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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: 00298

ID:   BZIY

C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5368

On February 18, 2015, the Minnesota Department of Health completed a PCR to verify that the facility 
had achieved and maintained compliance with federal certification deficiencies issued pursuant to a 
PCR, completed on December 23, 2014. We presumed, based on their plan of correction, that the 
facility had corrected these deficiencies as of January 14, 2015. Based on our visit, we have determined 
that the facility had corrected the deficiencies issued pursuant to our PCR, completed on December 23, 
2014, as of January 14, 2015. As a result of the revisit findings, the Department is discontinuing the 
Category 1 remedy of state monitoring effective January 14, 2015.

In addition, this Department recommended to the CMS Region V Office the following actions related 
to the remedies outlined in our letter of December 30, 2014. The CMS Region V Office concurrred and 
has authorized this Department to notify you of these actions:

•  Mandatory denial of payment for new Medicare and Medicaid admissions effective January 31, 2015       
be rescinded. (42 CFR 488.417 (b))

Since Mandatory denial of payment for new Medicare and Medicaid admissions never went into effect, 
the facilty would not be subject to a two year loss of NATCEP.

Refer to the CMS 2567b for health only.

Effective January 14, 2015 the facility is certified for 119 skilled nursing facility beds.

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



CMS Certification Number (CCN): 245368   

March 9, 2015

Ms. Shawna Jokinen,  Administrator

Grand Village

923 Hale Lake Pointe

Grand Rapids, Minnesota  55744

Dear Ms. Jokinen:

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 January 14, 2015 the above facility is certified for:    

  119 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 119 skilled nursing facility beds.

We have recommended CMS approve the waivers that you requested for the following Life Safety Code

Requirements: .

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

certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination.

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

Sincerely,   

     

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Email: mark.meath@state.mn.us

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

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

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



Electronically delivered

March 2, 2015

Ms. Shawna Jokinen, Administrator

Grand Village

923 Hale Lake Pointe

Grand Rapids, Minnesota  55744

RE: Project Number S5368025

Dear Ms. Jokinen:

On December 30, 2014, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective January 4, 2015.  (42 CFR 488.422)

On December 30, 2014, this Department recommended to the Centers for Medicare and Medicaid

Services (CMS) that the following enforcement remedy be imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions effective January

31, 2015.  (42 CFR 488.417 (b))

Also, this Department notified you in our letter of December 30, 2014, 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 is

prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs

(NATCEP) for two years from January 31, 2015.

This was based on the deficiencies cited by this Department for a standard survey completed on

October 31, 2014, and failure to achieve substantial compliance at the Post Certification Revisit (PCR)

completed on December 23, 2014.   The most serious deficiencies at the time of the revisit were found

to be isolated deficiencies that constituted no actual harm with potential for more than minimal harm

that was not immediate jeopardy (Level D), whereby corrections were required.

On February 18, 2015, the Minnesota Department of Health completed a PCR to verify that your

facility had achieved and maintained compliance with federal certification deficiencies issued pursuant

to a PCR, completed on December 23, 2014.  We presumed, based on your plan of correction, that your

facility had corrected these deficiencies as of January 14, 2015.   Based on our visit, we have

determined that your facility has corrected the deficiencies issued pursuant to our PCR, completed on

December 23, 2014, as of January 14, 2015.  As a result of the revisit findings, the Department is

discontinuing the Category 1 remedy of state monitoring effective January 14, 2015.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

   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



In addition, this Department recommended to the CMS Region V Office the following actions related

to the remedies outlined in our letter of December 30, 2014.  The CMS Region V Office concurs and

has authorized this Department to notify you of these actions:

 • Mandatory denial of payment for new Medicare and Medicaid admissions effective January   

 31, 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 January 31, 2015, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective January 31, 2015, is

to be rescinded.

In our letter of December 30, 2014,  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 January 31, 2015, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on February 18, 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 visit with the President of your facility's Governing Body.

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

Sincerely,   

     

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118    

Fax: (651) 215-9697

       5368r2_15

Grand Village

March 2, 2015
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

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.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245368

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

GRAND VILLAGE 923 HALE LAKE POINTE

GRAND RAPIDS, MN 55744

2/18/2015

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).
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ID Prefix
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Completed
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ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC
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LSC
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LSC
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Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: 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 NO10/31/2014

Form CMS - 2567B (9-92) Page 1 of 1 BZIY13Event ID:

LB/mm 03/02/2015 32601 02/18/2015



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

ID:   BZIY
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X

GRAND VILLAGE

923 HALE LAKE POINTE

GRAND RAPIDS, MN
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9. Other
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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: 00298

ID:   BZIY

C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5368

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

On December 23, 2014, the Minnesota Department of Health completed a Post Certification Revisit  (PCR) to verify that the
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant to a standard survey, 
completed on October 31, 2014. 

We presumed, based on your plan of correction, that the facility had corrected these deficiencies as of December 9, 2014. Based 
on our visit, we have determined that your facility has not achieved substantial compliance with the deficiencies issued
pursuant to our standard survey, completed on October 31, 2014. The deficiencies not corrected are as follows:

F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan
F0311 -- S/S: D -- 483.25(a)(2) -- Treatment/services To Improve/maintain Adls
F0314 -- S/S: D -- 483.25(c) -- Treatment/svcs To Prevent/heal Pressure Sores

In addition, at the time of this revisit, we identified the following deficiency:

F0176 -- S/S: D -- 483.10(n) -- Resident Self-Administer Drugs If Deemed Safe

As we notified the facility in our letter of November 18, 2014, 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), the facility is prohibited from conducting Nursing Aide Training and/or 
Competency Evaluation Programs (NATCEP) for two years from January 31, 2015.  In addition, Sections 1819(h)(2)(D) and 
(E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR 488.417(b) require that, regardless of any other remedies that may be 
imposed, denial of payment for new admissions must be imposed when the facility is not in substantial compliance 3 months 
after the last day of the survey identifying noncompliance. 

Thus, the CMS Region V Office concurs, is imposing the following remedy and has authorized this Department to notify the 
facility of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective January
31, 2015. (42 CFR 488.417 (b))

Refer to the CMS 2567b, CMS 2567 along with the facility's plan of correction.  PCR to follow.



Electronically delivered

December 30, 2014

Ms. Shawna Jokinen, Administrator

Grand Village

923 Hale Lake Pointe

Grand Rapids, Minnesota  55744

RE: Project Number S5368025

Dear Ms. Jokinen:

On November 18, 2014, we informed you that we would recommend enforcement remedies based on

the deficiencies cited by this Department for a standard survey, completed on October 31, 2014.  This

survey found the most serious deficiencies to be isolated deficiencies that constituted actual harm that

was not immediate jeopardy (Level G), whereby corrections were required.

On December 23, 2014, the Minnesota Department of Health completed a revisit to verify that your

facility had achieved and maintained compliance with federal certification deficiencies issued pursuant

to a standard survey, completed on October 31, 2014.  We presumed, based on your plan of correction,

that your facility had corrected these deficiencies as of December 9, 2014.  Based on our visit, we have

determined that your facility  has not achieved substantial compliance with the deficiencies issued

pursuant to our standard survey, completed on October 31, 2014.  The deficiencies not corrected are as

follows:

F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan

F0311 -- S/S: D -- 483.25(a)(2) -- Treatment/services To Improve/maintain Adls

F0314 -- S/S: D -- 483.25(c) -- Treatment/svcs To Prevent/heal Pressure Sores

In addition, at the time of this revisit, we identified the following deficiency:

F0176 -- S/S: D -- 483.10(n) -- Resident Self-Administer Drugs If Deemed Safe

The most serious deficiencies in your facility were found to be isolated deficiencies that constitute no

actual harm with potential for more than minimal harm that is not immediate jeopardy (Level D), as

evidenced by the attached CMS-2567, whereby corrections are required.

As a result of our finding that your facility is not in substantial compliance, this Department is

imposing the following category 1 remedy:

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health • Compliance Monitoring    

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer



• State Monitoring effective January 4, 2015. (42 CFR 488.422)

However, as we notified you in our letter of November 18, 2014, 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 is

prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs

(NATCEP) for two years from January 31, 2015.

In addition, Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR

488.417(b) require that, regardless of any other remedies that may be imposed, denial of payment for

new admissions must be imposed when the facility is not in substantial compliance 3 months after the

last day of the survey identifying noncompliance.  Thus, the CMS  Region V Office concurs, is

imposing the following remedy and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective January

31, 2015.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

admissions is effective January 31, 2015.  They will also notify the State Medicaid Agency that they

must also deny payment for new Medicaid admissions effective January 31, 2015.  You should notify

all Medicare/Medicaid residents admitted on or after this date of the restriction.

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.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an

administrative law judge of the Department of Health and Human Services, Department Appeals Board.

 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.   

A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.   

Such a request may be made to the Centers for Medicare and Medicaid Services at the following

address:

   Department of Health and Human Services

   Departmental Appeals Board, MS 6132

   Civil Remedies Division

   Attention: Karen R. Robinson, Director

   330 Independence Avenue, SW

   Cohen Building, Room G-644

   Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of

law with which you disagree.  It should also specify the basis for contending that the findings and

conclusions are incorrect.  You do not need to submit records or other documents with your hearing

Grand Village

December 30, 2014
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request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal

of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be

in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own

expense.

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:

Lyla Burkman, Unit Supervisor

Bemidji Survey Team

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: Lyla.burkman@state.mn.us

Phone: (218) 308-2104

Fax: (218) 308-2122

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:

-   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   

Grand Village
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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 remedy be imposed:

• 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.  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 Public Safety, State Fire

Marshal Division staff, if  your ePoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a revisit of your facility will be conducted to verify that substantial

compliance with the regulations has been attained.  The revisit will occur after the date you identified

that compliance was achieved in your allegation of compliance and/or 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 we will recommend that the remedies imposed be

discontinued effective the date of the on-site verification.  Compliance is certified as of the date of the

second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER

THE LAST DAY OF THE SURVEY

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 May 1, 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.
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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

   Division of Compliance Monitoring   

   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/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 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.            

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

Sincerely,   

   

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118      

 Fax: (651) 215-9697

       5368r1_14

Grand Village

December 30, 2014

Page   5



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
 IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED:  02/03/2015
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245368 12/23/2014

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

923 HALE LAKE POINTE
GRAND VILLAGE

GRAND RAPIDS, MN  55744

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 000} INITIAL COMMENTS {F 000}

 An onsite post certification revisit (PCR) was 
completed on 12/22/14 - 12/23/14. The 
certification tags that were corrected can be 
found on the CMS2567B. Also there were  tag 
that were not found corrected and one new tag 
was issued at the time of onsite PCR which are 
located on the CMS2567.  

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 will be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

F 176

SS=D

483.10(n) RESIDENT SELF-ADMINISTER 
DRUGS IF DEEMED SAFE

An individual resident may self-administer drugs if 
the interdisciplinary team, as defined by 
§483.20(d)(2)(ii), has determined that this
practice is safe.

This REQUIREMENT  is not met as evidenced 
by:

F 176 1/14/15

 Based on observation, interview and document 
review, the facility failed to ensure the safe 
practice of self-administration of nebulizer 
treatments (a drug delivery device used to 
administer medication in the form of a mist 

 F176 - D
1. Corrective Action:
A. RN- B on  12/22/14 reassessed 
Resident (R30) for any negative outcome 
due to extended length of nebulizer 

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

Electronically 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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inhaled into the lungs) for 1 of 1 resident (R30) 
observed self administering a nebulizer 
treatment.

R30's quarterly Minimum Data Set (MDS) dated 
11/24/14, indicated R30 was cognitively intact and 
had diagnoses including Alzheimer's disease and 
congestive heart failure.  

R30's Self Administration of Medication 
Assessment dated 8/26/14, indicated  R30 may 
not keep medication and self administer at 
bedside.

R30's undated care plan directed staff no self 
administration of medications due to R30's recent 
decline in condition.  The care plan indicated 
nursing staff would safely administer and observe 
R30 taking designated medications daily.  

R30's Medication Administration Record dated 
12/1/14-12/31/14, identified an order dated 
12/16/14, for R30 to receive albuterol sulfate 
nebulization solution 2.5 milligrams (mg)/3 
milliliters (ml) 0.083% 1 vial inhale orally via 
nebulizer every four hours while awake for 
shortness of breath related to congestive heart 
failure.  

On 12/22/14, at 3:26 p.m. licensed practical nurse 
(LPN)-B was observed to enter R30's room and 
set up R30's nebulizer treatment.  R30 was 
observed to be resting in bed, positioned on her 
back.  LPN-B then applied the mask delivering 
the nebulized medication to R30's face and 
secured it with a strap behind R30's head, turned 
off the light and left the room.  R30 was 
continuously observed alone in her room with the 
nebulizer treatment on until 3:55 p.m.

treatment, no harm noted. IDT discussed 
Self Administration of nebulizer for 
resident (R30) and determined 
re-assessment for self-administration of 
medication, RN-B assessed for safety 
with nebulizer and eye drops, resident 
(R30) demonstrated ability, provider 
updated and order obtained 01/06/15. On 
12/22/14, LPN -B transcribed own 
medication � treatment error and was 
re-educated 1:1 by RN-B and DON.

2. Corrective Action as it applies to
Other Residents: 
A. 100% review of all others who receive 
nebulizer treatments.
B. Completion of new self- 
administration for nebulizer treatments on 
all those who are prescribed nebulizers to 
determine safety.
C. Providers updated, orders obtained 
and Team updated through 24 hour 
report.
D. Written Education for Nursing Team 
Members 12/22/2014.

3. Date of Completion: 01/14/15

4. Reoccurrence will be prevented by:
A. Nursing Team reeducated on 
self-administration assessment to 
determine safety, five rights of medication 
administration and the Self- 
Administration policy in written format 
12/22/14. A mandatory meeting for all 
Nursing team members is scheduled the 
week of 01/12/15.
B. Observation through direct audit will 
be conducted twice per shift for one week, 
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-At 3:55 p.m. nursing assistant (NA)-C looked into 
the room briefly and then continued down the 
hallway. R30 was continuously observed until 
4:10 p.m.

On 12/22/14 at 4:10 p.m. LPN-B was observed 
walking away from the unit when the surveyor 
intervened.  LPN-B stated she was going on her 
break.  When asked, LPN-B stated she usually 
left R30's nebulizer treatment on for 5-10 minutes 
and confirmed it had been on for 40 minutes.  
LPN-B immediately went to R30's room and 
discontinued the treatment.  LPN-B stated she 
usually gave R30 her treatment sooner to the 
time she got up for supper so that if she got busy 
the NAs would take the treatment off of R30 for 
her.  

On 12/23/14 at 2:59 p.m. registered nurse (RN)-B 
confirmed R30's nebulizer treatment should have 
been discontinued after 10 minutes.  RN-B further 
stated she had thought self-administration of 
medications only included pills but after this 
incident had discussed the situation with the 
director of nursing (DON) and had determined 
that in order to be left unattended there should 
have been a designation in R30's chart that 
addressed this.  RN-B confirmed R30's chart did 
not contain a designation allowing for R30 to be 
left unattended during a nebulizer treatment.  
RN-B also confirmed R30's care plan directed no 
self administration of medications and R30 
should not have been left unattended during her 
nebulizer treatment.  

The Albuterol Sulfate Inhalation Solution 0.083% 
Prescribing Information from Ritedose 
Pharmaceuticals, LLC identified administration 
instructions that included regulate flow rate to suit 

then weekly x 4, then monthly with review 
at the of completion by the observer with 
immediate education for any deviation 
from protocol. Nurse Managers will collect 
and review completed observations 3 
times per week. Completed data/analysis 
to be routed monthly to DON. 

5. The Correction will be monitored by:
A. DON or designee (QC �RN).
B. The QAPI Committee will review the 
audit results on a quarterly basis and 
provide further direction, as needed.
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the particular nebulizer so that albuterol inhalation 
solution will be delivered over approximately 5 to 
15 minutes.

{F 282}

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

{F 282} 1/14/15

 Based on observation, interview and document 
review, the facility failed to ensure care plan 
interventions for repositioning and pressure 
relieving devices were followed or 1 of 4 residents 
(R159) identified with pressure ulcers; for 1 of 3 
residents (R27) who were directed to be on an 
ambulation program; and 1 of 1 resident (R30) 
who self-administered a medication who had 
been deemed not appropriate to self-administer 
medication.  
Findings include:
PRESSURE ULCER PREVENTION:

R159 was not repositioned every hour, nor had a 
pressure relieving cushion in her wheelchair as 
directed by her care plan.

R159's Grand Village Diagnosis Report dated 
[undated] identified R159's diagnoses as chronic 
kidney disease, obesity, urge incontinence, 
memory loss, hypertension (high blood pressure), 
spondylolisthesis (a condition in which one bone 
in your back slides forward over the bone below 
it), and heart failure.

 F282 -D
1. Corrective Action:
A. RN- A on  12/23/14 reassessed 
Resident (R159) for any negative 
outcome due to extended length of sitting 
in wheel chair and recliner with no 
observed off- loading. DON conducted an 
internal investigation to determine if 
deviation in plan off care (No pressure 
relieving cushion in wheel chair or 
recliner, no positioning or offloading within  
assessed hour need, undocumented 
dressing changes had occurred) had 
resulted in actual harm, investigation 
concluded noted healing. DON instructed 
Nurse Managers to validate orders within 
new electronic health record to confirm 
display accuracy on eMAR/eTAR.  
B. RN-B on 12/23/14 conducted 
interview with NA-D regarding Resident 
(R27) notification of  change in restorative 
program (ambulation), from the 6/10/14 
recommendations  Amb along handrail in 
hallway with distance as tolerates - approx 

FORM CMS-2567(02-99) Previous Versions Obsolete BZIY12Event ID: Facility ID: 00298 If continuation sheet Page  4 of 19



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
 IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED:  02/03/2015
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245368 12/23/2014

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

923 HALE LAKE POINTE
GRAND VILLAGE

GRAND RAPIDS, MN  55744

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 282} Continued From page 4 {F 282}

R159's quarterly Minimum Data Set (MDS) dated 
11/18/14, indicated R159 had severe cognitive 
impairment and required extensive assist with 
bed mobility, transferring and toileting.  In 
addition, identified that R159 had a stage 2 
pressure ulcer (a pressure wound that had partial 
thickness loss of the skin with a red-pink wound, 
without dead tissue) and recommended R159 be 
on a turning and repositioning program, have a 
pressure relieving device in her chair and 
pressure ulcer care to be completed.

R159's Short Term Care Plan dated 12/16/14, 
identified a problem of an unstagable pressure 
ulcer to R159's left buttock. The approaches 
identified, directed staff to repositioned R159 
every one hour, place a cushion in her wheelchair 
and in her recliner, place an air mattress on her 
bed, and follow the lean wound protocol for 
treating her wound.  

On 12/23/14, at 7:45 a.m. R159 was observed 
seated in her wheelchair at the dining room table.  
At 8:30 a.m. R159 propelled her wheelchair away 
from the dining room table and into her room.  
The nursing assistant (NA)-A followed R159 into 
her room and asked R159 if she needed to go to 
the bathroom.  R159 stated she didn't and then 
NA-A asked R159 if she wanted to be transferred 
into her recliner.  R159 responded that she did.  
At 8:34 a.m. NA-A placed a transfer belt around 
R159 and directly transferred her into her recliner 
beside her bed.  R159 was not offloaded 
(relieving the pressure to an area for one full 
minute) during this transfer.  At this time, it was 
observed that R159 did not have a pressure 
relieving cushion in the wheelchair she had just 
been transferred from.  NA-A confirmed that there 
had not been a cushion in R159's wheelchair, nor 

10� � 6x�s a week. Documentation 
noted to include resident desire to decline 
ambulation; functional ability with transfers 
and ROM remains unchanged.  On 
12/23/14 Physical and Occupational 
Therapy orders were obtained for mobility 
and transfers to determine appropriate 
programming within resident functional 
ability and desire.
C. RN- B on  12/22/14 reassessed 
Resident (R30) for any negative outcome 
due to extended length of nebulizer 
treatment, no harm noted. IDT discussed 
Self Administration of nebulizer for 
resident (R30) and determined 
re-assessment for self-administration of 
medication, RN-B assessed for safety 
with nebulizer and eye drops, resident 
(R30) demonstrated ability, provider 
updated and order obtained 01/06/15. On 
12/22/14, LPN -B transcribed own 
medication � treatment error and was 
re-educated 1:1 by RN-B and DON.

2. Corrective Action as it applies to Other
Residents: 
A. 100% review of all others who are 
assessed with Braden less than 18, 
restorative therapy, and receive nebulizer 
treatments.
B. Completion of new skin assessment as 
indicated by visual inspection, noting 
adherence to care plan intervention; NA-D 
to review all current Restorative 
programming with Nurse Mangers to 
determine functional ability and desire, 
re-implement  Nursing to Therapy Referral  
with noted change in function and or 
desire; self- administration assessments 

FORM CMS-2567(02-99) Previous Versions Obsolete BZIY12Event ID: Facility ID: 00298 If continuation sheet Page  5 of 19



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
 IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED:  02/03/2015
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245368 12/23/2014

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

923 HALE LAKE POINTE
GRAND VILLAGE

GRAND RAPIDS, MN  55744

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 282} Continued From page 5 {F 282}

was she aware if R159 needed one.  NA-B 
entered R159's room and confirmed R159 should 
have a cushion in her wheelchair and stated that 
yesterday when therapy brought her back they 
must have brought her back in the wrong 
wheelchair.  At 8:40 a.m., NA-B verified that R159 
had been up since 7:00 a.m. seated in the 
wheelchair without a pressure relieving cushion.  
In addition, licensed practical nurse (LPN)-A was 
unsure if R159 should have a pressure relieving 
cushion in her wheelchair.  NA-B located R159's 
wheelchair with a cushion in a storage area at the 
end of the unit and switched it out with the 
wheelchair that had no cushion.  At 8:56 a.m. 
registered nurse (RN)-A stated she would be 
measuring R159's wound today.  RN-A was 
unable to articulate what offloading was and/or if 
R159 should have a pressure relieving cushion in 
her chair.  R159 remained seated in her recliner 
until 9:17 a.m. when she put her call light on and 
requested to use the bathroom. At 9:20 a.m. 
LPN-A placed a transfer belt around R159;
transferred her into her wheelchair with the 
pressure relieving cushion; and transported her 
into the bathroom and on to the toilet (2 hours 
and 20 minutes - the time R159 had remained 
without being offloaded).  
On 12/23/14, at 1:56 p.m. the director of nursing 
(DON) confirmed her expectation for offloading 
was the resident should be offloaded for a couple 
of minutes. The DON confirmed R159's care plan 
should be followed to include repositioning every 
one hour and assuring she had a cushion in her 
wheelchair. The DON agreed waiting two hours 
and 20 minutes to reposition R159 was too long.  

The Skin Assessment and Care policy dated 
11/2013, indicated the purpose of the policy was 
to prevent skin breakdown and provide early 

all those who are prescribed nebulizers to 
determine safety. 
C. Providers updated, orders obtained as 
needed and Team updated through 24 
hour report.
D. Written Education for Nursing Team 
Members 12/22/2014.

3. Date of Completion: 01/14/15

4. Reoccurrence will be prevented by:
A. Nursing Team reeducated on pressure 
relieving cushion in wheel chair or 
recliner, positioning or offloading within  
assessed  need, documented dressing 
changes, self-administration assessment 
to determine safety, five rights of 
medication administration and 
corresponding policies in written format 
12/22/14. A mandatory meeting for all 
Nursing team members is scheduled the 
week of 01/12/15.
B. Observation through direct audit will be 
conducted twice per shift for one week, 
then weekly x 4, then monthly with review 
at the of completion by the observer with 
immediate education for any deviation 
from protocol. Nurse Managers will collect 
and review completed observations 3 
times per week. Completed data/analysis 
to be routed monthly to DON. 

5. The Correction will be monitored by:
A. DON or designee (QC �RN).
B. The QAPI Committee will review the 
audit results on a quarterly basis and 
provide further direction, as needed.
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intervention and treatment for existing skin 
problems.  In addition, the resident who had a 
pressure ulcer should have received the 
necessary treatment and services which 
promoted healing, prevented infection and 
prevented new sores from developing. The policy 
directed staff to assure pressure reduction or 
offloading was conducted as ordered; any 
dressing changes and treatments should be 
noted; and redistribution of pressure, pressure 
redistributing surfaces and an individualized 
repositioning plan should be developed and 
followed.  

The Care Plan - IDT policy dated 5/2013, 
indicated the care plans are updated on an 
ongoing basis to meet the needs of the resident.  
The care plan is used by all personnel involved in 
the care of the resident.

AMBULATION:

R27 was not provided ambulation services as 
directed by the care plan.

R27's care plan dated 11/17/14, directed staff 
R27 was to ambulate along handrail in hallway 
with distance as tolerated (approximately 10 feet) 
6 times per week.  The care plan also identified 
R27 ambulated with nursing rehab.

On 12/22/2014, at 2:16 p.m. R27 was observed 
seated in her wheelchair outside the nurses' 
station.  R27 then wheeled herself independently 
down the hall utilizing her left hand and foot.  
R27's right hand was contracted and rested on a 
1/2 size padded table attached to her wheelchair.  
R27's right foot rested on a foot rest attached to 
the wheelchair.  
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R27 was not observed ambulating at any time 
during the survey from 12/22/14 at 2:16 p.m. until 
12/23/14 at 3:00 p.m.  

On 12/23/14, at 3:00 p.m. R27 stated she did not 
walk, however did attend exercises which was 
enough.  

On 12/23/2014, at 3:15 p.m. nursing assistant 
(NA)-D stated R27 was supposed to be on a 
walking program but she always refused.  NA-D 
stated she performed passive range of motion 
exercises to R27's upper and lower extremities, 
however, did not ambulate her.  NA-D stated R27 
was too scared to ambulate and she had tried 
several approaches, without success, to 
ambulate R27.

On 12/23/2014, at 3:26 p.m. registered nurse 
(RN)-B confirmed R27's care plan directed staff 
to ambulate R27 in the hallway but indicated the 
task was not included in the restorative tasks 
section of the computer.  RN-B denied knowledge 
the ambulation had been discontinued.  RN-B 
stated R27 should still be receiving these 
services.  RN-B stated if she had been told R27 
was refusing ambulation she would have 
requested a PT/OT [physical 
therapy/occupational therapy] evaluation and 
followed up with the issue.   

SELF-ADMINISTRATION OF MEDICATIONS:

Nursing staff did not safely administer and 
observe R30 taking her nebulized medication as 
directed by the care plan.
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R30's undated care plan directed staff no self 
administration of medications due to R30's recent 
decline in condition.  The care plan indicated 
nursing staff would safely administer and observe 
R30 taking designated medications daily.  

R30's Medication Administration Record dated 
12/1/14-12/31/14, identified an order dated 
12/16/14, for R30 to receive albuterol sulfate 
nebulization solution 2.5 milligrams (mg)/3 
milliliters (ml) 0.083% 1 vial inhale orally via 
nebulizer every four hours while awake for 
shortness of breath related to congestive heart 
failure.  

On 12/22/14, at 3:26 p.m. licensed practical nurse 
(LPN)-B was observed to enter R30's room and 
set up R30's nebulizer treatment.  R30 was 
observed to be resting in bed, positioned on her 
back.  LPN-B then applied the mask delivering 
the nebulized medication to R30's face and 
secured it with a strap behind R30's head, turned 
off the light and left the room.  R30 was 
continuously observed alone in her room with the 
nebulizer treatment on until 3:55 p.m.
-At 3:55 p.m. nursing assistant (NA)-C looked into 
the room briefly and then continued down the 
hallway. R30 was continuously observed until 
4:10 p.m.

On 12/22/14 at 4:10 p.m. LPN-B was observed 
walking away from the unit when the surveyor 
intervened.  LPN-B stated she was going on her 
break.  When asked, LPN-B stated she usually 
left R30's nebulizer treatment on for 5-10 minutes 
and confirmed it had been on for 40 minutes.  
LPN-B immediately went to R30's room and 
discontinued the treatment.  LPN-B stated she 
usually gave R30 her treatment sooner to the 
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time she got up for supper so that if she got busy 
the NAs would take the treatment off of R30 for 
her.  

On 12/23/14 at 2:59 p.m. registered nurse (RN)-B 
confirmed R30's care plan directed no self 
administration of medications and R30 should not 
have been left unattended during her nebulizer 
treatment.

{F 311}

SS=D

483.25(a)(2) TREATMENT/SERVICES TO 
IMPROVE/MAINTAIN ADLS

A resident is given the appropriate treatment and 
services to maintain or improve his or her abilities 
specified in paragraph (a)(1) of this section.

This REQUIREMENT  is not met as evidenced 
by:

{F 311} 1/14/15

 Based on observation, interview and document 
review, the facility failed to provide ambulation 
services according to the assessed need for 1 of 
3 residents (R27) reviewed for ambulation.

R27's undated Admission Record identified R27 
with diagnoses that included hemiplegia 
(paralysis of one side of the body) affecting the 
dominant side due to cerebrovasuclar disease, 
and abnormality of gait.  

R27's quarterly Minimum Data Set (MDS) dated 
11/19/14, indicated R27 had moderate cognitive 
impairment, was non-ambulatory, and required 
extensive assist of one for transfers and toilet 
use.  The MDS also identified R27 had functional 
limitation in range of motion with impairment of 
both the upper and lower extremity on one side.  
The MDS further indicated R27's most recent 

 F311 -D
1. Corrective Action:
A. RN-B on 12/23/14 conducted interview 
with NA-D regarding Resident (R27) 
notification of  change in restorative 
program (ambulation), from the 6/10/14 
recommendations  Amb along handrail in 
hallway with distance as tolerates - approx 
10� � 6x�s a week. Documentation 
noted to include resident desire to decline 
ambulation; functional ability with transfers 
and ROM remains unchanged.  On 
12/23/14 Physical and Occupational 
Therapy orders were obtained for mobility 
and transfers to determine appropriate 
programming within resident functional 
ability and desire.

2. Corrective Action as it applies to Other
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physical therapy ended on 6/10/14 and a 
restorative nursing program was not performed 
during the assessment period.  

R27's PT - Therapist Progress & Discharge 
Summary dated 6/10/14, indicated post discharge 
recommendations for caregiver follow through 
included continuation of established restorative 
nursing program.

R27's Restorative Nursing Program (effective 
date 6/11/14) included recommendations to 
ambulate R27 along handrail in the hallway with 
distance as tolerated, approximately 10 feet, 6 
times per week.  

R27's care plan dated 11/17/14, directed staff 
R27 was to ambulate along handrail in hallway 
with distance as tolerated (approximately 10 feet) 
6 times per week.  The care plan also identified 
R27 ambulated with nursing rehab.

On 12/22/2014, at 2:16 p.m. R27 was observed 
seated in her wheelchair outside the nurses' 
station.  R27 then wheeled herself independently 
down the hall utilizing her left hand and foot.  
R27's right hand was contracted and rested on a 
1/2 size padded table attached to her wheelchair. 
R27's right foot rested on a foot rest attached to 
the wheelchair.  

R27 was not observed ambulating at any time 
during the survey from 12/22/14 at 2:16 p.m. until 
12/23/14 at 3:00 p.m.  

On 12/23/14, at 3:00 p.m. R27 stated she did not 
walk, however did attend exercises which was 
enough.  

Residents: 
A. 100% review of all others who are in 
restorative therapy.
B. NA-D to review all current Restorative 
programming with Nurse Mangers to 
determine functional ability and desire, 
re-implement  Nursing to Therapy Referral  
with noted change in function and or 
desire.

3. Date of Completion: 01/14/15

4. Reoccurrence will be prevented by:
A. Nursing Team reeducated to include 
Team Leaders gather data from nursing 
notes, bi-weekly charting, weekly charting, 
and update Nurse Manager with changes 
observed. Nurse Manager will further 
evaluate and if deemed necessary seek 
MD/NP order for Therapies to evaluate 
and treat. 
Any time a resident declines to participate 
in their scheduled restorative program, 
resident will be re-approached by the 
team leader. If a resident declines to 
participate for the team leader, a progress 
note will be made stating the residents 
decline and why to include education for 
risk of not attending and encouragement 
efforts to promote participation. 
Restorative programming and 
corresponding policy in written format 
12/22/14. A mandatory meeting for all 
Nursing team members is scheduled the 
week of 01/12/15.

B. Observation through direct audit will be 
conducted twice per shift for one week, 
then weekly x 4, then monthly with review 
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On 12/23/2014, at 3:15 p.m. nursing assistant 
(NA)-D stated R27 was supposed to be on a 
walking program but she always refused.  NA-D 
stated she performed passive range of motion 
exercises to R27's upper and lower extremities, 
however, did not ambulate her.  NA-D stated R27 
was too scared to ambulate and she had tried 
several approaches, without success, to 
ambulate R27.

On 12/23/2014, at 3:26 p.m. registered nurse 
(RN)-B confirmed R27's care plan directed staff 
to ambulate R27 in the hallway but indicated the 
task was not included in the restorative tasks 
section of the computer.  RN-B denied knowledge 
the ambulation had been discontinued.  RN-B 
stated R27 should still be receiving these 
services.  RN-B stated if she had been told R27 
was refusing ambulation she would have 
requested a PT/OT [physical 
therapy/occupational therapy] evaluation and 
followed up with the issue.   

On 12/23/2014, at 3:39 p.m. NA-D stated R27 
had never walked since transferring from physical 
therapy (PT) to restorative nursing in June.  NA-D 
also stated she didn't know how PT got her to 
walk as she was so afraid.  

The Restorative Care policy dated December 
2014, indicated team leaders gathered data from 
nursing notes, bi-weekly charting, weekly 
charting, and updated the clinical care 
coordinator (CCC) with changes observed.  The 
CCC would further evaluate and if deemed 
necessary seek physician or nurse practitioner 
order for PT/OT to evaluate and treat.  The policy 
also identified any time a resident declined to 
participate in their scheduled restorative program, 

at the of completion by the observer with 
immediate education for any deviation 
from protocol. Nurse Managers will collect 
and review completed observations 3 
times per week. Completed data/analysis 
to be routed monthly to DON. 

5. The Correction will be monitored by:
A. DON or designee (QC �RN).
B. The QAPI Committee will review the 
audit results on a quarterly basis and 
provide further direction, as needed.
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the resident would be re-approached by the team 
leader.  If a resident declined to participate for the 
team leader, a progress note would be made 
stating the resident's decline and why.  If the 
resident was in Level II (Restorative Nursing 
Assistants - Restorative Care Program) a call 
must be place to the RNAR.

{F 314}

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

{F 314} 1/14/15

 F 314
Based on observation, interview and document 
review, the facility failed to ensure 1 of 4 residents 
(R159) with a pressure ulcer, was consistently 
provided pressure relieving interventions and 
wound care treatment to ensure pressure ulcer 
healing.
Findings include:
R159's Grand Village Diagnosis Report dated 
[undated] identified R159's diagnoses as chronic 
kidney disease, obesity, urge incontinence, 
memory loss, hypertension (high blood pressure), 
spondylolisthesis (a condition in which one bone 
in your back slides forward over the bone below 
it), and heart failure.

 F314 -D
1. Corrective Action:
A. RN- A on  12/23/14 reassessed 
Resident (R159) for any negative 
outcome due to extended length of sitting 
in wheel chair and recliner with no 
observed off- loading. DON conducted an 
internal investigation to determine if 
deviation in plan off care (No pressure 
relieving cushion in wheel chair or 
recliner, no positioning or offloading within  
assessed hour need, undocumented 
dressing changes had occurred) had 
resulted in actual harm, investigation 
concluded noted healing. DON instructed 
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R159's quarterly Minimum Data Set (MDS) dated 
11/18/14, indicated R159 had severe cognitive 
impairment and required extensive assist with 
bed mobility, transferring and toileting.  In 
addition, identified that R159 had a stage 2 
pressure ulcer (a pressure wound that had partial 
thickness loss of the skin with a red-pink wound, 
without dead tissue) and recommended R159 be 
on a turning and repositioning program, have a 
pressure relieving device in her chair and 
pressure ulcer care be completed.
On 12/23/14, at 7:45 a.m. R159 was observed 
seated in her wheelchair at the dining room table.  
At 8:30 a.m. R159 propelled her wheelchair away 
from the dining room table and into her room.  
The nursing assistant (NA)-A followed R159 into 
her room and asked R159 if she needed to go to 
the bathroom.  R159 stated she didn't and then 
NA-A asked R159 if she wanted to be transferred 
into her recliner.  R159 responded that she did.  
At 8:34 a.m. NA-A placed a transfer belt around 
R159 and directly transferred her into her recliner 
beside her bed.  R159 was not offloaded 
(relieving the pressure to an area for one full 
minute) during this transfer.  At this time, it was 
observed that R159 did not have a pressure 
relieving cushion in the wheelchair she had just 
been transferred from.  NA-A confirmed that there 
had not been a cushion in R159's wheelchair, nor 
was she aware if R159 needed one.  NA-B 
entered R159's room and confirmed R159 should 
have a cushion in her wheelchair and stated that 
yesterday when therapy brought her back they 
must have brought her back in the wrong 
wheelchair.  At 8:40 a.m., NA-B verified that R159 
had been up since 7:00 a.m. seated in the 
wheelchair without a pressure relieving cushion.  
In addition, licensed practical nurse (LPN)-A was 
unsure if R159 should have a pressure relieving 

Nurse Managers to validate orders within 
new electronic health record to confirm 
display accuracy on eMAR/eTAR.  

2. Corrective Action as it applies to Other
Residents: 
A. 100% review of all others who are 
assessed with Braden less than 18.
B. Completion of new skin assessment as 
indicated by visual inspection, noting 
adherence to care plan intervention.
C. Providers updated, orders obtained as 
needed and Team updated through 24 
hour report.
D. Written Education for Nursing Team 
Members 12/22/2014.

3. Date of Completion: 01/14/15

4. Reoccurrence will be prevented by:
A. Nursing Team reeducated on pressure 
relieving cushion in wheel chair or 
recliner, positioning or offloading within  
assessed  need, documented dressing 
changes, corresponding policies in written 
format 12/22/14. Licensed Nurse 
in-service held 01/06/15 which included 
additional resources 
http://www.kci1.com/KCI1/woundmanage
ment  for identification of various wounds. 
A mandatory meeting for all Nursing team 
members is scheduled the week of 
01/12/15. 
B. Care Plan interventions are 
communicated to NA's via 24 Hour report 
and Point of Care (POC).  Nursing team 
re-educated at mandatory meeting the 
week of 1/12/15 to facility policy and 
procedure regarding care plan compliance 
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cushion in her wheelchair.  NA-B located R159's 
wheelchair with a cushion in a storage area at the 
end of the unit and switched it out with the 
wheelchair that had no cushion.  At 8:56 a.m. 
registered nurse (RN)-A stated she would be 
measuring R159's wound today.  RN-A was 
unable to articulate what offloading was and/or if 
R159 should have a pressure relieving cushion in 
her chair.  R159 remained seated in her recliner 
until 9:17 a.m. when she put her call light on and 
requested to use the bathroom. At 9:20 a.m. 
LPN-A placed a transfer belt around R159; 
transferred her into her wheelchair with the 
pressure relieving cushion; and transported her 
into the bathroom and on to the toilet (2 hours 
and 20 minutes - the time R159 had remained 
without being offloaded).  
On 12/23/14, at 9:25 a.m. 159's pressure ulcer 
was assessed by LPN-A and registered nurse 
(RN)-A.  R159's pressure ulcer was observed to 
be located on her left buttock.  The pressure ulcer 
was uncovered with no dressing; the wound was 
red-pink in color and; no foul odor or drainage 
was noted.  RN-A measured the pressure ulcer 
and confirmed the size of the pressure ulcer was 
0.8 centimeters (cm) in length, 0.6 cm in width 
and 0.2 cm in depth.  RN-A verified the pressure 
ulcer was a stage 2.
R159's physician telephone orders dated 
10/28/14, directed staff to implement the Grand 
Village lean wound care protocol.

ECUMEN LEAN WOUND SYSTEM, STANDING 
ORDERS GUIDELINE [undated] directed staff to 
conduct weekly wound rounds and 
documentation; complete the braden (tool used to 
assess a resident' s level of risk for developing a 
pressure ulcer); develop a skin integrity care plan; 
and to conduct wound care every three days by 

and the expectation that care plans will be 
adhered to.
C. Observation through direct audit 
looking for decreased immobility, 
cognitive impairment, medications, 
co-morbid conditions, healed 
ulcers,refusal of treatment, impaired 
circulation, nutritional status, exposure of 
skin to urine and feces, moisture will be 
communicated through Interact   Stop and 
Watch tool. Observations will also include 
that of direct care to ensure care plan 
compliance.  Audits will be conducted 
twice per shift for one week, then weekly x 
4, then monthly with review at the of 
completion by the observer with 
immediate education for any deviation 
from protocol. Nurse Managers will collect 
and review completed observations 3 
times per week. Completed data/analysis 
to be routed monthly to DON. 

5. The Correction will be monitored by:
A. DON or designee (QC �RN).
B. The QAPI Committee will review the 
audit results on a quarterly basis and 
provide further direction, as needed.
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irrigating the ulcer with normal saline and 
applying Silverstat (a wound care gel), and cover 
the wound with a bandage.   

R159's BRADEN SCALE FOR PREDICTING 
PRESSURE SORE RISK dated 8/21/14, 
indicated R159 was at risk for developing a 
pressure ulcer and pressure relieving devices 
should be implemented in the R159's chair and 
bed.

R159's Short Term Care Plan dated 12/16/14, 
identified a problem of an unstagable pressure 
ulcer to R159's left buttock.The approaches 
identified directed staff to repositioned R159 
every one hour, place a cushion in her wheelchair 
and in her recliner, place an air mattress on her 
bed, and follow the lean wound protocol for 
treating her wound.  

R159's Skin Ulcer Data Collection indicated the 
following measurements of R159's pressure ulcer 
on her left buttock:
· 10/28/14 - length 2.5 centimeters (cm) by 0.5
cm in width
· 11/3/14 - length 2.5 cm by 0.5 cm in width
· 11/11/14 - length 0.8 cm by 0.5 cm in width
· 11/17/14 - length 1.2 cm by 0.8 cm in width
· 11/25/14 - length 1 cm by 0.9 cm in width
· 11/30/14 - wound not measured
· 12/3/14 - length 1.0 cm by 0.7 cm in width
and 0.05 cm in depth
· 12/23/14 - length 0.8 cm by 0.6 cm in width
and 0.2 cm in depth

R159's Weekly Wound Observation Tool 
indicated the following measurements of R159 s 
pressure ulcer on her left buttock:
· 11/17/14 - length 1.1 cm by 0.8 cm in width
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and 0.05 cm in depth
· 12/8/14 - length of 0.8 cm by 0.6 cm in width
and 0.1 cm in depth
· 12/16/14 - length of 0.9 cm by 0.7 cm in width 
and 0.05 cm in depth

On all of the above noted Weekly Wound 
Observation Tool's, the preventive measures 
directed the staff to reposition R159 off her 
wound every one hour, air mattress to her bed, 
and place a pressure relieving cushion in her 
wheelchair and recliner.

R159's INTERDISIPLINARY PROGRESS 
NOTES from 10/29/14 - 11/11/14, lacked 
documentation of wound care being completed. 

R159's TREATMENT RECORD dated 12/1/14 - 
12/31/14, lacked documentation that wound care 
had been completed during this time.

On 12/23/14, at 10:35 a.m. RN-B confirmed her 
expectations were that the recommendations 
which were identified on the weekly wound 
observation tools would be on the care plan and 
followed.  

On 12/23/14, at 1:24 p.m. LPN-A verified 
according to the lean wound care protocol R159 
was supposed to have wound care done every 
three days. LPN-A confirmed R159 did not have a 
dressing on her wound when she assessed her 
wound at 9:25 a.m. today, nor did she do any 
treatment to R159's wound today. LPN-A 
confirmed she should have redressed R159's 
wound this morning when she observed the 
wound was uncovered. LPN-A was unable to 
verify the last time R159's wound care had been 
completed.  
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On 12/23/14, at 1:45 p.m. RN-B verified R159 
had a current order, per the lean wound care 
protocol, which directed staff to conduct wound 
care and change the dressing on R159's left 
buttock every three days and when needed. RN-B 
verified the order had been incorrectly entered 
into the computer and had not flowed over to the 
medication treatment record to prompt the 
nursing staff when to conduct the dressing 
changes on R159's wound. RN-B was unable to 
confirm when the last time R159's wound care, 
including a dressing change had been conducted.  

On 12/23/14, at 1:56 p.m. the director of nursing 
(DON) confirmed her expectation for offloading 
was the resident should be offloaded for a couple 
of minutes. The DON confirmed R159's care plan 
should be followed to include repositioning every 
one hour and assuring she has a cushion in her 
wheelchair. The DON agreed waiting two hours 
and 20 minutes to reposition R159 was too long. 
In addition, R159's wound care should be 
completed and documented as completed as 
directed by the physician.

The Skin Assessment and Care policy dated 
11/2013, indicated the purpose of the policy was 
to prevent skin breakdown and provide early 
intervention and treatment for existing skin 
problems.  In addition, the resident who had a 
pressure ulcer should have received the 
necessary treatment and services which 
promoted healing, prevented infection and 
prevented new sores from developing. The policy 
directed staff to assure pressure reduction or 
offloading was conducted as ordered; any 
dressing changes and treatments should be 
noted; and redistribution of pressure, pressure 
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redistributing surfaces and an individualized 
repositioning plan should be developed and 
followed.  

The Care Plan - IDT policy dated 5/2013, 
indicated the care plans were updated on an 
ongoing basis to meet the needs of the resident 
and to be used by all personnel involved in the 
care of the resident.
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Certified Mail # 7013 2250 0001 6356 6535

November 18, 2014

Ms. Shawna Jokinen,  Administrator

Grand Village

923 Hale Lake Pointe

Grand Rapids, Minnesota  55744

RE: Project Number S5368025

Dear Ms. Jokinen:

On October 30, 2014, 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 isolated deficiencies that

constitute actual harm that is not immediate jeopardy (Level G), 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;
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Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

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:

Lyla Burkman, Unit Supervisor

Minnesota Department of Health

705 5th Street Northwest, Suite A

Bemidji, Minnesota  56601-2933

Phone: (218) 308-2104

Fax: (218) 308-2122

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 December 9, 2014, 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 December 9, 2014 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:
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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,

   

 - 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.  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 will be conducted to verify that

substantial compliance with the regulations has been attained.  The revisit will occur after the date you   
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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.

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 January 30, 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 April 30, 2015 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
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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

   Division of Compliance Monitoring   

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

Sincerely,

   

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Compliance Monitoring Division

mark.meath@state.mn.us

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

Enclosure

cc: Licensing and Certification File         5368s15
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