DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: 706W
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00235
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L{LS)
(L1) 245546 (L3) MISSION NURSING HOME
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 3401 EAST MEDICINE LAKE BOULEVARD 3. Termination 4. CHOW
(L2) 121742900 (L5) PLYMOUTH, MN (L6) 55441 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02wy
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 06/04/2015 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: ) 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaceredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X 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. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 97 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 97 (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 11D 1861 (e) (1) or 1861 (j) (1): (L15)
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(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:
Brenda Fischer, Unit Supervisor 06/04/2015 o) Kate JohnsTon, Program Specialist 07/22/2015
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2. Facility is not Eligible
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22. ORIGINAL DATE

23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
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02/01/1991 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

CMS Certification Number (CCN): 245546
July 22, 2015

Mr. Timothy Meyer, Administrator

Mission Nursing Home

3401 East Medicine Lake Boulevard

Plymouth, Minnesota 55441

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 June 4, 2015 the above facility is certified for or recommended for:
97 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 67 skilled nursing facility beds.

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

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

Please contact me if you have any questions.

Sincerely,

Kate JohnsTon, Program Specialist

Licensing and Certification Program

Health Regulation Division

Telephone: (651) 201-3992  Fax: (651) 215-9697
Enclosure (s)

cc: Licensing and Certification File

Minnesota Department of Health - Health Regulation Division ®
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us
An equal opportunity employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

July 10, 2015

Mr. Timothy Meyer, Administrator
Mission Nursing Home

3401 East Medicine Lake Boulevard
Plymouth, Minnesota 55441

RE: Project Number S5546025
Dear Mr. Meyer:
On June 17, 2015, we informed you that the following enforcement remedy was being imposed:

* Mandatory denial of payment for new Medicare and Medicaid admissions, effective July 16,
2015. (42 CFR 488.417 (b))

Also, we notified you in our letter of , in accordance with Federal law, as specified in the Act at Section
1819(F)(2)(B)(ii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from conducting Nursing
Aide Training and/or Competency Evaluation Programs (NATCEP) for two years from July 16, 2015.

This was based on the deficiencies cited by this Department for a standard survey completed on April
16, 2015, and lack of verification of substantial compliance with the Life Safety Code (LSC)
deficiencies at the time of our notice. The most serious LSC deficiencies in your facility at the time of
the standard survey were found to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections
were required.

On June 25, 2015, the Minnesota Department of Public Safety completed a Post Certification Revisit
(PCR) to verify that your facility had achieved and maintained compliance with federal certification
deficiencies issued pursuant to a standard survey, completed on April 16, 2015. We presumed, based
on your plan of correction, that your facility had corrected these deficiencies as of June 4, 2015. Based
on our PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our
standard survey, completed on April 16, 2015, as of June 4, 2015.

As a result of the PCR findings, this Department recommended to the Centers for Medicare and
Medicaid Services (CMS) Region V Office the following actions related to the remedies outlined in our
letter of June 17, 2015. The CMS Region V Office concurs and has authorized this Department to
notify you of these actions:

Minnesota Department of Health ¢ Health Regulation Division
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us
An equal opportunity employer



Mission Nursing Home
July 10, 2015
Page 2

* Mandatory denial of payment for new Medicare and Medicaid admissions, effective July 16,
2015, be rescinded. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective July 16, 2015, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective July 16, 2015, is to
be rescinded.

In our letter of June 17, 2015, we advised you that, in accordance with Federal law, as specified in the
Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited from
conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years
from July 16, 2015, due to denial of payment for new admissions. Since your facility attained
substantial compliance on June 4, 2015, the original triggering remedy, denial of payment for new
admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded.

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions.

Sincerely,

Kate JohnsTon, Program Specialist

Licensing and Certification Program

Health Regulations Division

Telephone: (651) 201-3992  Fax: (651) 215-9697
Enclosure (s)

cc: Licensing and Certification File



Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved

OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
) 6/4/2015
245546 B. Wing
Name of Facility Street Address, City, State, Zip Code
MISSION NURSING HOME 3401 EAST MEDICINE LAKE BOULEVARD
PLYMOUTH, MN 55441
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) ltem (Y5) Date (Y4)  Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0156 05/12/2015 ID Prefix F0157 06/03/2015 ID Prefix F0225 06/03/2015
Reg. # 483.10(b)(5) - (10), 483.10(b)(1) Reg. # 483.10(b)(11) Reg. # 483.13(c)(1)(ii)-(iii), (c)(2) - (4)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0226 06/03/2015 ID Prefix F0278 06/03/2015 ID Prefix F0329 06/03/2015
Reg. # 483.13(c) Reg. # 483.20(q) - (i) Reg. # 483.25(1)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0356 05/11/2015 ID Prefix  F0425 06/03/2015 ID Prefix F0428 06/03/2015
Reg. # 483.30(e) Reg. # 483.60(a),(b) Reg. # 483.60(c)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0463 04/17/2015 ID Prefix ID Prefix
Reg. # 483.70(f) Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency BF/K] 07/10/2015 10562 06/04/2015
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
4/16/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
Form CMS - 2567B (9-92) Page 1 of 1 Event ID: 706W12



Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved
OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider/ Supplier / CLIA/
Identification Number

245546

(Y2) Multiple Construction (Y3) Date of Revisit
A. Building
) 01 - MAIN BUILDING 01 6/25/2015
B. Wing

Name of Facility

MISSION NURSING HOME

Street Address, City, State, Zip Code

3401 EAST MEDICINE LAKE BOULEVARD
PLYMOUTH, MN 55441

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) ltem (Y5) Date (Y4) ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 04/24/2015 ID Prefix 04/24/2015 ID Prefix 06/04/2015
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Ko0018 LSC K0043 LSC K0052
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency PS/K] 07/10/2015 28120 06/25/2015
Reviewed By —— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
4/20/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92)

Page 1 of 1 Event ID: 706W22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: 706W
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00235
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L{LS)
(L1) 245546 (L3) MISSION NURSING HOME
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 3401 EAST MEDICINE LAKE BOULEVARD 3. Termination 4. CHOW
(L2) 121742900 (L5) PLYMOUTH, MN (L6) 55441 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02wy
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 04/16/2015 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: ) 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
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 (): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 97 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
___ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 97 (L17) X B. Notin 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 11D 1861 (e) (1) or 1861 (j) (1): (L15)
97
(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:
Bruce Melchert, HFE II 06/25/2015 L) Kate |0hn§T0n Program Specjalist 06/26/2015
(L20)

PART 11 - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY

X 1. Facility is Eligible to Participate

2. Facility is not Eligible

20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY
02/01/1991 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
06/26/2015
(L32) (L33) DETERMINATION APPROVAL

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

020499



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 0470 0000 5262 1543
April 29, 2015

Mr. Timothy Meyer, Administrator
Mission Nursing Home

3401 East Medicine Lake Boulevard
Plymouth, Minnesota 55441

RE: Project Number S5546025
Dear Mr. Meyer:

On April 16, 2015, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that constitute
no actual harm with potential for more than minimal harm that is not immediate jeopardy (Level F), as
evidenced by the attached CMS-2567 whereby corrections are required. A copy of the Statement of
Deficiencies (CMS-2567) is enclosed.

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

This letter provides important information regarding your response to these deficiencies and addresses the
following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be contained
in that document;

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained
at the time of a revisit;

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

Minnesota Department of Health « Health Regulation Division
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us
An equal opportunity employer



Mission Nursing Home
April 29, 2015
Page 2
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.

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

DEPARTMENT CONTACT

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

Jessica Sellner, Unit Supervisor
Minnesota Department of Health
3333 West Division, #212

St. Cloud, Minnesota 56301
Telephone: (320)223-7343

Fax: (320)223-7348

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey and
also cited at the current survey. Your facility does not meet this criterion. Therefore, if your facility has
not achieved substantial compliance by May 26, 2015, the Department of Health will impose the following
remedy:

» State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by May 26, 2015 the following remedy will be imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter. Your
PoC must:

- Address how corrective action will be accomplished for those residents found to have been
affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected by
the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;



Mission Nursing Home
April 29, 2015
Page 3

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action completion
dates must be acceptable to the State. If the plan of correction is unacceptable for any
reason, the State will notify the facility. If the plan of correction is acceptable, the State
will notify the facility. Facilities should be cautioned that they are ultimately accountable
for their own compliance, and that responsibility is not alleviated in cases where
notification about the acceptability of their plan of correction is not made timely. The plan
of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare and/or
Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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.
In order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department of
Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your PoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL 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. A Post
Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in your
plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the
latest correction date on the approved PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred sooner
than the latest correction date on the PoC.



Mission Nursing Home

April 29, 2015

Page 4

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above. If
the level of noncompliance worsened to a point where a higher category of remedy may be imposed, we
will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through the
informal dispute resolution process. However, the remedies specified in this letter will be imposed for
original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH
AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by July 16, 2015 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the failure
to comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of
new deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint
visit or other survey conducted after the original statement of deficiencies was issued. This mandatory
denial of payment is in addition to any remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by October 16, 2015 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations
at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the specific

deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
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Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited deficiencies.
All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day period
allotted for submitting an acceptable plan of correction. A copy of the Department’s informal dispute
resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Minnesota Street, Suite 145
St. Paul, Minnesota 55101-5145
Telephone: (651) 201-7205

Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Kate Johnston, Program Specialist

Licensing and Certification Program

Health Regulations Division

Telephone: (651) 201-3992  Fax: (651) 215-9697
Enclosure (s)

cc: Licensing and Certification File
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Mission Nursing Home

| 3401 East Medicine Lake Blvd. (763) 559-3123 Ext. 11
Plymouth, MN 55441 , (763) 559-0604
Fax

To: Minnesota Department of Health From: Tim FunkMeyer,
Attn: Jessica Sellner, Unit Supervisor Administrator
Fax: 1-320-223-7348 Pages: 40 - Including Cover
Phone: 1-320-223-7343 Date: Qway 2015
Re: Plan of Correction for Survey cc:
completed on April 16, 2015

Comments: Attached is the Plan of Correction for your review. If you do not receive all
40 pages, please contact Anna Niesen at 763-559-3123 ext. 11.



No. 5511 P2

PRINTED: 04/29/2015

May. 22. 2015 7:00PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES 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
245648 8. WING 04/16/2015
NAME OF PROVIDER OR SUPBLIER 8TREET ADDRESS, CITY, STATE, ZIf CODE .
MISSION NURSING HOME 3401 EAST MEDICINE LAKE BOULEVARD
PLYMOUTH, MN 66441
() 10 SUMMARY STATEMENT OF DEF)CIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET|ON
- TAG REGULATORY OR L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 000 | INITIAL COMMENTS F ooo| F000 , o _
It is the policy of Mission Nursing
- , L Home to foliow all federal, state, and
aT: ;ofé"rcg:g:‘a’;f: :: g:;zﬁgﬁzeﬁgg ,l’l‘"g' serve local guidelines, laws, regulations, and
i action is not
Department's acceptance. Your sighature at.the tstagutes. ,}25 dp;zna(;f : gr::iscsil on of
bottom of the first page of the CMS+2567 form will {eficiont bracfice by fh facilt
be used 2= verification of compliance. deficient practice by the facility
administrator, employees, agents, or
Upon receipt of an acceptable POC an on-site ' other IndIVIFilgals. The response to the
revisit of your facility may be conducted to alleged deﬂment. practice cited in this
validate that substantial compliance with the St'ater_nent of deficiencies d oes not
regulations has'been attalned in accordance with constitute agreéement with citations.
your verification. The preparation, submission, and
F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 implem‘entat‘:on of this plan of .
8$=D | RIGHTS, RULES, SERVICES, CHARGES correction will serve as our credible
allegation of compliance.
The facllity must Inform the resident both orally
and In writing in a language that the resident
understands of his or her rights and all rules and

regulations governing resident conduct and
responslbllities during the stay In the facllity, The
facility must also provide the resident with the .
notice (If any) of the State developed under
§1919(e)(B) of the Act. Such notification must ba
made prior to or upon admisslon and during the
resident's stay. Reosipt of such information, and
any amendments to it, must be acknowledged in

writing.

The facllity must Inform each resident who is
entitlad to Medicaid benefits, in writing, at the time
of admisslen to the nursing facllity or, when the
resident becomes sligible for Medicald of the
iterns and services that are included in nuralng
facility servicas under the State plan and for
which t| sident may not be charged: those

mge and gervices that the facllity offers )
ich the resldent may be charged, and
unt of charges for those services; ahd

V/ 5 A 2 ST . 5//26/’ /5

¢ A g wifl an aaterisk (*) de{mﬁes a deﬁclen‘c'y :"_MMM'Q“ may iba,m:cueed from carracling providing It Is defermined tat
other safequards provida sufficlent proleclion to the patients . (See instructions.) ept for nuraing hames, the findings slated shove aro disclosable 90 daya

Tollowlng the date of survey whether or not a plan of cameclion is provided. For nursing homes,
days following Ihe deate these documents are made availshle to the faclllly, If deficiencies are ¢

program partlclpation.

the mbove findings and plans of corraction are discloasble 14
ted, an approved plan of correction ia requlslie to continued

FORM CMs-2667(02-85) Previous Verslons Obsolete Evenl [D:706W11 Facility ID: 00235 {f conlinuation sheet Page 1 of 39
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inform each resident when changes are made 1o F .156 . . .
the items and services speclfied In paragraphs (5) Itis the policy of Mission Nursing
()(A) and (B) of this section. Home that each resident receiving
- Medicare Services will be issued a
The facility must Inform each resident before, or Skilled Nursing Facility Advance
at the time of admlssion, and periodically during Beneficiary Notice form (SNFABN) if
the resident's stay, of services avallable in the they will be remaining in the facility
facility and of charges for those services, and have Medicare days remaining.
including any charges for services not covered This form will be signed and issued by
under Medicars or by the facllity's per diem rate. the nurse manager along with the
Medicare Denial form at least forty-
The facility must furnish a wrltten description of eight hours prior to Medicare coverage
lagal rights which Includes; ending
Adeseription of the manner of protecting personal :
funds, under paragraph (c) of thls sectlon; We acknowledge the SNFABN was
. not completed for R47 and R28. Due
Adescrlp_tior} of ﬂ'nhelrt_ac_qu:rements and ;?mcedures to the elapsed time there is no further
for e_Sfablvshmg eligibility for Medlcald, mcludir!g action for these residents at this fime.
the right to request an as=essment under section
i i le's
)l determines e extent of 2 coup Quarterly audits will be conducted fo
institutionalizatlon and attributes to the community ensure proper forms are completed
apouse an equitable share of resources which until Quality Assur;nce Committee
cannot be consldered avallable for payment determines compliance.
toward the cost of the institutionalized spouse's i
medical care In his or her process of spending The Clinical Nurse Manager is
down to Medicaid eligibility levels. responsible for compliance.
Aposting of names, addresses, and telephone The SNFABN will be kept with the
numbers of all pertinant State client advocacy medicare denial letter.
groups such as the State survey and cerfificatlon
agency, the State llcensure office, the State This entire process has been in effect
ombudsman program, the protection and .as of 05/12/15.
advocacy network, and the Medicald fraud control
unft; and a statement that the resident may file a
camplalnt with the State survey and certlfication
agency concerning resident abuse, neglect, and
misapprapriation of resident property in the
Event ID: 706W11 Facliity ID: 00235 If continuatlon sheet Pags 2 of 39
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facility, and non-compliance with the advance
directives rsquiremerits.

The facllity must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admisslon oral and written
information about how ta apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments coverad by
such benefits.

Thls REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facllity failed to timely provide a liability and
appeal rights notice or denlal letter, prior to
dlscharge from Medicare servicas, for 1 of 3
residents (R28) reviewed In the sample.
Additionally, the facility failed to provide the
proper liablilty notices for 2 of 3 residents (R28
and R47) reviewed for Ilability notices,” who had
Medieare benefit days remaining, and whose
skilled services anded, but remained in the

facility.
Findings Include;

R28 was discharged from Medlcare services on
21212015, as indicated on a Notice of Medicare
Non-Coverage (form CMS 10123), slgried by him
on 2/2/2015. R28 ramained in the facility. There
was no evidence in the medical record that R28
received a Skilled Nursing Facility Advance

FORM CM$-2667(02-99) Previous Varslons Obsolsie
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Beneficlary Notice (SNFABN, forrn CMS 10155),
to allow hi/r.n to chose to continue fo recelve
ron-covered, skilled services at hls own cost, and

inform R28 of his right fo appeal Medicare's
deciglon.

During an Intervlew on 4/15/2015 at 2:08 p.m.,
registered nurse (RN)-A sald she was unable fo
defermine exactly when the generic notlce (CMS
10123) was slgned by R28, as the date on the
form next to hiz signature "was confusing.” RN-A
added that slnce R28's Medicare benefit ended
on a Monday, (February 2, 2015) he should have
received and slgned the notice "at laast by the
prior Friday, (January 30, 2015) and clearly he did
not" RN-A stated that when a resident's
medicare benefit days are ending, he would be
given "tha CMS 10123, the generic notice." RN-A
further stated, that If a resident remained In the
facllity, with remalning benefit days, he would also
be given "the generic notice of han-coverage and
the SNFABN form." RN-A sald both nofices were
to be glven "at least 48 hours prior fo the end of
their services ending." RN-A sald, "Regarding
[R28], he should have also been given the
SNFABN, but was not." "l can't say why he did
nat get the notice." RN-A said.

R47 was discharged from Medicare services on
10/23/2014, as indicated on a Notlce of Medicare
Non-Coverage, signed by hln on 10/21/2014.
RA47 remained in the facllity. There was no
evidence in the medical racord that R47 recelved
a SNFABN, to allow him to chose to continue to
recelVe non-covered, skilled services at his own
cost, and inform R47 of his right to appeal
Medicare's decislon,
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F 156 | Continued From page 4

 During an Interview on 4/15/2015 at 2:10 p.m., .

RN-A sald if R47 had remaining benefit days, and

.| stayed in the faclility, "He shouid have received
the SNFABN nofice." RN-A acknowledged that

R47 did not receive this nofice.

During an Interview on 4/15/2015 at 2:55 p.m.,
the controller reviewed R28's and R47's racords,
and sald both residents had remaining medicare
benefit days when thelr skilled services ended,
and also, that both residents remalned In the
facllity. The controller sald he noticed residents
"were not being glven the propsr [denial] forms
when he wWas preparing for an audit." The
controller said, "I don't know what happened,” for
whatever reason, the "resldents didn't get the
right form."” We are dolng the right forms now,
the controller said.

A facllity policy "Medicare Advance Beneficiary
Notice (ABN-SNF) Denlal Notices, undated,
indicated "The facility representative will lssue a
timely and appropriate advance beneflclary
notics...” The policy dld not indicate when the
notices wers to be given.

F 157 | 483.10(b)(11) NOTIFY OF GHANGES

ss=D | (INdURY/DECLINE/ROOM, ETC)

A facllity must immediately inform the resldent;
conault with the resident's physiclan; and if
Known, notify the resident's legal representative
oran interested famnily member when there Is an
accldent Involving the resident which results in
Injury and has the potentlal for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (Le., a
deterloration in health, mental, ar psychosocial

| status in either life threatening conditions or

F 156

F 157

|

If continualion sheat Page 5 of 35
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clinical complieations); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of freatment due to adverse
Ganhsaquences, or to commence a new form of
treatment); or a decision to trarisfer or discharge
the resldent from the facllity as specified In
§463.12(a).

The facility must also promptly notify the resident
and, If known, the resident's legal representative
or Interested family member when there ls a
change in room or roommate assignment as
specified In §483.15(e)(2); or a change In
resident rights under Federal or State [aw or
regulations as specified in paragraph (b)(1) of
this sectlon.

The facility must record and perlodically update
the address and phone number of the resldent's
legal representative or interestad famlly member.

This REQUIREMENT Is not met as evidencad
by:

Based on interviaw and document review, the
facility fafled to timely notify the nurse practittonsr
about elevated blood glucose Isvels for 1 of 1
residents (R62) reviewed In the sample, who had
elevatad blood glucose (BG) levels that nequxred
physician nofification,

Findlngs include:

R62's diagnoses, as indicated on the quarterly
Minimum Data Set (MDS) dated 1/22/2015,
included diabetes. A physician's order, dated
12/25/14, directed staff to administer R62
Humalog Solution (insulin) 100u/mi (units per
milllliter) per sflding scale, for the following blood

F 157
It is the policy of Mission Nursing Home

to notify the resident’s physician, legal
representative, or any interested family
member when there is a change in
condition or an accident involving a
resident resulting in injury and/or has
the potential for requiring physician
intervention.

Resident 62 received new physician
orders with blood sugar parameters and
indicating when to notify physician.
(Medical provider is now aware of the
blood glucose levels of 400+ that were
not previously reported to her.)

Change in Condition Policy and
Procedure has been reviewed and
revised to include the Stop and Watch

Tool,

Education; licensed & unlicensed staff
members will be educated the use of the|
Stop and Watch Tool.

Nurse managers will run the 24 hour
progress note report every morning (72
hour report on Mondays) to check for
changes in conditions and ensure follow
up has been initiated.

Director of Nursing or designee will be
responsible for compliance. :

Date of Completion; 06/03/15.
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- F 157 | Continued From page 6
glucose levels:

1560-200 = 3 units
201-250 = 6 unlts
251300 = 9 units
301-350 = 12 unlts
351-400 = 15 units

The physician’s order also included: [fblood
glucose Is less than 90 or greater than 400, two
times in a row, report to primary nurse practitioner
(NP) on next working day. A normal BG level Is
80-120,

Areview of the February 2015 Weights and Vitals
report indicated on 2/04/15 that R62's blood
glucose (BG) was above 400 three times, and on
2/22/15 R62's BG was above 400 two times. A
review of R62's nursing progress notes for
February 2015, Indicated the NP was only
updated on 2/17/15 regarding his slevated BG
levela.

A review of the March 2015 welghts and vitals
report Indicated from 3/10/15 ta 3/31/15, R62
had eight instances of blood glucose levels
greater than 400, twice in a row. A review of
R62's nursing progress notes for March 2015,
Indlcated the NP was not nofified of R62's
elevated BG levels until 3/25/15, even thaugh he
had three consecutive BG levels above 400 on
3/26 and 3/27/2015 which ranged from 407-588.

Avreview of the April 2015 welghts and vitals
report, indicated on 4/8/15, R62 had a bload
glucose level was 451 at 5:03 p.m. The
scheduled evening blood glucose was recorded
In the medication administration record as "HL"
The manufacturer owner's manual for the

F 157
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TRUEresult Blood Glucose Meter, manufactured
by Nipro Diagnostics, included that & reading of
"HI" indlcated a blood glucoss level greater than
600. Areview of R62's nursing progress notes
for April 2018, did not indicale the NP was notified
of this elevated BG level.

Further, a review of R62's BG levels on 4/8/15
indleated the followlng: 480 at 7:25 a.m.; 553 at
11:42 a.m.; 580 at 5:54 p.m_; and 411 at 8:11 p.m.
On 4/10/15, R62's BG at 7:29 a.m. was 538. A
review of R62's nursing progress notes for April
2015 indicated that na NP or physlclan
notification were completed for these blood
glucoss levels. R62's nursing progress hotes
also indicated he had five incldents of blood
glucose readings greater than 400, at least two
times in a row, without an update to the NP or
physiclan untif 4/12/15. On 4/11/15, R62 had a
bload glucose level of 500 at 7:40 am. and a
blood glucose level of 459 at 11:40 a.m., review
of the facillfles progress notes Indlcated that the
NP was not hofified.

Also, a raview of R62's medical record on
4/12/16, indicated he had a blood glucoss lave! of
484 at 7:30 a.m., and a blood glucoese level of
470 at 11:40 a.m. The record indicated the NP
was not notified untll 4/14/15, two days later.

During an interview on 04/15/2015 at 7:44 a.m.,
registered nuree (RN)-B stated that when R62's
blood glucose levels are ovar 400 fwo shifts In a
row, staff should glve insulin, and then call NP to
update on high blood glucose levels. RN-R also
stated, the NP will call back with instructions for
further insulin if needed. RN-B said R62 was
"noncompliant” with his dief, and that he "eats a

.| lot of candy bars and drinks a lot of Pepsi.”
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[n an interview on 4/15/15, at 8:16 a.m. the
director of nursing (DON) stated that hurses
should contact the practitioner when a resident's

| blood sugars are elevated, and “aspecially whan
they are over 400." The DON further statad this
was something "we need to re~-educate the staff
on." The DON said the facllity was "working on a
new program" for updating the NP and physicians
regarding changes In resident's condltion. -

Afacility polley, dated 5§/20/05, enfitied Change in
Condition directed staff to react to changes in
condiltion in order to have the most optimal
outcome for the resident. The policy further
indicated "If a change in condition can be
addressed and dealt wlth In the nursing homes,
the nurse is to call MD ta nofify of change In
condition.”

F 225 | 483.13(c)(1)(iD)-(), ()(2) - (4)

8s=E | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

F 225

The facility must not employ individuals who have
been found guilly of abusing, neglecting, or
mistreating residents by a court of law: or have
had a finding enterad into the State nurse alde
registry concerning abuse, neglect, mistreatment
of resldents or misappropriation of their property:
and repart any knowledge It has of actions by a
coult of law against an employee, which would
Indlcate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violatlons -
involving mistreatment, neglect, or abuse,
including Injuries of unknown source and [

FDRM CMS:2567(02-99) Provious Versions Dbsolste Bvenl ID: 706Wi1 Facllty 10: 00235 If confinuakion sheet Page 9 of 39
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misappropriation of resident property are reported Mission Nursing Home is the only all
immediately to ttye adminlstrator of the facility and male nursing home in Minnesota and
to other officials in accordance with State law thus deals with residents with
through established procedures (Ihcluding to the behavioral issues on a daily basis.
State survey and cartification agency), Resident swearing and using
. . inappropriate language tends to be a
The f:acﬂtty must have avidence that =l alleged part of the dynamic. Staff members
violations are thoroughly investlgated, and must use their judgment on what is
prevent further potential abuse while the reportable verbal abuse between
nvestlgation is in progress. residents and follow the Vulnerable
The results of all investigations must be reported gg,il:‘tep; e“f(l:ry\ll':l"(l)l:)hs respect to verbal
to the administrator or his designated '
representative and to other officlals In accordance T b ion in the dini
with State law (Including to the State survey and he verbal altercapon in the dining
certification agency) within 5 working days of the room l.)etween residents R65 and R120
fncident, and If the alleged violation is verlified was witnessed by health depelzr‘[ment
appropriate corrective action must be taksn. surveyors. The two reSIder]ts
comments, although offensive, were
not threatening or meant to cause harm
to each other. Mission Nursing Home's
This REQUIREMENT s not met as evidencad palicy defines verbal abuse as “the use
by: , of words to cause harm to the person
Based on observation, interview, and document being spoken to". This incident was
review the facility falled to ensure allegations of investigated according to facility policy.
verbal abuse wers immediately reported to the It was not reported to Common Entry
Sdministrator and state agency for 2 of 2 Paint/Office of Health Facility
residents (R65 and R120) whose verbal abuse Complaints as if was viewed as not
alleg_atlonswere observad during the survay, [n threatening or harmful during a resident
addition, the results of verbal and physical abuse to resident interaction. Verbal abuse is
allegations that were investigated, were not ili i
submitted within 5 workings of the incldent to the reported per facility policy
state agancy for 8 of 16 resident investigations : ; i
(R45, R53, R17,R116,R24,R16,R69 and R60). ii‘:ﬁﬁg?snrgma?deif rc;xfiiges{aﬁ
Further, the facllity did not complete reference Prohibiti F? l g b identificati
checks for 5 of 5 newly hired staff (reglstered _ro' ! d(' lon Ob'cly' ;‘ use jaentitication
nurse (RN)-C, RN-D, licensed practical nurse (including verbal abuse) and reporting.
(LPN)-A, nursing asslstant (NA)-A and dietary
alde (DA)-A.
FORM CM$<25667(04-83) Previoue Versions Obsolate Event|D;708W1{ Fadility }D: 00235 IF continustion sheet Page 10 of 3B
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. The Inter-Disciplinary Team (IDT)
Findings include: reviews all incidents. During these
' daily reviews, the IDT ensures all
ALLEGED INCIDENTS OF ABUSE NOT reportable Incidents have been
REPORTED TO.STATE AGENCY: reported. This is in place and will
remain ongoing. Results will be
o6 quartorly Minimum Data Set (MDS) dated reported q%artgrly fo the Quality
2/2/15, indicated he was moderately cognitively Assurance Committee.

Impaired, and had verbal behavioral problems.
The Director of Social Services or her

R120's admission MDS dated 3/27/15, indicated desi ill be responsible for
he has moderately cognitively Impalred. esignee will be re p
. compliance.
During an observation on 4/13/15, at 5:41 p.m., ! .
" b Date of Completion: 06/03/15

two resldents were in the first floor dinlng room
eating their evening meals with other residents
from the floor. R65 was sitting at a table beside
R120's table. R65 turned his head and yelled
"Fuck you, you are a cock sucker" towards R120.
R120 than yelled back at him "No, you are the
cock sucker." Distary aide (DA)-A who was
serving the meal, observed the altereation. The
social worker (SW)-A and the dlrector of nursing
(DON) then entered the dining room, and
aftemptad to deescalate the situation, The SW-A
and DON were able to calm the residents down
s0 they could continue to eat and finish their

meal.

During interview 4/15/15, at 9:15 aum, (2 days
after the incident) SW-A stated she was
responsible for and normally reported incldents to
the state agency. SW-A said she had not
reported the incident that occurred on 4/13/15 to
the state agency hecause R85 and R120 had not
made any threats fo harm each other. The SW
stated, she did not fesl verbal altercations was a
reason to report an incident. SW-A stated she
felt the two residents were being verbally abusive
Evanl ID; 708W1{ Facilily ID: 00235
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F 225 | Continued From page 11 F 225
to each other, but also said if she had to report
that inctdent, and similar occurrences, she would
be reparting “all of the time. "
Although R65 and R120 were verbally sbusive fo
each other, no report was made fo the state
agency.
INVESTIGATIONS REPORTED LATE TO THE
| STATE AGENGY:
R48's quarterly MDS dated 1/21/15, Indicated he F 225 (continued)
was cognitively Intact and had physical and Mission Nursing Home follows the
behavioral symptoms directed towards others. policy that all incidents of abuse or
neglect must be reported to the Office
R83's quarterly MDS dated 3/28/15, Indlcated he of Health Facility C?)m plaints (OHFC)
was severely cognitively impalred and had immediately. Then within five working
| behavioral sympioms. days the review of the ensuing
investigation must be received b
Review of Mission Nursing Home Incident report them gln four incidents (anoIvingy eight
dated 1/3/15, indicated on 1/3/15, at 12:00 p.m. ide lthough the | fiqati
R45 had pushed R53 because he was in his spot residents) although the Invesfigation
The report indlcatod R63. was started immediately, the actual
"became upset and started swinging at him and r evle'w of the mvesﬁg'atr'on was not
hit him." received by OHFC within the five
working days. In the incident between
The Minnesota Department of Health R45 and R53, and also the incident
Investigative Submission report indicated the between R69 and R60 the
Incldent was reported to the state agency on investigation report was due ona
1/3/15. The subsequent Investigative report was Friday but not done until the following
not submltted to the State Agency (SA) until Monday thereby making it one day
1/12/15, nlhe days later. late. All four of the incidences (R45 &
R563, R69 & R60, R17 & R116, R24 &
R17's quartetly MDS dated 3/25/15, indicated he R16) occurred on a Friday, Saturday
had modifled independencs in decision making, or Sunday.
and had verbal and bahavioral symptoms. ’
R116's discharge MDS dated 4/4/15, Indicated he
had alfered level of conscioushess with physical B
Evant ID:706WA1 Faclllly 1D: 00235 IF continuation aheet Page 12 of 39
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F 225 Continued From page 12 F 22570 ensure that all investigation reports
and behavioral symptoms. are timely the Director of Social Service
and/or the Director of Nursing will
Mission Home Incident Report dated 3/28/15, at check each Monday morning for the
1:00 a.m. that R17 and R116 were arguing and due dates of any current investigations.
R17 "had shoved him and threw water on him.
tl?]esldentstshlrt wet with water and water on the “The Director of Social Services and/or
s floor (it did appear that water was thrown on Director of Nursing will audit each
resident)." R1186 did rot fall and did not sustain ; e
. o investigation weekly to ensure
any Injures from resident shoving him. The report bmissi re completed within time
further indlcated the residents were separated but SUDMISSIONS are ¢ pd‘ ill b
had continued agltation and anger. The report requirements. This au It will be .
indicated the administrator was notified of the performed "E’eek'y fgr four weeks th_en
event, monthly until compliance is determined
. by the Quality Assurance Committee.
The Minnssota Department of Haalth . \ ,
Investigative Submission report indicated the The Director of Social Services will be
incldent was reported on 3/28/15. The responsible for compliance.
subsequent investigative report was not .
submitted to the SA until 4/9/16, fifteen days Date of Completion: 06/03/15
later. '
R24's quarterly MDS dated 1/24/14, Indicated he
was moderately impalred cognitively and that he
had verbal and behavioral symptoms.
R18's quarterly MDS dated 3/23/15, Indicated he
was cognltively intact with no behaviors.
Mission Home Incident Report dated 1/30/15, at
7:00 p.m. Indicated while in the smoke room R16
stated R24 took the remote and changed the
television channals and said he wanted to finish
what he is watching. R24 grabbed his (R16's)
shirt by the left arm and stated "I'm watching what
| want and grabbed him again."
The Minnesota Department of Health
Investigative Submisslon report Indicated the |
Evenlt ID: 706W1{ Faciity ID; 00235 If continuation sheet Page 13 of 39
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incident was reported on 1/30/15. The
subsequent Investigative report was not
submitted fo the SA until 2/0/15, ten days later.

R69's quarterly MDS dated 3/3/25, indicated he
was moderately impaired in decision making, and

' had né behavior problems.

R60's admisslon MDS dated 2/10/15, indicated
he had moderate impaired deciglon-making and
had verbal behavlors.

Mission Mome Incldent Report dated 2/15/15, at
8:65 a.m. indicated R69 kicked R60 "in the lower
leg in the smoke room and struck him on the left
cheek, knocking the residents glasses off. Staff
was present and removed thls resident from the
sight sending hlm to his room. The Resident is in
an agltated state; but is in his room. Given time
to calm, Message left for Adminlstrator and DON.
Was able to contact Social Services Director.

Wil ask Resident fo not attend his 10:00 a.m..
smoking time but because of his poor memory
may allow to aftend other imes. Staff will
observe behavior at those times. Staff will aftend
fo other resident to ensure no other
confrontations occur.”

The Minnesota Department of Health
Investigative Submiaslon report indicated the
incident was reported on 2/156/15. The
subsequent investigative report was not
submitted to the SA untll 2/23/15, eight days

later.

During interview on 4/1 5/15, at 9:30 a.m., SW-A
acknowledged she was aware the investigative
reports were to be submitted within five working
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onfinued From page 14 F225| Home to only employ individuals who

days of the incident, and she was late In
submitting the final Investigations.

NEW EMPLOYEE REFERENCE CHECKS NOT
COMPLETED:

Areview of the newly hired employee files
indicated the following:

RN-D was hired 3/31/15, and no reference check
was completed.

RN-C was hired 3/17/15, and no reference check
waz completed.

LPN-A was hired 1/18/15, and ho reference check
was completed.

NA-A wag hlred 3/27/15, and no reference check

was conducted.

During Interview 4/15/15, at 2:42 p.m. human
resourcs director (HR) stated "no referenice
checks" for newly hlred staff had been done since
the new DON started. The HR director stated the
DON assume the staffing coordinator completed

them.

The facilities ABUSE PREVENTION =ind
PROHIBITION policy revised 9/10/12, indicated
Mission Nursing Home (MNH) "will hof tolerate
the maltreatment of its residents, whether overtly
by abuse, through omission by neglect or
financlal exploitation of a resident's property or
funds. Persons found to be maltreating residents
will be dealt with to the lmits permitted by the

[aw."

The poliey further Indicatéd, "the supervisor hiring

the candidate must conduct reference checks of

have not been found guilty of abuse,
neglect, or mistreatment of residents
or have had findings entered into the
State Nurse Aide Registry concerning
abuse, neglect, mistreatment, or
misappropriation of resitent's
property.

1. New employee reference
checks were identified as not
being completed at the time of
the survey. Verification of
Licenses for RN’s, LPN's and
Certificates for NAR’s and
TMA's had been completed.

2. Each Department Head or
designee is responsible to
check references.

3. The Human Resource
Department will now verify that
refetence checks have been
completed and other required
pre-employment information
has been received prior to
employment start dale for new
staff members.

Random audits will be completed until
compliance is determined by the
Quality Assurance Committee.

The Human Resource Department will
be responsible for compliance. ‘

Date of Completion: 06/03/15
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F 225 | Continued From page 15 ,
the candidates prior employment and position
held.".. The policy also Indicated “Verbal Abuse:
the use of words {o cause hamm to the person
belnhg spoken to. Examples: name-calling,
shouting, insulting, Intimidating, threatening,
shaming, demeaning, or derogatory language
amang other forms of communication.” And the
policy further indicatad "After investigation Iz
completed, the results will be reported to the
comman entry point/office of facllity complaints
(CEP/OHFC) via (by) Minhesota Department of
Health (MDH) Internet reparting system within 5
working days of the initial report. Informatlon will
be reportad by the DON, director of social
services (SS) or asslstant director of nursing
(ADON)."

F 226 | 483.13(c) DEVELOP/IMPLMENT

Ss=E | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written

policies and procedures that prohibit
mlistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT iz not met as evidenced
by:
Based on obsarvation, interview, and document
review the facility failed to follow their policy to

' ensure allegatlons of verbal abuse were
Immediately reported to the admlnlstrator, and
state agency for 2 of 2 resldents (R65 and R120)
Involved In a verbal alfercation during the survey.
in addition, the results for 8 of 15 resident (R45,
R53, R17, R116, R24, R16, RB9 and R60)
allegations of abuse were submifted within 5
working days of the Incldent to the state agency.

F 225

F 226
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The faclllty also, did not complete reference
checks for 5 of 5 newly hired staff (registered
nurse (RN)-C, RN-D, licansed practical nurse

(LPN)-A, nursing assistant (NA)-A and dietary
alde (DA)-A) according to the facility policy.

Findings include;

The facllittes ABUSE PREVENTION and
PROHIBITION policy revised 9/10/12, indicated
Misslon Nursing Home (MNH) " will not telerate
the malireatment of its residents, whether overtly
by abuse, through omisslon by neglect or
financlal exploitation of a resident's property or
funds. Persons found to be maltreating residents
will be dealt with to the limits permitted by the
law," B

The policy further Indlcated, “the supervisor hiring
the candidate must conduct reference checks of

the candidates prior employmant and pesltion
held.".. The polley also indicated "Verbal Abuse:
the use of words to cause harm to the person
being spoken to, Examples: name-calling,
shouting, Insulting, intimidating, threatening,
shaming, demeaning, or derogatory language
among other forms of communleation." And the
policy stated "After investigation is completed, the
results will be reported to the common entry
point/office of facllity complaints (CEP/OHFC) via
(by) Minnesota Department of Health (MDH)
Internet reporting system within 5 working days of

the inltlal report. Informalion will be reported by
the DON, director of social servicas (SS) or
assistant dlrector of nursing (ADON)."

ALLEGED INCIDENTS OF ABUSE NOT
REPORTED TO STATE AGENCY:

R65's quarterly Minimum Data Set (MDS) dated

Mission Nursing Homme the only all male
nursing home in Minnesota and thus
deals with residents with behavioral
issues on a daily basis. Resident
swearing and using inappropriate
language tends to be a part of the
dynamic. Staff members use their
judgment on what is reportable verbal
abuse between residents and follow the
Vulnerable Adult Policy with respect to
verbal abuse definitions. ‘

The verbal altercation in the dining
room between residents R65 and R120
was witnessed by health department
surveyors. The two residents’
comments although offensive, were not
threatening or meant to cause harm to
each other. Mission Nursing Home's
policy defines verbal abuse as “the use
of words to cause harm to the person
being spoken to". This incident was
investigated according to facility policy.
[t was not reported to Common Entry
Point/Office of Health Facility
Complaints as it was viewed as not
threatening or harmful during a resident
to resident interaction. Verbal abuse is
reported per facility policy

Education will be provided for staff

members regarding the Abuse

Prohibition Policy, abuse identification
- (including verbal abuse) and reporting.
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2/2/18, indicated he was moderately cognitively
impaired and had verbal behavioral problems.

R120's MDS admission MDS dated 3/27/15,
Indicated he was moderataly cognitively impalred.

During an observation on 4/13/15, at 5:41 p.m.,
two residents were observed in the dinlng room
ealing there evening meal on the first floor with all
of the other residents. R65 was sitting at a table
beside R120's table, R65 turned his head and
yelled "Fuck you, you are @ cock sucker” towards
R120. R120 then yelled back at hirn "No, you are
the cock sucker." A dietary alde (DA)-A was
sefving the meals observing the altercation and
the social worker (SW)-A and the director of
nursing (DON) entered the dining room and
attempted to deescalate the altercation, The
SW-A and DON were able to calm the residents
down so they could continue to eat,

During interview 4/15/15, at 9:15 am. SW-A
stated she was responzlble for and normally
reported incidents to the state agency. SW-A
said she had nol reported the incident that
occetired on 4/13/15 to the state agency bacause
R65 and R120 had not made any threats to harm
each other. The SW stated, she did not feel
verbal altercations was a reason to report an
incldent. SW-A stated she felt the two residenis
were belng verbally abusive to each other, but
also said if she had to report that incldent, and
similar aceurrences, she would be reporting “all of
the time. *

Although R65 and R120 were verbally abusive to
each other, no report was made fo the state

agency.

reviews all incidents. During these
daily reviews, the IDT ensures all
reportable incidents have been
reported. This is in place and will
remain ongoing. Results will be
reported quarterly to the Quality
Assurance Committee,

The Director of Social Services or her
designee will be responsible for
compliance.

Date of Completion: 06/03/15
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F 226 | Conti . .
ntinued Fram page 18 F 226| Mission Nursing Home follows the
INVESTIGATION policy that all incidents of abuse or
STATEA GQN Y'S REPORTED LATE TO THE neglect must be reported to the Office
CY: of Health Facility Complaints (OHFC)
RA5's quarterly MDS dated 1/21/16, indicated he gﬂeﬁztreé%i;v;hsfn tf‘:\gtgrsﬁ\i/r? e
was cognltively intact and had physical and inv);zstigaﬁon must be receiveg by them
behavioral symptoms di . ) : ) ’
ymp rectad fowarda cihere. [n four incidents (involving eight
RE3's quarterly MDS dated 3/28/15, indicated he residents), although the investigation
was severaly cognitively Impaired and had Wag started 'rf‘"‘ed'.a tely , the actual
behavioral symploms. review of the investigation was nof;
received by OHFC within the five
Review of Mission Nursing Home Incident report working days. In the incider'1t I:?etween
dated 1/3/15, indicated on 1/3/15, at 12:00 p.m. R45 and R53, and also the incident
R45 had pushed R63 because he was in his spot. between R69 and R60 the investigation
The report indicated R63 " became upset and report was due on a Friday but not
startad swinging at him and hit him." done until the following Monday thereby
, making it one day late. All four of the
The Mlnnesota Departmant of Health incidences (R45 & R53, R69 & R60,
Investigative Submission report Indicated the R17 & R116, R24 & R16) occurred on a
Incident was reported on 1/3/15, The Friday, Saturday or Sunday.
subsequent investigative raport was hot
submiltted to the State Agency (SA) until 1/12/15, To ensure that all investigation reports
nine days later. are timely the Director of Social Service
and/or the Director of Nursing will
. check each Monday morning for the
R17's quarterly MDS dated 3/25/15, indicated he due dates of any cl{rrent invgesti ations
had modified independencs in decision making 9 '
and j . . .
had verbal and behavioral symptomes. The Director of Social Services and/or
R116's diachargs MDS dated 4/4/15, indlcated he Director of Nursing will audit each
had altered lavel of consciousness with physical inVest‘lgE_ntlon weekly to ensure' I
and behavioral symptoms. submissions are completed within time
requirements. This audit will be
Mission Home Incldent Report dated 3/28/15, at performed weekly for four weeks then
1:00 a.m. that R17 and R116 were arguing and monthly until compliance is determined
R17 "had shoved him and threw water on him. by the Quality Assurance Committee.
Residents shirt wet with water and water on the
the floor (It did appear that water was thrown on
FORM CMS-2687(D2-89) Previous Veralons Obsplats Event ID: 706W1{1 Fraility ID: 00235 If continuation shest Page 18 of 98
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F 226 | Continued From pege 19 F 226
resident)." R116 did nor fali and did not sustain The Director of Social Services will be
any injures from resident shoving him. The report responsible for compliance.
further indicated the residents were separated _—
even though they continued agltation and anger. Date of Completion: 06/03/15
The report Indicated the adminlstrator was ‘
notified.

The Minnesota Department of Health
Investigative Submission report indicated the
incldent was reported on 3/28/15. The
subsequent Investigative report was not
submitted to the SA untll 4/9/15, fifteen days
later.

R24's quarterly MDS dated 1/24/14, indicated he
was moderately impaired cognitively and that he
had verbal and behavloral symptoms.

R16's quatterly MDS dated 3/23/15, indicated he
was cognitively intact with no behaviors.

Mission Home Incident Report dated 1/30/15, at
7:00 p.m. Indicated while In the smoke room R16
stated R24 took the remote and changed the
television channels and said he wanted to finish
what he Is watching. R24 grabbed his (R186's)
shirt by the left arm and stated "I * m watching
what | want and grabbed him again."

The Minnesota Department of Health
Investigative Submission report indicated the
Incldent was reported on 1/30/15. The
subsequent Investigative report was not
submitted to the SA until 2/9/15, ten days later,

R69's quarterly MDS dated 3/3/25, indicated he
was moderately impaired In decision makihg and
had no behavior problems.
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R60's admission MDS dated 2/10/15, indlcated
he had moderate impaired declalon making and
had verbal behaviors.
Mission Home Incident Report dated 2/156/15, at
8:55 a.m. indicated R69 kicked R60 "in the lower
leg in the smoke room and struck him o the left
cheek, knocking the residents glasses off. Staff
was present and removed this resident from the
sight sending him to his room. The Resldentis in
an agltsted state; but is In his room. Given time
to calm. Message left for Administrator and DON.
Wasz able to contact Soclal Services Director.
Will ask Resldent to not attend his 10:00 a.m..
smoking fime but because of his poor memory
may allow fo attend other times. Staff will
observe behavior at those times, Staff will attend I
to other resident to ensure no other
confrontations occur."”
The Minnesota Department of Health
Investigative Submission report Indicated the It Is the policy of Mission Nursing
bl oo gt on 215 T, Home 0 oly empoy ndviduals o
submitted to the SA until 2/23/15, eight days have not beep found guilty of qbuse,
later. neglect, or mistreatment of regdents
or have had findings entered into the
During interview with SW.A 4/15/15, at 9:30 am. State Nurse Aide Registry concerning
Indlcated she was aware the investigative reports ab_use. neg {.ec.t’ mIStre?tme,nt‘ _Or
" were to be submltted within five working days of misappropriation of resident's
the incident she was late. property.
NEW EMPLOYEE REFERENGE GHECKS NOT 1. New employee reference
COMPLETED: checks were identified as not
5 - being completed at the time of
Review of the newly hired employee files the survey. Verification of
Indlcated the following: Licenses for RN's, LPN's and
RN-D was hired 3/31/185, and no reference check
was completed.
Event |D; 708W11 Faclilty D: DO235 i If continuation sheet Page 21 of 38
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F 226 | Continued From page 21
RN-C was hired 3/17/15, and no reference check

was completed.
LPN-A was hired 1/19/15, and no reference check

was completed.
NA-A was hired 3/27/15, and no raference check

was conducted.

During interview 4/15/15, at 2:42 p.m. human
resource director (HR) stated no reference
checks had been done slnce the new DON
started. The HR director then stated the PON
ass(med the staffing coordinator completed

them.

Although the facllity's abuse prevention policy
Indicated they must report allegations of verbal
abuse, submit investlgative reports within five
working days and complete refersnce checks the
facllity falled to.

F 278 | 483.20(g) - () ASSESSMENT

§S=D | ACCURACY/CQOORDINATION/CERTIFIED

The assessment must accurately refleet the
resldent's status.

A registered nurse mﬁst conduct or coordinate
each assessment with the appropriate
participation of health professionals.

Areglsterad nurse must sign and certify that the
assessment Is completed.

Each Individual who completes & portion of the
assessment must sign and certify the accuracy of
that portlon of the assessment.

Under Medicara and Medicald, an individual wha
willfully and knowingly certifies a material and

check references.

3. The Human Resource

staff members.

records of new hires to ensure
reference checks have been
Fo7a| completed. These audits will be

for compliance.

Date of Completion: 06/03/15

TMA's had been completed.

2. Each Department Head or
designee is responsible to

Department will verify that
reference checks have been
completed and other required
pre-employment information
has been received prior to
employment start date for new

Audits will include review of personnel

conducted weekly for four weeks, then
random until compliance is determined
by the Quality Assurance Committee.

The Human Resource Department and
Department heads will be responsible

_
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false statement in a resident assessment is
sublect o a civil money penalty of not more than
$1,000 for each assassment: or an individual who
willfully and knowingly causes another Individual
to certify a material and false statement in a
resident assessment ls subject to a clvil money
penalty of not more than $5,000 for each
assessment.

Clinical dlsagreement doas not constitute a
materlal and false staternent.

ghls REQUIREMENT Is not met as evidenced
y:

Based on interview and document review, the
facility failed to accurately assess for functional
limitations in range of motion (ROM) on the
Mlnimum Data Set (MDS), for 2 of 3 resldents
(R59 and R99) who were reviewed for ROM.

Findings include:

R59's quarterly MDS dated 11/21/14, Indicated
he had no functional llmitations In ROM.
However, the signlificant changa MDS dated
12/28/14, had Indicated R59 now had functional
limitations in ROM of bllateral upper and lower
extremitles,

R59 ' s ROM Assessment dated 11/15/14,
showed no limits to his ROM. However, the ROM
Assessment dated 12/23/14, showed he had
modarate limitations in ROM of his shoulders,
albows, wrists, hips, knees, and ankles,

When Interviewed on 4/16/14, at 2:38 p.m.
registered nurse (RN)-A stated the nurses who
work with the resident ' s code the ROM

Mission Nursing Home utilizes the
Centers for Medicare and Medicaid
Services Resident Assessment
Instrument (CMS RAI) manual as policy
for MDS completion. R99 has been
reassessed for range of motion to
ensure accuracy. R59 expired on
12/31/14, therefore unable to complete
reassessment. :

Mandatory training sessions will be
scheduled to re-train all licensed staff
on ROM assessment technique. This
will also be added to hew employee
checklist to ensure hew hires are
trained on accurate data collection for
ROM assessments. The MDS nurse
will review documentation for accuracy
and clarify through further assessment
and or staff interview.

Nurse Managers will select two of the
Range of Motion assessments
completed each week for review for
accuracy. This will be done weekly for
four weeks and then re-svaluated.
Results will be reported to the Quality
Assurance Committee.

RN Clinical Managers will be
responsible for compliance.

Date of Completion: 06/03/15
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Assessments into the computer system, the
computer system then automatically places the
coding onto the MDS. She then ensures the
MDS ig completed and signs it. However, she
does not check the coding for accuracy ar
changes. RN-A stated the computer system does
not flag when there is a change such as ho
limitations in ROM to actually having limitations in
ROM, so she had not assessed R59 for this
change. However, RN-A stated RE8 did not have
any actual functional limitatlons in ROM at the
time of the 12/28/14, MDS, and this was coded
incorrectly. RN-A stated the nurses must need
training In how to assess residents for ROM.

R99 ' s annual MDS dated 11/11/14, included he
had no functional fimitations In ROM. However,
the quarterly MDS dated 2/9/15, indicated he had
bllateral lower extremity functional limltation in
ROM. '

R99 ' s ROM Assessment dated 11/6/14, showed
no limits to’his ROM. However, the ROM
Assessment dated 2/3/15, indlcated he now had
moderate limitations In ROM to his hips, knees

and ankles,

When interviewed on 4/16/14, at 2:48 p.m. RN-A
stated R99 ' s quarterly MDS dated 2/9/15, was
also coded Incorractly as R99 has no functional
limitafions in ROM. RN-A stated the nurses who
fill out the ROM A=sassments have not been
trained on how to assess functional limitations of
ROM per the Resident Assessment Instrument
(RAI) guide, and tralning would have to be done.
F 329 | 483:25(l) DRUG REGIMEN [S FREE FROM
ss=D | UNNECESSARY DRUGS

F 329
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Each resident's drug regimen must be fres from
unnhecessary drugs. An unneceseary drug is any
drug when used in excezslva dose (Including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
Indications for Its use; or In the presence of
adverse conssquences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above,

Bazed on a comprehensive assessment of a
resident, the facility must ensure that resldents
who have not used antlpsychotic drugs are not
given these drugs uniess antipsychotic'drug
therapy Is necessary to treat a specific condition
as diagnosed and documented In the clinical
record; and resldents who use antipsychotic
drugs recelve gradual dose reductions, and
behavioral interventions, unless clinleally
contralndicated, In an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facllity failed to document a “risk verses benefit "
for the use of nlcotine cessatlon product while
continuing to smoke for 1 of 4 residents (R63)
who continued to smoke while using a smoking
ceasatlon patch.

Findings Include;

R63's electronle medical record indicated

diagnoses of nondependent tobacco Use

It is the policy of Mission Nursing Home
for residents to be free from
unnecessary drugs.

A risk vs. benefit review was done on
05/13/15 with R63.

An audit was done of Risk vs. Benefit
forms for all residents who have
nicotine patches. Informing those
residents identified will be completed by
05/18/15.

Education for licensed nursing staff will
include a review of the Risk vs. Benefits

form.

Audits will be conducted on all resident
with nicotine patches to ensure if they
are smoking that a current Risk vs.
Benefit form is done monthly for three
months and ongoing until compliance is
met as determined by the Quality
Assurance Committee.

Director of Nursing or designee will be
responsible for compliance.

Date of Completion: 06/03/15
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dlsorder, neoplasm of the cral cavity. R83's
quarterly Minimum Data Set (MDS) dated
02/12/15, indicated this resldent has long and
short term memory concerns.

Durlng morning observation on 4/14/15 at 8:02
am., R63 was noted to be eating breakfast in the
first floor dining room. During conversation, one
pack of cigarettes, one pack of clgarillos, and 3
lighters dropped ouf of R63's coat pocket, all
landing on the fioor, R63 stated that he smokes

throughout the day.

In review of both R63's electronic and hard copy
medical records, R63's signed Physlclan Order
Report dated 4/7/15, indicated thls resident was
ordered "Nicotine Patch 24 Hour 14 milligram
(mg)/24 Hour patch, apply 1 patch tranadermally
one time a day." The order ldentifled R63's
smoking cessation patch were initiated on
11/06/14 (spproximately 22 weeks ago).

A review of the physiclan and nurse practitioners
progress notes, there was no indication that any
of the providers, including facllity staif, had
documented the risks verses benefit of continued
smoking while utilizing a smoking cessation

| pateh. During interview on 4/14/15 at 10:00 a.m.,

R63 stated that he was unaware that wearing the
patch and smoking at the same time was a
cancarn.

Durlng a interview on 04/14/2015 at 3:59 p.m.,
the facility medical director (FMD) stated that
there should be no one smoking with a 14 mg
nicodarm patch. The FMD further stated that if &
resident continued to smoke while wearlng a
patch, [t would be expected that there was
dlscussion and decumentation of the risk -vs-

F 329 {
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benefit of this practice.

An Interview on 04/168/2015 at 3:45 p.m., with a
registered nurse (RN)-B stated that the physician
and the nurse practitioners normally cover the
risks varses benefit of smoking and wearing a
nicotine paich at the time of admission, RN-B
stated that after reviewing progress notes from all
disclplines, that this was not completed.

During Interview on 04/16/2015 4:20 p.m., R63's
attending physician stated that she has had
people In toxicology review this issue and did hot
 feel there was a true concern utilizing not a
nicotine patch and continuing to smoke. However
stated that there should be documentation in
R63's records indicating there was a discusslon
of the risk verses benefits of doing both,

A pharmaceutfical referance indicated the
following: "Do not smoke while you are using
nicotine. Stop smoking as soon as your treatment
beglns. Smoking whlle using this medication can
be dangerous.” Slde effects included severe
rash/swelling, seizures, abnormal heartbeat or
rhythm, difficulty breathing, and toxicity.

F 356 | 483.30(e) POSTED NURSE STAFFING

s5=C | INFORMATION

F 356

The facllity must post the followlhg invformation on

a dally basis:
o Facility name,
o The current date.
0 The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly rasponsible for
resldent care per shift:

- Reglstered nurses.
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- Llcensed practical nurses or licensed Mission Nursing Home will revise the
vocational nurses (as defined under State law). staff hours form to include the actual
- Certlfiad nurse aides. times that staff are scheduled for each
o Resldent census. shift. Residents will be made aware of
‘ this update at the next Resident
The facility must post the nurse staffing data Council meeting.
specified above on a daily basls at the begihning
of each shift. Data must be posted as follows; The policy and procedure for posting
0 Clear and readable format. hours has been revisited and revised to
o In a prominent place readily accessible to reflect actual hours worked.
residents and visltors, '
- . display staff schedule
The facifity must, upon oral or written request, ‘:ar;e;é ;%r?ntac;te dpan)c/i is in use
make nurss staffing data available to the public '
for review at a t to ¢ i . . :
standaifd cost no to excaad the community Director of Nursing or designee will be
' responsible for compliance.
The facility must maintain the posted dally nurse .
staffing data for a minimum of 18 months, or as Date of Gompletion: 08/11/15
required by State law, whichever Is greater.
This FiEQUIREMENT is not met as evidencad
by:
Based on observation, interview and document
review the facility falled to includa the actual
hours worked by nursing staff on the facllity staff
posting. Thig had the potsntial to affect all 93
resldents residing In the facllity and all staff and
Visltors who may wish to view this Information,
Durlng initial tour of the faclllty on 4/13/15, at 1:30
p.m. the Mission Nursing Homs Report of
Nursing Staff Direct Care was posted on the 1st
floor near the nurses station. The staif posting
dlsplayed the nama of the fadliity, the date, the
resident census, the number of reglstered nurses
(RN), licensed practical nurses (LPN) and the
number of nursing assistants (NA) per shift. But
Evant [D; 706W11 Faclilly ID: 00235 [f continuaflon sheet Page 28 of 39
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the Yorm did not display designated start and end
times for each of these direct care staff shifts.
During an interview on 4/16/15, at 10:12 a.m., the
diractor of nursing (DON) stated that the day shift
RNs, LPNs and NAs worked from 6;00 to 2:30
pm, the avening shift RN's, LPN's and NA's
worked from 2:00 p.m. to 10;30 p.m. and the
night shift RN's, LPN's and NA's worked from
10:00 p.m. to 6:30 a.m. The DON stated that he
was not aware that the actual hours needead to be
listed on the staff posting.
A facility polley for staff posting was requasted,
but none was provided.
F 425 | 483.80(a),(b) PHARMACEUTICAL 5VC - F 425
35=p | ACCURATE PROCEDURES, RPH

The facllity must provids routine and emergency
drugs and biologleals to its resldents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facllity must provide pharmaceutical services
(Including procedures that assure the accurate
acquiring, receiving, dispensing, and

adminlstering of all drugs and biologicals) to mest -

the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmaclst who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

F 425

It is the policy of Mission Nursing Home
to administer medications as ordered
by the physician, and in accordance

with applicable manufacturers'
guidelines.

Manufacturers' guidelines regarding
time of administration of insulin varies
according to product ordered. While
short-acting insulins are generally given
prior to meals, FDA product labeling for
Humalog does include provision for
administration immediately after meals.

A medication error report was

completed for each of the residents

identified (R19, R68, R62).
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This REQUIREMENT is not met as evidenced
by:

review the facility falled to have procedura in
place regarding the administration of insulin
which affected 3 of 3 clients (R19, R68 and R62)
who recelved insulin after there evening meal.

Findings. include;

R19's admission Minimum Data Set (MDS) dated
2/2/16, indicated he had diabetes mellitus and
received insulin, )

R19's currant physliclan orders dated 3/07/15,
indicated he had diabetes msllitus and was to
raceive novolog 100 units/m| (milliliter) 2 units
(fast acting meal time Insulin which should be
recelved 5 to 10 minutes before a meal), in
addition he recelved lantus (long acfing Insulin)
100units/ml 12 units.

During observation on 4/13/15, at 5:49 p.m. after
R19 ate his evening meal at 5:00 p.m. R19
received hiz Insulin novolog 100 units/ml 2 units
(for sliding scale biood =ugar) in addltion he
recelvad lantus 100 units/m! 12 unlts which was
administered by registered nurse (RN)-E.

During interview on 4/13/15, at 6:00 p.m. RN-E
stated she had just completed all of the residsnts
(R19, R68, R62) blood glucose checks and had
just started to giving their insulln, evan though the
blood glucose checks and Insulin were completed
after the resident had finished eating this evening
meal.

Based on obzarvation, interview and document ‘

Current staff will be reeducated, and
information will be provided to new staff

regarding standard times of
administration of all medications,

including insulin products. Education

has been initiated and will be
completed by 06/03/15.

f nursing staff determines that standard

times of administration are not
appropriate for an individual, the

physician will be contacted to evaluate /
update orders to meet individual needs.

The Director of Nursing or designee will

_observe insulin administration two
times per week for four weeks, then
monthly until compliance is determined
by the Quality Assurance Committee.

The Director of Nursing or designee will

monitor staff performance for

compliance with expected fimes of

administration
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R68 physician orders dated 3/4/15, indicated he ~
had diabetes and was to recelve 16 units of
humalog (long acting Insulin) at 5:00 p.m. Per the
medical adminlstration record R68 did not recsive
hls Insulin until after 8:00 p.m. on 4/13/15.

R62's physician orders dsted 3/07/15, indicated
he had diabetes mellitus and was to receive 15
unlts of humalog. Per the medication
adminlstration record R62 did not recelve hls 15
units of Insulin unfil after 6:00 p.m. on 4/13/15,

During interview 4/13/15, at 6:30 p.m. RN-B
stated that they had a temporary nurse come who

had not wotked at the facility before. RN-B stated ’
she received a brief orlentation and must have
goften behind =o these residents did not receive
there Insulin until after 8:00 p.m.

During Interview 4/24/15, with the faclllities
sonsultant pharmacist who statad the residents
should have received thera insulin before they

eat.

A policy was raquested for timing of giving insulin

but was not provided.
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT - F 428

ss=p | IRREGULAR, ACT ON

The drug regimen of each resldent mustbe
reviewed at least once a month by a licensed

phanmnaclst.

The pharmacist must report any iregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.
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This REQUIREMENT is not met as svidenced
by:
Based on intervisw and document review, the
facility failled to ensure that the consultant
pharmacizst requested the facility for document of
a "risk verses benefit ¥ for the use of nicotine
ces=ation product while continuing fo smoke for 1
of 4 residents (R63) who continued fo smoke
while uslng a smoking cessatlon patch. Ih
addltlon, the facllity failed to take action when
drug regimen review irregularities were reported
by the consultant pharmacist, for 1 of 5 residents
(R99) who were reviewed for unnecessary
medicafions,
Flndings include:
, - F 428
353 s electronic medieal record indlcated It is the policy of Mission Nursing
diagnoses of nondependent tobacco use Home for residents to be free from
disorder, neoplasm of the lip and oral cavity, and unnecessary drugs
mallgnant neoplasm of tonsil. R63's quarterly ’
Minimum Data Set (MDS) dated 02/12/15, . ) .
indicated this resident has long and short term ‘8‘5'«/'?[; /\1/2 \2?2 (Tqﬁégewew was done on
memory concerns. ] ! )
During morning observation on 4/14/15 at 8:02 An audit was dqne of Risk qu' Benefit
a.m., R63 was noted to he eatlng breakfast In the f‘?"ms for all residents Wh.o ave
first floor dining room, During conversation, one nicotine patches. Informing those
pack of cigarettes, one pack of cigarllios, and 3 residents identified by the audit will be
lighters drppped out of R63's coat pocket, all completed by 05/18/15.
landing on the floor, R63 stated that he smokes . .
throughout the day. Education for licensed nursing staff will
include a review of the Risk vs. :
In revlew of both R63's electronic and hard copy Benefits form.
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medical recards, R63's signed Physician Order
Report dated 4/7/15, indlcated this resldant was
ordered "Nlcotine Patch 24 Hour 14 milligram
(mg)/24 Hour patch, apply 1 patch transdermally
one time a day." The order ldentified R63's
smoking cessatlon patch wera initiated on
11/06/14 (approximately 22 weeks ago).

A review of the physlcian and nurse practitionars
progress noted, there lack evidence that any of
the providers, Including facility staff, have
documented the risks verses benefit of cantinued
amoking while utilizing a smoking cessation
patch. During Intarview on 4/14/15 at 10:00 a.m.,
R83 stated that he was unaware that wearing the
patch and smoking was a concearn.

In raview of the facllity's policy, entitled:
Consultant Pharmacist Duties (Merwin LTC
Pharmacy - Pollcy and Procedure Manual, LTC2,
Ver. C, 10.22.13), "The Consulting Pharmacist
agrees to perform the following: 1. Reviewing the
medicatlon regimen of each resldent, utillizing
state and/or federal standards af car in addition to
other applicable standards, and documenting the
revisws and findings."

During a interview on 04/14/2015 at 3:59 p.m.,
the facility medical director (FMD) stated that
there shouid be no one smoking with a 14 mg
nicoderm patch. The FMD further stated that if a
resident continued to smoke while wearing a
patch, it would be expected thst there was
discusslon and documentation of the risk -vs-
benefit of this practice.

An interview on 04/16/2015 at 3:45 p.m., with a
registered nursa (RN)-B stated that the physician
and the nurse practitioners normally cover the

F 428

For all residents with nicotine patch
ordered, nurse will observe if resident
continues to smoke. If so, it will be
discussed with the resident's physician
to determine to continue patch or not.
[f resident smoking with patch is
negotiated, a Risk vs. Benefit form will

be completed.

Director of Nursing or designee will be
responsible for compliance.

Date of Completion: 06/03/16
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rlsks verses beneflt of smoking and wearlng a
nlcotine patch at the time of admission. RN-B
stated that after reviewing progress notes from all
disciplines, that thls was not completed.

During interview on 04/16/2015 4:20 p.m., R63's
attending physician stated that she has had
people In toxicology review this Issue and did not
feel there was a true concern utilizing not a
nicotine patch and continuing to smoke. However
stated that there should be documentation in
R63's records indicating there was a discussion
of the risk verses benefits of doing both.

In a telephone interview on 4/17/16 at 10:15 am.,
the consulting pharmaclst (Pharmb) stated that
no one should be smoking and utilizing a nicotine
cessation patch, due to potentlal toxiclty. The
PharmD further stated that nlcotine raplacement
products should not be used for more that 10
weeks, before either discontinuation or a step
down to a lower dose. The PharmbD was not
aware of the continued smoking nor the long
duration (approximately 22 weeks) of the same
dose belng used. ‘

A pharmaceutical raference indicated the
following: "Da not smoke while you are using
nicotine. Stop smoking as soon as your treatment
begins. Smoking while using this medieation can
be dangerous." Side effects: severe rash or
swelling seizures, abnormal heartbeat or rhythm,
difficulty breathing, and toxicity.

R99' s quarterly Minimum Data Set (MDS) dated
2/9/15, Included diagnoses of dementia and
psychotic disorders with sevare cognitive

impairment and deluslons, R99 received

If contlnualion 'sheet Page 34 of 38
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antipsychotic and antidepressant medications.

R59's Order Summary Report dated 3/31/15,
included orders for Trileptal (an antlsefzure
madicatlons, sometimes used for psychosis) for,
"dementia/psychosis/agltation/anxiety.” Another
order was for Olanzapine (an antipsychotic
medication, also sold under the brand name
Zyprexa) for a dlagnosis of dementia with
bshavioral disturbances. Also, Citalopram
(generle for Celexa, an anfidepressant) for
anxiety.

R59's Consultant Pharmaclst Communication to
Nursing datad 9/17/14, included, “In progress
notea, NP [nurse practitloner] mentioned that she

But no other information was noted. Please ask
NP to explsin If a taper would be appropriate.”
The NP responded on thiz form, on 10/23/14,
"This medication was increased from 160 mg
[milligrams] to 300 mg due to Increased
aggression on 4/7/14. Will agk nursing to
address this with psychiatrist when next sees
patient."

R&8's medical record did not contain any
information that the nurses had addressed this
with the psychiatrist. When interviewed on
4/16/18, at 2:58 p.m. the health unit coordinator
(HUC)-C stated no staff had noted the NP's

| comments, “if they had, they would have Inltialed

it." R59 had not seen a psychiatrist since the
10/23/14, recommendation, therefore this had hot
been followed up on.

R59's Consultant Pharmacist Communication to
Physician dated 2/10/15, Included, "2yprexa 5 mg

twice daily & 10 mg dally at 2 pm continues since

spoke w/with] psychiatrist about taper of Trileptal.

that a licensed pharmacist complete a
drug regimen review at least monthly
on each resident The reports that have
irregularities are submitted to the
attending physician, Director of
Nursing, and Clinical Nurse Managers.

The nurse practitioner addressed the
pharmacist recommendation on

order for R99.

Audits will be completed monthly for
timely responses to consulting

for four months then randomly as
determined by the Quality Assurance
Committee,

The Director of Nursing or designee is
responsible to monitor for compliance.

Completion Daté: 06/03/15

04/16/15 with a gradual dose reduction

pharmacist. Reviews will be completed
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January 2014 when he failed a frial dose
raduction attempt. Trileptal increased to 450 mg
twice daily in Aprll 2014 and Celexa 20 mg daily
added in May 2014. Nursing notes wandering
behavior, but no deluslons or paranoia, Would a
reduction of the Zyprexa to 5 mg three fimea dailly
be appropriate? Or please document reasons
why such an attempt would not be warranted at
this time." This communication form was not
addreszed hy the physician or facility at all.

R58's Consultant Pharmacist Communication to
the Physliclan dated 4/13/15, repeated the
recommaerndafion made on 2/10/15,

When interviewed on 4/16/15, at 10:50 a.m. the
consultant pharmacist (CP)-A stated a previous
phamacy consultant had made the
recommendations on 9/17/14, and did not know
why thls had not been followed up on. However,
she had made the 2/10/15, recommendation and
when this had not been followed up on by the
facilify, she re-lssued it on 4/13/15. CP-A stated
the nurse manager misunderstood that she would
be responsible for sanding the Consultant
Pharmacist Cornmunication to the Physlclan to
the physiclan herself, and thought CP-A would do
that. This had caused the delay In the physiclan
getting the pharmacist recommendations.

When Interviewed on 4/16/15, at 2;62 p.m. the
director of nursing (DON) stated he thought he
gave the February 2015, pharmacy consultant
recornmendations to the health unlt coordinator to
send out to the physicians. He did not know what
had happened to the Septemnber 2014 NP note.
At 3:00 p.mi. the health unit coordinator (HUC)-C
stated she did not receive the February 2015,
pharmacy consuitant recommendations. At 3:05
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p.m. registered nurse (RN)-A found the February
2015, pharmacy consultant recommendations,
they had not been sent to the physiclans. The
DON stated they were developing a new system
where the nurse managers would get the
recommendations directly from the consultant
pharmacist, which should improve the system.

A facllity policy and procedure entitled Monthly
Medlcation Review, dated 10/22/13, Included,
"Recommendations are acted upon and
documented by the facllity staff/and/or the
prescriber,”

F 463 | 483.70(f) RESIDENT CALL SYSTEM -

s3<D | ROOMS/TOILET/BATH

The nurses’ station must be equlpped to receive
resldent calls through a communication system
from rasident rooms; and tollet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and document
review, the faclllty failed to maintain a working call
light for 1 of 4 residents (R89) on the 2nd floor
south unit, whose call light was not working.

Findlngs include:

R89's dlagnoses, as Indicated In the quarterly
Minimum Data Set (MDS) dated 2/15/2015, .
included Alzheimer's dementla and Parkinson's,
The MDS also Indicated ha had severely fmpaired
cognition. A call light use and safaty data
coliection and analysis form, dated 2/14/2015,
indicated R68 "did not seem to understand call

F 428

F 463

F 463
It is the policy of Mission Nursing Home

to insure that facility equipment is in
proper working order.

The call light for R68 was immediately
repaired when problem was identified.
All resident call lights in the building
were checked to insure working order
on 04/15/15:

Maintenance has added monthly call
light inspections to the preventative
maintenance program.

The Environmental Services Director or
designee will be responsible for
compliance.

Completion Date; 04/17/15.
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light system." Further, the analysis included:
"Staff stlll should keep call light within reach, as
[R88's] functions seems to fluctuate.”

During observation on 4/14/20156 at 8:17 a.m., In
the presences of reglstered nurse (RN)-F, the call
light button switch next to R68's bed would not
activate the call light. The call light was not
working,

In an interview on 4/14/2015 at 8:17 a.m., RN-F
stated [R68's] call light "should be going, and it
should be functional.” RN-F also said that R68
"sometimes" used his call light, but that he stlll
needed to have It available,

In an inferview on 4/16/2015 at 1:58 p.m., the
maintenance assistant (MA) said there were
some routine equipment checks In the nursing
home, "... like the eleciric generator, emergancy
power, and the boilers, and the temps, that gets
checked every day." The MA said he only
checked call lights while in a resident's room, "[f |
was thare, fixing something else," and that he
fypically responded to requests from nursing that
a call light was not working. The MA said
*maintenance"” was responsible for the call lights,
but that "anyone, hurse aides, housekeeping"
could check lights when they're in resident
rooms." The MA said, "Rlght now, we do not
have a routine schedule where we check the call

lights."

.| During an Interview on 4/16/2015 at 3:50 p.m.,

the director of nursing (DON) stated “a review of
call lights" was one of the tasks of the safety
committee was currently addressing. The DON
added, he thought there should be a regular
check of call lights to make sure they are

If continuation sheet Page 38 of 38
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functioning. The DON said " think this would be

a good safety directive.”

A facility policy regarding the use and
malntenance of resident call lights was
requested, but none provided.
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K 000
It is the poli f Mission Nursing Home
FIRE SAFETY the policy o g
to follow all federal, state, and local

guidelines, laws, regulations, and
statutes. This plan of correction is not
to be construed as an admission of
deficient practice by the facility
administrator, employees, agents, or
other individuals. The response to the
alleged deficient practice cited in this

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 WILL BE USED AS
VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN statement of deficiencies does not
ON-SITE REVISIT OF YOUR FACILITY MAY BE constitute agreement with citations.
CONDUCTED TO VALIDATE THAT The preparation, submission, and
SUBSTANTIAL COMPLIANCE WITH THE implementation of this plan of
REGULATIONS HAS BEEN ATTAINED IN correction will serve as our credible
ACCORDANGE WITH YOUR VERIFICATION, allegation of compliance.

A Life Safety Code Survey was conducted by the \
Minnesota Department of Public Safety, Fire PO C

L oA

Marshal Division. At the time of this survey,
Mission Nursing Home was found not in
substantial compliance with the requirements for /
participation in Medicare/Medicaid at 42 CFR, €
Subpart 483.70(a), Life Safety from Fire, and the
2000 edition of National Fire Protection
Association (NFPA) Standard 101, Life Safety
Code (LSC), Chapter 19 Existing Health Care.

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

Healthcare Fire Inspections
State Fire Marshal Division
445 Minn, St., Suite 145

LV/T AL

/ft/ul MN/55101-5145, OR
: : 7 -
ail to: Marian. V\mnney@state mn.us w o " :
V& e wo™/MpH £ ’5'»1”"?
LABORATQAY PIRECTOR'S @%WDEW?REP%% TiTe ¢ (x6) DffTE
O 2/ 52 5 /<

Any def;élrency statement |n with an asterisk (*) denotes a defi clency wﬂc e ins) ion may be excused from correcting praviding it is determined that
other safeguards provide sufficlent protection to the patients . (See instrucnans Exc for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether ar 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 comrection is requisite to continued

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

1, A description of what has been, or will be, done
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or tifle of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

This 2-story building was constructad in 1295 and
was delermined to be of Type Il {111}
construction, It has a full basement and is
automatic sprinkler protected throughaut. The
facility has a fire alarm system that is monitored
far fire department notification. The facility has a
capacily of 94 and had a census of 90 at the time
of the survay.

The requirement at 42 CFR, Subpart 483.70{a) is :
NOT MET as evidenced by:
K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 ;
SS=E 5
Doors protecting cotridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
thase constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for af least 20
minutes. Doors in sprinklerad buildings are only
required to resist the passage of smake. There is
nao impediment 1o the closing of the doors. Doors
are provided with a means suitable for keeping
the door clased. Dutch doors meeting 19.3.6.3.6
are permitied.  19.3.6.3
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K018
Roller latches are prohibited by CMS regulations It 1S the policy of MISSIQR Nursing Home
in all health care facilities. to insure all doors are in proper working
order.
The doars to room 118 and B35 were
repaired on 04/24/1& by contractor,
Mobile Lock and Safe. They were
verified by Rodney Beach to be in
proper working condition after repairs
were made.,
This STANDARD is not met as evidenced by: Inspection of all doors to ensure they
Based on ohservation and interview, the facility close and latch properly was initiated
had corridor doors that did not meset the on 04/21/15 and will be completed
requirements of NFPA 101 LSC (00) Section monthly.
19.3.6.3.2. This deficlent practice could affect
some residents. The Director of Environmental Setvices
Findings include: will be responsibig far Cornpliance. "“\;
During facility tour between 10:00 AM and 11:30
AM on 04/20/2015, observation revealed that the
corridor door leading to resident room 118 and
B35 do not latch closed.
This deficient practice was verified by the
maintenance director the time of the inspaction.
K 043 | NFPA 101 LIFE SAFETY CODE STANDARD K 043
58=F
Patient room doors are arranged so that the
patient can open the deor from inside without
using a key. (Special door locking arrangements
are pemitted in mental health facifities.)
19.2.2.2.2
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This STANDARD is not met as evidenced by: K.043 . . :
Based on observation and interview, the fadility It '_S the policy of M’SS'{?H Nursing Home
has failed to maintain the door locks in to insure all doors are in proper working
accordance with Life Safety Code Section order.
18.2.2.4. This deficient practice could affect the .
residents. Documentation of previous inspections
was found. Renewed Inspection of all
Findings include: doors was initiated on 04/21/15 and will
be completed monthly.
On facility tour between 10:00 AM and 11:30 AM
on 04/20/2015, record review revealed that there The Director of Environmental-Services
is no documentation of testing for the stairwell wili be responsiby efor Compliance. T N
delayed egress doors, / 5
Date of Completion: 04/24/15.
This deficient practice was verifiad by the /
malitenance director at the time of the e
inspection, e
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
S5=F

A fire alarm system required for life safely is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72, 9.6.1.4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility's
fire alarm system is not maintained in
conformance with NFPA 72, (99). This deficient

K 052

it is the policy of Mission Nursing Home
to follow all federal, state, and local
guidelines, laws, regulations, and
statutes. This includes quarterly DACT
testing and maintenance of fire alarm
systems

Mission Nursing Home contracted with
Tatal Fire Alarm on 06/04/15 to
complete quarterly DACT testing of the
fire alarm system

The Director of Environmental Services

,
Date of Com ”Tetion: 06/04/15. /J
L P

e, et
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praclice could affect the residents,
Findings include;

On facility tour between 10:00 AM and 11:30 AM
on 04/20/2015, record review revealed that there
is no documentation of the quarterly DACT
testing.

This deficienct practice was verified by the
maintenance director at the time of the
inspection,
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