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MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

CMS Certification Number (CCN): 245275
June 29, 2016

Mr. John Doughty, Administrator
Edina Care & Rehab Center

6200 Xerxes Avenue South
Richfield, Minnesota 55423

Dear Mr. Doughty:

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 April 26, 2016 the above facility is certified for:
118 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 118 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 letter.

Sincerely,

—TVlenk . Tvieadf,

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

cc: Licensing and Certification File

An equal opportunity employer.



MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

May 23, 2016

Mr. John Doughty, Administrator
Edina Care & Rehab Center

6200 Xerxes Avenue South
Richfield, Minnesota 55423

RE: Project Number S5275026
Dear Mr. Doughty:

On March 29, 2016, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on March 17, 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 May 5, 2016, the Minnesota Department of Health completed a Post Certification Revisit (PCR) and on April
18, 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 March 17, 2016. We presumed, based on your plan of correction, that your facility had corrected
these deficiencies as of April 26, 2016. Based on our PCR, we have determined that your facility has corrected
the deficiencies issued pursuant to our standard survey, completed on March 17, 2016, effective April 26, 2016
and therefore remedies outlined in our letter to you dated March 29, 2016, 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 related to this letter.

Sincerely,

TVlent . TVicatf-

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

Enclosure(s)

cc: Licensing and Certification File

An equal opportunity employer.



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245275 v

A. Building
B. Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

5/5/2016 v

NAME OF FACILITY
EDINA CARE & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
6200 XERXES AVENUE SOUTH
RICHFIELD, MN 55423

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 F0164 Correction ID Prefix F0282 Correction ID Prefix F0311 Correction
483.10(e), 483.75(1)(4 483.20(k)(3)(ii 483.25(a)(2
Reg. # (©) B Completed |Reg. # ()M Completed | Reg. # (@)@ Completed
LSC 04/26/2016 LSC 04/26/2016 LSC 04/26/2016
ID Prefix F0356 Correction ID Prefix F0371 Correction ID Prefix F0411 Correction
483.30 483.35(i 483.55
Reg. # (©) Completed |Reg. # 0 Completed | Reg. # @) Completed
LSC 04/26/2016 LSC 04/26/2016 LSC 04/26/2016
ID Prefix F0441 Correction ID Prefix F0465 Correction ID Prefix Correction
483.65 483.70(h
Reg. # Completed |Reg. # ") Completed | Reg. # Completed
LSC 04/26/2016 LSC 04/26/2016 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
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY (INITIALS) GA/mm 05/23/2016 32976 05/05/2016
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
3/17/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vyes [ No

Form CMS - 2567B (09/92) EF (11/06)

Page 1 of 1

EVENT ID:

EVM412



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 - MAIN BUILDING 01
245275 v1 |B. Wing v 411812016 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE
EDINA CARE & REHAB CENTER 6200 XERXES AVENUE SOUTH

RICHFIELD, MN 55423

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

Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC K0050 04/11/2016 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

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 [x1] | (INITIALS) TL/mm 05/23/2016 37009 04/18/2016
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

3/17/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vyes [ No

Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: EVM422



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: EVM4
Facility ID: 00740

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L(LS)

(L1) 245275 (L3) EDINA CARE & REHAB CENTER

1. Initial 2. Recertification

2.STATE VENDOR OR MEDICAID NO. (L4) 6200 XERXES AVENUE SOUTH 3. Termination 4. CHOW

(L2) 964043600 (L5) RICHFIELD, MN (L6) 55423 5. Validation 6. Complaint

7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
. 8. Full Survey After Complaint

(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 03/17/2016  (L34) 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 06/30

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

From (a): 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 118 (LI8) -
___ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 118 (L17) X B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF D 1861 (e) (1) or 1861 (j) (1): (L15)
118
(L37) (L38) (L39) (L42) (L43)

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

17. SURVEYOR SIGNATURE

Mary Bruess, HFE NEII

Date :

04/12/2016

(L19)

18. STATE SURVEY AGENCY APPROVAL

T Vienk _ TViecatlt~
Enforcement Specialist

Date:

05/10/2016
(L20

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 :

(21
22. ORIGINAL DATE 23. LTC AGREEMENT 24. ITC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY
05/01/1985 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
. Rescind Suspension Date:
(a7 B. Rescind Suspension D
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) (L33) | DETERMINATION APPROVAL

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

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Certified Mail # 7015 0640 0003 5695 0250
March 29, 2016

Mr. John Doughty, Administrator
Edina Care & Rehabilitation Center
6200 Xerxes Avenue South
Richfield, Minnesota 55423

RE: Project Number S5275026
Dear Mr. Doughty:

On March 17, 2016, 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 more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed.

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

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

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

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

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

An equal opportunity employer



Edina Care & Rehabilitation Center

March 29, 2016

Page 2
Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

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

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

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Gayle Lantto, Unit Supervisor
Metro D Survey Team

Minnesota Department of Health
85 East Seventh Place, Suite #220
P.O. Box 64900

Saint Paul, Minnesota 55164-0900

Email: gayle.lantto@state.mn.us
Phone: (651) 201-3794
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 April 26, 2016, the Department of Health will
impose the following remedy:

e State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by April 26, 2016 the following remedy will be imposed:

e Per instance civil money penalty. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

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



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

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

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

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

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

- Include signature of provider and date.

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

» Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
e Per day civil money penalty (42 CFR 488.430 through 488.444).

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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



Edina Care & Rehabilitation Center
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, 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
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 PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

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

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by June 17, 2016 (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
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issued. This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by September 17, 2016 (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 a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc idr.cfm

You must notify MDH at this website of your request for an IDR or [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

444 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012

Fax: (651) 215-0525
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Feel free to contact me if you have questions related to this letter.

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

Enclosure(s)

cc: Licensing and Certification File
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revisit of your facilify will be conducted to validate | copstrued as an admi
that substantial compliance. with the regulations o .:PfaCtlce by the faC"‘W admsmstrator,
has been attained in accordance with your ' employees, agents; or other |nd|v1duals
verification.
F 164 | 483.10(e), 483.75(I)(4) PERSONAL F1.  The response to the alleged deficient
88=D PR)VACY/CONFID‘ENTIALITY OF RECORDS practice cited in this statement of
. i . . icienci ot constitute .
The resident has the right to personal privacy and def‘?'e-n cles d.ogs n o !
confidentiality of his or her personal and clinical @U agreement with citations. '
records. .
04 \\U The preparation, submission; and
Personal privacy includes accommodations, %\,\\\{)‘ implementation of this plah of-
medical treatment, writtenland telephone J correction will serve as our credible
communications, personal care, visits, an ; i
s B i ! . ance,
meetings of family and resident groups, but this F164 allegation qf compiiance.
does not require the facility to provide a private
room for each resident. It is the policy of Edina Care and Rehab
e . ded i h (€)(3) of th Center to promote care for residents in
xcept as provided in paragraph {e)(3) of this : .
section, the resident may approve or refuse the @ m'anrw‘er andin an env1ronmen.t tha:c
release of personal and clinical records to any maintains or enhances each resident’s
individual outside the facility. dignity and respect in full recognition of
h dent's fiaht to ref * . | his or her individuality. All new hires are
Ihe resident's right to refuse release of personal | . R
and clinical records does not apply when the ' ed‘f“*f*d on Resfde_nt Bill of Rght? i
resident is transferred to another health care which includes dignity and respect. This
institution; or record release Is required by law. is also completed annually, To assure
o o ‘ . continued compliance, the following
i'ha facility must keep confidantial all information lan has | imol .
; ; c:oniainui,in the resident’s records, regardlass of plan has been implemented:
ROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATUHE TITLE ,\B) DATE

/%/AJ 45 A_Zé'-\-

! .
LABORATORY D?F“.Ef"zggsg ;

Any deficiency
other safeguards s
folloing the cate o» 3

rotaction o ihe patients. (S

g« an asterisk (*) denotes a deficiency which the institution may “be exous

%//5

} irom correcting providing it isfetefmined that
ee Instructions.) Ercept for nursing homes, |he findings stated above are gisclosable €0 days

her or nota plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date thess documenis are made available to the faciliv., K deficiencies are cited, an epproved plan of correction Is reguisite to-continuad
progrem pericination.
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the form or storage methods, except when Ed , ded h ; '
release is required by transfer to another lucation was provided on the spot for
healthcare institution; law; third party payment this nurse at the time of survey. Care
contract; or the resident. Plan and TAR for R100 was
eviewed/revised on 3/28/16. All staff
This REQUIREMENT is not met as evidenced will'b be educated 0” thrs mattér on Apn]_
by: 13, 14 and 15, 2016 For other: - S
Based on observation, intefview and document resrdents thls may aﬂ—'ect) I
review, the facnity failed to |mplement measures eatmient /Dressmg Change audlts W'“ :
to ensure personal vrsual privacy. for 1 of 1 i d v
resident (R100) during a wound dressing. be complete weekly for 4 weeks,
Findings. include: . - :
' | monthly-for 3 months and uarterl for,
R100'was obsérved on 3/17/16, at 9:23 am. 1w ca months! q reeny
seated in her wheelcharr in the living room facing i , o
the. opaned door, her legs wrapped with Kerlix (a ; AT L
dressing used 0. cover wounds). A ficensed | DQN Or,de',slgneej responsible for
practical nurse (LPN) -A proceeded t0 perform a : compliance,
wound. dressing change to R100's legs. The % ‘
resident and-LPN could easily be viewed by other . o
Date
resrdents visitors (includmg the surveyor), and ate of compliance April 26, 2016.
staff as they walked past, the room, Five residents
were eating breakfast in the adjacent dining room
with one staff person, and the room was in full
vlew of the living room. . = GEIVED
Following the observation at 9:30 a.m. R100 was R i
interviewed. She stated the nurses usually
performed the dressing change in her room, but . )
i "sometimnes they do it here." APR 08 2016
LPN-Aowas intervi : .m, explained,
LPN-A was interviewed at 9:35 a.m. explained COMPLIANCE MONITORING DIVISION
We do the dressing change wherever the ; LICENSE AND CERTIFICATION
. resident is comfortable doing it." LPN-A explained §
that atihough she preferrad fo periorn it in
B10C's room, she dia not want {o go o fier room,
FQRi Ci S 2367(02-88) Fravious .\’erwns Obsclete Evert ID:EVIMG Faciiity 1D 00740 » if continuation sheet Page 2 of 3\)
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so she decided to do it in the living room.

R100's significant change Minimum Data Set
(MDS) assessment dated 2/3/16, identified the
resident was moderately cognitively impaired. and
resisted care 1-3 times. during the assessment
period. R100 required limited assistance of one
person with bed mobnllty, transferrmg, dressmg,
toilet use and personal hygiene. Skin lssues were
not addressed on the assessment

Aregistered nurse (RN) -Awas mtervuewed on
3/17/16, at 10:01 a.m. explained that her
expectation was that dressing changes. be

, performed ina resndents room. RN-A plamed
that pnvacy should have been. observed: during
dressing changes RN-A stated, "l did not expect
my nurseé to'do that...I've ¢oaching to do."

The director of nursing (DON) was mter\uewed
on 3/17/16, at 10:43 am. explalned R100
sometimes refused to go to her room for dressing
change but "we have a private room behind the
nurse's desk we can use." The DON explalned
her expeotatlons was staff to prowde full privacy,
and she would not expect a dressing change
would be performed in the living room in full view
of "everyone." The DON stated, "We are doing
re-education on the spot and | will look into that."

Afacility policy was requested. The undated
facility's Notice of Privacy Practices did not
address personal privacy.

82 | 483.20(k)(3)(il) SERVICES BY QUALIFIED & 282
8=0 | PERSONS/FER CARE PLAM ~

(€]
[GIEIS

| The services provided or erranged by the faciily
“ynust he provided by qualified persons in

FOR\\’ Cl\’lQ 2567(02-09) Previcus Versions Ob..omte gvent ID:EViv4 1 Facifity (D: 00740 if continuation sheet Page 2 of 30
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F 282 | Continued From page 3
accordance with each resident's written plan of It is the policy of Edina Care and Rehab
care. Center to provide each resident with
services to meet their individual needs
This REQUIREMENT is not met as evidenced and preferences as defined in the
bg’? . dd resident’s plan of care. To assure
ased on observation, interview and document- ' : rinliane = Fallowi
X - - : ; continued comnipliance, the followin
review, the facility failed to follow the care plan : an h be ’ p - lermentt d : &
for 1 of 3 residents (R103) reviewed for activities | - | plan has been implemented: .
of daily living (ADLs). ? e
Care Plan for R103'was - , i
Findings include: | reviewed/revised on 3/28/16. Speech '!,
. . : ted her eating and
R103's 11/17/13, care plan indicated the resident therapy .eval.uat.gd hz-ef,e?“;‘”.g n
required staffs! assistance at meals to set up.and swallowing on.3/10/16 and she -
provide adaptive equipment for eating, A care; continued t0 feed herself with no
plan addition on 10/21/15; directed staff to-assist swallowing problems: Staff will
with meal set up as needed, cuéing and - I e A T
encouragement as needed. The staff was to. con'tmue_to'ass;'stw"th feed".rfg_,wh'e "
provide finger foods as needed and to assist with resident is feeling tired: NP‘U‘“O”E"
eating when the resident was fatigued. interventions will remain as indicated
B103's 5/18/14 arl indicated the resident on the care plan. Education for all staff
3's & , care, plan indicated the residen Ny ,
required assistance with morning cares due to comple.ted or‘\ April 13', 14 and 15, 2016.
cognitive deficits and limitations in mobility. The - For other residents this may affect,
NAs wers instructed to frim the resident's nalls on weekly weights have been initiated on
bath day R103's care plan also indicated R103 all residents, A whole house grooming
required extensive assistance with oral hygiene srment was completed on 4/7/16
and combing hair. The resident had visual assessment was complete N
impairment and staff were directed to assist the Grooming Audits and Dining Audits will
resident to put on her glasses every day. he completed weekly for 4 weeks,
monthly for 3 months and quarterly for
R103 was observed on 3/15/16, at 10:57 a.m. o quartery
 The resident had a few long facial hairs on the 5 MONtNS.
 front of her chin below her mouth approximately
1/2 10 3/4 of an inch, as well as & few shorter . DO or designee responsible for
tacial hairs on the hotom of her chin. In addition, | compliance.
i | her fingernzils weis long, of varving lengths,
FGI;:;;MS-’ZE\@T(OZGQ} F’re.'«fi‘cus \/efsiéns Obseo'sle vaani IDEVIViZ T Date of C(_)m pliance April 26}..2\,0‘,16' e 40120
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were jagged, and were soiled on the underside of
the nails. The resident told the surveyor,
"Sometimes they help me brush my teeth--I
would want it more often."

R103's morning cares were pen’orme‘d on
3/16/16, at 8:18 a.m. by a nursing asststant
(NA) -A, NA-A washed and dressed the resident
in bed. NA-A'and NA-B then assisted R103 into
her wheelchair (wfc). NA-A combed the back of
R103's hair and then assisted the restdent fo.the
dining area. NA- Adid not set up or perform oral
hygiéne or provide R103 with her gyeglasses.
The resident's teeth appeared unclean, and her
nails and facial hair remained in the same
condition as on the previous day.

At breakfast at 8:43 a.m. NA-A gave the resident
a glass of orange juice, scrambled eggs. and a
banana. R103 ate in a dining area adjacent to the
main dining area with her back to the entrance.
R103 began feeding herself, taking several bites,
not swallowmg and spilling the food on her
clothing protector. Although staff mtermxttently
entered and 1éft the dining area, they were not
present the majority of the time R103 ate her
breakfast. As R103 fed herself, she coughed and
removed the pancake out of her mouth with her
fingers. She quickly ate a banana, and at 8:50
a.m. NA-B asked the resident, "How was your
banana?"* Without waiting for R103's reply, NA-B
turned and left the dining area. Atrained
rnedication assistant (TMA)-A gave the resident
an ice cream cup. At 9:01 a.m. R103 picked up a
targe amount of pancakes on her spoon, touched
10 her mouth and then returned them fo the plexe :
51 8408 a.m. a MAwalked into the dining ;
zrea and pest R0, Two large pleces of

FORnM ChS-2565
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pancake were on the clothing protector. R103 ate
her ice cream, however, most of the eggs and
pancake remained on the plate and resident's
clothing protector. At 9:20 a.m. R103 sat alone at
the table in the dining area head down with her
eyes closed.

R103 was seated in her w/c in the small dining
area on 3/1 7/16 at 8:43 the resident was
wearing eyeglasses. The resident's chin hair and
nails’ oontlnued to be untrimmed and her nails
were dirty. NA-B placed a clothlng protector
around R103's nack, handed her a.cup of coffee
and warned the resident, "Be careful the coffee is
hot!” and left the area. At 9:0% R103 had eaten
just the inside of her pancake At 9:16.she
attempted to eat stnps of bacon, hOWever, it fell
onto her’ clothlng protector: No staff were present
in the dining area. At 9:23.the resxdent picked up
the outer ring of her pancake with’ syrup and tried
to eat it, but it also fell onto the ¢lothing protector.
RN-B set an ice cream container on R103's plate
and walked away. The reSIdent ate the ice
cream. NA-B-then stood by R103, offaring her a
bite of food.

The surveyor then alerted RN-A of R108's failed
attempts to feed herself. RN-A instructed NA-B,
"You need to sit down to feed." NA-B responded,
"Oh no, she is an independent eater!" and then
left the dining area. RN-A sat down by R103 and
asked her, "Would you like me to help you eat?"
1103 answered, "Okay." RN-Awarmed the
remaining food in the microwave, RN-A sat with

' 7103 and assisted her o eat the rest of her
 brealfast, At 9:32 am. BAN-Afold N&-C and
NA-D, "Soing Jorward one siaff nesds 1o sit down
23 the iahle ai msals and she needs assigiance

i

i

FORWM CMS-2867 ((2-09) Frevious Varsions Obsolets Event 1D EViid11 Facitity 1D: 00740 if continuation sheet Page 6 of 30
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with eating."

On 3/17/16, at 10:59 a.m. the director of nursing
(DON) stated residents' nails should have been
looked at least daily during cares and trimmed as
needed, at least weekly with bathing. In addition,
the DON said oral care was to. definitely be
provided for residents daily. Unwanted faCIal hair
was to be taken care of daily.as. needed, as well
as on shower days The DON expected staff to
follow residents' care plans

A 2006, Nails, Care of (Finger and Toe) policy
indicated, "PURPOSE1 To provide cleanliness.
2.To prevent spread of mfectlon 3. For comfort.
4, To prévent skin prob!ems

A 2006, Oral Hyglene policy indicated,
"BURPOSE 1. To cleanse mouth, teeth and
dentures...To promote personal hygrene
PROCEDURE NOTE: OFFER ORAL HYGIENE
BEFORE BREAKFAST, AND AT BEDTIME."

The facility's Care Plan Policy and Procedure,
revised 3/12, indicated, “The care plan will
ensure the resident the appropriate care required
to maintain or attain the resident's highest level of
practicable function possible."

F 311 | 483.25(=)(2) TREATMENT/SERVICES TO F 311
s8=D | IMPROVE/MAINTAIN ADLS

Aresident is given the appropriate treatment and
services 1o maintain or improve his or her abilities
specified in paragraph (a)(1) of this seciion.

; This BEQLUBEMENT is not met as evidenced
i o
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Based on observation, interview and document
review the facility failed to provide assistance F311
with grooming and eating for 1 of 3 residents
(R103) reviewed for activities of daily living It is the policy of Edina Care and Rehab
(ADLs). Center that each resident is given the
Findings include: appropnate treatment and serv;ces to
. maintairi-or lmprove his or her abllmes.
R103 was observed on 3/15/16, at 10:57 a.m. ,' To, assure continued comphance, the _
The resident had a few long facial hairs o the. ; following plat has been lm Iem hte a4 ;
frorit of her chin below her mouth approximately : g plan pleme '
1/210'3/4 of an inch, as well as a few.shorter : :
facial haits on the bottom of her chin. In additian, ‘ Care Plan fO_F R.103 was ‘
her flngernaxls were long; of varylng Ien%ths, reviewed/revised on 3 /2’8/'16 Speech
were 1agged and were soiled on the underside of thera evaluated her éatingand
the nails; The resident told ihe, surveyor, herapy ¢ i J g
"Sometimes thiey help me brush my teeth--| swallowmg fesi ent and she .Ontmu?
would wantit more often.” to feed herse]f with no swallowmg
A1 p d problems Staff-will contifiug to assist
103's morning cares were periorme on
w e hen she is fee ng tired.
3/16/16, at 8:13 a.m. by a nursing assistant ith feeding when i &
(NA)-A. NA-A washed and dressed thé resident ‘ Nutritional interventions.will remain as
in bed. NA-A and NA-B then assisted K103 into [' indicated on the care plan. Ed'gc.:a.tion,
her whee[chalr (w/c) NA-A combed the back of | for all staff completed o April 13, 14
R103's hair and then assisted the resident to the ; . i :
dining area. NA-A did not set up or perform oral ' dnd 15, 2016.  For ot.her residents this
hygiene or provide R103 with her eyeglasses. ! may affect, weekly weights have been
The resident's teeth appeared unclean, and her initiated on all residents. A whole
nallz'ind facial hr?lr rem_alneddm the same house grooming assessment was
condition as on the previous day. completed on 4/7/16. Grooming Audits
At breakiast at 8:43 a.m. NA-A gave ihe resident and Dining Audits will be completed
a glass of orange juice, scrambled eggs and a weekly for 4 weeks, monthly for 3
banana, R102 ate in a dining area adjacent to the months and quarterly for 3 months.
| maln dining area with her back to the entrance,
1103 began feeding herself, taking several bites, - ON or desi ) ihle for
not swellowing end spilling the food on her DOW or designee responsibie 1ol
clothing proiec’co& afthough staff intermitiently compliance.
EOPh. Cii S 2587(02-82) Frevicus Versions Obsqute Event [D: EVMM%

Date of compliance April 26, 2016
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entered and left the dining area, they were not
present the majority of the time R103 ate her

fingers, She quickly ate a banana, and at 8:50
a.m. NA-B asked the resident, "How was your

turned and left the dining area. Atrained

area and past R103. Two large pieces.of

herice. cteam, however, most of the egds and
pancake remained:on'the plate anid restdent'

eyes closed.

careful the coffee is hot!" and left the area. At
9:01 R103 had eaten just the inside of her

the resident picked up the outer ring of her

' cream container on B103's plaie and walked
! sway. The resident &
5; ‘ stood by F10§, offering her a hite of tood.

breakfast. As R103 fed herself, she coughed and
removed the pancake out of her mouth with her

banana?" Without waiting for R103's reply, NA-B

medication assistant (TMA)-A gave. the resident

an ice gream cup. At 9:01 a.m. R103 picked up a
large amaunt. of pancakes on her spoon, touched
to her mouth and, then réturned them to the plate
uneaten. At 9:08 a,m. a NA walked into the dining

pancake were on the clothing: protector R103 ate

clothing protector At 9:20 a.m. R103 sat alone at
the tablé in the dining area head down with her

On 3/17/16, at 8:43 a.m. R103 was seated in her
wic in the small dining area wearing eyeglasses
The resident's chin hair and nails continued to be
_untrimmed and her nails wére dirty. NA-B placed
a clothing protector around R103's neck, handed
her a cup of coffee and warned the resident, "Be

pancake. At9:16 she atternpted:to eat strips of
bacon, however, it fell onto her clothing protector.
No staff were present in the dining area. At 9:23

pancake with syrup and tried to eat it, but it also
| tell orto the clothing protector. RN-B sei an ice

e the ice cream. NA-B then

F 311

e
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The surveyor then alerted RN-A of R103's failed
attempts to feed herself. RN-A instructed NA-B,
"You need to sit down to feed." NA-B responded
"Oh no, she is an independent eater!" and then
left the dining area. RN-A sat down by R103 and
asked her, "Would you like me to help you eat?"
R103 answered, "Okay." RN-Awarmed the
remaining food in the microwave. RN-A sat with
R103 and assnsted her to eat the rest of her
breakfast. At 9:32 a.m. RN-A told NA:C and
NA-D, "Going forward onée staff needs to sit down
at the table at meals and she needs assistance
with eating.”

R103's weight on 2/23/16 was 121.4 pounds,
and on 3/8/16 she weighed 116 pourids. A
3/13/16, progress note indicated the resident's
weight "is down" and the resident "may benefit
from more assistance with dinner meal, staff are
to feed, provide more cueing and
encouragement" as needed. A subsequent
weight was not recorded on her bath day on
3/16/186.

The 11/17/13, care plan for R103's eating
indicated the resident required staffs' assistance
at meals to set up and provide adaptive
equipment. A care plan addition on 10/21/15,
directed staff to assist with meal set up as
needed, cusing and encouragement as needed.
The staff was to provide finger foods as needed -
and to assist with eating when the resident was
fatigued.

D 103's 5/18/14, care plan indicated the resident
‘equired &8 nee with moring cares dus o
caon tve defiche and limiations In moehiity, The

i
~ k
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and combing hair. The resident had visual
resident to put on her glasses every day.
R108's 1/20/16, annual Minimum Data Set
impaired cognition: Although she displayed
R103 required extensive assistance to groom
and was fully dependent to bathe. She had

R103 required supetvision; oversight,
encouragement, and cueing for eating.

On 3/17/16, at 8:15 a.m. NA-B explained that

residents' nails were trimmed on their shower
day, and fingernails were cleaned when they

trimmed female resident's facial hair whén she
facial hair after their showers.

RN-A stated on 3/17/16, at :41 a.m. she
expected staff to clean residents’ nails with

care was completed daily. RN-A stated R108's
bath day was Wednesday, and she had been
given a hath the day prior.

Following the interview with FIN-A, NAG

| explained she ensured residenis’ nells were
(o}

; i
H

NAs ware instructed to trim the resident's nails on
bath day. R103's care plan also indicated R103
required extensive assistance with oral hygiene

impairment and staff were directed to assist the

indicated the resident had dementia and severely

occasional verbal behaviors, she did not exhibit
rejection of care during the assessment period.

adequate vision with the use of corrective lenses.

were djrty. NA-B said she assisted residents to
brush their teéth during morning cares unfess a
resident refused the care. NA-B stated she also

noticed them, and made sure she removed the

weekly bathing and when nails were dirty. Oral

leened on beth davs and in between i needed.

FORM CiMS-2567(02-58) Pravicus Versions Obsolete

Event iD:EVii411

Facitity 100 00740

{f continuation sheet Page 11 of 30




: : R :
DEPARTMENT OF HEALTH AND HUMAN SERVICES P ‘r':\l(-)rga A?agéﬁgéz\?ég
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 CORREGTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

245275 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

6200 XERXES AVENUE SOUTH
EDINA CARE & REHAB CENTER RICHFIELD, MN 55423

%4) 1D  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION

(<8)
PREFIX (EACH DEFIGIENCY 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

DEFIGIENCY)

03/17/2016

F 311 | Continued From page 11 F 311

NA-D stated residents' teeth were brushed with
morning cares and female facial hair was
trimmed after a resident's weekly bath or when it
was noticeable,

On 3/17/16, at 10:59 a.m. the director of nursing
(DON) stated residents' nails should have been
looked at ieast daily during cares and trimmed as
needed, at least weekly with pathing. In addition,
the DON ‘said oral care was to definitely be
provided for residents daily. Unwanted fagcial hair
was to be.taken care, of daily as needed, as well
as on shower days, The DON expected staff to
follow residents' care plans.

A2006, Nails, Care of (Finger and Toe) policy
indicated, "PURPOSE 1. To provide cleaniiness.
2. To prevent spread of infection. 3. For comfort.
4. To prevent skin problems.”

A 2006, Oral Hygiene policy indicated,
"PUYRPOSE 1. To cleanse mouth, teeth and
dentures...To promote personal hygiene
PROCEDURE NOTE: OFFER ORAL HYGIENE
BEFORE BREAKFAST, AND AT BEDTIME."

F 356 | 483.30(e) POSTED NURSE STAFFING

§8=C | INFORMATION - F356

The facility must post the following information on It is the policy of Edina Care and Rehab
a dally basis: Center to maintain a current and up to

o Facility name. date daily staffing document per State
o The current date, guidelines, '

o The total number and the actual hours worked
by ?ne.‘fonowmg .oanegor’le_s of licensed a‘?d . A New corporate staffing post has heen
unlicensed nursing staff directly responsible for .
resident care per shift: developed and was put into place on

- Registered nurses. 3/15/16. Education to the staffing

- Licensed pracical nurses of licensed '
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vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of edch shift, Data must be posted as follows:

o] Ctear and. readable format.

olna promment place readsty accesstble to
restdents and vtsntors

The facmty must upon oral or written request,
make nurse. stafnng data available to the public
for review at a oost not o exceed the community
, standard

The facmty must mamtam the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichsver is greater

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to prowda an accurate
census sheet (daily staffing schedule). This had
the potential to affect all residents as well as
visitors and staff.

Findings include:

On 3/17/16, at 1:53 p.m. the staffing rnanager

| (SM) explained that one of the health unit
coordinators (HUC)-A was a trained medication
assistant (TMA) and nursing assistant (NA).
When scheduled to work as a TMA, she wes
caurted in the posting as a NA. The
if anurse c.attao in slel and nee ctad 0 be

St alse said

F ABA

] | ol

coordinator, managers and supervisors
who will be ensuring this is in place and
accurate and will be updated as needed
was completed on Apnl 13,14.and 15,
2016 Staff posting audits will be i
completed weekiy for 4 weeks, monthly
for.3. months and quarterly for 3 .
months.

DON or designee resporisible for
compliance;.

Date of comipliarice April 26; 2016.
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replaced with a TMA, she did not indicate the
change on the posting. SM said she posted the
daily information when she arrived at work in the
mornings, Monday through Friday. She did not
update the posting if scheduling changes were
made. The SM explained that schedule changes
occurred such as a registered nurse was
replaced with a licensed practical nurse or vice
versa. The SM also stated nurses were also
sometimes replaced by a TMA. Sometlmes
nurses worked loriger: or shorter shn‘ts because
other staff had called in, and she was unaware
the posting néeded to be updated SM verified
the 3/16/16, census sheet (daily staffing
schedule) was inaccurate as HUC-A had worked
as.a TMAinthe mornmg when a nurse caned in,
whlch was not reﬂected in the pos’tmg The SM
stated when she came in on Monday mornings
typically Fnday s posting was still hanging on the
wall. The fagility had no procedure for another
staff person designated to replace the posting on
thé weekends and making changes as necessary
to reflect the facility's actual staffing on the
weekends. The SM said the facllity did not have a
related policy, but she planned on creating one.
The SM stated that on 3/14/16, the administrator
had looked at the daily staffing schedule and said
it looked "fins."

Nursing staff schedules dated 1/16, 2/16, and
3/16 indicated changes in nurse staff originally
scheduled and those who actually worked the
shift. The Census sheets (daily staffing
schedules) ihat had been posted for 1/16, 2/16,
' and 3/18, howsver, did not reflect those changes.

! {The adrinistrator remr!ecz on a/17/18, &1 2.2
i | n.m, be was unaware the Census sheet

.
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The facitity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Storé; prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review, the facility failed to ensure microwaves
and ice machines were kept clean and in good
repair. This had the potential to impact 90 of 93
residents in the facility who may have consumed

food and fluids from those sources.
Findings include:

An initial tour of the main kitchen and units was
completed on 3/14/16, at 12:00 p.m. with the the

dietary supervisor (DS). The following concerns
were noted and confirmed by the DS:

1) lce and water machines on the main kitchen,
1st, and 2nd floors afl had brown and white
(tirne-type) build-up on the grates helow and in |
ihe ice and waier spouts. The DS coniiried the
presenca of the substance, it wes unadle to
icentify the substance. The alf fillers on the
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F 356 | Continued From page 14 F 356
not being posted daily on the weekends as
required.
F 371 | 483.35(i) FOOD PROCURE, F-
S8=F STORE/PREPARE/SERVE - SANITARY F371

It is the policy of Edina Care and Rehab -

Center to procure food from sources

; approved o’rfcgnéi_dered.Sétigf'a‘ét:0|"y_by ,
Federal, State or local agt‘hq:gitig_s_’_:.ahd‘tc)’
Store, prébé're,ld'istfribfgfgé and serve
under sanitary conditions. To assure
continued compliance, the following
plan has been implemented: ~

Al of the lce making/water machines in
the building were cleaned and
disinfected the week of 3/14/16. They
will be on a monthly cleaning schedule.
Starting in April 2016. Audits on the ice
making/water machines will be done
weekly for 4 weeks, monthly for 3
months and quarterly for 3 months.

Education to the maintenance staff
regarding the cleaning of the ice/water
machines and the importance of
schedule cleaning and maintenance was
completed on 4/18/16
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machines were also coated with dust. The 1st
floor ice machine's front panel door was loose
and hanging down, The DS explained
maintenance staff was responsible for cleaning
and maintaining the ice and water machines.

2) The microwaves in the main kitchen, 2nd floor
and 3rd floor south all had-brown sticky food
build-up on the insides. The DS reported the
micrgwaves were.dirty and were used to warm
residents’ food. The. DS éxplained dietary staff
was respoiisible for cleaning the main kitchen
microwave and. the housekeeping staff was
responsible for cleaning microwaves on the units.

On 8/16/18, at 12:00 p:m. the dietary manager
(DM)- wasg intérviewed and explained
maiptenance was rasponsible for ice machines
and housekeeping was responsible for cleaning
unit microwaves. The DS explained all ice
machines and microwaves "have now been
cledned...."

On 3/16/16, at 1:42 p.m. the director for
environmental services (DES) was interviewed,
and said ice machines were cleaned quarterly
and sometimes more frequently if needed. The
DES explained the ice machine were "cleaned in
February and we just did it a couple of days ago."
Although the manufacturer's guidelines
suggested cleaning every six months, "if they are
dirty we try to do it monthly." The DES confirmed
housekeeping wes rasponsible for clearing

| ricrowaves on the units, buta specific schedule
i was noi avaiiable.

L

&L

reven
meachines

o

!
_*, tative haintenance schedule for ice
i dirgcied, "defirne and clean
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The Director of Maintenance will be
responsible for compliance.

Date 6f Compliarice April 26; 2016

The ficrowaves in the buildi‘ng were
cleanéd and inspected on 4/18/16.

>

The microwaves will be.ona weekly
cleaning schedule which will start in. . -
March. S '

The maintenance/housekeeping staff
was educated on the importance of
weekly cleaning of the microwaves on
4/18/16.

The Director of Maintenance will be
responsible for compliance.

Date of Compliance April 26, 2016.
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compressor monthly." The schedule indicated ice
machines were cleaned and the water filters
changed on 2/18/16. On 8/9/16 it read, “ok."
A manufacturer's manual for Follet lce and water
dispenser cleaning--from manual part
#208595R11" titled Icemaker Cleaning and
Sanitizing directed, "Periodic cleaning of Follet's
icemaker system is required to ensure peak
performance and delivery of clean, sanitary ice.
The recommended cleaning procedure which
follow stiould be performed at least as frequently
as recommended below or more often if
envirorimental conditions dictate."
Afacility's 2010 Cleaning Instructions: Microwave F411
Oven diretted, “The'microwave oven will be. kept ‘ L
clean, sanitized and odor free." It is the policy of Edina Care and-Rehab
F 411 | 483.55(2) ROUTINE/EMERGENCY DENTAL ! Center to ensure all residents have
88=D | SERVICES IN SNFS e :
access to routine and emergency dental
The facility must assist regidents in obtaining care, To assure continued compliance,.
routine and 24-hour emergency dental care. _ the following plan has been
: implemented:
Afacliity must provide or obtain from an outside P
resource, in accordance with §483.75(h) of this
part, routine and emergency dental services 1o
meet the needs of each resident; may charge a | d regardi
Medicare resident an additional amount for Family was contacted regarding
routine and emergency dental services; must if continued dental care. They signed the
necessary, assist the resident in making dental consent on 3/22/16. On-Site
appomtiments; and b_y ar anging for trgnspgprtauon Dental will be in the building on April
1o and from the dentist's office; and prompily refer i .
residents with lost or demaged dentures to a ‘ 11,2016 and she will be seen at that
| dentist. i time. For all other residents this may
! ' effect, The Social Service Department is
Thie TEQUIBEMERNT s not met s avidenced going through each chart to ensure
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Based on observation, interview and document
review, the facility failed to ensure dental
services were provided for 1 of 2 residents
(R167) reviewed for dental care.

Findings inctude:

R167 reported during.an interview on 3/14/16, at
4:25 p.m. "1 need teeth on the bottorn. | told them
| wanted to'go to the dentist!" The resident ’
pointed to her mouth, Where missing teeth were
noted on the front and bottom. R167 emphatically
| stated, "Many times | told them | wanted to go to
the dentist, but | have no appointment!”

R167's significant change Minimum Data Set
dated 2/17/16, was marked "obvigusly or likely
cavity or broken natural teeth.” The
corrésponding Care Area Assessment summary
indicated "has missing téeth, broken and possible
decaying teeth in her mouth. She does wear a
lower denture...has gone off hospice--to see
dentist.”

On 3/16/16, at 12:54 p.m. a licensed practical
nurse (LPN)-B stated Apple Tree dentistry visited
the facility quarterly and that the health unit
coordinator (HUC)-A scheduled all of the Apple
Tree appointments.

At 1:00 p.m. R167 stated she had requested a
dental appointment as she needed two teeth in
the front, but she had not seen a dentist. R167
| explained her partial had been lost at the hospital :
priof to her adinission to the facility. She had
talked to " lady and & guy" &t the Tacilily shout
ihe need for an appointment.

LU S

consents are signed and visits are up to

date, this will be compléted by April 15.

Dental Consent/examinétion audits will
be completed weekly for 4 weeks,
monthly for 3.months and.quarterly for
smonths, . -

DON.or designee responsible for
compliance. - "

Date of compliance April 26, 2016.
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| then were reviewed guarterly at care i
i conferences. HUC-A stated she had informed the

ot scheduled et the

On 3/16/16, at 1:23 p.m. a licensed social worker
(LSW)-A explained that at the beginning of last
week R167 had requested assistance in making
a dental appointment. LSW-A stated R167 was
upset about her appearance related to the
missing teeth, and-she wanted a full set of teeth
"so she could smile." LSW-A stated a day or two
later R167's son also approached him about it.
R167's.son reported that "somewherg in the
discharge" from the hospital and the resident's
admission to the fagility; her bottom partial went
missing. LSW-A had not yet made any progress
on securing.an appointment for R167. HUC-A
was resgonsible for scheduling appointments and
transportation, and LSW-A had not informed her
the resident néeded an; appoiniment. LSW-A said
although follow up was needed, but there was a
concern regarding insurance The resident was
admitted to the facility on hospice, but this had
ended as of 2/5/16. LSW-A wanted to confirm
Medicare would cover the, cost of the partial, but
this had not been completed yet. LSW-A stated
there were no social work notes in R167's record
regarding the dental situation.

HUGC-A then explained at 1:36 p.m. Apple Tree
dentistry had been at the facility last Thursday
3/10/16, but R167 could not be seen because
there was no signed consent for treatment
available. HUC-A explained consents were
signed at the time of a resident's adimission and

licensed practical nurse (LPN-C) "lest week" that

R167's family needed to sign a new consent form
for her to he seen by the dentist. The dentist was
faciity again unitl April. After |
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verifying there was no signed consent form
available, HUC-A said she would put a blank
form on the bulletin board so the nurses could
obtain the required signature from R167's son.

At 1:54 p.m. |LPN-C stated she did not recall
HUC-A asking her to obtain consent from R167's
son. LPN-C stated she saw R167's son at the
facility three times a week.

The following morning at-7:52 a.m. on 3/1 7/16;a
registefed nurse (RN)-A stated she had a signed.
consent form from R167's son from the resident's
last care conférence. RN-Athen looked through
folders and in the computer but stated she had
been mnstaken Aithough R167 had requeste.d at:
the Iast care oonference tosee a de( st; her son
was not present and no consent form had been
signed. RN-A said HUG-A would not have been
able to coordinate the dental visit untll this was
available, and it was her respon3|b|hty to obtain it.
RN-A said she would ensure consent was
obtained s0 R167 could be seen for needed
dental work.

A 2/22/16, care conference summary note for
R167 indicated the resident "would like to see the
dentist, RN to set up appointment for resident."

R167's care plan dated 12/31/15, directed staff
to, "Ensure dentures are in place and rinse
dentures after each meal" R167's care plan did
not nate the resident had missing or broken
aeth, or had a missing partial, nor the resident's
request to see a dentist.

The dirsctor of nuising (DON) stated on 3/17/18,
i 1:B0 £, in-house deatlstiy wes provided, of

F 411
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was RN-A and HUC-A's responsibility to obtain
the signed consent forms. After consent was
obtained, HUC-A coordinated the appointment.
Since R167's son vislted frequently, consent
should have been "more than accessible." If a
resident consistently required dental visits, it
should have been noted on the resident's care
plan,

The facility's 8/09, Dental Care policy indicated,
"The. fagility will meet the dental needs of the
reS|dents to ensure quality of life, proper
nutrition, dlgmty, and psychosocial

as needed, per: MD: [medlp ldoctor] ordet: and
approval of ressdent/responstble party.. Social

and will assist with any issues related to

Unit Coordinatar or demgnee will make the
residents appomtment with the provider of

inform resident and family ot appointment, and

addition fo on-going assessment by staff when
doing care, dental needs will be reviewad at
quarterly care conferences as identified on the
care conference summary form."

F 441 | 483.65 INFECTION CONTROL, PREVENT
§8=E | SPREAD, LINENS

The facility must establish and maintain an

“to help prevent the development and
ransmission of cdissase and irtection.

a resident could go out to see their own dentist. It

| well- belng Referrals wilt be made to the dentist

services will assiét with in determining provider,

payment/fmanmal resources necessary...Health

choice.. Health Uriit Coordmator or designee will

determing if the family will provide transport...In

Infection Contro! Program designed o provide a
. safe, sanitary and comforiable environment and

F 411

F 441
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(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

: (1) Investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and-
(3) Maintains a record of incidents and cofrective
actions related to infections.

(b) Preventmg Spread of Infection

(1) When the Infection Controt Program
determmes that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resndent

(2) The facnllty must. prohlbxt employees wnh a
commumcable dlsease or infécted skin, leSIons
from direct. contact with resndents or the|r food, if
direct oontact will transmit the dlsease

(3) The fagility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not et as evidenced
by

Rased on ohsarvation, [nterview and document
| reviews, the facility failed to complete wou mnd
" dressing changes in e manner thai minimized
_contarnination for 1 of 1 resident (F100) whose
-; wound dreseing change was ohsei wedl, and o
{
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It is the policy of Edina Care and Rehab

Center to fol]ow all infection control
measures. to prevent the spread of - :
mfectxon and commumcable dlseasesr ;

The faclllty recelved aH new - T

: glucometers on /25/16 The cleanmg

and dlsmfectmg d;rectlons m the
glucometer manual match the state

glucometer élong'wnh the. fequnred
cleanmg wipes after the. educatlon to,
the nurses on April 13,14 and 15 2016.

Audits on glucometer use and cleaning
will be completed weekly for 4 weeks,
monthly for 3 months and quarterly
thereafter,

DON respansible for compliance.

Date of compliance April 26, 2016
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properly sanitize a glucometer for 1 of 1 resident
(R85) whose blood sugar testing was observed.

This practice also had the potential to affect two
additional residents who shared the glucometer.

Findings include:

R100 was observed on 3/17/16, at 9:23 a.m.
seated in her. wheelchalr in the living room where
a hcensed practlcal nurse (LPN)-A was
performxng a dressing change. The résident's
legs were wrapped with Kerlix (a dressxng used
to cover wounds). Supplies were on the carpeted
floor, including tape, scissors, and the clean
Kerlix dressmg LPN-A unwrapped the dressmg
from R100's legs ‘and placed the dirty. dressing on
the carpeted floor. Without changmg the:
contaminated gioves LPN-A picked up the clean
Kerlix froi the floor and wrapped it on R1 00's
legs. She then picked up the sclssors from the
floor and cut the dressing to size. LPN-A then
picked up the tape from the floor and taped the
dressing together LPN-Athen plcked the smled
drassing from the floor and placed it in the- trash
container. With same gloves, LPN-A picked up
the scissors and tape, walked across the dining
room to the nurses' desk, where she placed both
the tape and scissors in a container. LPN-A then
removed her contaminated gloves.

Following the observation at 9:35 a.m. LPN-A
was asked about infection control practices a.m.
LPN-A stated, "The dressing did not have any
drainage, so | didn't see any issue with infection
contral."

Z100's significant ehange Mintimuim Dete
aiss ﬂssme'ﬁ cie ect 2/3/16, revealad dlacnos
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including dementia and diabetes. The resident
was moderately cognitively impaired and rejected
care 1-3 times during the assessment period.
Skin problems were not identified on the 2/3/16
assessment, and the resident required limited
assistance of one person with bed mobility;
transferring, dressing, toilet use and personal
hygiene. :

A registered nurse (RN)-A was interviewed on
8/17/16, at 10:01 a.m. explained that proper
infection controt practices should have been used
dunng dressing changes. RN-A stated, "f did n6t
expect my nurse to do that...I've coaching to do."

The diréctor of nursmg (DON).was interviewed
on 3/1 7/16 4t 10:43 a.m. sald her expectatlon
was for staff to adhiere to their infection ccontrol
program regardmg dressirig changes. The DON
stated, "We are doing re-education on the spot
and | will look into that.”

A facllity's 2015, Infection Control Program
directed that, "The infection control program
exists to assure a safe, sanitary and comfortable
enviroment for residents and personal. 1t is
designed to help prevent the development and
transmission of disease and infection."

R85's blood glucose testing was observed on
3/16/16, at 8:52 a.m, performed by LPN-D.
LPN-D washed his hands, donned gloves, wiped
RB5's finger with an alcohol wipe and then stuok
f85's finger. LFN-D then tock a sample of blood
from H2& using a glucose test stiip, obtained the
reading and told 85 he wouid return o
administer nerinsulin, LEN-D walked to the

E i riediication car, onened a drawer, and without l
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- a second wipe 1o wrap the glucometer, RN-A

Continued From page 24

sanitizing the glucometer, placed the plastic
container with the unclean glucometer into the
medication cart. LPN-D then drew up R85's
insulins and administered it to the resident.
Following the insulin administration, LPN-D put
the insulins away and reported he was finished.
LPN-D was asked if there-was anything else he
needed to do mvolvmg the blood sugar
administration and replied, "No." When asked
about samttzmg the, glicometer, LPN-D statéd he
normally did this after he was flmshed using the’
computer but would show the surveyor the
procéss. LPN-D attempted to don a small glove
and wiped the glucometer with a. Sam Wlpe cloth.
ILPN-D-then pulled the glove. alt thé. ‘way on his
hand and donried a ‘second’ glov - He took &
second Sani Wlpe and wxped the, glucometer
using the first and second wipe together and
placed the glucometer and the:wipes into a
plastic cup. LPN-D explained the gtucometer
needed to be wrapped with the wipés for at least
two minutes. LPN-D verified it was a shared
glucometer he had used earlier on two other
diabetic residents, and LPN-D reported he had
cleaned it after use with each resident.

At 12:36 p.m. RN-A explained glucometers were
supposed to first be cleaned with one Sani Wipe
and then wrapped with a second wipe for two

minutes. RN-A stated LPN-D should have wiped
the glucometer with the first wipe, and then used

stated glucometers needed to be cleaned
between each resident's use,

L'*e“et' 1:18 p.m. BN-C stated the glucometers
es"n e Hmesrdema and should have been
wween esch resident, BIN-C stated

F 441
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the glucometer should have been wiped with a
Sani Wipe and then thrown away. A second Sani
Wipe and then would then be wrapped around
and kept on the glucometer for two minutes.
RN-C stated she cleaned glucometers
immediately following each use.

The DON on 3/17/16, at 12:26 p.m. stated the
glucometers in the facility were shared".
glucometers and should have been cleaned with
each use, The DON also stated staff should
have been following the facrhty s rélated policy
and procedures The DON explained:
g!ucometers were supposed.to have been

bé wrapped around the glucometer and' left for
two minutes. At that time, the glucometer could
continue to be used for-another resident,

The facility's 2015 Cléaning and Disinfecting
Blood Glucose Meters Policy. indicated, "It is the
policy. of the facmty to clean and. dlsmfect blood
g!ucose meters that are shared between
residents. Indirect contact
transmlssmn--Patrent-care devises (e.g.,
electronic thermometers, glucose monitoring
devices) may transmit pathogens if devices
contaminated with blood or body fluids are
shared between patients without cleaning and
disinfecting between patients. If a glucometer
that has been used for one resident must be
jeused for another resident, the device must be
cleaned and disinfected befare it can be used for
anothier yesident...Use of disinfectants,
antiseptics, and germicides are in accordance

; with rnanufacivrers' instiuctions end EFA or FIA
i [Environrenial Frotection Agency or Food ang
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Drug Administration] label specifications t¢ avoid
harm to staff, residents and visitors and ensure
effectiveness."
F 465 | 483.70(h) F F465
'88=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

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

This REQUIREMENT is not met as evidenced
by:

Based on.observation, interview and document
review, the. facmty failed to ensure the
environment was free of odors and in good
repair. This had the potentlal to affect all 93
residents in the facility.

Findings include;

Observations of the bathroom in racm in room
118 on 3/14/16 at 5:56 p.m. revealed multiplé
scrapes near the bottom, with one particularly
significant scrape. The overbed table was in poor
condition with multiple scrapes on the top and
chipped corners.

Strong urine odors could be detected near the
first floor elevator area on 3/15/16, at 10:01 a.m.
No residents were ptesent in the area. At 11:12
a.m, the odor was again detected near the
slevator. Four residents were seated in the area.
On 3/16/18, at 11:27 a.m. and egain at 1:50 p.m.
the utine o der was ageain noted neat the main
elevaiors on the first floor, On 31718, et 1:28

It is the policy of Edina Care and Rehab
‘Centerto mamtam a clean, safe
“‘envwonment to work and IIVE

The carpet at the entrance to the, mam
dmmg room and kl‘cchen area wnll be
replaced on 4/25/16 w1th the same
ﬂoormg that'i IS currently in the, dmmg
room

The vinyl hase board in the bathroom of
room 116 was replaced on 3/22/16. For
all other rooms that may be affected by
this; a whole house audlt was
completed on 3/31/16 Any other
replacements and or repairs needed

will be completed by 4/26/16.

The plastic kick plates will be replaced
on the doors to rooms 113 and 315 by
4/20/16. For all other rooms that may
he affected by this, a whole house audit
was completed on 3/31/16. All kick
plates needing to be replaced will be
completed by 4/26/16.

} 2., ihe wring odor persisisd.
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' widih of ¢
- tloor was also scraped. in addition, the lining

s inzide & table lamp shads was In noor repair and
l aung approvimately ona foot heneath the bottiom

An environmental tour was completed on
3/17/18, at 11:03 a.m. with the director of
environmental services (DES) and the executive
director (ED). The following issues were
identified and were confirmed by both the DES
and the ED:

1) In the shared bathroom in room 116 on the first
floor unit; the base board across the-wall behind
the sink was loose and l‘alllng aparf with visible
sharp edges to the corners. The base board was
loosely held together with biack tape. The ED
stated, "Yeah, that needs fixing. We will fix that."
The DES explamed there “might be a.work order
for jt* but would check. The DES explained that
some work orders were received slectronically
while others were verbal,

2) The shared bathroom door in room 113 on the |

first floor unit had a farge scrape on the bottom.

“The DES explained, " think it's from the

wheelohalr,“ and'said it would be fixed with a
"quick plate.” R59's overbed table was in poor
condition and.was largely scraped on the top and
edges. The DES and ED explained that there
were more overbed tables available in storage.
The DES stated, "We will get rid of that table and
replace it with a hew one," and removed the
overbed table from the room.

3) The wall at the head of the bed in room 315
had peeling paint and scraped plaster
approximately one foot above ihe bed and the

8 bed. The lower part of ihe bathroom
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F 465 | Continued From page 27 F The over bed table in room 113 was

removed and disposed of on 3/16/16.
For all other rooms that may he
affected by this, a whole house audit -
was completed on 3/31/16. All other
bed side tables that need to be replaced
Wlth new ones wnll be done by 4/26/16

'The lamp shade m room. 315 was .
removed and replaced by the facrllty
For all other lamps that may bein this
condltlon, a whole house aucllt was.
completed on 3/31/16 All shades in.
dlsrepalr Wl” be removed and replaced
by 4/26/16 ' ‘

The sheet rock in room 315 was
repaired and painted on 3/25/16.

For all other rooms that may be
affected like this, a whole house audit
was completed on 3/31/16. All walls
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F 465 | Continued From page 28 F 465
of the shade. The ED stated, "This wall is bad. It
definitely needs to be fixed." The ED explained it
was the resident's personal lamp, but would . , , _
ensure it was replaced. needing to be repaired will be
completed by 4/26/16
The DES explained on 3/17/16, at 1:32 p.m. the The chandehers in the dlmng room on
facmty hada cleanmg schedule and the carpet in 31 ﬂoor we I q :
the elevator area was cleaned every Monday: He re cleaned and new b‘{’bs
verified the carpet fiad been cleaned on.3/14/16. placed on 3/ 18/ 16. FQr a!l other
The DES said the facmty used "word of mouth* , Chandellers a whole | house aud:t was.
for cleanmg that was needed between the , completed o 3/18/16 AI!
schieduled tasks. He explained that sometimes a ! n other
_note was. left by the telephone ord work order i cleanmg and *’epa'fs were Comp|9ted on
! | 3/18/16 '
ﬂoors in that areé He then vern‘led the: smell and i A 5 :
: udlts on
stated it was "most hkely urine® and could be these [35UeS. W'”“be
from the incontinent resideits who sit in the completed weekly for 4 weeks, monthly
common area. for 3 months and quarterly for 3
months,
The facility's undated Carpet Shampoo When ths
. [DES] Telis You was prowded Areas of the The Diret o . o
facility were highlighted on the form. An undated e Director of maintenance will be
Monday Carpet Shampoo noted the elevator was responsible for compliance.
shampooed on "Monday," howaver, the date was
not noted. Date of Compliance April 26, 2016.
The ED explained in an interview on 3/17/16, at
approximately 2:00 p.m. that the facility was
trying to find another location for residents to
congregate versus adjacent to the elevators on
first floor. He also added that the facility was
working toward getiing the facility's financial
situation "urned around" so improvements 1o the
{ shvijorment could be made,
| Twing a follow-up inendew with ine DES ai 2:28 |
FORw Cf‘né-z:’)e?{ 92} Frevicus Versions O mé ] Event 1D: Evi-J;:-;,{ . Fac.ihty \D: 01:17.;':() e
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F 465 | Continued From page 29 F 465

p.m. he explained the facility had a work order
system, but mostly work orders were verbal as
staff was not utilizing the system. The DES
explained after normal work hours, staff left notes
or a voicemail. The lead maintenance staff was
supposed to be checking doors "per our
preventative measures, and | don't know how
that [scraped doors} got missed."

The facmtys monthly Preventattve Maintenance,
dlrected “Vlsually check all doors on 1st/2nd/3rd
floor (repalr any splmters or rough edges) ' The
checklist indicated it was completed on 2/23/18,
and indicated "ok" as part of the description.
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K 000 | INITIAL COMMENTS K 000
FIRE SAFETY 7 /4 ZZ/%(/
THE FACILITY'S POC WILL SERVE AS YOUR APPROVED T e
ALLEGATION OF COMPLIANCE UPON THE By Tom Linhoff at 12:05 pm, Apr 12, 2016

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 on March 17, 2016. At the
time of this survey, Edina Care Center was found
not in substantial compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
4883.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC), H

Chapter 19 Existing Health Care. : E C E l VE D

PLEASE RETURN THE PLAN OF

CORRECTION FOR THE FIRE SAFETY APR -2 2016
DEFICIENCIES (K-TAGS) TO:

Healthcare Fire Inspections MN DEPT. OF PUBLIC SAFETY
State Fire Marshal Division STATE FIRE MARSHAL DIVISION

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

ABORATORY DIRECTORS-TH JER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%) DATE

. ARyl 57 0

\ny deficlency statepfent spding an hsforisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is détermified that
ther gafeguards prvide sufficignt protection #b the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
ollowing the date of s whetherornota plan of correction Is provided. For nursing homes, the abova findings and plans of correction are disclosable 14

lays following the date these documents are made available ta the facility. If deficiencles are cited, an approved plan of correction is requisite to continued
rogram particlpation.
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K 000 | Continued From page 1 K 000
| 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.

This 3-story building was determined to be of
Type Il (222) construction. It has a full basement
and is fully fire sprinklered. The facility has a fire
alarm system with smoke detection in corridors
and spaces open to the corridors that is
monitored for automatic fire department
notification. The facility has a capacity of 140
beds and had a census of 81 at the time of the
survey.

The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:

K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
§8=C
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

I
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|
K 050 | Continued From page 2 K050 — - - T |
conducting drills is assigned only to competent
persons who are qualified to exercise leadership. ‘
Where drills are conducted between 9:00 PM and KO50: A fire drill schedule has
6:00 AM a coccjileta)? announcement may be used been established on 4/11/16 |
|1nest;as11d2of1gu7 '1 g alarms. for the remainder of 2016 thru \
This STANDARD is not met as evidenced by: 4/30/17 which varies the time
Based on documentation review and staff on every shift and every unit. ‘
interview, the facility could not provide o
documentation that fire drills were conducted This will ensure that fire drills ‘
once per shift per quarter for all staff under will be held at unexpected ‘
varying times and conditions as required by 2000 | ; T
NFPA 101, Section 19.7.1.2. This deficient | times under varying conditions !
practice could affect all 91 residents. on every shift and floor on a ‘
quarterly basis. ‘
'l
Findings include: The Director of Environmental 1
S " ; %0 B Services will be responsible for |
n facility tour between 10:30 Am and 2:30 reati aintaini
on March 17, 2016, it was observed that the fire ¢ ”?g’ m m.amm.g and
drills for the first shift were conducted at the ; following the fire drill schedule. i
following times: 1000, 0922, 1019, 1002; and for | llowing the fi . ;
the second shift at: 1825, 1858, 1830, and 1834. Following the fire drill schedule
These times are not varied in accordance with will be performed by the '
the 2000 edition of the Life Safety Code (NFPA Environmental Services
101). Director, monitored by the
This deficient practice was confirmed by the Administrator and reported to
Directar of Maintenance at the time of inspection. the quality
assurance/performance
improvement committee on an
annual basis.
The correction completion date
‘ORM CMS-2567(02-88) Previous Verslons Obsolete Event ID: EVM421 Facility ID: 00740 if continuation sheet Page 3 of 3
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