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MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

CMS Certification Number (CCN): 245421 July 10, 2017

Mr. Michael Chies, Administrator
New Brighton Care Center

805 Sixth Avenue Northwest
New Brighton, MN 55112

Dear Mr. Chies:

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 March 15, 2017 the above facility is recommended for:
57 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 57 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,

fune Bolewsor_

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

P.0O. Box 64900

St. Paul, MN 55164-0900
anne.peterson@state.mn.us

Telephone #: 651-201-4206 Fax #: 651-215-9697
cc: Licensing and Certification File

An equal opportunity employer.



MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

July 10, 2017

Mr. Michael Chies, Administrator
New Brighton Care Center

805 Sixth Avenue Northwest
New Brighton, MN 55112

RE: Project Number S5421027
Dear Mr. Chies:

On March 29, 2017, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
by review of your plan of correction and on May 19, 2017 the Minnesota Department of Public Safety
completed a Post Certification Revisit (PCR) to verify that your facility had achieved and maintained
compliance with federal certification deficiencies issued pursuant to a standard survey, completed on
February 9, 2017. We presumed, based on your plan of correction, that your facility had corrected
these deficiencies. Based on our PCR, we have determined that your facility has corrected the
deficiencies issued pursuant to our survey, completed on February 9, 2017.

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 with any questions related to this letter.

Sincerely,

fune Bolewsor_

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900
anne.peterson@state.mn.us

Telephone #: 651-201-4206 Fax #: 651-215-9697
cc: Licensing and Certification File

An equal opportunity employer.
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MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
February 21, 2017

Mr. Michael Chies, Administrator
New Brighton Care Center

805 Sixth Avenue Northwest

New Brighton, Minnesota 55112

RE: Project Number S5421027
Dear Mr. Chies:

On February 9, 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 widespread deficiencies that
constitute no actual harm with potential for no more than minimal harm (Level C), as evidenced by the
attached CMS-2567 whereby corrections are required. Copies of the Statement of Deficiencies
(CMS-2567) and Form A are electronically delivered.

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:

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

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

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

An equal opportunity employer.



New Brighton Care Center
February 21, 2017
Page 2

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:

Teresa Ament, Unit Supervisor
Duluth Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health

Email: Teresa.Ament@state.mn.us
Phone: (218) 302-6151
Fax: (218) 723-2359

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

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

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

- Include electronic acknowledgement signature of provider and date.



New Brighton Care Center
February 21, 2017
Page 3

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));
e Per day civil money penalty (42 CFR 488.430 through 488.444).

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePOC, a revisit of a facility may be conducted to verify that compliance
with the regulations has been attained. If a revisit is conducted, it will occur after the date you
identified that compliance was achieved in your plan of correction.

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




New Brighton Care Center
February 21, 2017
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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

Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012
Fax: (651) 215-0525
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
Minnesota Department of Health

Email: mark.meath@state.mn.us
Telephone: (651) 201-4118
Fax: (651) 215-9697
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The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Electronic
submission of the POC 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.

F 465 483.90(i)(5) F 465 3/15/17
SS=B SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

(i) Other Environmental Conditions

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

(5) Establish policies, in accordance with
applicable Federal, State, and local laws and
regulations, regarding smoking, smoking areas,
and smoking safety that also take into account
non-smoking residents.

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, and document F465 - It is the desire and goal of the
review, the facility failed to ensure a homelike Facility to provide for a safe, functional,
environment in 11 of 30 resident rooms (Rooms sanitary and comfortable environment for
102, 103, 106, 107, 109, 112, 114, 118, 121, 214, the residents, staff, and the public.
226) reviewed for environment. Policies have been reviewed and
procedures have been modified to ensure
Findings include: routine compliance with the requirements
of F465. The Maintenance Log was
On 2/9/17, at 9:50 a.m. during environmental updated to more clearly identify
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/02/2017

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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CENTERS FOR MEDICARE & MEDICAID SERVICES

rounds, the maintenance supervisor (MS)-C
verified the following findings.

Room 102: The bottom wood wall guard on the
wall opposite the foot of the bed, was badly
gouged, exposing bare, sharp, splintered wood.
The shelf above the bathroom sink was badly
gouged and chipped along the edges, and the
trim on the outer edge of the shelf was peeling
and curling out. The inside of the bathroom door
was gouged to the bare wood.

Room 103: The shelf above the bathroom sink
was badly chipped exposing bare wood. The wall
outside the bathroom door, above the baseboard
was chipped and gouged. The trim around the
entrance door was gapped and rough.

Room 106: The inside of the bathroom door was
badly gouged to the bare wood.

Room 107: The wall at the head of the bed was
marred and gouged. The paint around the
doorway was scraped and peeling.

Room 109: The lower wall by the bathroom was
badly marred and scraped.

Room 112: There were screw holes in the wall
above the toilet that were not filled.

Room 114: The inside of the bathroom door was
gouged to the bare wood.

Room 118: The wall by the bathroom door above
the base board was marred and scratched.

Room 121: The bathroom walls had dark marks
on the walls and the inside bathroom door was
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maintenance issues with a resolution date
provided for ongoing tracking. The
monthly physical plant review has been
modified to include a minimum of three of
four key staff to be included in the internal
walk a round inspection process. All
findings from this process will be identified
on the Maintenance Log. These logs will
be reviewed by the Physical Plant
Committee routinely,(Monthly), to ensure
uniform and prompt response to issues. A
progressive auditing process has been
established which will include weekly
audits for the first month and then monthly
thereafter. The audits will include a cross
check of the Maintenance Log to ensure
staff are promptly logging repairs needed
and to help ensure consistent compliance
with this requirements. These audits and
the results will be reviewed at the Quality
Assurance Committee meetings routinely.

All areas identified in the deficiency will be
corrected by March 15th, 2017. In
addition, the most recent internal walk
through survey of the building identified
some other areas of repair which will also
will be corrected. Maintenance and
Housekeeping staff have been provided
additional training to help ensure quick
identification of area's of concern. The
internal survey TEAM has been provided
additional guidance to help in the
continued ongoing compliance with this
requirement.

Michael R. Chies, Administrator will
maintain responsibility for the correction
and monitoring to maintain compliance
with this requirement.

FORM CMS-2567(02-99) Previous Versions Obsolete
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gouged below and by the door handle.

Room 214: The grouting around the bathroom
sink was separating from the wall and sink.

Room 226: The grouting above the sink was
separating from the sink and the wall, and a small
area of dry wall was exposed.

On 2/9/17, at 9:50 a.m. MS-C stated someone
comes into the facility and make rounds twice
weekly. They check outlets, toilets and toilet
seats, and room alerts. MS-C stated there is a
maintenance log at the nurses stations for staff to
make requests, and they are checked daily.
MS-C did not know if the findings had been
identified.

The Physical Plant Review dated 12/16, indicated
cracked tiles through the resident bathrooms on
the north wing were identified, but no other
resident room concerns were identified.

The 2017 Environmental Services Maintenance
Planning List dated 12/16, indicated painting and
patching in resident rooms would occur when a
room is empty for a few days.

The Maintenance Repair Log for 1/17, 12/16, and
11/16, indicated none of the above concerns were
identified in the logs.

A facility policy and procedure was requested and
was not provided.
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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,New Brighton Care 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 | e
( K-TAGS) TO: - .-

Health Care Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St Paul, MN 55101-5145, or

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/02/2017

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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By email to:

Marian.Whitney@state.mn.us and
Angela.Kappenman@state.mn.us

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

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

2. The actual, or proposed, completion date.

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

New Brighton Care Center is a 2-story building
with no basement. The building. at 2 different
times. The original building was constructed in
1963 and was determined to be of Type II (111)
construction. In 1997 an addition was constructed
to the north and was determined to be of Type I
(111) construction. Because the original building
and the 1 addition are of the same type of
construction, the building was surveyed as 1
building. The building has a complete automatic
fire sprinkler system. The facility has a fire alarm
system that consists of smoke detection in the
corridors and areas open to the corridors that is
monitored for fire department notification. the
facility has a capacity of 57 and had a census of
47 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by: '
K 712 NFPA 101 Fire Drills K712 2/28/17
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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
19.7.1.7
This STANDARD is not met as evidenced by:
Base on review of records and staff interview, it
was determined that the facility failed to conducte
a fire drill, for one shift in accordance with NFPA

*101 LSC (00) Section 19.7.1.2. This deficient

» practice could affect how staff react in the event

- of a fire. Improper reaction by staff would affect

. the safety of all 57 residents.

: Findings include:

On facility tour between 0800 and 1100 on
02/09/2017, a review of the available fire drill
reports in 2016 revealed that the facility failed to
conduct a fire drill for the third shift 2230-0630
during the 3rd quarter of 2016 in accordance with
Section 19.7.1.4.

This deficient practice was confirmed by the
Director of Maintenance (BC).

245421 B WING 02/09/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NEW BRIGHTON CARE CENTER 805 SIXTH AVENUE NORTHWEST
NEW BRIGHTON, MN 55112
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES 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)
K712 Continued From page 2 K712

K712

It is the Facility's goal to maintain
compliance with all aspects of the Life
Safety Code. The Facility did have 12 fire
drills per year, however, Fire Drills need to
be performed once per quarter per shift
and held at varying times. Procedures
have been modified to designate that one
drill per quarter is to be completed at
varying times on a routine basis. A
second staff person has been included in
the documentation process to help ensure
that the Facility maintains ongoing
compliance with this requirement. An
additional fire drill has been completed to
bring that shifts fire drills into compliance.

This deficiency has been corrected on
February 28th, 2017.

The Staff Development person, Carol C.
will maintain responsibility for the on going
compliance with this requirement.
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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.

6.4.4,6.54, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This STANDARD is not met as evidenced by:
Based on review of records and interview, the
facility failed to maintain the emergency generator
in accordance with the requirements of NFPA 110

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
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K918

It is the Facility's goal of maintaining
compliance with all aspects of the Life
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K918 Continued From page 4

- 1999 edition and NFPA 99 - 1999 edition,
section 3-4.1.1.2. This deficient practice could
affect the safety of all patients, staff and visitors.

Findings include:

On facility tour between 0800 and 1100 on
02/09/2017, based on review of available
documentation it was revealed that there was no
documentation for the minimum 5 minute cool
down period when testing generator. This
deficient practice was verified by Building
Maintenance Engineer (BC).

K918

Safety Code. The Generator DOES have
a automatic "cool down" period after each
run in addition to a visual and audible
alarm when system problems arise and
shuts down when problems detected.
Procedures have been modified and the
Generator Test Log has been modified so
that confirmation of the cool down is
maintained on the modified Generator
Test Log. In addition, the Safety
Committee will routinely review the
previous month Generator log and testing
' to help ensure consistent compliance with
this requirement. Maintenance Supervisor
has been trained in the changes made in
the testing process.
This deficiency has been corrected on
February 28th, 2017.

The Maintenance Supervisor will maintain
responsibility for monitoring the ongoing
compliance with this requirement.
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