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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

CMS Certification Number (CCN): 245490
December 5, 2017

Ms. Candas Schouvieller, Administrator
Oak Hills Living Center

1314 Eighth Street North

New Ulm, MN 56073

Dear Ms. Schouvieller:

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 November 3, 2017 the above facility is recommended for:
94 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 94 skilled nursing facility beds.

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

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

Please contact me if you have any questions.

Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.



m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered December 5, 2017

Ms. Candas Schouvieller, Administrator
Oak Hills Living Center

1314 Eighth Street North

New Ulm, MN 56073

RE: Project Number S5490028
Dear Ms. Schouvieller:

On October 26, 2017, we informed you that we would recommend enforcement remedies based on
the deficiencies cited by this Department for a standard survey, completed on October 19, 2017. This
survey found the most serious deficiencies to be a pattern of deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level E) whereby
corrections were required.

On November 16, 2017, the Minnesota Department of Health completed a Post Certification Revisit
(PCR) by review of your plan of correction and on December 1, 2017 the Minnesota Department of
Public Safety completed a PCR to verify that your facility had achieved and maintained compliance with
federal certification deficiencies issued pursuant to a standard survey, completed on October 19, 2017.
We presumed, based on your plan of correction, that your facility had corrected these deficiencies as
of November 3, 2017. Based on our PCR, we have determined that your facility has corrected the
deficiencies issued pursuant to our standard survey, completed on October 19, 2017, effective
November 3, 2017 and therefore remedies outlined in our letter to you dated October 26, 2017, will
not be imposed.

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

Feel free to contact me if you have questions.

Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered October 26, 2017

Ms. Candas Schouvieller, Administrator
Oak Hills Living Center

1314 Eighth Street North

New Ulm, MN 56073

RE: Project Number S5490028
Dear Ms. Schouvieller:

On October 19, 2017, 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 a pattern of
deficiencies that constitute no actual harm with potential for more than minimal harm that is not
immediate jeopardy (Level E), as evidenced by the electronically delivered CMS-2567 whereby
corrections are required.

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

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

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

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

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

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

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

An equal opportunity employer.



Oak Hills Living Center
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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:

Gloria Derfus, Unit Supervisor
Metro C Survey Team

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

Saint Paul, Minnesota 55164-0900
Email: gloria.derfus@state.mn.us
Phone: (651) 201-3792

Fax: (651) 215-9697

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES
As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by November 28, 2017, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)
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



Oak Hills Living Center
October 26, 2017
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are sustained. The facility must develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the corrective action evaluated for
its effectiveness. The plan of correction is integrated into the quality assurance system;

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

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

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

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

. 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 ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A
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Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

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

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by January 19, 2018 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
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
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Services that your provider agreement be terminated by April 19, 2018 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

You must notify MDH at this website of your request for an IDR or [IDR 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. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division

445 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us

Telephone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions.
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Sincerely,

= —

P

\\

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File
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DEFICIENCY)
F 000 INITIAL COMMENTS F 000

On October 16, 2017 through October 19, 2017,
a recertification survey was completed by
surveyors from the Minnesota Department of
Health (MDH) to determine compliance with
requirements at 42 CFR Part 483, subpart B,
requirements for Long Term Care Facilities.

The facility's electronic Plan of Correction (ePoC)
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.

F 371 | 483.60(i)(1)-(3) FOOD PROCURE, F 371 11/3/17
SS=E STORE/PREPARE/SERVE - SANITARY

()(1) - Procure food from sources approved or
considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

(i)(2) - Store, prepare, distribute and serve food in
accordance with professional standards for food

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/03/2017

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CU0911 Facility ID: 00041 If continuation sheet Page 1 of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

service safety.

()(8) Have a policy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to serve food under sanitary conditions for
2 of 5 dining rooms. This had the potential to 58
of 88 residents.

Findings include:

During a continuous observation on 10/16/17, at
5:14 p.m. to 6:44 p.m., in the Whispering Pines
and Woodland Park dining rooms:

-At 5:14 p.m., dietary aide (DA)-A donned gloves
and observed to prepare for meal service, placing
serving spoons in steam table pans and took
temperature of evening supper, DA-A wiped one
food thermometer with alcohol wipe and placed it
in individually food being served that night which
were pork loin, sausage, mashed potatoes,
sauerkraut, pureed sausage meat, applesauce,
gravy and mechanical soft sausage.

-At 5:38 p.m., food service started, DA-A
observed to dish up plates for residents using
serving utensils.

-At 5:42 p.m., DA-A observed with same gloves
grab two pieces of bread from plastic bread bag,
placed both piece of bread in toaster then
continued to serve dinner.

-At 5:46 p.m., observed DA-A walk out of the
Whispering Pines kitchenette to Woodland Park
kitchenette with same gloves on, opened several
cabinets looking for a "magic bullet" blender part.

After located part walked backed to Whispering

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245490 B. WING 10/19/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILLS LIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 1 F 371

Corrective Action: Regarding DA-A was
educated one on one by the Director of
Clinical Nutrition about proper glove use
and hand washing per the Oak Hills Living
Center policy. Director of Clinical Nutrition
performed an audit on DA-A during meal
service. During this meal service DA-A
was able to display appropriate use of
gloves and hand washing technique. The
entire food service department will have a
hand washing and proper glove use
in-service on November 6, 2017 and
November 7, 2017. Weekly random
audits will be performed on an on-going
basis. Initial training will be provided upon
hire/orientation and during the annual
training sessions.

Actual/proposed completion date:
November 7, 2017

Person Responsible for
Correction/Monitoring: Director of Clinical
Nutrition, Dietary Manager, Charge Nurse

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: CU0911

Facility ID: 00041

If continuation sheet Page 2 of 5
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Pines kitchenette and opened another cabinet to
find the other part of the blender. DA-A pulls open
a can of soup, put the top can of soup in the
garbage can and proceeds to pour the soup
contents in the blender, blends the soup, pour the
soup in a bowl, pushed open the microwave,
placed the bowl in the microwave and pushed
microwave buttons to set time and start. Then
DA-A went back to serve food using serving
utensils. With the same gloves, DA-A took soup
out of microwave placed it on plate and handed
over to staff to serve. Continued to serve food.
-At 5:53 p.m., DA-Atook the bread out of the
toaster, opened refrigerator, grabbed the jelly,
went to the cabinet, opened cabinet and grabbed
peanut butter, then set it on the counter by toast.
DA-A touched both pieces of bread with same
gloves and spread peanut butter on each piece of
bread and squeezes jelly onto both piece of
bread, spreads the jelly with a butter knife then
hands the plate to staff to serve to resident. DA-A
continued to serve food using serving utensils,
then touched nose with right glove. Continued to
assemble room trays, placed spoons, knives and
forks on room trays.

-At 6:00 p.m., DA-A removed serving utensils out
of steam table pans and covered all the pans and
transferred food onto cart.

-At 6:06 p.m., DA-A, with the same gloves, placed
her hand in the plastic bag with bread and took 2
pieces of bread out and placed them in the
toaster. Then took cart with food to the Woodland
Park dining room.

-At 6:07p.m. DA-A observed to remove gloves
and did not wash hands or use hand sanitizer and
donned new gloves.

-At 6:10 p.m. DA-A took retook temperatures of
food.

-At 6:23 p.m., food service started.
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-At 6:28 p.m., DA-A took a bag of lettuce out of
fridge, used gloved hands and grabbed lettuce
from bag, placed it in a small bowl, put dressing
on it and gave to staff to serve to resident.

-At 6:29 p.m. grabbed two pieces of bread out of
plastic bag and placed them in toaster. Continued
to serve food.

-At 6:33p.m., DA-A took the two pieces of bread
and placed it on a plate, then walked to the
refrigerator, opened the door, grabbed the jelly,
opened the cabinet, closed the cabinet, got a
knife, opened peanut butter, spreads it on each
piece of bread along with jelly, takes gloves off
and washes hands then donned gloves.

During an interview with DA-Aon 10/16/17, at
6:47 p.m., when asked if she removed or washed
hands during the first meal service stated no, did
not. When asked when she should have followed
hand hygiene policy she stated when she
switched in between kitchens, when grabbed
food, before food was served, and when you
touch your face you should probably wash hands.

During an interview with kitchen food service
manager on 10/19/17, at 8:47a.m., when asked
how they made sure proper hand hygiene and
glove usage are properly done she stated "we do
periodic training, new staff are trained on
orientation and on Relias (online education)
courses are on sanitation- includes hand washing
and gloving as part of the program." When asked
when she should expect hand hygiene she stated
after glove change and after every task gloves
are removed. When asked when gloves should
be changed she stated "need to be changed for
every task, not sure why they would have kept
their gloves the whole time."

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CU0911 Facility ID: 00041 If continuation sheet Page 4 of 5



PRINTED: 11/16/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
245490 B. WING 10/19/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILLS LIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 4 F 371

Facility policy dated 2017, directed staff to "Clean
hands and exposed portions of arms immediately
before engaging in food preparation.”

"1. When to wash hands: a. When entering the
kitchen at the start of a shift. f. After handling
soiled equipment or utensils. g. during food
preparation, as often as necessary to remove soil
or contamination and to prevent cross
contamination when changing tasks. i. Before
donning gloves for working with food."
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered
October 26, 2017

Ms. Candas Schouvieller, Administrator
Oak Hills Living Center

1314 Eighth Street North

New Ulm, MN 56073

Re: State Nursing Home Licensing Orders - Project Number S5490028
Dear Ms. Schouvieller:

The above facility was surveyed on October 16, 2017 through October 19, 2017 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the
time of the survey, the survey team from the Minnesota Department of Health, Health Regulation
Division, noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat. § 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected
shall be assessed in accordance with a schedule of fines promulgated by rule and/or statute of the
Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm . The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are

An equal opportunity employer.



Oak Hills Living Center
October 26, 2017
Page 2

the Suggested Method of Correction and the Time Period For Correction.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text. You must then indicate in the electronic State licensure process, under the
heading completion date, the date your orders will be corrected prior to electronically submitting to
the Minnesota Department of Health. We urge you to review these orders carefully, item by item, and
if you find that any of the orders are not in accordance with your understanding at the time of the exit
conference following the survey, you should immediately contact Gloria Derfus at 651-201-3792 or
gloria.derfus@state.mn.us.

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

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.

Please feel free to call me with any questions.

Sincerely,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File
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On October 16, 2017 through October 19, 2017,
a recertification survey was completed by
surveyors from the Minnesota Department of
Health (MDH) to determine compliance with
requirements at 42 CFR Part 483, subpart B,
requirements for Long Term Care Facilities.

The facility's electronic Plan of Correction (ePoC)
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.

F 371 | 483.60(i)(1)-(3) FOOD PROCURE, F 371 11/3/17
SS=E STORE/PREPARE/SERVE - SANITARY

()(1) - Procure food from sources approved or
considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

(i)(2) - Store, prepare, distribute and serve food in
accordance with professional standards for food

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/03/2017

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

service safety.

()(8) Have a policy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to serve food under sanitary conditions for
2 of 5 dining rooms. This had the potential to 58
of 88 residents.

Findings include:

During a continuous observation on 10/16/17, at
5:14 p.m. to 6:44 p.m., in the Whispering Pines
and Woodland Park dining rooms:

-At 5:14 p.m., dietary aide (DA)-A donned gloves
and observed to prepare for meal service, placing
serving spoons in steam table pans and took
temperature of evening supper, DA-A wiped one
food thermometer with alcohol wipe and placed it
in individually food being served that night which
were pork loin, sausage, mashed potatoes,
sauerkraut, pureed sausage meat, applesauce,
gravy and mechanical soft sausage.

-At 5:38 p.m., food service started, DA-A
observed to dish up plates for residents using
serving utensils.

-At 5:42 p.m., DA-A observed with same gloves
grab two pieces of bread from plastic bread bag,
placed both piece of bread in toaster then
continued to serve dinner.

-At 5:46 p.m., observed DA-A walk out of the
Whispering Pines kitchenette to Woodland Park
kitchenette with same gloves on, opened several
cabinets looking for a "magic bullet" blender part.

After located part walked backed to Whispering
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Corrective Action: Regarding DA-A was
educated one on one by the Director of
Clinical Nutrition about proper glove use
and hand washing per the Oak Hills Living
Center policy. Director of Clinical Nutrition
performed an audit on DA-A during meal
service. During this meal service DA-A
was able to display appropriate use of
gloves and hand washing technique. The
entire food service department will have a
hand washing and proper glove use
in-service on November 6, 2017 and
November 7, 2017. Weekly random
audits will be performed on an on-going
basis. Initial training will be provided upon
hire/orientation and during the annual
training sessions.

Actual/proposed completion date:
November 7, 2017

Person Responsible for
Correction/Monitoring: Director of Clinical
Nutrition, Dietary Manager, Charge Nurse

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: CU0911

Facility ID: 00041

If continuation sheet Page 2 of 5



PRINTED: 11/16/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
245490 B. WING 10/19/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1314 EIGHTH STREET NORTH

OAK HILLS LIVING CENTER NEW ULM, MN 56073

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 2 F 371

Pines kitchenette and opened another cabinet to
find the other part of the blender. DA-A pulls open
a can of soup, put the top can of soup in the
garbage can and proceeds to pour the soup
contents in the blender, blends the soup, pour the
soup in a bowl, pushed open the microwave,
placed the bowl in the microwave and pushed
microwave buttons to set time and start. Then
DA-A went back to serve food using serving
utensils. With the same gloves, DA-A took soup
out of microwave placed it on plate and handed
over to staff to serve. Continued to serve food.
-At 5:53 p.m., DA-Atook the bread out of the
toaster, opened refrigerator, grabbed the jelly,
went to the cabinet, opened cabinet and grabbed
peanut butter, then set it on the counter by toast.
DA-A touched both pieces of bread with same
gloves and spread peanut butter on each piece of
bread and squeezes jelly onto both piece of
bread, spreads the jelly with a butter knife then
hands the plate to staff to serve to resident. DA-A
continued to serve food using serving utensils,
then touched nose with right glove. Continued to
assemble room trays, placed spoons, knives and
forks on room trays.

-At 6:00 p.m., DA-A removed serving utensils out
of steam table pans and covered all the pans and
transferred food onto cart.

-At 6:06 p.m., DA-A, with the same gloves, placed
her hand in the plastic bag with bread and took 2
pieces of bread out and placed them in the
toaster. Then took cart with food to the Woodland
Park dining room.

-At 6:07p.m. DA-A observed to remove gloves
and did not wash hands or use hand sanitizer and
donned new gloves.

-At 6:10 p.m. DA-A took retook temperatures of
food.

-At 6:23 p.m., food service started.
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-At 6:28 p.m., DA-A took a bag of lettuce out of
fridge, used gloved hands and grabbed lettuce
from bag, placed it in a small bowl, put dressing
on it and gave to staff to serve to resident.

-At 6:29 p.m. grabbed two pieces of bread out of
plastic bag and placed them in toaster. Continued
to serve food.

-At 6:33p.m., DA-A took the two pieces of bread
and placed it on a plate, then walked to the
refrigerator, opened the door, grabbed the jelly,
opened the cabinet, closed the cabinet, got a
knife, opened peanut butter, spreads it on each
piece of bread along with jelly, takes gloves off
and washes hands then donned gloves.

During an interview with DA-Aon 10/16/17, at
6:47 p.m., when asked if she removed or washed
hands during the first meal service stated no, did
not. When asked when she should have followed
hand hygiene policy she stated when she
switched in between kitchens, when grabbed
food, before food was served, and when you
touch your face you should probably wash hands.

During an interview with kitchen food service
manager on 10/19/17, at 8:47a.m., when asked
how they made sure proper hand hygiene and
glove usage are properly done she stated "we do
periodic training, new staff are trained on
orientation and on Relias (online education)
courses are on sanitation- includes hand washing
and gloving as part of the program." When asked
when she should expect hand hygiene she stated
after glove change and after every task gloves
are removed. When asked when gloves should
be changed she stated "need to be changed for
every task, not sure why they would have kept
their gloves the whole time."
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Facility policy dated 2017, directed staff to "Clean
hands and exposed portions of arms immediately
before engaging in food preparation.”

"1. When to wash hands: a. When entering the
kitchen at the start of a shift. f. After handling
soiled equipment or utensils. g. during food
preparation, as often as necessary to remove soil
or contamination and to prevent cross
contamination when changing tasks. i. Before
donning gloves for working with food."
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FIRE SAFETY

* THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 WILL BE USED AS
VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ON-SITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the

Minnesota Department of Public Safety - State

Fire Marshal Division. At the time of this survey

dated 10/17/2017, (Oak Hills Living Center) was

found not in compliance with the requirements for

participation in Medicare/Medicaid at 42 CFR,

Subpart 483.70(a), Life Safety from Fire, and the

2012 edition of National Fire Protection

Association (NFPA) Standard 101, Life Safety

Code (LSC), Chapter 19 Existing Health Care. =

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY

DEFICIENCIES L
( K-TAGS) TO: eSS
. Health Care Fire Inspections
: State Fire Marshal Division
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/03/2017

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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445 Minnesota St., Suite 145
St Paul, MN 55101-5145, or

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

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

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

1 2. The actual, or proposed, completion date.

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

' The nursing home is separated from an assisted
i living facility by 2-hour fire walls, with opening
- protectives consisting of labeled, self-closing,
. positive latching, 90-minute fire door assemblies.

' BUILDING:

This 2-story with no basement facility was
: constructed in 1995, is fully sprinklered, and was
. determined to be of Type Il (111) construction.

An addition was constructed in 20089, is
two-stories, has no basement, is fully fire
sprinkler protected and was determined to be of
Type 11{111) construction.

' These Buildings are being surveyed as one
' building as allowed in the 2012 edition of National

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CU0921 Facility ID: 00041 If continuation sheet Page 2 of 15
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Multiple Occupancies - Construction Type

Where separated occupancies are in accordance
with 18/19.1.3.2 or 18/19.1.3.4, the most stringent
construction type is provided throughout the
building, unless a 2-hour separation is provided in
accordance with 8.2.1.3, in which case the
construction type is determined as follows:

* The construction type and supporting
construction of the health care occupancy is
based on the story in which it is located in the
building in accordance with 18/19.1.6 and Tables
18/19.1.6.1

* The construction type of the areas of the
building enclosing the other occupancies shall be
based on the applicable occupancy chapters.
18.1.3.5, 19.1.3.5,8.2.1.3

This STANDARD is not met as evidenced by:
Based on observation and interview, the Facility
failed to maintain a 2-hour separation is provided
in accordance with 8.2.1.3. The deficient practice
could affect 94 out of 94 residents.

. Multiple Occupancies - Construction Type
 Where separated occupancies are in accordance
; with 18/19.1.3.2 or 18/19.1.3.4, the most stringent

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245490 B. WING 10/17/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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K 000 ' Continued From page 2 K 000
Fire Protection Association (NFPA) Standard 101,
Life Safety Code (LSC), Chapter 19 Existing
Health Care Occupancies.
The facility has a capacity of 94 beds and had a
i census of 88 at the time of the survey.
. The requirement at 42 CFR, Subpart 483.70(a) is
*NOT MET as evidenced by:
K 133 NFPA 101 Multiple Occupancies - Construction K133 11/3/17

Corrective Action: Maintenance Director
removed the material that was on
attached to the door so that it would latch
into the door frame. Maintenance Director
and Housing Director educated all staff
that work in the assisted living on the
importance of not tampering with the
doors.
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K 133 Continued From page 3 K133
construction type is provided throughout the
building, unless a 2-hour separation is provided in Actual/Proposed Compietion Date:
accordance with 8.2.1.3, in which case the 10/18/2017
construction type is determined as follows:
* The construction type and supporting Person Responsible for
construction of the health care occupancy is correction/monitoring: Maintenance
based on the story in which it is located in the Director, Housing Director
building in accordance with 18/19.1.6 and Tables
18/19.1.6.1

* The construction type of the areas of the
building enclosing the other occupancies shall be
based on the applicable occupancy chapters.
18.1.3.5,19.1.35,82.1.3

FINDINGS INCLUDE:

On facility tour between 11:00 AM and 2:00 PM
on 10/017/2017,

Based on observation and interview, the Facility
failed to maintain a 2-hour separation is provided
in accordance with 8.2.1.3. The deficient practice
could affect 52 out of 49 residents.

Multiple Occupancies - Construction Type
Where separated occupancies are in accordance
with 18/19.1.3.2 or 18/19.1.3.4, the most stringent
construction type is provided throughout the
building, unless a 2-hour separation is provided in
accordance with 8.2.1.3, in which case the
construction type is determined as follows:
* The construction type and supporting
construction of the health care occupancy is
based on the story in which it is located in the
building in accordance with 18/19.1.6 and Tables
18/19.1.6.1

; * The construction type of the areas of the

' building enclosing the other occupancies shall be
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K133 Continued From page 4

based on the applicable occupancy chapters.
18.1.3.5, 19.1.3.5,8.21.3

FINDINGS INCLUDE:

On facility tour between 11:00 AM and 2:00 PM
on 10/17/2017, observation revealed, the latching
devices, on the doors in the 2 hour separation
between the Assisted Living and the Skilled
Nursing Facility, had been tampered with so that
" the latch would not positively latch into the door
' frame.observation revealed a penetration around
" cables above the ceiling at the 2 hour fire
' separation connecting the Assisted Living
~Building.

- This deficient practice was confirmed by the

- Facility Maintenance Director at the time of
discovery.

K 223 NFPA 101 Doors with Self-Closing Devices
SS=E

Doors with Self-Closing Devices
Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically
closes all such doors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and
* Local smoke detectors designed to detect
smoke passing through the opening or a required
smoke detection system; and
* Automatic sprinkler system, if installed; and
* Loss of power.
18.2.2.2.7,18.2.2.2.8,19.2.22.7,19.222.8

K133

K223

11/3/17
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K223 Continued From page 5

This STANDARD is not met as evidenced by:
Based on observation and interview, the Facility
failed to maintain doors with self-closing devices

i in accordance with 19.2.2.2.7 and 19.2.2.2.8.
This could effect 94 of 94 residents.

Doors with Self-Closing Devices

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically
closes all such doors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and

* Local smoke detectors designed to detect
smoke passing through the opening or a required
smoke detection system; and

* Automatic sprinkler system, if installed; and

* Loss of power.
18.2.2.2.7,18.2.2.2.8,19.2.2.2.7,19.2.2.2.8

FINDINGS INCLUDE:

On facility tour between 10:00 AM and 2:00 PM
on 10/17/2017 ,observation revealed a"kick down"
device on a corridor door in the Hillside Haven
Area.observation revealed the fire/smoke door
#411 does not latch when released from the
magnetic hold open.

- This deficient practice was verified by the Facility
- Maintenance Director.

K291 NFPA 101 Emergency Lighting

SS=E .
Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.

K223

K 291

Corrective Action: Maintenance Director
Removed the kick down so the door is
self closing in case of an emergency.

Actual/proposed completion date:
10/19/2017

Person Responsible for

Correction/Monitoring: Maintenance
Director and Administrator

11/3/17
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SS=E |
. Hazardous Areas - Enclosure

2012 EXISTING
Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4-hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1. When the
approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates
that do not exceed 48 inches from the bottom of
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18.2.9.1, 19.2.91
This STANDARD is not met as evidenced by:
Based on observation and interview, the Facility Corrective Action: Maintenance Director
failed to maintain emergency lighting in | completed the monthly emergency light
accordance with 7.9. The deficient practice could testing for 30 seconds. Maintenance
affect 94 out of 94 residents. Director and Maintenance Assistant have
been educated on ensuring the
Emergency Lighting Emergency lighting of at maintenance checklist is being completed
least 1-1/2 hour duration is provided automatically and documented.
in accordance with 7.9. 18.2.9.1, 19.2.9.1
Actual/Proposed Completion Date:
FINDINGS INCLUDE: 10/19/2017
On facility tour between 10:00 AM and 2:00 PM Person Responsible for
1 on 10/17/17, it was revealed that there was no Correction/Monitoring: Maintenance
i record of the emergency lights being tested for 30 Director and Administrator
i seconds during May, June, July, August and
' September, 2017.
This deficient practice was confirmed by the
Facility Maintenance Director at the time of
discovery.
K 321 . NFPA 101 Hazardous Areas - Enclosure K 321 11/3/17
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the door.

Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS.
19.3.2.1

Area
Separation N/A
a. Boiler and Fuel-Fired Heater Rooms
b. Laundries (larger than 100 square feet)
c¢. Repair, Maintenance, and Paint Shops
d. Soiled Linen Rooms {exceeding 64 gallons)
e. Trash Collection Rooms
' (exceeding 64 gallons)
' f. Combustible Storage Rooms/Spaces
(over 50 square feet)
0. Laboratories (if classified as Severe
Hazard - see K322)
This STANDARD is not met as evidenced by:
Based on observation and interview, the Facility
failed to maintain hazardous areas are protected
by a fire barrier having 1-hour fire resistance
rating. This deficiency could effect 94 of the 94
residents.

Automatic Sprinkler

i Hazardous Areas - Enclosure
2012 EXISTING
Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4-hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1. When the
approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates
that do not exceed 48 inches from the bottom of
the door.
Describe the floor and zone locations of
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K321 Continued From page 7 K 321

Corrective Action: Maintenance Director
replaced the latch on the fire barrier door.
Education has been provided to
maintenance director and maintenance
assistant to ensure fire doors are latching
positively.

Actual/Proposed Completion Date:
10/31/2017

Person Responsible for
Correction/Monitoring: Maintenance
Director and Administrator
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K321 Continued From page 8

hazardous areas that are deficient in REMARKS.
19.3.2.1

Area Automatic Sprinkler
Seperation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K3220)

FINDINGS INCLUDE:

On facility tour between 10:00 AM and 2:00 PM

on 10/17/2017, observation revealed, the door

into the garage(A101) would not positively latch
. into the door frame.

This deficient practice was verified by the Facility
Maintenance Director.
K 353 NFPA 101 Sprinkler System - Maintenance and
ss=E Testing

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

K 321

K 353

1173117
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b) Who provided system test

¢) Water system supply source

any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, and NFPA 25

This STANDARD is not met as evidenced by:
Based on observation and interview, the Facility
failed to maintain the automatic sprinkler system
in accordance with 9.7.5, 9.7.7, 9.7.8, and NFPA
25. This deficient practice could affect 94 out of
94 residents.

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

¢) Water system supply source

Provide in REMARKS information on coverage

system.
9.7.5,9.7.7,9.7.8, and NFPA 25

FINDINGS INCLUDE:

245490 £ e 10/17/2017
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K 353 Continued From page 9 K 353

Provide in REMARKS information on coverage for

for any non-required or partial automatic sprinkler

Corrective Action: Administrator
educated the importance of following the
maintenance checklist and documentation
for testing and maintaining the sprinkler
system.

Actual/Proposed Completion Date:
11/8/2017

Person Responsible for
Correction/Monitoring: Maintenance
Director and Administrator.
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Fire Drills
Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at unexpected
times under varying conditions, at least quarterly
on each shift. The staff is familiar with procedures
- and is aware that drills are part of established
| routine. Responsibility for planning and
| conducting drills is assigned only to competent
} persons who are qualified to exercise leadership.
. Where drills are conducted between 9:00 PM and
6:00 AM, a coded announcement may be used
; instead of audible alarms.
18.7.1.4 through 18.7.1.7, 19.7.1.4 through
19.71.7
This STANDARD is not met as evidenced by:
Based on documentation review and interview,
the Facility failed to conduct Fire Drills in
accordnance with 18.7.1.4 through 18.7.1.7,
19.7.1.4 through 19.7.1.7. This deficient practice
could affect 94 of 94 residents.

Fire Drills

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at unexpected
times under varying conditions, at least quarterly

245490 B. WING 10/17/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SRR Hills ILIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 353 Continued From page 10 K 353
On facility tour between 10:00 AM and 2:00 PM
on 10/17/2017, observation revealed that
documentation could not be provided that showed
that the fire sprinkler system had been inspected
and tested on a quarterly basis during 2017.
This deficient practice was verified by the Facility
Maintenance Director.
K 712 NFPA 101 Fire Drills K712 11/3/17
SS=E

Corrective Action: 1) Maintenance
Director and Maintenance Assistant will be
performing regular monthly fire drills with
the staff on 3rd shift. The Maintenance
Director will schedule a fire drill on 3rd
shift the week of November 6th. The
Maintenance Director will ensure all staff
working is participating. Education has
been provided to the Maintenance
Director and the Maintenance Assistant to
involve the staff during the 3rd shift drill. 2)|

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: CU0921

Facility ID: 00041 If continuation sheet Page 11 of 16



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

PRINTED: 11/13/2017
FORM APPROVED
OMB NO. 0938-0391

' on each shift. The staff is familiar with procedures
and is aware that drills are part of established
routine. Responsibility for planning and
conducting drills is assigned only to competent
persons who are qualified to exercise leadership.
Where drills are conducted between 9:00 PM and
6:00 AM, a coded announcement may be used
instead of audible alarms.
18.7.1.4 through 18.7.1.7, 19.7.1.4 through
19.7.1.7.

FINDINGS INCLUDE:

On facility tour between 10:00 AM and 2:00 PM
on 10/17/2017, during documentation review and
i staff interview, the following was discovered:

1.) It was revealed that the assigned staff on the
3rd night shift had not participated in a fire drill
during the last four quarters. Staff were only
testing the flow switch on the fire sprinkler
system.

2.) It was revealed that fire drills on the 1st and
2nd shifts were not being conducted during
unexpected and varied conditions. 1st shift drills
were conducted at; 1:12pm, 12:55pm, 1:00pm
and 2nd shift drills were being conducted at
2:51pm, 3:06 pm and 3:06pm.Based on
documentation review and interview, the Facility
failed to conduct Fire Drills in accordnance with
18.7.1.4 through 18.7.1.7, 19.7.1.4 through
19.7.1.7. This deficient practice could affect 53 of
53 residents.

This deficient practice was verified by the Facility
Maintenance Director.
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Maintenance Director and Maintenance
Assistant will vary the times and
conditions for the 1st and 2nd shift fire
drills. Education has been provided to the
Maintenance Director and the
Maintenance Assistant on the importance
of this.

Actual/Proposed Completion Date:
11/8/2107

Person Responsibie for
Correction/Monitoring: Maintenance
Director, Maintenance Assistant and
Administrator
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Syste

! Electrical Systems - Essential Electric System

Maintenance and Testing

' The generator or other alternate power source

and associated equipment is capable of supplying

i service within 10 seconds. If the 10-second

criterion is not met during the monthly test, a
process shall be provided to annually confirm this

i capability for the life safety and critical branches.

Maintenance and testing of the generator and

- transfer switches are performed in accordance

with NFPA 110,

' Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by

i competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily identifiable.
Minimizing the possibility of damage of the
emergency power source is a design
consideration for new installations.
6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This STANDARD is not met as evidenced by:

i Based on documentation review and interview,

 the Facility failed to provide complete written

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245490 B. WING 10/17/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILLS LIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K918 Continued From page 12 K918
K 918 NFPA 101 Electrical Systems - Essential Electric K918 11/3/17

Corrective Action: Maintenance Director
has completed the weekly inspection for
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. records of generator maintenance and testing.
This deficient practice could affect 94 of 94
- residents.

Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily identifiable.

 Minimizing the possibility of damage of the

: emergency power source is a design

' consideration for new installations.

16.4.4,6.5.4,6.6.4 (NFPA 99), NFPA 110, NFPA

' 111, 700.10 (NFPA 70)

' FINDINGS INCLUDE:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245490 B. WING 10/17/12017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILLS LIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K918 Continued From page 13 K918

the emergency generator. Education was
provided to Maintenance Director and
Maintenance Assistant the importance of
following the maintenance checklist and
documentation. During the timeframes
listed where there was a lack of
documentation, we had only 1
maintenance person.

Actual/Proposed Completion Date:
10/31/2017

Person Responsible for
Correction/Monitoring: Maintenance
Director and Administrator
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245490 B. WING 10/17/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILLS LIVING CENTER 1314 EIGHTH STREET NORTH
NEW ULM, MN 56073
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K918 Continued From page 14

On facility tour between 10:00 AM and 2:00 PM
on 10/17/2017, during documentation review,it
was revealed that the emergency generator had
not received a Weekly Inspection during the
following time frames:

12/25/16 to 2/12/2017 and 5/21/17 to 8/27/17.

.This deficient practice was verified by the Facility
Maintenance Director.

K918
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