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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00626

ID:   BVCN

BELGRADE, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

901743700

7

09/30

09/13/2016

BELGRADE NURSING HOME245418

02

103 SCHOOL STREET,  PO BOX 340

56312

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  54 (L18)

13.Total Certified Beds  54 (L17) B. Not in Compliance with Program

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

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

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

 54

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

02/01/1987

00

03001

09/23/2016

09/13/2016 10/07/2016

21.

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

Teresa Ament, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245418

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

BELGRADE NURSING HOME 103 SCHOOL STREET,  PO BOX 340

BELGRADE, MN 56312

9/16/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 
corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 
the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0164 Correction

Reg. #
483.10(e), 483.75(l)(4)

Completed 

LSC 09/06/2016

ID Prefix  F0257 Correction

Reg. #
483.15(h)(6)

Completed 

LSC 09/14/2016

ID Prefix  F0334 Correction

Reg. #
483.25(n)

Completed 

LSC 09/13/2016

ID Prefix  F0441 Correction

Reg. #
483.65

Completed 

LSC 09/14/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO8/11/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 BVCN12EVENT ID:

/kfd 9/30/2016 13922 9/16/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00626

ID:   BVCN

BELGRADE, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

901743700

2

09/30

08/11/2016

BELGRADE NURSING HOME245418

02

103 SCHOOL STREET,  PO BOX 340

56312

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  54 (L18)

13.Total Certified Beds  54 (L17) X B.   Not in Compliance with Program

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

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

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

 54

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

00-Active

02/01/1987

00

03001

09/06/2016 09/22/2016

21.

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

Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 On 8/8/16, to 8/11/16, a recertification survey 
was completed by surveyors from the Minnesota 
Department of Health (MDH).  Belgrade Nursing 
Home was found to not be in compliance with the 
regulations at 42 CFR Part 483, subpart B, 
requirements for Long Term Care Facilities. 

An investigation of complaint H5418012 was 
completed at the time of the recertification survey.  
The complaint was unsubstantiated.  

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 164

SS=E

483.10(e), 483.75(l)(4) PERSONAL 
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and 
confidentiality of his or her personal and clinical 
records.

Personal privacy includes accommodations, 
medical treatment, written and telephone 
communications, personal care, visits, and 
meetings of family and resident groups, but this 
does not require the facility to provide a private 
room for each resident.

F 164 9/6/16

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

08/31/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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Except as provided in paragraph (e)(3) of this 
section, the resident may approve or refuse the 
release of personal and clinical records to any 
individual outside the facility.

The resident's right to refuse release of personal 
and clinical records does not apply when the 
resident is transferred to another health care 
institution��or record release is required by law.  

The facility must keep confidential all information 
contained in the resident's records, regardless of 
the form or storage methods, except when 
release is required by transfer to another 
healthcare institution��law��third party payment 
contract��or the resident.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure permission 
was acquired for the use of a video monitoring 
system for 1 of 6 residents (R59), and ensure the 
video feed from the monitoring device was 
maintained in a private location which was not 
readily visible to the public. This had potential to 
affect 6 of 6 residents (R21, R40, R6, R59, R56, 
and R23) who had video monitoring devices 
present in their room(s). 

Findings include:  

R6, R21, R23, R40, R56, and R59 were identified 
by the facility to have the need for increased 
visual monitoring by implementing the use of 
video monitors within the room. 

R6's quarterly Minimum Data Set (MDS) dated 

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

     The video monitoring system was 
removed from Nurses Station and 
resident rooms.

Address how the facility will identify other 
resident having the potential to be 
affected by the same deficient practice:

     No other residents will be affected due 
to the removal of the video monitoring   
     system.

Address what measures will be put into 
place or systemic changes made to 
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6/16/16, indicated that R6 was severely 
cognitively impaired and had diagnoses which 
included dementia and depression.

R21's 14 day MDS dated 7/27/16, identified that 
R21 had severely impaired cognition. 

R23's quarterly MDS of 5/26/16, identified that 
resident had moderately impaired cognition and 
had diagnoses which included dementia. 

R40's 14 day MDS dated 7/21/16, identified R40 
had severely impaired cognition.

R56's admission MDS of 7/21/16, identified that 
R56 had severe cognitive impairment. 

R59 was a recent admit and had not yet had a 
MDS completed.

On 8/8/16, at 8:59 a.m., during the initial facility 
tour it was noted there were four resident rooms 
with video monitors in place. The units were 
noted to be approximately two inches by two 
inches on the base, with a camera and antenna 
positioned within the unit, measuring 
approximately four inches in height. The units 
were noted to be positioned on nightstands and 
directed toward the resident's bed. The screen for 
viewing the video monitors was observed 
positioned at the nurse's station in the main lobby 
area. The screen measured approximately five by 
five inches and was noted to be on the left side of 
the computer monitor on the lower portion of the 
desk in the main lobby. The desk was shaped in 
a modified L fashion with an upper level for those 
standing by the desk and a lower tier on which 
the computer monitor and video screen were 
positioned. This screen was noted to be easily 

ensure that the deficient practice will not 
recur:

     The video monitoring system was 
removed.
     Policies and Procedures modified to 
reflect these changes.
     Nursing Staff will be informed of this 
change.

Indicate how the facility plans to monitor 
its performance to make sure that 
solutions are meeting its effectiveness.  
The plan of correction is integrated into 
the quality assurance system:

     The video monitoring system was 
removed.
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observed by any individual standing on the north 
or west side of the desk. 

On 8/9/16, at 6:05 p.m. the video screen was 
easily viewed while standing on the north side of 
nurse's station. The video screen was rotating 
through rooms, with one screen noted to be 
blank, displaying "No signal" during that rotation.  

On 8/9/16, at 6:39 p.m. R21 was observed on the 
video screen receiving assistance to lay on the 
bed. 

On 8/9/16, at 6:41 p.m. R56 was observed on the 
video screen receiving assistance to lay on the 
bed. The video screen was noted to be scrolling 
through video feed with three rooms displayed. 

On 8/10/16, at 3:19 p.m. the video screen was 
observed to be rotating between three rooms. 
R21 was noted to be seated in their room. R23 
was not in the room at this time, and the camera 
did not display roommate, R59.

On 8/10/16, at 3:24 p.m. R21's door to the room 
was noted to be closed. The video screen was 
viewed from the north side of the desk and was 
noted to scroll through three rooms being 
monitored and one screen stated "no signal." The 
view on the video screen displayed the resident 
sitting by the bed in a wheelchair.  

On 8/10/16, at 5:14 p.m., the video screen was 
noted to remain on the left corner of the desk at 
the nurse's station and was easily viewed from 
the west side of the nurse's desk. The video 
screen was noted to be rotating between three 
rooms, and one screen displayed  "no signal."  
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On 8/11/16, at 6:55 a.m. the camera remained 
positioned on the left side of the desk and was 
scrolling through three rooms. The monitor 
displayed R56 moving about in the room. The 
video screen displayed empty beds/rooms for two 
views. The final screen indicated "no signal."  

On 8/11/16, at 7:48 a.m. R21 was observed 
sleeping in bed, while scans 2 and 4 were noted 
to display empty rooms. The final screen 
displayed "no signal."

During interview on 8/11/16, at 11:09 a.m. nursing 
assistant (NA)-B stated the video monitors were 
viewed only, not recorded. NA-B stated the 
monitors were left on at all times. NA-B stated 
personal cares were typically performed in the 
bathroom so they were not generally viewed by 
the monitor. NA-B stated the monitors remained 
on at all times and the video screen was routinely 
positioned on the desk to the left side of the 
computer.

During interview on 8/11/16, at 11:43 a.m.  
registered nurse (RN)-B stated that video 
monitors were used for residents who had a 
history of falls and may not consistently 
remember to call for assistance prior to getting 
up. RN-B stated the video monitor allowed them 
to see if the residents were getting restless or 
trying to get up independently and allowed staff to 
go to the room and offer assistance. RN-B stated 
the camera was a screen shot only and did not 
record data. Residents were assessed by the 
facility for the need for a video camera, 
additionally, families may also request the use of 
video monitoring. RN-B stated consents for video 
monitors were completed with residents and or 
the responsible party/legally appointed individual 
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prior to implementation of the video monitor. 
RN-B stated a consent was also completed with 
the roommate. RN-B admitted a consent had not 
yet been completed with R59, who had recently 
admitted into the same room with R23. RN-B 
stated the consent for use of a video monitor for a 
new admit would generally be completed at the 
time of admission into a room where a monitor 
was being used. A visual observation of the video 
screen was completed with RN-B who 
acknowledged the video screen could be viewed 
by individuals standing at the north and east end 
of the desk. RN-B stated "Yes, you can see it" 
while standing on the north and west sides of the 
desk. RN-B stated that "it is a concern regarding 
privacy."

On 8/11/16, at 12:17 p.m. social service (SS)-A 
stated the use of video monitors was reviewed 
with residents/family members/and responsible 
parties prior to implementation.

On 8/11/16, at 12:30 p.m. the administrator (A) 
stated that the video screen used to monitor the 
residents status was to be kept behind the 
computer to maintain privacy. 
A facility policy dated 2/11/16, Video Monitors, 
identified the facility  "occasionally uses video 
monitors in hallways, outside areas, in resident 
rooms, etc., to monitor the safety and well-being 
of our staff and residents. The facility will use any 
video monitors in accordance with applicable 
laws and regulations."  The policy did not identify 
specific placement of the video screen to monitor 
residents. The procedure outlined in this policy, 
indicated "Residents are informed of the facility's 
use of video monitors throughout the building. 
Consent forms are obtained allowing the facility to 
use the video monitor for the particular resident 
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and roommate, if applicable."

F 257

SS=C

483.15(h)(6) COMFORTABLE & SAFE 
TEMPERATURE LEVELS

The facility must provide comfortable and safe 
temperature levels.  Facilities initially certified 
after October 1, 1990 must maintain a 
temperature range of 71 - 81° F

This REQUIREMENT  is not met as evidenced 
by:

F 257 9/14/16

 Based on observation, interview and document 
review, the facility failed to ensure a comfortable 
temperature was maintained in the dining room 
for 1 of 1 residents (R10) who voiced concerns 
the room was too cold.  This had potential to 
affect 40 of 40 residents who use the space for 
eating or activities.    

Findings include:  

R10's quarterly minimum data set (MDS), dated 
5/31/16, indicated she was cognitively intact and 
had no neurological disorders.

On 8/9/16, at 1:32 p.m., R10 stated the dining 
room was too cold and was told by staff it could 
be a little warmer. Additionally, R10 was told by 
staff that she could eat in a different room or 
outside if it was too cold.

An environmental tour was done with the plant 
operations manager (POM) on 8/10/16, at 3:11 
p.m.. During the tour, the POM read the 
thermometer on the wall in the dining room 
temperature and reported the temperature was 
69 degrees Fahrenheit. The POM stated it was 

 The temperature in the Dining Room was 
adjusted to meet the standard the day it 
was found to be too cold.  

A lock box was put over the thermostat to 
prevent staff from adjusting the 
temperature without monitoring the 
effects.

A thermometer was put in the Dining 
Room to help monitor the temperature 
due to the fact that the thermostat is in 
another location.

A Temperature Level policy and procedure 
written to reflect temperature standards 
and to aide staff member in addressing 
out of range temperatures or concerns 
regarding temperatures in resident areas.

Additional thermometers have been 
placed throughout the building to help with 
monitoring temperatures.
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too cold. The POM stated the facility had one 
main air conditioning unit that controlled the 
whole building��however, cool air blown into the 
dining room was controlled via a thermostat 
located in the dietary offices. Upon further 
inspection, staff had turned down the thermostat 
to increase the air conditioning. According to the 
POM, the wall thermostat located in the dining 
room, controlled the heat, which was on a 
different system. It could not be adjusted during 
the summer. In addition, the plant operations 
manager reported if residents were concerned 
about the temperature, the nursing staff would 
notify him via the radio. He had been notified 
recently of a complaint, and he adjusted one of 
four vents in the dining room to decrease its 
coolness. He also stated residents who were too 
cold could eat in a separate activities room 
located at the other end of the hall. The POM 
stated the goal was to regulate the facility at 73 to 
74 degrees Fahrenheit. In an effort to regulate the 
building, he checked temperatures in the 
common areas daily��however, he reported he did 
not keep logs of the temperature checks. 
Additionally, he did not have a specific facility 
policy related to temperatures but went by the 
federal regulations.

A facility policy entitled: Quality of Life- Homelike 
Environment, last revised 8/11, directed staff and 
management to maximize a "personalized, 
homelike setting," which included comfortable 
temperatures. The policy did not elaborate on the 
facility's process to ensure comfortable 
temperature were maintain.

A building temperature log was developed 
and requires different areas of the building 
to be monitored at alternating times of the 
day.

The policy and procedure will be reviewed 
at the Department Head Meeting.  

The Plant Operations Manager will review 
the log weekly to identify trends.  

The Plant Operations Manager will also 
bring the findings to the quarterly Quality 
Assurance Meeting.

F 334

SS=E

483.25(n) INFLUENZA AND PNEUMOCOCCAL 
IMMUNIZATIONS

F 334 9/13/16
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The facility must develop policies and procedures 
that ensure that --
(i) Before offering the influenza immunization, 
each resident, or the resident's legal 
representative receives education regarding the 
benefits and potential side effects of the 
immunization�
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of influenza 
immunization��and
  (B) That the resident either received the 
influenza immunization or did not receive the 
influenza immunization due to medical 
contraindications or refusal.

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the pneumococcal 
immunization, each resident, or the resident's 
legal representative receives education regarding 
the benefits and potential side effects of the 
immunization�
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized�
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(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicated, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of 
pneumococcal immunization��and 
  (B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
(v) As an alternative, based on an assessment 
and practitioner recommendation, a second 
pneumococcal immunization may be given after 5 
years following the first pneumococcal 
immunization, unless medically contraindicated or 
the resident or the resident's legal representative 
refuses the second immunization.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide the pneumococcal 
conjugate vaccine (PCV13) for 4 of 5 residents 
(R34, R33, R23, R22) whose vaccination 
histories were reviewed.

Findings include:

The Center for Disease Control and Prevention 
(CDC) recommended, "Adults 65 years of age or 
older who have not previously received PCV13 
and who have previously received one or more 

 R22 received PCV13 on 8/30/16.
R34 and R23 consented to receive the 
vaccination and has been ordered, will be 
administered upon receipt of the 
vaccination.
R33 awaiting consent from POA and will 
order and administer upon POA consent.

RN conducted a house wide 
pneumococcal vaccination audit.  
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doses of PPSV23 [pneumococcal polysaccharide 
vaccine 23] should receive a dose of PCV13.  
The dose of PCV13 should be given at least 1 
year after receipt of the most recent PPSV23 
dose."

R34's Immunization Report, undated, indicated 
the 74 year old resident had received a 
Pneumovax outside the facility on 12/7/06. 
However, the facility did not offer the PCV13 
according to the CDC guidelines.

R33's Immunization Report, undated, indicated 
the 90 year old resident had received a 
Pneumovax outside the facility on 1/17/12. 
However, the facility did not offer the PCV13 
according to the CDC guidelines.

R23's Immunization Report, undated, indicated 
the 88 year old resident had received a 
Pneumovax outside the facility on 3/24/14. 
However, the facility did not offer the PCV13 
according to the CDC guidelines.

R22's Immunization Report, undated, indicated 
the 79 year old resident had received a 
Pneumovax outside the facility on 3/29/05. 
However, the facility did not offer the PCV13 
according to the CDC guidelines.

On 8/9/16, at 5:15 p.m. registered nurse (RN)-D 
stated the facility was currently not offering the 
PCV13, and denied knowledge of the CDC 
guidelines.  

On 8/9/16, at 6:51 p.m. the director of nursing 
(DON) stated there had been no discussions at 
the facility about the PCV13 or CDC guidelines, 
and denied knowledge of the CDC guidelines.  

Residents found to be eligible for the 
vaccination will be provided an 
informational sheet and consent obtained.  
Upon receipt of the consent, vaccination 
will be administered.

The Pneumococcal Vaccination policy 
and procedure has been updated to follow 
the CDC’s Pneumococcal guidelines.

Nursing Home Standing Orders have 
been updated by the Medical Director to 
follow the CDC’s aged based 
Pneumococcal guidelines. 

Nursing Staff will be educated on the 
changes to the Pneumococcal 
Vaccination policy and procedure.

A monthly pneumococcal vaccination 
report will be reviewed by the Director of 
Nursing or designee to ensure 
compliance.
The Quality Assurance Team will review 
the finding.
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The facility policy with a revision date of 2/22/16, 
Pneumovax Vaccine, identified all new 
admissions will be screened and given the 
Pneumovax vaccine unless specifically ordered 
otherwise on admission orders by the primary 
physician.

F 441

SS=B

483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility��
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident��and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 

F 441 9/14/16
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professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure personal 
grooming supplies were not shared in order to 
reduce the risk of potential cross contamination 
between residents. This had the potential to affect 
8 of 8 residents (R33, R36, R21, R26, R48, R2, 
R31, R17) identified as using the same deodorant 
stick. 

Findings include: 

R33 was observed for personal cares on 8/11/16, 
at 8:00 a.m.. Nursing assistant (NA)-B applied 
lotion to his skin after drying him off following his 
bath. NA-B applied a blue gel-stick deodorant  to 
R33. As NA-B exited the tub room with R33, a 
variety of sprays were noted on the table where 
the deodorant was placed. NA-B stated the 
deodorant was used by the male residents who 
do not have a personal supply of deodorant. 
NA-B stated there was a spray deodorant for the 
female residents who do not have their own 
supply of deodorant. 
On 8/11/16, at 12:42 p.m. NA-B stated shared 
deodorant for residents has been in place for 
"years." NA-B stated nursing assistants apply 
roll-on deodorants or sprays, "whatever is in 
there".  NA-B stated there were currently eight 

 The roll on deodorant was immediately 
removed from the Tub Room to ensure 
there is no further cross contamination for 
R33, R36, R21, R26, R48, R2, R31, and 
R17.

Director of Nurses conducted an audit on 
the use of stock personal hygiene 
products.  Audit produced no additional 
residents affected by deficient practice.

All stock personal hygiene products have 
been removed from facility and will no 
longer be purchased by facility.  Resident 
purchased products will be labeled to 
ensure their use only.

Nursing staff will be reeducated on the 
use of nursing home stock products with 
an emphasis on the risk of potential cross 
contamination.  
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residents (R33, R36, R21, R26, R48, R2, R31, 
and R17) who received application of the shared 
facility stock gel deodorant after bathing. NA-B 
stated "we should just have all sprays."  NA- B 
added it was "gross." NA-B stated  "I hope 
nobody puts it on anyone with sores, but there is 
potential"  for this to happen. 

On 8/11/16, at 1:05 p.m. registered nurse (RN)-B 
stated the deodorant in the tub room was for 
residents  "that don't have their deodorant with 
them."  RN-B stated most residents bring their 
own deodorant with them. RN-B stated that the 
"biggest concern would be infection control."  
RN-B further stated  "spray deodorant is optimal."

A policy was requested to address infection 
control practices with use of community 
resources but was not provided.

The Director of Nursing or designee will 
monitor the use stock products weekly 
and conduct biweekly audits of staff stock 
use practices.  The finding will be 
reviewed at the quarterly Quality 
Assurance Meetings.
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