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# DEPARTMENT
| OF HEALTH
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CMS Certification Number (CCN): 245583 July 23, 2018

Mr. Rick Krant, Administrator
Auburn Home in Waconia
594 Cherry Drive

Waconia, MN 55387

Dear Mr. Krant:

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 July 10, 2018 the above facility is certified for:
37 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 37 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,

Wiion, Hedny
Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164-0970

Phone: 651-201-4206
Email: alison.helm@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.
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Electronically delivered July 23,2018

Mr. Rick Krant, Administrator
Auburn Home in Waconia
594 Cherry Drive

Waconia, MN 55387

RE: Project Number S5583026
Dear Mr. Krant:

On June 5, 2018, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on May 31, 2018. This survey
found the most serious deficiencies 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 July 23, 2018, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on July 12, 2018 the Minnesota Department of Public Safety
completed a PCR to verify that your facility had achieved and maintained compliance with federal
certification deficiencies issued pursuant to a standard survey, completed on May 31, 2018. We
presumed, based on your plan of correction, that your facility had corrected these deficiencies as of
July 10, 2018. Based on our PCR, we have determined that your facility has corrected the deficiencies
issued pursuant to our standard survey, completed on May 31, 2018, effective July 10, 2018 and
therefore remedies outlined in our letter to you dated June 5, 2018, will not be imposed.

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

Feel free to contact me if you have questions.

Sincerely,

(ion, Hedon
Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164-0970

Phone: 651-201-4206
Email: alison.helm@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.
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m DEPARTMENT
OF HEALTH
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Electronically delivered
June 5, 2018

Mr. Rick Krant, Administrator
Auburn Home In Waconia
594 Cherry Drive

Waconia, MN 55387

RE: Project Number S5583026
Dear Mr. Krant:

On May 31, 2018, 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 electronically attached CMS-2567 whereby corrections are required.

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;

Electronic 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
months after the survey date; and

An equal opportunity employer.



Auburn Home In Waconia
June 5, 2018
Page 2

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 an "F" tag)
, i.e., the plan of correction should be directed to:

Susanne Reuss, Unit Supervisor
Metro C Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900

Saint Paul, Minnesota 55164-0900
Email: susanne.reuss@state.mn.us
Phone: (651) 201-3793

Fax: (651) 215-9697

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 July 10, 2018, the Department of Health will impose
the following remedy:

e 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 July 10, 2018 the following remedy will be imposed:

e Per instance civil money penalty. (42 CFR 488.430 through 488.444)
ELECTRONIC PLAN OF CORRECTION (ePoC)

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



Auburn Home In Waconia
June 5, 2018
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- 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;

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

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

- Submit electronically to acknowledge your receipt of the electronic 2567, your review
and your ePoC submission.

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

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the ePoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
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Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A

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

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

Original deficiencies not 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 August 31, 2018 (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
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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 December 1, 2018 (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
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/Itc 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 electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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

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

Mr. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division
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445 Minnesota Street, Suite 145
St. Paul, Minnesota 55101-5145
Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4206

Email: alison.helm@state.mn.us
Enclosure

cc: Licensing and Certification File
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 Initial Comments E 000
A survey for compliance with CMS Appendix Z
Emergency Preparedness Requirements, was
conducted on 5/29/18, through 5/31/18, during a
recertification survey. The facility is in compliance
with the Appendix Z Emergency Preparedness
Requirements.
F 000 INITIAL COMMENTS F 000

On May 29, 2018, through May 31, 2018, a
standard survey was completed at your facility by
the Minnesota Department of Health to determine
if your facility was in compliance with
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.

The plan of correction will serve as your facility's
allegation of compliance. Since your facility is
enrolled in the electronic Plan of Correction
(ePOC), a signature is not required at the bottom
of the first page of the CMS-2567 form.

Upon receipt of an acceptable ePOC an on-site
revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.

F 689 | Free of Accident Hazards/Supervision/Devices F 689 7/10/18
8s=D CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent

accidents.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/14/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7F3E11 Facility ID: 00053 If continuation sheet Page 1 of 4
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F 689  Continued From page 1 F 689
This REQUIREMENT is not met as evidenced
by:
Based on observation, interviews, and document It is the policy, and intention, of Auburn
review, the facility failed to ensure 1 of 2 residents Home in Waconia to be in full compliance
(R18), reviewed for accidents, received adequate with all regulations and requirements of
supervision to prevent accidents. both the Medicaid and Medicare
programs. These plans and responses to
Findings include: the findings are written solely to maintain
certification in the Medicare and Medicaid
R18's diagnoses included unspecified dementia Programs and, as required, are submitted
without behavioral disturbance, chronic pain, as the facility(1's credible allegation of
age-related osteoporosis without current compliance.
pathological fracture, glaucoma, major
depressive disorder and recurrent unspecified This written response does not constitute
anxiety disorder obtained from the Resident Face an admission of noncompliance with any
Sheet dated 5/31/18. requirement. Submission of this Plan of
Correction is not an admission that a
R18's quarterly Minimum Data Set (MDS) dated deficiency exists or that one was cited
4/23/18, indicated R18 had moderately impaired correctly. We wish to preserve our right to
cognition, required extensive physical assistance dispute these findings in their entirety
of one staff with transfers and toilet. In addition, should any remedies be imposed.
the MDS indicated R18 was not steady and only
was able to stabilize with human assistance when The example cited was in response to
moving from on and off the toilet and when facility staff's familiarity with the resident's
moving from seated to standing position. orientation and cognition at the time of the
surveyor's observation. The resident has
On 5/29/18, at 3:10 p.m. R18 was observed to been cognitively intact of recent and staff
propel her wheelchair from the chapel to the unit may have felt comfortable to leave her
and a dietary aide wheeled R18 the rest of the unattended on the toilet for a short period
way to her room and then went over to the of time in order to obtain a transfer belt.
nursing station and requested nursing assistant Facility staff are familiar with the resident's
(NA)-Ato assist R18. care plan and resident profile, which
-At 3:10 p.m. NA-A wheeled R18 into the room directs the provision of care.
and shut the door then came out briefly and went
down the hallway to get a transfer belt. Facility wide response affecting the
-At 3:11 p.m. NA-A went back to room and resident in the cited example and all
transferred R18 to the toilet. NA-A left R18 alone residents:
and closed the toilet room door.
-At 3:13 p.m. NA-A was observed to leave the 1. The facility(l's care staff will receive

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7F3E11 Facility ID: 00053 If continuation sheet Page 2 of 4
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room and the unit. NA-A went to the adjacent unit ongoing education/re-education regarding
as R18 sat on the toilet with the door to the toilet the necessity to be familiar with and
room shut with no staff providing supervision to implement the care plan and resident
R18. profiles of all residents within their care
-At 3:15 p.m. NA-A came back to the unit, before implementing said cares.
knocked on the toilet room door and went into the
shared bathroom to assist R18. 2. The nurse in charge of the individual
households will be responsible for
On 5/31/18, at 11:16 a.m. R18 was observed monitoring the ongoing compliance of #1
propelling her wheelchair into the bathroom. by direct observation of facility staff
-At 11:18 a.m. during a random observation, R18 assigned to their household.
was observed sitting on the toilet unsupervised
and the wheelchair was parked to the left hand 3. Ongoing: Quarterly random sample
side. During the observation the main door to the audits of residents(] in all three
room was wide open and the bathroom door was households will include observations of
completely shut. facility care staff care provision and a
-At 11:23 a.m. trained medication aide (TMA)-A comparison to what is required according
and NA-B were observed conversing at the to the residents' individualized plans of
nursing station which was located three rooms care. These audits will be conducted as
down the hallway from R18's room. part of the facility'l's quality assurance
-At 11:24 a.m. NA-B was observed to return to initiative for not less than one year. Data
R18's room. When asked if R18 was supposed to obtained from the quality assurance
be left un-supervised when on the toilet, NA-B process will be reviewed, with
stated "l think she is not supposed to." recommendations for interventions made,
during the quarterly quality assurance and
R18's care plan dated 2/17/17, identified R18 was Quality Assurance and Performance
at risk for falls due to decreased muscle Improvement (QAPI) meetings.
coordination, generalized weakness, assistance
for transfers, polypharmacy, history of falls. The
care plan directed staff to provide "1:1 when in
bathroom to help prevent self transfer/injury.”
R18's comprehensive Care Area Assessment
(CAA) dated 1/22/18, directed staff to provide 1:1
in the bathroom for safety.
During a review of R18's Therapy Assessment
--700 Pro Rehab Occupational Therapy dated
5/7/18, it was revealed the occupational therapist
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had indicated R18 had a score of 28 using the
Short Blessed Test (SBT) "a score of greater than
or equal to 10 suggested impairment consistent
with dementia."

On 5/31/18, at 11:28 a.m. registered nurse
(RN)-A reviewed the care plan and the nursing
assistant assignment sheet and verified R18 was
supposed to be provided 1:1 in the bathroom.

On 5/31/18, at 12:32 p.m. the director of nursing
stated she would expect staff to stay with R18 as
directed by the care plan. The DON
acknowledged R18 had a history of self
transferring.

The facility Accident: Managing Resident Falls
policy dated 8/2017, indicated the nursing staff in
conjunction with the interdisciplinary team (IDT),
resident and/or resident representative will
implement the resident plan of care with
interventions to reduce the risk of falls if
appropriate.
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FIRE SAFETY

" 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
ON-SITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on May 30, 2018. Atthe
time of this survey, Auburn Home in Waconia was
found not to be in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care Occupancies.

IF OPTING TO USE AN EPOC, A PAPER COPY

OF THE PLAN OF CORRECTION IS NOT
REQUIRED.

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

Health Care Fire Inspections

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/14/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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State Fire Marshal Division
445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145, or

By eMail to:
Marian.Whitney@state.mn.us and
Angela.Kappenman@state.mn.us

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 title of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

Auburn Home in Waconia was constructed in
2007, is one-story in height, has no basement, is
fully fire sprinkler protected, and was determined
to be of Type V(111) construction.

The facility has a fire alarm system with smoke

detection in the corridors and spaces open to the

. corridors, which is monitored for automatic fire

- department notification. The facility has a
capacity of 37 beds and had a census of 33 at

' time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is

NOT MET as evidenced by:
K 271 Discharge from Exits K271 7/10/18
ss=E CFR(s): NFPA 101
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Discharge from Exits
Exit discharge is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.
18.2.7, 19.2.7
This REQUIREMENT is not met as evidenced
by:
- Based on observation and staff interview the It is the intention of Auburn Home in
+ facility failed to keep exits free of obstructions as Waconia to be in full compliance with all
stated in the Life Safety Code (NFPA 101) 2012 applicable NFPA Life Safety Code
edition sections 19.2.7 & 7.1.10. This deficient Standards.
+ practice could restrict the exiting during an
emergency and affect 33 of the 33 residents and The noted change in elevation greater
" an undetermined amount of staff and visitors. than 3/4 of an inch between the cement
and asphalt at the employee entrance is
Findings Include: consistent with the seasonal constriction
and expansion of these products that
' On the facility tour between 8:45 AM and 11:45 occurs with fluctuations in temperature.
 AM on 05/30/2018, observations revealed the
- following: The separation between the cement and
1. There was a difference of more than 3/4 inch asphalt will be filled with an approved
' between the concrete and asphalt on the exterior compound which not only will taper the
i of door by the kitchen and laundry room entrance. change in elevation, but also
accommodate seasonal temperature
fluctuations.
|
This deficient conditions was confirmed by the In order to maintain compliance, the
. Director of Maintenance. safety committee will conduct bi-annual

facility risk management audits to ensure
compliance with all applicable NFPA Life
Safety Code Standards. Findings will be
reported to the QA Committee and
reviewed at the committee's quarterly
meeting for analysis and
recommendation.
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K901 Fundamentals - Building System Categories K 901 7/10/18

ss=F CFR(s): NFPA 101

Fundamentals - Building System Categories
Building systems are designed to meet Category
1 through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure

+ performed by qualified personnel.
Chapter 4 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on documentation review and staff
interview, the facility failed to inspect the building
systems are designed to meet Category 1
through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure
performed by qualified personne!. The deficient
practice could affect all 33 residents.

Findings include:

During documentation review between 8:45 AM
and 11:45 AM on 05/30/2018, documentation
review and staff interview revealed the required
risk assessment NFPA 99 had not been started at
the time of the survey.

This deficient condition was confirmed by the
Facility Administrator and the Director of
: Maintenance.

It is the policy of Auburn Home in
Waconia that all building systems and
equipment supporting resident care and
treatment will be reliable and will meet the
applicable requirements of the 2012
Health Care Facilities Code (NFPA 99).

The risk assessment will be performed by
| ateam consisting of the facility
administrator, director of nursing, facility
Safety officer and facility maintenance
director, who are familiar with the
requirements of NFPA 99 as well as the
facilityOs systems and equipment O
including electrical, HVAC, and resident
care-related gas and electrical equipment
(1 resident care, and environmental
operations. Team members understand
the NFPA 99 risk categories and how
systems/equipment operations affect
resident safety. The team will inspect the
building systems are designed to meet
Category 1 through 4 requirements as
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Electrical Systems - Receptacles

- Power receptacles have at least one, separate,
highly dependable grounding pole capable of
maintaining low-contact resistance with its mating
plug. In pediatric locations, receptacles in patient
rooms, bathrooms, play rooms, and activity
rooms, other than nurseries, are listed
tamper-resistant or employ a listed cover.
If used in patient care room, ground-fault circuit
interrupters (GFCI) are listed.
6.3.2.2.6.2 (F), 6.3.2.2.4.2 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:
Electrical Systems - Receptacles
Power receptacles have at least one, separate,
highly dependable grounding pole capable of
maintaining low-contact resistance with its mating
plug. In pediatric locations, receptacles in patient
rooms, bathrooms, play rooms, and activity

: rooms, other than nurseries, are listed
tamper-resistant or employ a listed cover. If used
in patient care room, ground-fault circuit
interrupters (GFCI) are listed.
6.3.2.2.6.2 (F), 6.3.2.4.2 (NFPA 99) This deficient
practice could affect 33 of 33 residents.

Findings include:
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K 901 Continued From page 4 K 901
detailed in NFPA 99. These assessments
will be completed annually.
Ongoing compliance of this requirement
will be ensured by annual reports to the
facility's Quality Assurance and Review
(QAR) and Quality Assurance and
Improvement (QAPI) Committees.
K 912 Electrical Systems - Receptacles K912 7/10/18

It is the policy of Auburn Home in
Waconia that non-hospital grade
receptacles will be replaced with hospital
grade upon modification of use,
renovation, or as existing receptacles
need replacement. Receptacles not listed
as hospitai-grade in resident rooms will be

| tested at intervals not exceeding 12
months as required in 2012 Health Care

Facilities Code (NFPA 99). Maintenance
will conduct the receptacle testing utilizing
a portable receptacle tester with \
GFCI,125VAC,LED. 3

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7F3E21

Facility ID: 00053 If continuation sheet Page 5 of 6



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

PRINTED: 06/18/2018
FORM APPROVED
OMB NO. 0938-0391

' During documentation review between 8:45 AM

~and 11:45 AM on 05/30/2018, documentation

. review and staff interview revealed
documentation could not be located to show that
an electrical outlet inspection had occurred
throughout the facility.

This deficient condition was confirmed by the
Director of Maintenance.
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Ongoing compliance of this requirement
will ensured by annual reports of
compliance to the facility's respective
Quality Assurance (QA) and Quality
Assurance and Performance
Improvement (QAPI) Committees.
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