #118 in 

the bathroom, caused by use of the wheeled 

walker, also were "uncleanable because of the 

scraped paint."  The DES said nearly daily there 

was new evidence of chipped paint and marks, 

and was familiar in the bathroom of room 118.

The facility's "Daily Cleaning" and "Weekly Deep 

changes and expectations communicated 

to all environmental services staff. 

Completion date: 11/11/2016.

Completed �Daily Cleaning�, �Weekly 

Deep Cleaning� and �Maintenance 

Discharge� checklists are routed to 

Director of Environmental Services for 

review to ensure compliance. Director of 

Environmental Services or designee will 

conduct random audits of resident 

bathrooms and resident rooms to monitor 

performance, and to ensure the facility 

maintains sanitary and clean conditions. 

Audits will be done weekly x 4 weeks, 

then monthly x 2 months. Results of the 

audits will be brought to facility QAPI 

committee for further recommendations.
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Cleaning Schedule" form, undated, was reviewed.  

The form listed cleaning tasks to be done both on 

daily and weekly schedules.  #2 on the deep 

cleaning schedule directed to "dust air vents."
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