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Mr. Richard Meyer, Administrator

St. Gertrudes Health & Rehabilitation Center
1850 Sarazin Street

Shakopee, Minnesota 55379

Subject: St. Gertrudes Health & Rehabilitation Center - Independent Dispute Resolution (IDR)
CMS Certification Number (CCN): 24 5610
Project Number: H5610030

Dear Mr. Meyer:

This is in response to your letter of December 13, 2016, in regards to your request for an informal
dispute resolution (IDR) for the federal deficiency at tag F323 issued pursuant to an abbreviated
standard survey event 555Q11, completed on December 2, 20186,

The information presented with your letter, the CMS 2567 dated December 2, 2016 and corresponding
Plan of Correction, as well as survey documents and discussion with representatives of OHFC staff have
been carefully considered and the following determination has been made:

F3235/S-G 42 CFR §483.25(d) Accidents: The resident environment remains as free from accident
hazards as is possible; and each resident receives adequate supervision and assistance devices to
prevent accidents.

Summary of the facility’s reason for IDR of this tag:

R1: The facility alleges R1's care plan was implemented as written at the time of the accident. The
facility provided documentation for R1 including occupational/physical therapy assessments, care plan,
nurse progress notes, incident reports, staff documentation and interviews which revealed, at the time
of the fall, R1 was receiving care according to her assessed and care planned needs.

R2: Although the facility agrees R2's care plan was not implemented which resulted in R2's fall, they
had reported the incident to the Office of Health Facility Complaints (OHFC) for possible maltreatment
with conclusionary findings that no further action was necessary by OHFC. The facility contends that
due to self-reporting the incident and subsequent OHFC review, the facility considered R2's incident to
have been thoroughly investigated therefore should not have been included in F323.
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Summary of facts.

R1 fell in the bathroom while standing and washing her hands, with staff present, as directed by the
care plan.

R2 required staff assistance with toileting and was left alone in the bathroom which resulted in a fall.
R2's care plan directed staff to remain with R2 while in the bathroom. The facility submitted a
Vulnerable Adult report due to possible maltreatment as a result of the failure to implement R2's care
plan. The Office of Health Facility Complaints reviewed R2's reported incident and determined no
further action was needed by OHFC at that time.

Conclusion:

The facility provided documentation for R2 including the Office of Health Facility Complaints
disposition letter. Although OHFC had determined no further action was needed by their office, it did
not preclude the facility from having this incident investigated further.

R1is not a valid example of a deficient practice under this regulation and will be removed from the
Statement of Deficiencies. The removal of this example does not negate the findings in the remainder
of the deficiency related to R2. The deficiency remains valid at a lower scope and severity of D.

The revised Statement of Deficiencies is attached.
This concludes the Minnesota Department of Health informal dispute resolution process.

Please note it is your responsibility to share the information contained in this letter and the results of
this review with the President of your facility’s Governing Body.

§“§@%W

Lyla Burkman, Unit Supervisor

Licensing and Certification Program

Health Regulation Division

Telephone: 218-308-2104 Fax: 218-308-2122

cc: Office of Ombudsman for Long-Term Care
Pam Kerssen, Assistant Program Manager
Licensing and Certification File
Annette Winters, OHFC Supervisor




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / GLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building =
245610 vt |B. Wing v |2/3/2017 v -
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

ST GERTRUDES HEALTH & REHABILITATION CENTER 1850 SARAZIN STREET

SHAKOPEE, MN 55379

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).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0323 Correction Correction D Prefix Correction
483.25(h

Reg. # ® Completed | Reg. # Completed
LSC 01/31/2017 LSC
ID Prefix Correction Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix ID Prefix Correction
Reg. # Completed |Reg. # eg. # Completed
LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed [Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed |
LSC LSC LSC |
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [X] | (INITIALS) LB/mm 03/24/2017 37564 02/03/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1 | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

12/9/2016 UNCORRECTED DEFIGIENCIES (CMS-2567) SENT TO THE FACILITY? [ Jves [] No

Form CMS - 25678 (09/92) EF (11/06) Page 1 of 1 EVENT iD: 585Q12
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245610 B WING 12/02/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1850 SARAZIN STREET
ST GERTRUDES HEALTH & REHABILITATION CENTER SHAKOPEE, MN 55379
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
Revised 2567 as a result of an Informal dispute
Resolution
An abbreviated standard survey was conducted
to investigate case #H561003 a result, the
following deficiencies are i facility is
enrolled in ePOC and th
required at the bottom
CMS-2567 form. Electronic s
POC will be used as verificati
F 323 | 483.25(h) FREE OF ACCIDE F 323 1/3117
$$=D | HAZARDS/SUPERVISION/DEVI
The facility must ensure that the residént
environment remains as free of accident hag
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

by:
Based on interview and document review the
facility failed to ensure adequate supervision was
provided to reduce the risk of falls for 1 of 4 ‘statutes applicable to long
residents (R2) reviewed who was left term care providers. This plan of
unsupetrvised while in the bathroom which correction does not constitute an
resulted in a fall. admission of liability on the part of the
facility and, such liability is hereby
The findings include: specifically denied. The submission of the
plan of care does not constitute
R2's medical record was reviewed. R2's face agreement by the facility that the
sheet dated 7/19/16, included diagnoses of surveyor's findings and/or conclusions are
neoplasm of craniopharyngeal duct (brain tumor), accurate, that the findings constitute a
syncope (fainting), and other abnormalities of gait deficiency or that the scope and severity
and mobility (difficulty walking.) R2's admission regarding any of the deficiencies cited are
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/16/2016

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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D:585Q11 Facility 1D: 00459 If continuation sheet Page 1 0f3




P :
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
: C
245610 B. WING 12/02/2016 :
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1850 SARAZIN STREET
ST GERTRUDES HEALTH & REHABILITATION CENTER SHAKOPEE, MN 55379
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 1 F 323
falls care plan dated 7/19/16, specified 16 correctly applied. Please accept this Plan
interventions for fall prevention. of Correction as our credible allegation of
compliance.
R2's Minimum Data Set (MDS) Brief Interview for
Mental Status (BIMS) dated 8/28/16, indicated F323 Free of Accident
severe cognitive impairmen ore of 6 out Hazards/Supervision/Devices

of 15.
SPECIFIC RESIDENTS: Resident R1

d affected by alleged deficient practice was
discharged on 08/17/16. Resident R2
affected by alleged deficient practice will
not be left alone when in the bathroom.

R2's Falls Care Area Assess
8/29/16 indicated R1 had cog
would try to stand independe
with therapy only, and needed e
assistance of two to three staff fo
transfers/toileting and activities of dail
(ADL's.)

OTHER RESIDENTS: Residents who are
at risk for falls are assessed for safety
and appropriate interventions upon
mission, quarterly and as needed for
ety. Fall preventions are put into place
ording to their fall risk assessment.

R2's physician's order dated 8/1/16, directed staff
not to leave R2 alone in bathroom, related to
fainting episodes while straining on the toilet.

R2's physical therapy care plan dated 8/23/186,
indicated R2 was able to stand for one minute 15
seconds before losing balance and was able to
walk 30 feet with a front wheeled walker, which
placed R2 at a high risk for falls and diminished

mobility.

R2's event report dated 9/4/16, indicated R2 was

assisted by one staff to the bathroom, was left : via audits for those residents who need
alone, and had fall at 10:00 a.m. with injuries attendance at all times when in bathroom
including a large bruise on right side of the back, with care: Weekly x 4 weeks, then twice
scrapes to both knees, and two small cuts on the monthly for 1 month, then monthly for 1
right lower back. month with review by Quality Assurance

Committee for further needs.

R2 had a fall while in the bathroom on 9/9/16
without injury. Post falls assessment dated DATE OF COMPLIANCE: January 31st,
9/9/18, directed nursing assistants to not leave 2017

R2 alone in bathroom due to cognitive inabilities
(unable to use the call light for assistance.)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:585Q11 Facility iD: 00459 If continuation sheet Page 2 of 3



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
March 24, 2017

Mr. Richard Meyer, Administrator

St. Gertrudes Health & Rehabilitation Center
1850 Sarazin Street '

Shakopee, Minnesota 55379

Subject: St. Gertrudes Health & Rehabilitation Center - Independent Dispute Resolution (IDR)
CMS Certification Number (CCN): 24 5610
Project Number: H5610030

Dear Mr. Meyer:

This is in response to your letter received on December 13, 2016, in regards to your request for an
informal dispute resolution (IDR) for the federal deficiency at tag F323 where corresponding correction
orders were issued pursuant to an abbreviated standard survey completed on December 2, 2016.

The information presented with your letter, the CMS and State 2567s dated December 2, 2016, and
corresponding Plan of Correction, as well as survey documents and discussion with representatives of

Licensing and Certification staff have been carefully considered and the following determination has
been made:

State Tag ID Prefix — 0830: Adequate and Proper Nursing Care; 1850: Patients & Residents of Hc Fac.
Bill of Rights

* Refer to summary outlined in the MDH letter dated March 9, 2017, addressing the IDR for
federal deficiencies.

* The revised 2567 State Form is attached.

This concludes the Minnesota Department of Health informal dispute resolution process where
corresponding correction orders were issued.

Please note it is your responsibility to share the information contained in this letter and the results of
this review with the President of your facility’s Governing Body.

An equal opportunity employer.
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Sincerely,

Lyla Burkman, Unit Supervisor
Licensing and Certification Program
Health Regulation Division
Telephone: 218-308-2104

Fax: 218-308-2122

cc: Office of Ombudsman for Long-Term Care
Pam Kerssen, Assistant Program Manager
Licensing and Certification File
Annette Winters, Unit supervisor, Office of Health Facility Complaints




STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

00459 vt |B. Wing v |2/312017 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

ST GERTRUDES HEALTH & REHABILITATION CENTER 1850 SARAZIN STREET

SHAKOPEE, MN 55379

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (prefix codes shown to the left of each requirement on the survey
report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix 20830 Correction ID Prefix 21850 Correction ID Prefix Correction
MN Rule 4658.0520 MN St. Statute 144.651

Reg. # Spr.u1e Completed 4 Reg. # gubd. 14 aute Completed | Reg. # Completed
LSC 01/31/2047 01/31/2017 | LSC

ID Prefix Correction Correction ID Prefix Correction
Reg. # Completed N Completed | Reg. # Completed
LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed
LSC LSC

1D Prefix Correction ID Prefix : 0 1 efix Correction
Reg. # Completed |Reg. # Completed
LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [X] ] (INITIALS) LB/MM |03/24/2017 37564 02/03/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON 1 CHECK FOR ANY UNCORRECTED DEFICIENGIES. WAS A SUMMARY OF

12/2/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? Cdves 1 Nno

Page 1 of 1 EVENT ID: 585Q12
STATE FORM: REVISIT REPORT (11/06)
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

c
00455 B. WING 12/02/2016 .

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1850 SARAZIN STREET
SHAKOPEE, MN 55379

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

ST GERTRUDES HEALTH & REHABILITATION CENTE

2000| Initial Comments 2 000
*****ATTENTION******

NH LICENSING CORRECTION ORDER

144A.10, this correction ord
pursuant to a survey. If, upor
found that the deficiency of deficie

not corrected shall be assessed 2
with a schedule of fines promulgate ‘
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.

You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.

INITIAL COMMENTS:
Revised STATE FORM as a result of an Informal
Dispute Resolution

A complaint investigation was conducted to
investigate complaint H5610030. As a result, the
following correction orders are issued. The facility
has agreed to participate in the electronic receipt

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed 12/16/16
STATE FORM 6899 555Q11

If continuation sheet 1 of 8
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

c
00459 B. WING 12/02/2016 5

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1850 SARAZIN STREET
SHAKOPEE, MN 55379

(X4) iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

ST GERTRUDES HEALTH & REHABILITATION CENTE

2000 Continued From page 1 2000

of State licensure orders consistent with the
Minnesota Department of Health Informational
Bulletin 14-01, available at
http://iwww.health.state.mn.us/divs/fpoc/profinfo/inf
obul.htm The State licensing ord
delineated on the attached Miny;
Department of Health orders ge i
electronically. Although ng plan o
necessary for State Statutes/Rules, pleas
the word "corrected" in the box av
Then indicate in the electronic Sté{e}
process, under the heading comple
date your orders will be corrected priortg
electronically submitting to the Minnesota ™
Department of Health.

2830; MN Rule 4658.0520 Subp. 1 Adequate and
Proper Nursing Care; General

12/16/16

Subpart 1. Care in general. A resident must
receive nursing care and treatment, personal and
custodial care, and supervision based on
individual needs and preferences as identified in
the comprehensive resident assessment and
plan of care as described in parts 4658.0400 and
4658.0405. A nursing home resident must be out
of bed as much as possible unless there is a
written order from the attending physician that the
resident must remain in bed or the resident
prefers to remain in bed.

This MN Requirement is not met as evidenced
by:

Based on interview and document review the This plan of correction is submitted as
facility failed to ensure adequate supervision was required under Federal and State
provided to reduce the risk of falls for 1 of 4 regulations and statutes applicable to long

Minnesota Department of Health

STATE FORM 6899 555Q11 If continuation sheet 2 of 8
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FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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C
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DEFICIENCY)
2830 Continued From page 2 2830
residents (R2) reviewed who was left term care providers. This plan of
unsupervised while in the bathroom which correction does not constitute an
resulted in a fall. admission of liability on the part of the

facility and, such fiability is hereby
specifically denied. The submission of the
plan of care does not constitute

e agreement by the facility that the
surveyor's findings and/or conclusions are
accurate, that the findings constitute a
deficiency or that the scope and severity
regarding any of the deficiencies cited are

The findings include:

R2's medical record was reviey
sheet dated 7/19/16, included di
neoplasm of craniopharyngeal d
syncope (fainting), and other ab

falls care plan dated 7/19/16, specifie: correctly applied. Please accept this Plan
interventions for fall prevention. of Correction as our credible allegation of
compliance.

R2's Minimum Data Set (MDS) Brief Interview f
Mental Status (BIMS) dated 8/29/16, indicated
severe cognitive impairment with a score of 6 out
of 15.

F323 Free of Accident
azards/Supervision/Devices

SBECIFIC RESIDENTS: Resident R1
R2's Falls Care Area Assessment (CAA) dated

8/29/16 indicated R1 had cognitive deficits and
would try to stand independently. R1 was to walk
with therapy only, and needed extensive
assistance of two to three staff for 4
transfers/toileting and activities of daily living E IDENTS: Residents who are
(ADL's.) at risk fc{ falls are assessed for safety and

e eged deficient practice will
aft alongdivhen in the bathroom.

appropriat ons upon admission,
R2's physician's order dated 8/1/16, directed staff quarterly and eded for safety. Fall
not to leave R2 alone in bathroom, related to preventions are put into place according to
fainting episodes while straining on the toilet. their fall risk assessment.
R2's physical therapy care plan dated 8/23/18, Certified Nursing Assistants were provided
indicated R2 was able to stand for one minute 15 education on:
seconds before losing balance and was able to 1. Proper supervision of those residents
walk 30 feet with a front wheeled walker, which specifically ordered to have supervision at
placed R2 at a high risk for falls and diminished all times when in the bathroom.
mobility.
MONITOR: The Director of Nursing and/or
R2's event report dated 9/4/16, indicated R2 was designee will observe and assess via
assisted by one staff to the bathroom, was left audits for those residents who need
Minnesota Department of Health
STATE FORM 6899

585Q11 If continuation sheet 3 of 8
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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C
00459 B. WING 12/02/2016
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
2830 Continued From page 3 2830

alone, and had fall at 10:00 a.m. with injuries
including a large bruise on right side of the back,
scrapes to both knees, and two small cuts on the
right lower back.

R2 had a fall while in the bath

9/9/186, directed nursing asg,zé an
R2 alone in bathroom due to cog

at the beginning the shift nursing assistants
to look at the nursing assistant communication
book. NA-G recalled the doctor's order to stay
the bathroom with R2 had been placed in the
back of the book.

An interview with director of nursing (DON)-D was
conducted on 9/21/16, at 12:40 p.m. DON-D
stated nursing assistants were provided with
information about the residents and it was
expected the nursing assistants followed the care
plan. DON-D stated that NA-G did not follow the
plan of care for R2 when s/he left R2 alone in the
bathroom.

An interview conducted on 9/21/16, at 3:34 p.m.
registered nurse (RN)-C stated nursing assistants
used the 24 hour report sheet (nursing assistant
communication book) as a guide for care.

Fall assessment and plan of care policy revised
02/05/07, directed staff, resident, and family be
educated as to the care plan.

Resident safety policy (undated,) indicated that
before performing any procedure with a resident,
the staff shall checked the resident’s identity, the

attendance at all times when in bathroom
with care: Weekly x 4 weeks, then twice
monthly for 1 month, then monthly for 1
month with review by Quality Assurance
Committee for further needs.

DATE OF COMPLIANCE: January 31st,
2017

Minnesota Department of Health

STATE FORM

6699 585Q11

If continuation sheet 4 of 8
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C
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2830} Continued From page 4 2 830
physician's order and/or the resident's care plan.
The policy also indicated staff were to provide
support to the residents body during
transfers/ambulation and to use a gait belt.
SUGGESTED METHOD
The Director of Nursing or design
review policies and procedures, 1
necessary, educate staff on revisio
monitor to ensure compliance.
TIME PERIOD FOR CORRECTION: Twenty-On
(21) days
21850] MN St. Statute 144.651 Subd. 14 Patients & 12/16/16

Residents of HC Fac.Bill of Rights

Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
section 626.5572, subdivision 15, or the
intentional and non-therapeutic infliction of
physical pain or injury, or any persistent course of
conduct intended to produce mental or emotional
distress. Every resident shall also be free from
non-therapeutic chemical and physical restraints,
except in fully documented emergencies, or as
authorized in writing after examination by a
resident's physician for a specified and limited
period of time, and only when necessary to
protect the resident from self-injury or injury to
others.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on interview and document review the
facility failed to ensure adequate supervision was
provided to reduce the risk of falls for 1 of 4
residents (R2) reviewed who was left
unsupervised while in the bathroongwhich
resulted in a fall. '

The findings include:

sheet dated 7/19/18, included dia nose
neoplasm of craniopharyngeal duct (’ in tumay),
syncope (fainting), and other abnormal rsaof gait
and mobility (difficulty walking.) R2's admission
falls care plan dated 7/19/16, specified 16
interventions for fall prevention.

R2's Minimum Data Set (MDS) Brief Interview for
Mental Status (BIMS) dated 8/29/16, indicated
severe cognitive impairment with a score of 6 out
of 15.

R2's Falls Care Area Assessment (CAA) dated
8/29/16 indicated R1 had cognitive deficits and
would fry to stand independently. R1 was to walk
with therapy only, and needed extensive
assistance of two to three staff for
transfers/toileting and activities of daily living
(ADL's.)

R2's physician's order dated 8/1/16, directed staff
not to leave R2 alone in bathroom, related to
fainting episodes while straining on the toilet.

R2's physical therapy care plan dated 8/23/16,
indicated R2 was able to stand for one minute 15
seconds before losing balance and was able to
walk 30 feet with a front wheeled walker, which
placed R2 at a high risk for falls and diminished
mobility.

This plan of correction is submitted as
required under Federal and State
regulations and statutes applicable to long
term care providers. This plan of
correction does not constitute an
admission of liability on the part of the
facility and, such liability is hereby
specifically denied. The submission of the
plan of care does not constitute
agreement by the facility that the
surveyor's findings and/or conclusions are
accurate, that the findings constitute a
deficiency or that the scope and severity
regarding any of the deficiencies cited are
correctly applied. Please accept this Plan
of Correction as our credible allegation of
pliance.

Fé 3F ee of Acmdent

not be l¢! alone whenvin the bathroom.

OTHER RES!BENTS: Residents who are
at risk for falls are assessed for safety and
appropriate interventions upon admission,
quarterly and as needed for safety. Fall
preventions are put into place according to
their fall risk assessment.

Certified Nursing Assistants were provided
education on:

1. Proper supervision of those residents
specifically ordered to have supervision at
all times when in the bathroom.

Minnesota Department of Health
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MONITOR: The Director of Nursing and/or
R2's event report dated 9/4/16, indicated R2 was designee will observe and assess via
assisted by one staff to the bathroom, was left audits for those residents who need
alone, and had fall at 10:00 a.m. with injuries attendance at all times when in bathroom

including a large bruise on right sidé:of the back, with care: Weekly x 4 weeks, then twice
monthly for 1 month, then monthly for 1
month with review by Quality Assurance

Committee for further needs.

DATE OF COMPLIANCE: January 31st,
2017

An interview with nursing assistant (NA)-G was
conducted on 9/20/16, at 2:28 p.m. NA-G state
at the beginning the shift nursing assistants were
to look at the nursing assistant communication
book. NA-G recalled the doctor's order to stay in
the bathroom with R2 had been placed in the
back of the book.

An interview with director of nursing (DON)-D was
conducted on 9/21/16, at 12:40 p.m. DON-D
stated nursing assistants were provided with
information about the residents and it was
expected the nursing assistants followed the care
plan. DON-D stated that NA-G did not follow the
plan of care for R2 when s/he left R2 alone in the
bathroom.

An interview conducted on 9/21/16, at 3:34 p.m.
registered nurse (RN)-C stated nursing assistants
used the 24 hour report sheet (nursing assistant
communication book) as a guide for care.

Fall assessment and plan of care policy revised
02/05/07, directed staff, resident, and family be
educated as to the care plan.

Minnesota Department of Health
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Resident safety policy (undated,) indicated that
before performing any procedure with a resident,
the staff shall checked the resident's identity, the
physician's order and/or the resident's care plan.
The policy also indicated staff wergito provide
support to the residents body dufin
transfers/ambulation and to

The Director of Nursing or designat
review policies and procedures, rev
necessary, educate staff on revisions
monitor to ensure compliance.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days '
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID: 5288
Facility ID: 00459

1. MEDICARE/MEDICAID PROVIDER NO.

(L) 245610
2.STATE VENDOR OR MEDICAID NO.
(L2) 440886100

3. NAME AND ADDRESS OF FACILITY

(L3) ST GERTRUDES HEALTH & REHABILITATION CENTER

(L4) 1850 SARAZIN STREET
(L5) SHAKOPEE, MN

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

7. PROVIDER/SUPPLIER CATEGORY

4. TYPE OF ACTION:

T (1Y)

1. Initial 2. Recertification
3. Termination 4. CHOW
(L6) 55379 5. Validation 6. Complaint
7. On-Site Visit 9. Other
02w

8. Full Survey After Complaint

(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 02/22/2016  (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: __(L10) 03 SNF/NF/Distinet 07 X-Ray 11 ICF/IID 15 ASC FISCAL YEAR ENDING DATE:  (L35)

0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 06/30

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a): \/ A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

To (b): Program Requirements ___ 2. Technical Personnel 6. Scope of Services Limit

Compliance Based On: __ 3. 24 Hour RN __ 7. Medical Director
1. Acceptable POC 4. 7-Day RN (Rural SNF) 8. Patient Room Size
12.Total Facility Beds 105 (L13) -
. . . ___ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 105 (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 D 1861 (e) (1) or 1861 (j) (1): (L15)
105
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
T Yloanl
Gayle Lantto, Unit Supervisor 02/24/2016 Enforcement Specialist 04/27//2016
(L19) (L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
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X 1. Facility is Eligible to Participate
2. Facility is not Eligible

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

(L2
22. ORIGINAL DATE 23. LTC AGREEMENT 24. ITC AGREEMENT 26. TERMINATION ACTION: (L30)
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(L24) (L41) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk of fvotuntary fermination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
. Rescind Suspension Date:
(4 B. Rescind Suspension D
(LA45)

28. TERMINATION DATE:

29. INTERMEDIARY/CARRIER NO.

03001
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Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS
CMS Certification Number (CCN): 245610

April 2, 2016

Mr. Richard Meyer, Administrator

St Gertrudes Health & Rehabilitation Center
1850 Sarazin Street

Shakopee, Minnesota 55379

Dear Mr. Meyer:

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 February 15, 2016 the above facility is certified for:

105 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 105 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

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

Sincerely,

TVlent . TVicatf-

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Email: mark.meath@state.mn.us

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

An equal opportunity employer



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
February 24, 2016

Mr. Richard Meyer, Administrator

St Gertrudes Health & Rehabilitation Center
1850 Sarazin Street

Shakopee, Minnesota 55379

RE: Project Number S5610024
Dear Mr. Meyer:

On January 27, 2016, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on January 14, 2016. 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 February 22, 2016, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on February 8, 2016 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 January 14, 2016. We presumed, based on
your plan of correction, that your facility had corrected these deficiencies as of February 5, 2016. Based on our
PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our standard
survey, completed on January 14, 2016, effective February 5, 2016 and therefore remedies outlined in our
letter to you dated January 27, 2016, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

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

Sincerely,

TVlent . TVicatf-

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division

Email: mark.meath@state.mn.us

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

An equal opportunity employer
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Minnesota
Department
of Health

Protecting, Maintaining and Improving the Health of all Minnesotans

Electronically Delivered
April 27,2016

Mr. Richard Meyer, Administrator

St Gertrudes Health & Rehabilitation Center
1850 Sarazin Street

Shakopee, Minnesota 55379

Re: Removal of Reinspection Results - Project Number S5610024
Dear Mr. Meyer:

On February 26, 2016 notice of reinspection results were delivered electronically to the