DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID: CXMF
Facility ID: 00058

1. MEDICARE/MEDICAID PROVIDER NO.

(L) 245476
2.STATE VENDOR OR MEDICAID NO.
(L2) 017040200

3. NAME AND ADDRESS OF FACILITY

(L3) GOOD SAMARITAN SOCIETY - PINE RIVER
(L4) 518 JEFFERSON AVENUE, PO BOX 29

(L5) PINE RIVER, MN

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

7. PROVIDER/SUPPLIER CATEGORY

4. TYPE OF ACTION:

T (1Y)

1. Initial 2. Recertification
3. Termination 4. CHOW
(L6) 56474 5. Validation 6. Complaint
7. On-Site Visit 9. Other
02w

8. Full Survey After Complaint

(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 11/22/2016  (134) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: __(L10) 03 SNF/NF/Distinet 07 X-Ray 11 ICF/IID 15 ASC FISCAL YEAR ENDING DATE:  (L35)

0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

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

To (b): Program Requirements __ 2. Technical Personnel 6. Scope of Services Limit

Compliance Based On: __ 3. 24 Hour RN __ 7. Medical Director
1. Acceptable POC 4. 7-Day RN (Rural SNF) 8. Patient Room Size
12.Total Facility Beds 50 (L18) -
13.Total Certified Beds 50 (L17) B. Not in Compliance with Program — 5 Life Safety Code — 9. Beds/Room
Requirements and/or Applied Waivers: * Code: A (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF D 1861 (e) (1) or 1861 (j) (1): (L15)
50
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Theresa Gullingsrud, HFE NEII 12/05/2016 o) 01/03/2017 a0

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

19. DETERMINATION OF ELIGIBILITY

X 1. Facility is Eligible to Participate
2. Facility is not Eligible

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY
05/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk of fvotuntary fermination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(a7 B. Rescind Suspension Date:
P
(LA45)

28. TERMINATION DATE:

29. INTERMEDIARY/CARRIER NO.

00140
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
09/26/2016
(L32) (L33)

30. REMARKS

DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: CXMF
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00058
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

On November 22, 2016, the Minnesota Department of Health completed a Post Certification Revisit (PCR) and on September 13, 2016 the Minnesota Department of Public
Safety completed a PCR to verify that the facility had achieved and maintained compliance with federal certification deficiencies issued pursuant to a standard survey,
completed on August 11, 2016 and a Federal Monitoring Survey (FMS) completed on September 16, 2016. We presumed, based on your plan of correction, that the

facility had corrected these deficiencies as of October 24, 2016. Based on our PCR, we have determined that the facility has corrected the deficiencies issued pursuant to our
standard survey, completed on August 11, 2016 and an FMS completed on September 16, 2016, effective October 24, 2016.

As a result of the PCR findings, this Department recommended to the Centers for Medicare and Medicaid Services (CMS) Region V Office the following actions related to
the remedies outlined in the CMS letter of September 30, 2016. The CMS Region V Office concurred and has authorized this Department to notify the facility of these
actions:

» Mandatory denial of payment for new Medicare and Medicaid admissions, effective November 11, 2016, be rescinded. (42 CFR 488.417 (b))

In the CMS letter of September 30, 2016, CMS advised you that, in accordance with Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(£)(2)(B)
(iii)(I)(b), the facility was prohibited from conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years from November 11, 2016,
due to denial of payment for new admissions. Since the facility attained substantial compliance on October 24, 2016, the original triggering remedy, denial of payment for
new admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded.

Refer to the CMS 2567b forms for the health, life safety code and FMS visits.

Effective October 24, 2016 the facility is certified for 50 skilled nursing facilty beds.

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



MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

CMS Certification Number (CCN): 245476
January 3, 2017

Ms. Karen Prososki, Administrator
Good Samaritan Society - Pine River
518 Jefferson Avenue, PO Box 29
Pine River, Minnesota 56474

Dear Ms. Prososki:

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 October 24, 2016 the above facility is certified for:
50 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 50 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.

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

Sincerely,
TWlont  TVieakd

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

An equal opportunity employer.



MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
December 5, 2016

Ms. Karen Prososki, Administrator
Good Samaritan Society - Pine River
518 Jefferson Avenue, PO Box 29
Pine River, Minnesota 56474

RE: Project Number S5476027, S5476029
Dear Ms. Prososki:

On August 25, 2016, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on August 11, 2016. This
survey found the most serious deficiencies to be widespread deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level F), whereby
corrections were required.

On August 10, 2016, a surveyor representing the Region V Office of the Centers for Medicare and
Medicaid Services (CMS), completed a Federal Monitoring Survey (FMS) of your facility. As the
surveyor informed you during the exit conference, the FMS revealed that your facility continued to not
be in substantial compliance. widespread deficiencies that constituted no actual harm with potential
for more than minimal harm that was not immediate jeopardy (Level F), whereby corrections were
required.

On September 30, 2016, CMS forwarded the results of the FMS and notified you that your facility was
not in substantial compliance with the Federal requirements for nursing homes participating in the
Medicare and Medicaid programs and that they were imposing the following enforcement remedy:

®* Mandatory denial of payment for new Medicare and Medicaid admissions, effective November
11, 2016 (42 CFR 488.417(b)).

Also, the CMS Region V Office notified you in their letter of September 30, 2016, 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 November 11, 2016.

On November 22, 2016, the Minnesota Department of Health completed a Post Certification Revisit
(PCR) and on September 13, 2016 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 August 11, 2016 and a Federal Monitoring Survey

An equal opportunity employer.



Good Samaritan Society - Pine River
December 5, 2016
Page 2

(FMS) completed on September 16, 2016. We presumed, based on your plan of correction, that your
facility had corrected these deficiencies as of October 24, 2016. Based on our PCR, we have
determined that your facility has corrected the deficiencies issued pursuant to our standard survey,
completed on August 11, 2016 and an FMS completed on September 16, 2016, effective October 24,
2016.

As a result of the PCR findings, this Department recommended to the Centers for Medicare and
Medicaid Services (CMS) Region V Office the following actions related to the remedies outlined in the
CMS letter of September 30, 2016. 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 November
11, 2016, 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 November 11, 2016, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective November 11,
23016, is to be rescinded.

In the CMS letter of September 30, 2016, CMS 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)(l)(b), your facility was
prohibited from conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP)
for two years from November 11, 2016, due to denial of payment for new admissions. Since your
facility attained substantial compliance on October 24, 2016, 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,
ot TVieattf

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health

Email: mark.meath@state.mn.us
Telephone: (651) 201-4118
Fax: (651) 215-9697



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245476 vi

A. Building
B. Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

11/22/2016 4

NAME OF FACILITY
GOOD SAMARITAN SOCIETY - PINE RIVER

STREET ADDRESS, CITY, STATE, ZIP CODE
518 JEFFERSON AVENUE, PO BOX 29
PINE RIVER, MN 56474

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).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0248 Correction ID Prefix F0282 Correction ID Prefix F0315 Correction
483.15(f)(1 483.20(k)(3)(ii 483.25(d
Reg. # Uy Completed |Reg. # ()M Completed | Reg. # @ Completed
LSC 09/13/2016 LSC 09/13/2016 LSC 09/13/2016
ID Prefix F0371 Correction ID Prefix F0456 Correction ID Prefix Correction
483.35(i 483.70(c)(2

Reg. # 0 Completed |Reg. # ©)@) Completed | Reg. # Completed
LSC 09/13/2016 LSC 09/13/2016 LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [X] | (INITIALS) [ B/mm 12/05/2016 34985 11/22/2016
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON |:| CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

8/11/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vyes [ No
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: CXMF12



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |[MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building 01 - 1985 BUILDING AND ADDITIONS

245476 v [B- Wing w |9132016
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

GOOD SAMARITAN SOCIETY - PINE RIVER 518 JEFFERSON AVENUE, PO BOX 29

PINE RIVER, MN 56474

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).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC K0018 08/19/2016 LSC K0027 08/30/2016 LSC K0029 08/30/2016
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101

Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC K0051 09/12/2016 LSC K0062 08/10/2016 LSC K0075 08/10/2016
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY (INITIALS) TL/mm | 12/05/2016 36536 09/13/2016
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

8/10/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vyes [ No

Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: CXMF22



MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
December 5, 2016

Ms. Karen Prososki, Administrator
Good Samaritan Society - Pine River
518 Jefferson Avenue, PO Box 29
Pine River, Minnesota 56474

Re: Reinspection Results - Project Number S5476027
Dear Ms.. Prososki:

On November 22, 2016 survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
survey completed on August 11, 2016. At this time these correction orders were found corrected and
are listed on the accompanying Revisit Report Form submitted to you electronically.

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,
—TVlenk . Tvieadf,

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health

Email: mark.meath@state.mn.us

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

An equal opportunity employer.



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

00058 Y1

MULTIPLE CONSTRUCTION
A. Building
B. Wing

Y2

DATE OF REVISIT

11/22/2016 va

NAME OF FACILITY

GOOD SAMARITAN SOCIETY - PINE RIVER

STREET ADDRESS, CITY, STATE, ZIP CODE
518 JEFFERSON AVENUE, PO BOX 29
PINE RIVER, MN 56474

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix 20565 Correction ID Prefix 20910 Correction ID Prefix 21015 Correction
MN Rule 4658.0405 MN Rule 4658.0525 MN Rule 4658.0610
Reg. #  supp. 3 Completed |Reg.# gubp.5AB Completed | Reg.# gypp. 7 Completed
LSC 09/13/2016 LSC 09/13/2016 LSC 09/13/2016
ID Prefix 21435 Correction ID Prefix 21695 Correction ID Prefix Correction
MN Rule 4658.0900 MN Rule 4658.1415

Reg. #  subp. 1 Completed |Reg.# gypp. 4 Completed | Reg. # Completed
LSC 09/13/2016 LSC 09/13/2016 LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [x] | (INITIALS)] B/mm 12/05/2016 34985 11/22/2016
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

8/11/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vyes [ No

STATE FORM: REVISIT REPORT (11/06)

Page 1 of 1

EVENT ID:

CXMF12



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Midwest Division of Survey and Certification
Chicago Regional Office
233 North Michigan Avenue, Suite 600

Chicago, IL 60601-5519 CEMTERS FOR MEDICARE & MEDICAID SERVICES

CMS Certification Number (CCN): 245476

September 30, 2016
By Certified Mail and Facsimile

Ms. Karen Prososki, Administrator
Good Samaritan Society — Pine River
518 Jefferson Avenue

Pine River, MN 56474

Dear Ms. Prososki:

SUBJECT: FEDERAL MONITORING SURVEY RESULTS
Cycle Start Date: August 11, 2016

STATE SURVEY RESULTS

On August 10, 2106, a Life Safety Code (LSC) survey and on August 11, 2016, a health survey
were completed at Good Samaritan Society — Pine River by the Minnesota Department of Health
(MDH) to determine if your facility was in compliance with the Federal requirements for nursing
homes participating in the Medicare and Medicaid programs. These surveys found that your
facility was not in substantial compliance with the most serious deficiencies at Scope and
Severity (S/S) level F, cited as follows:

e F371--S/S: F -- 483.35(i) -- Food Procure, Store/prepare/serve — Sanitary
e K57 --S/S: F-- NFPA 101 -- Life Safety Code Standard
e K62 -- S/S: F -- NFPA 101 -- Life Safety Code Standard

The MDH advised you of the deficiencies that led to this determination and provided you with a
copy of the survey reports (CMS-2567).

FEDERAL MONITORING SURVEY

On September 16, 2016, a survey team representing this office of the Centers for Medicare &
Medicaid Services (CMS) completed a Federal Monitoring Survey (FMS) of your facility. As the
survey team informed you during the exit conference, the FMS revealed that your facility
continues to not be in substantial compliance. The FMS found additional deficiencies, with the
most serious cited as follows

e F371--S/S: F -- 483.35(i) -- Food Procure, Store/prepare/serve — Sanitary
e F456 -- S/S: X -- 483.70(c)(2) -- Essential Equipment, Safe Operating Condition

The findings from the FMS will be posted on the ePOC system. Enclosed is a list of the “resident
identifiers” used in writing the Statement of Deficiencies. The “resident identifiers” will enable



Page 2
you to identify any specific residents referred to in the CMS-2567.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable
ePOC for the enclosed deficiencies cited at the FMS. An acceptable ePOC will serve as your
allegation of compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your
facility to determine if substantial compliance has been achieved. The failure to submit an
acceptable ePOC can lead to termination of your Medicare and Medicaid participation.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected
by the deficient practice

e How the facility will identify other residents having the potential to be affected by the same
deficient practice

¢ What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur

e How the facility will monitor its corrective actions to ensure that the deficient practice is
being corrected and will not recur

¢ The date that each deficiency will be corrected

® An electronic acknowledgement signature and date by an official facility representative

INFORMAL DISPUTE RESOLUTION

The MDH offered you an opportunity for Informal Dispute Resolution (IDR) following its survey
visits. A request for IDR does not delay the effective date of any enforcement action. However,
IDR results will be considered when applicable.

CMS has established an IDR process to give providers one opportunity to informally refute
deficiencies cited at a Federal survey, in accordance with the regulation at 42 CFR §488.331. To
use this process, you must send your written request, identifying the specific deficiencies you are
disputing to Stephen Pelinski at the Chicago address shown above. The request must set forth in
detail your reasons for disputing each deficiency and include copies of all relevant documents
supporting your position. A request for IDR will not delay the effective date of any enforcement
action, nor can you use it to challenge any other aspect of the survey process, including the
following:

e Scope and Severity assessments of deficiencies, except for the deficiencies constituting
immediate jeopardy and substandard quality of care

Remedies imposed

Alleged failure of the surveyor to comply with a requirement of the survey process

Alleged inconsistency of the surveyor in citing deficiencies among facilities

Alleged inadequacy or inaccuracy of the IDR process

You must submit your request for IDR within the same ten (10) calendar day timeframe for
submitting your ePOC. You must provide an acceptable ePOC for all cited deficiencies,
including those that you dispute. We will advise you in writing of the outcome of the IDR.
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Should the IDR result in a change to the Statement of Deficiencies, we will send you a revised
CMS-2567 reflecting the changes.

The facility must request independent IDR in writing within 10 days of receipt of CMS's offer.
However, a facility may not use both IDR and independent IDR for the same deficiency
citation(s) arising from the same survey unless the IDR process was completed prior to the
imposition of the civil money penalty.

SUMMARY OF ENFORCEMENT REMEDIES
As a result of the survey findings we are imposing the following remedy:

e Mandatory denial of payment for new admissions effective November 11, 2016

The authority for the imposition of remedies is contained in subsections 1819(h) and 1919(h) of
the Social Security Act ("Act") and Federal regulations at 42 CFR §488 Subpart F, Enforcement
of Compliance for Long-Term Care Facilities with Deficiencies.

DENIAL OF PAYMENT FOR NEW ADMISSIONS

Mandatory denial of payment for all new Medicare admissions is imposed effective November
11, 2016, if your facility does not achieve compliance within the required three months. This
action is mandated by the Act at §§ 1819(h)(2)(D) and 1919 (h)(2)(C) and Federal regulations at
42 CFR §488.417(b). We will notify Noridian Administrative Services that the denial of payment
for all new Medicare admissions is effective on November 11, 2016. We are further notifying the
State Medicaid agency that they must also deny payment for all new Medicaid admissions
effective November 11, 2016.

You should notify all Medicare and Medicaid residents admitted on or after this date of the
restriction. The remedy must remain in effect until your facility has been determined to be in
substantial compliance or your provider agreement is terminated. Please note that the denial of
payment for new Medicare admissions includes Medicare beneficiaries enrolled in managed care
plans. It is your obligation to inform Medicare managed care plans contracting with your facility
of this denial of payment for new admissions.

TERMINATION PROVISION

If your facility has not attained substantial compliance by February 11, 2017, your Medicare and
Medicaid participation will be terminated effective with that date. This action is mandated by the
Act at §1819(h) and §1919(h) and Federal regulations at 42 CFR §488.456 and §489.53.

We are required to provide the general public with notice of an impending termination and will
publish a notice in a local newspaper prior to the effective date of termination. If termination
goes into effect, you may take steps to come into compliance with the Federal requirements for
long term care facilities and reapply to establish your facility's eligibility to participate as a
provider of services under Title XVIII of the Act. Should you seek re-entry into the Medicare
program, the Federal regulation at 42 CFR §489.57 will apply.

NURSE AIDE TRAINING PROHIBITION



Page 4

Please note that Federal law, as specified in the Act at §1819(f)(2)(B) and §1919(f)(2)(B),
prohibits approval of Nurse Aide Training and Competency Evaluation Programs (NATCEP) and
Nurse Aide Competency Evaluation Programs offered by, or in, a facility which, within the
previous two years, has operated under a §1819(b)(4)(C)(ii)(I) or §1919(b)(4)(C)(ii) waiver (i.e.,
waiver of full-time registered professional nurse); has been subject to an extended or partial
extended survey as a result of a finding of substandard quality of care; has been assessed a total
civil money penalty of not less than $10,314; has been subject to a denial of payment, the
appointment of a temporary manager or termination; or, in the case of an emergency, has been
closed and/or had its residents transferred to other facilities.

If you have not achieved substantial compliance by November 11, 2016, the remedy of denial of
payment for new admissions will go into effect and this provision will apply to your facility.
Therefore, Good Samaritan Society — Pine River will be prohibited from offering or conducting a
NATCEP for two years from November 11, 2016. You will receive further information regarding
this from the MDH. This prohibition is not subject to appeal. Further, this prohibition remains in
effect for the specified period even though selected remedies may be rescinded at a later date if
your facility attains substantial compliance. However, under Public Law 105-15, you may contact
the MDH and request a waiver of this prohibition if certain criteria are met.

APPEAL RIGHTS
This formal notice imposed the following remedy:

e Mandatory denial of payment for new admissions effective November 11, 2016

If you disagree with the findings of noncompliance which resulted in this imposition, you or your
legal representative may request a hearing before an administrative law judge of the Department
of Health and Human Services, Departmental Appeals Board (DAB). Procedures governing this
process are set out in Federal regulations at 42 CFR § 498.

You are required to file your appeal electronically at the Departmental Appeals Board
Electronic Filing System Web site (DAB E-File) at https://dab.efile.hhs.gov/. To file a new
appeal using DAB E-File, you first need to register a new account by: (1) clicking Register on the
DAB E-File home page; (2) entering the information requested on the "Register New Account"
form; and (3) clicking Register Account at the bottom of the form. If you have more than one
representative, each representative must register separately to use DAB E-File on your behalf.

The e-mail address and password provided during registration must be entered on the login
screen at https://dab.efile.hhs.gov/user sessions/new to access DAB E-File. A registered user's
access to DAB E-File is restricted to the appeals for which he is a party or authorized
representative. Once registered, you may file your appeal by:

¢ C(licking the File New Appeal link on the Manage Existing Appeals screen, then clicking
Civil Remedies Division on the File New Appeal screen.

¢ Entering and uploading the requested information and documents on the "File New Appeal-
Civil Remedies Division" form.
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At minimum, the Civil Remedies Division (CRD) requires a party to file a signed request for
hearing and the underlying notice letter from CMS that sets forth the action taken and the party's
appeal rights. A request for a hearing should identify the specific issues and the findings of fact
and conclusions of law with which you disagree, including a finding of substandard quality of
care, if applicable. It should also specify the basis for contending that the findings and
conclusions are incorrect. The DAB will set the location for the hearing. Counsel may represent
you at a hearing at your own expense.

All documents must be submitted in Portable Document Format ("PDF"). Any document,
including a request for hearing, will be deemed to have been filed on a given days, if it is uploaded
to DAB E-File on or before 11:59 p.m. ET of that day. A party that files a request for hearing via
DAB E-File will be deemed to have consented to accept electronic service of appeal-related
documents that CMS files, or CRD issues on behalf of the Administrative Law Judge, via DAB
E-File. Correspondingly, CMS will also be deemed to have consented to electronic service. More
detailed instructions for using DAB E-File in cases before the DAB’s Civil Remedies Division
can be found by clicking the button marked E-Filing Instructions after logging-in to DAB
E-File.

For questions regarding the E-Filing system, please contact E-File System Support at
OSDABImmediateOffice @hhs.gov.

Please note that all hearing requests must be filed electronically unless you have no access to the
internet or a computer. In those circumstances, you will need to provide an explanation as to
why you are unable to file electronically and request a waiver from e-filing with your written
request. Such a request should be made to:

Department of Health and Human Services
Departmental Appeals Board, MS 6132
Civil Remedies Division

Attention: Nancy K. Rubenstein, Director
330 Independence Avenue, SW

Cohen Building, Room G-644
Washington, D.C. 20201

A request for a hearing must be filed no later than 60 days from the date of receipt of this
notice. It is important that you send a copy of your request to our Chicago office to the
attention of Tamika J. Brown.

CONTACT INFORMATION
If you have any questions please contact Tamika J. Brown, Principal Program Representative at
(312) 353-1502. Information may also be faxed to (443) 380-6614.

Sincerely,
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CC:

Jean Ay, Branch Manager
Long Term Care Certification
& Enforcement Branch

Minnesota Department of Health

Minnesota Department of Human Services
Office of Ombudsman for Older Minnesotans
Stratis Health
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A health comparative Federal Monitoring Survey
was conducted by the Centers for Medicare &
Medicaid Services (CMS) on September 16, 2016
following Minnesota Department of Health (MDH)
survey on August 11, 2016.

Survey Dates: September 12, 2016 to September
16, 2016

Survey Census: 45

Medicare: 2

Medicaid: 29
Other: 14
Total: 45

Stage 1 Sample: 30
Stage 2 Sample: 35
F 225 | 483.13(c)(1)(ii)-(iii), (c)(2) - (4) F 225 10/24/16
ss=D | INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 10/07/2016

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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misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to immediately report allegations of resident
abuse to the Administrator and the State Agency
and thoroughly investigate and report final results
to the State Agency within 5 working days of the
incident for three (R80, R9, and R81) of 30
residents reviewed for abuse.

Findings include:

1. The 5/26/16 admission Minimum Data Set
(MDS - a federally required comprehensive
assessment) recorded R80's Brief Interview for
Mental Status (BIMS) score 15, which indicated
the resident was cognitively intact.
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Preparation and execution of this
response and plan of correction does not
constitute an admission or agreement or
agreement by the provider of the truth of
the facts alleged or conclusions set forth
in the statement of deficiencies. The plan
of correction is prepared and/ or executed
solely because it is required by the
provisions of federal and state law. For
the purposes of any allegation that the
center is not in substantial compliance
with federal requirements of participation,
this response and plan of correction
constitutes the centerJs allegation of
compliance in accordance with section
7305 of the State Operations Manual.
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During an interview on 9/13/16 at 11:17am, R80
revealed that a Nurse Aide (NA) yelled at her after
requesting care for an incontinence episode. R80
stated that another NA witnessed the incident and
reported it to administration. R80 stated that the
NA continues to provide care to her.

Record review of the "Suggestion or Concern”
form dated 7/9/16, revealed that R80 reported to
Registered Nurse (RN3) that NA9 told R80 to "get
up and use [bathroom] herself." R80 reported
that NA9 was "rude" and "mocking" the resident
the whole time and the resident was "afraid to ask
for help now." The form recorded NA9 stated that
R80 was trying to "argue." NA9 did not feel she
was being rude to R80. The form revealed that
NA7 was also in the room and reported to RN3
that NA9 was argumentative toward R80. The
facility did not have any additional information
related to the concern.

During an interview on 9/15/16 at 1:20pm, R80
stated she was "afraid, leery, and did not trust"
NA9 after NA9 yelled at her and stated "that
really upset me, | had to go out to the desk and
talk to [NA7] just to calm down." R80 stated that
she was still "afraid" of NA9 because she did not
want to be yelled at like that again.

During an interview on 9/15/16 at 1:55pm, RN3
stated that if there was an allegation of abuse,
then staff interviewed everyone present,
assessed the resident, and filled out the Internal
"Suggestion or Concerns" form. RN3 stated that
any suspected abuse would be reportable to the
State Agency (SA), additional residents and staff
would be interviewed and the alleged perpetrator
would be removed from resident care areas until
the investigation was completed. RN3 stated she
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F225- Investigate/ Report Allegations/
Individuals

1. Incidents involving Residents R80, R81
and R9 were reported to the Administrator
and the State Agency on the following
dates:

a. R9: Reported to Administrator and
State Agency on 10/4/2016; investigation
was completed and final results were
submitted on 10/5/2016.

b. R80: Reported to Administrator and
State Agency on 9/16/2016; investigation
was completed and final results were
submitted on 9/21/2016.

c. R81: Reported to Administrator and
State Agency on 10/4/2016; investigation
was completed and final results were
submitted on 10/4/2016.

2. This deficiency has the potential to
affect all residents.

3. On 10/3/2016, Administrator provided
re-education to RN Unit Managers, Social
Services RN, Director of Nursing, Rehab
RN, MDS RN, Staff Development/ QAPI
RN by Administrator on immediately
reporting allegations of resident abuse to
the Administrator and the State Agency
and thoroughly investigating and reporting
final results to the State Agency within 5
working days of the incident.
Administrator re-educated all staff
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did not interview any other residents or staff including RN3 and RN7on 10/6/2016 on

related to the allegation, and it was not reported immediately reporting allegations of

to the SA. RN3 stated she interviewed the staff resident abuse to the Administrator and

present, did not feel the need to interview other the State Agency and thoroughly

residents or staff and was not aware R80 was investigating and reporting final results to

afraid of NA9. the State Agency within 5 working days of
the incident. Administrator will be

During an interview on 9/15/2016 at 6:36pm, the re-educated on conducting an

administrator stated she was unaware R80 was investigation and preventing, recognizing

afraid of NA9. and reporting abuse through on-line
training provided by QAPI Consultant on

During an interview on 9/16/2016 at 7:00am, the 10/13/2016. Administrator or designee

administrator stated that the initial allegation will audit all suggestion/ concern forms

should have been thoroughly investigated and and incident reports to ensure that all

reported to the SA since R80 stated that she was reportable incidents have been reported

afraid to ask for help. immediately to the Administrator and
State Agency with appropriate 5 day

2. R9's significant change Minimum Data Set follow-up.

(MDS - a federally required assessment) dated

6/1/16 recorded the resident's Brief Interview for 4. Administrator or designee will audit any

Mental Status score a 13 which indicated the allegations of abuse to ensure that the

resident was cognitively intact. incidents were immediately reported to the
Administrator and the State Agency and

During an interview on 9/13/16 at 11:41am, R9 thoroughly investigated and final results

stated that during dinner on 9/2/16 a nurse had were reported to the State Agency within 5

"shouted" at her in the dining room during dinner working days of the incident weekly times

when she inquired about R7 lunch meal intake. 12 weeks. Audit results will be reviewed

R9 indicated that she had reported the incident to by the QAPI Committee for further

the Administrator on 9/6/16. recommendations.

Record review of the "Suggestion or Concern” 5. Correction will be completed by:

form dated 9/6/16, revealed that on 9/6/16 R9 10/24/2016

had reported to the Administrator that "she [R9]

told the nurse on Friday 9/2/16 that a resident

[R7's initials] didn't eat any supper & [and] was

wondering if she had eaten any dinner that day.

[R9's name] stated [RN7's initials] blew up at her

& [R46's initials]. Further review of the document

revealed that the investigation only included
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resident and staff interviews from R9, R7 and
RN?7.

During an interview on 9/16/2016 at 8:36am, the
Administrator confirmed that the SA was not
notified of the abuse allegation involving R9 and
that the results of the final investigation were not
forwarded to the State Agency. The Administrator
also confirmed that only R9, R7 and RN7 were
interviewed about the incident.

3. Review of the "Suggestion or Concern" form,
dated 1/27/16, revealed that on 1/27/16 R81
reported to E1 that "a man with short hair being
(sic) rough c [with] him while getting [R81] to the
bathroom..." Review of the statement from E1,
attached to the form, revealed "...noticed pt
[patient] had 2 'scratches’ 'cuts’ on left hand by
wrist..." Further review of the document indicated
that E1 reported R81's allegation to RN4, who
started the investigation.

During an interview on 9/16/16 at 8am, RN4
stated she did not interview any other residents or
staff other than the nurse aides that were
assigned to care for R81 on the day of the
allegation. RN4 further stated that she did not feel
the need to interview other residents or staff as
there were no male nursing staff on duty that day.
RN4 indicated that there was no initial reporting to
the facility Administrator or to the SA.

During an interview on 9/16/2016 at 8:36am, the
Administrator confirmed that R81's allegation was
not immediately reported to the Administrator and
the SA and the results of the investigation were
not reported to the SA.

During an interview on 9/15/16 at 4:30pm, the
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Administrator stated that abuse allegations are to
be reported immediately to the State Agency and
a final investigation report is to follow within 5
working days.

Review of the facility's "Abuse and Neglect"
policy, revised 9/13, pages 1 and 2 of 2, indicated
"Alleged or suspected violations involving any
mistreatment, neglect or abuse including injuries
of unknown origin will be reported immediately to
the center administrator and to other officials in
accordance with state law, including the state
survey and certification agency ...The center will
have evidence that all alleged or suspected
violations are thoroughly investigated and will
prevent further potential abuse while the
investigation is in progress. Results of all
investigations will be reported to the administrator
or designated representative and to other officials
in accordance with state law, including to the
state survey and certification agency within five
working days of the incident, or sooner as
designated by state law..."

F 226 483.13(c) DEVELOP/IMPLMENT F 226 10/24/16
ss=D | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced

by:
Based on interview and record review the facility F226- Develop/ Implement Abuse/
failed to implement its abuse prohibition policy on Neglect, Ect Policies

reporting allegations of abuse for three (R80, R9,
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and R81) of three residents reviewed for abuse
investigations. The facility also failed to include
policies and procedures that prohibit staff from
taking, keeping and/or distributing photographs
and recordings that demean or humiliate a
resident. This deficiency had the potential to
affect all 45 residents residing in the facility.

Findings include:

1. During an interview on 9/15/16 at 1:20pm, R80
stated she was "afraid, leery, and did not trust”
Nurse Aide (NA9) after NA9 yelled at her, stating
"that really upset me, | had to go out to the desk
and talk to [NA7] just to calm down." R80 stated
that she was still afraid of NA9 because she did
not want to be yelled at like that again.

Record review of the "Suggestion or Concern”
form dated 7/9/16, revealed that R80 reported to
Registered Nurse (RN3) that NA9 told R80 to "get
up and use [bathroom] herself." R80 reported
that NA9 was "rude" and "mocking" the resident
the whole time and the resident was "afraid to ask
for help now." The form documented that NA9
stated that R80 was trying to "argue" and that
NA9 did not feel she was being rude to R80. The
form revealed that NA7 was also in the room and
reported to RN3 that NA9 was argumentative
toward R80. The facility did not have any
additional information related to the concern.

During an interview on 9/15/16 at 1:55pm, RN3
stated that the allegation was not reported to the
Stage Agency (SA). RN3 stated she interviewed
the staff present and did not feel the need to
interview other residents or staff and was not
aware R80 was afraid of NA9.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245476 B. WING 09/16/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
518 JEFFERSON AVENUE, PO BOX 29
GOOD SAMARITAN SOCIETY - PINE RIVER
PINE RIVER, MN 56474
(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 226 | Continued From page 6 F 226

1. Incidents involving Residents R80, R81
and R9 were reported to the Administrator
and the State Agency on the following
dates:

a. R9: Reported to Administrator and
State Agency on 10/4/2016; investigation
was completed and final results were
submitted on 10/5/2016.

b. R80: Reported to Administrator and
State Agency on 9/16/2016; investigation
was completed and final results were
submitted on 9/21/2016.

c¢. R81: Reported to Administrator and
State Agency on 10/4/2016; investigation
was completed and final results were
submitted on 10/4/2016.

The policy and procedure was revised to
include that our facility prohibits an
employee from taking or using
photographs or recordings in any manner
that would demean or humiliate a
resident.

2. This deficiency has the potential to
affect all residents.

3. On 10/3/2016, Administrator provided
re-education to RN Unit Managers, Social
Services RN, DNS, Rehab RN, MDS RN,
Staff Development/ QAPI RN by
Administrator on immediately reporting
allegations of resident abuse to the
Administrator and the State Agency and
thoroughly investigating and reporting final
results to the State Agency within 5
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During an interview on 9/16/2016 at 7:00am, the
administrator stated that the initial investigation
should have been thoroughly investigated and
reported to the SA since R80 stated that she was
afraid to ask for help.

2. R9's significant change Minimum Data Set
(MDS - a federally required assessment) dated
6/1/16 recorded the resident's Brief Interview for
Mental Status score a 13 which indicated the
resident was cognitively intact.

During an interview on 9/13/16 at 11:41am, R9
stated that during dinner on 9/2/16 a nurse had
"shouted" at her in the dining room on 9/2/16
during dinner when she inquired about R7 lunch
meal intake. R9 indicated that she had reported
the incident to the Administrator on 9/6/16.

Record review of the "Suggestion or Concern”
form dated 9/6/16, revealed that on 9/6/16 R9
had reported to the Administrator that "she [R9]
told the nurse on Friday 9/2/16 that a resident
[R7's initials] didn't eat any supper & [and] was
wondering if she had eaten any dinner that day.
[R9's name] stated [RN7's initials] blew up at her
& [R46's initials]. Further review of the document
revealed that the investigation only included
resident and staff interviews from R9, R7 and
RN7.

During an interview on 9/16/2016 at 8:36am, the
Administrator confirmed that the SA was not
notified of the abuse allegation involving R9 and
that the results of the final investigation were not
forwarded to the State Agency. The Administrator
also confirmed that only R9, R7 and RN7 were
interviewed about the incident.

working days of the incident.
Administrator re-educated all staff
including NA9 and RN3 on 10/6/2016 on
following the policy and procedure on
reporting allegations of abuse
(immediately reporting allegations of
resident abuse to the Administrator and
the State Agency and thoroughly
investigate and report final results to the
State Agency within 5 working days of the
incident) and on the revised policy and
procedure that prohibits staff from taking,
keeping, and/or distributing photographs
and recordings that demean or humiliate a
resident. A process was created to aid in
the investigation (interviews of residents
and staff). Education on investigation
interview questions for residents/ staff
was completed with all staff on 10/6/2016.
Administrator or designee will audit all
suggestion/ concern forms and incident
reports to ensure that all reportable
incidents have been reported immediately
to the Administrator and State Agency with
appropriate 5 day follow-up.

4. Administrator or designee will audit any
allegations of abuse to ensure that the
incidents were reported immediately to the
Administrator and the State Agency and
thoroughly investigated and reported final
results to the State Agency within 5
working days of the incident weekly times
12 weeks. Audit results will be reviewed
by the QAPI Committee for further
recommendations.

5. Correction will be completed by:
10/24/2016
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3. Review of the "Suggestion or Concern" form,
dated 1/27/16, revealed that on 1/27/16 R81
reported to E1 that "a man with short hair being
(sic) rough c [with] him while getting [R81] to the
bathroom..." Review of the statement from E1,
attached to the form, revealed "...noticed pt
[patient] had 2 'scratches' 'cuts' on left hand by
wrist..." Further review of the document indicated
that E1 reported R81's allegation to RN4, who
started the investigation.

During an interview on 9/16/16 at 8am, RN4
stated she did not interview any other residents or
staff other than the nurse aides that were
assigned to care for R81 on the day of the
allegation. RN4 further stated that she did not feel
the need to interview other residents or staff as
there were no male nursing staff on duty that day.
RN4 indicated that there was no initial reporting to
the facility Administrator or to the SA.

During an interview on 9/16/2016 at 8:36am, the
Administrator confirmed that R81's allegation was
not immediately reported to the Administrator and
the SA and the results of the investigation were
not reported to the SA.

During an interview on 9/15/16 at 4:30pm, the
Administrator stated that abuse allegations are to
be reported immediately to the State Agency and
a final investigation report is to follow within 5
working days.

Review of the facility's "Abuse and Neglect"
policy, revised 9/13, pages 1 and 2 of 2, indicated
"Alleged or suspected violations involving any
mistreatment, neglect or abuse including injuries
of unknown origin will be reported immediately to
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the center administrator and to other officials in
accordance with state law, including the state
survey and certification agency...The center will
have evidence that all alleged or suspected
violations are thoroughly investigated and will
prevent further potential abuse while the
investigation is in progress. Results of all
investigations will be reported to the administrator
or designated representative and to other officials
in accordance with state law, including to the
state survey and certification agency within five
working days of the incident, or sooner as
designated by state law..."

During an interview on 9/16/16 at 8:30am, the
Administrator was made aware and confirmed
that the facility abuse prohibition policies and
procedures failed to include procedures to ensure
nursing home staff are prohibited from taking or
using photographs or recordings in any manner
that would demean or humiliate a resident(s).

Review of the facility's "Social Networking"
revised 8/15, "Abuse and Neglect" revised 9/13,
"Abuse Definitions" issued 2/13, and "Abuse and
Neglect" revised 8/15 policies failed to include
policies and procedures to include and ensure
that nursing home staff are prohibited from taking
or using photographs or recordings in any
manner that would demean or humiliate a
resident(s), including mental abuse.

Review of the Centers for Medicare & Medicaid
Services (CMS) "Survey and Certification
Memorandum 16-33-NH", dated 8/5/16, indicated
"Each resident has the right to be free from all
types of abuse, including mental abuse. Mental
abuse includes, but is not limited to, abuse that is
facilitated or caused by nursing home staff taking
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