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Electronically delivered
March 28, 2023

Administrator

Harmony River Living Center
1555 Sherwood Street Southeast
Hutchinson, MN 55350

RE: CCN: 245114
Cycle Start Date: March 9, 2023

Dear Administrator:

On March 9, 2023, 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.

Deficiencies found as a result of this survey were determined to be only isolated deficiencies, with the
ootential for causing or resulting in no more than minimal harm (Level A). You will find enclosed a form

(CMS "A") setting forth these deficiencies.

You are not required to submit a plan of correction for these deficiencies, however, it is expected that
the deficiencies will be corrected in a timely manner.

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing

Minnesota Department of Health

Health Regulation Division

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

Email: Kamala.Fiske-Downing@state.mn.us

An equal opportunity employer.
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E 000 | Initial Comments E 000

On 3/6/23 through 3/9/23, 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 facility is enrolled in the electronic Plan of
Correction (ePoC) and therefore a signature is
not required at the bottom of the first page of the
State form. Although no plan of correction is
required, it is required that you acknowledge
receipt of the electronic documents.

F 000 | INITIAL COMMENTS F 000

On 3/6/23 through 3/9/23, a standard
recertification survey was conducted at your
facility. A complaint investigation was also
conducted. Your facility was in compliance with
the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were reviewed with no
deficiencies cited: H51149039C (MN90088)

The facility is enrolled in ePOC, 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, the facility must
acknowledge receipt of the electronic documents.

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

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. |f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:50Q511 Facility ID: 00348 If continuation sheet Page 1 of 1
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245114 B. WING 3/8/2023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1555 SHERWOOD STREET SOUTHEAST

HARMONY RIVER LIVING CENTER HUTCHINSON. MN
ID
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES

K 920 Electrical Equipment - Power Cords and Extens

CFR(s): NFPA 101

Electrical Equipment - Power Cords and Extension Cords

Power strips in a patient care vicinity are only used for components of movable patient-care-related electrical
cquipment (PCREE) assembles that have been assembled by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity may not be used for non-PCREE (e.g., personal
clectronics), except in long-term care resident rooms that do not use PCREE. Power strips for PCREE meet
UL 1363A or UL 60601-1. Power strips for non-PCREE in the patient care rooms (outside of vicinity) meet
UL 1363. In non-patient care rooms, power strips meet other UL standards. All power strips are used with
general precautions. Extension cords are not used as a substitute for fixed wiring of a structure. Extension
cords used temporarily are removed immediately upon completion of the purpose for which it was installed
and meets the conditions of 10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 (NFPA 70), 590.3(D) (NFPA 70), TIA 12-5

This REQUIREMENT 1s not met as evidenced by:

Based on observation and staff interview, the facility failed to use extension cords per NFPA 99 (2012
edition), Health Care Facilities Code, sections 10.5.2.3.1 and 10.2.4.2.1, and NFPA 70 (2011 edition),
National Electrical Code, sections 400.8. This deficient finding could have an isolated impact on the
residents within the facility.

Findings include:

On 03/08/2023 between 09:30 AM and 12:30 PM, 1t was revealed by observation there was an extension
cord plugged into a patient recliner in room 257 and when discovered on the tour was removed by the
Environmental Services Director.

An 1terview with the Environmental Services Director verified this deficient finding at the time of
discovery.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing 1t 1s 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 1s 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

The above 1solated deficiencies pose no actual harm to the residents

031099 . .
Event ID: 5()Q52] If continuation sheet 1 of 1
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FIRE SAFETY

An annual Life Safety recertification survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
03/09/2023. At the time of this survey, Harmony
River Living Center was found not in compliance
with the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC 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.

UPON RECEIPT OF AN ACCEPTABLE POC, 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.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

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

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. |f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.

4. |dentify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

Harmony River Living Center was constructed in
2012, is two-stories in height, has a partial
basement, is fully fire sprinkler protected, and
was determined to be of Type 11(111) construction.

The facility has an automatic fire alarm system
with smoke detection in the corridors and spaces
open to the corridors, which is monitored for
automatic fire department notification. Each
Resident Room is equipped with hard-wired,
single-station smoke detectors.
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The facility has a capacity of 120 beds and had a
census of 112 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a),
are NOT MET as evidenced by:
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