DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
October 16, 2024

Administrator
Laurels Peak Care & Rehabilitation Center

/00 James Avenue
Mankato, MN 56001

RE: CCN: 245516
Cycle Start Date: August 21, 2024

Dear Administrator:

On October 11, 2024, the Minnesota Departments of Health and Public Safety completed a revisit to
verify that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

Mo i

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



DEPARTMENT
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Protecting, Maintaining and Improving the Health of All Minnesotans
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September 10, 2024

Administrator
Laurels Peak Care & Rehabilitation Center

/00 James Avenue
Mankato, MN 56001

RE: CCN: 245516
Cycle Start Date: August 21, 2024

Dear Administrator:

On August 21, 2024, a 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
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.

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

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

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

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

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

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite 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.

It 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:

. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by an "F'and/or an "E" tag), i.e., the plan of correction should be directed
to:

Elizabeth Silkey, Regional Operations Supervisor
Mankato District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

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 the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

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
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the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

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

If substantial compliance with the regulations is not verified by November 21, 2024 (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).

In addition, if substantial compliance with the regulations is not verified by February 21, 2025 (six
months after the identification of noncompliance) your provider agreement will be terminated. 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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (lIDR)

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:
https://mdhprovidercontent.web.health.state.mn.us/Itc 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 electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib0O4 8.html

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.
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Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

ravis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

Melissa Poepping, Compliance Analyst
-ederal Enforcement | Health Regulation Division

Minnesota Department of Health
P.0. Box 64900
Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us
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E 000 | Inthhal Comments E 000

On 8/19/24-8/21/24, a survey for compliance with
Appendix Z, Emergency Preparedness
Requirements, §483.7/3 was conducted during a
standard recertification survey. The facility was IN
compliance.

The facllity is enrolled in ePOC and therefore a
signature Is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it is required that the facility
acknowledge receipt of the electronic documents.

F 000 | INITIAL COMMENTS F 000

On 8/19/24-8/21/24, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

The following complaints were reviewed with NO
deficiencies cited:

155166621C (MN00105425)

H15516/7062C (MNOO103697)

155167063C (MNOO100270)

15516/7064C (MNO0104658)

155167065C (MNO0102731)

15516/7066C (MNO0104984)

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will
be used as verification of compliance.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 09/20/2024

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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§483.25(]) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents’ goals and preferences.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to consistently monitor
and assess a resident for potential complications
related to dialysis treatment post treatment, failed
to monitor fluid restrictions, failed to notify the
provider of refusal of dialysis, and failure to
complete dialysis treatment and monitor daily
weights per order for 1 of 1 resident (R99)
reviewed for dialysis.

Findings include:

R99's facesheet printed on 8/21/24, included
diagnoses of diabetes type 2, peripheral vascular
disease (slow progressive disorder of blood
vessels outside the heart), end stage renal
disease (kidneys no longer work to meet the
needs of the body), edema (swelling) and cellulitis
(bacterial skin infection) of lower limb.

R22's admission Minimum Data Set (MDS)
assessment dated 4/1/24, indicated R99 had
Intact cognition, end stage renal disease (ESRD),

Please accept the following as the
facility's credible allegation of compliance.
This Plan of Correction does not
constitute any admission of guilt or liability
by the facility and is submitted only in
response to the regulatory requirements.

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

Resident #R99 was hospitalized
8/22/24-8/27/24, admitted to hospice with
dialysis discontinued on 8/30/24, and
passed away on 9/6/24.

How the facility will identify other residents
having the potential to be affected by the
same deficient practice will not recur:

All residents on dialysis have the potential
to be affected by the alleged deficient
practice

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | Continued From page 1 F 000
Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulations has been attained.
F 698 | Dialysis F 6938 10/4/24
SS=D | CFR(s): 483.25(l)
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had 2 venous/arterial ulcers present and was
receiving hemodialysis (a machine filters wastes,
salts and fluid from the blood).

During observation and interview on 8/19/24 at
2:23 p.m., R99 returned from dialysis and was
taken to her room by the transportation driver.
R99 was sitting in room in her wheelchair. R99
was crying and stated it didn't go well today at
dialysis and they had to stop dialysis early. R99
stated she got short of breath and her legs
bothered her so she told them to stop. R99 had
an oxygen concentrator in her room but she
stated she no longer uses that. R99 stated she
feels better now and is no longer short of breath.
R99 had a dialysis port in her right upper chest,
which was intact with no signs of bleeding present
and dressing was intact. R99 stated sometimes
the facility staff let her drink all she wants and
other times they tell her she can't have any fluids.
R99 had a full cup of water sitting on her bedside
table. During interview with R99 from 2:23 p.m.
until 3:15 p.m., no staff entered R99's room to
complete post dialysis assessment.

R99's plan of care dated 4/1/24, last updated
7122/24 . included R99 was at risk for
complications related to dialysis secondary to
diagnosis of chronic kidney disease stage 5.
Attends dialysis three times weekly and has right
chest port placed. Goal included resident will
attend dialysis and have no uncontrolled bleeding
from central line. Interventions included if
resident is unable to make dialysis appointment
secondary to weather, transportation issues
etc..update the provider, dialysis unit and
responsible party for further instruction. Monitor
central dialysis catheter port site for signs of
bleeding every shift; dialysis per schedule

What measures will be put into place or
systematic changes made to ensure that
the deficient practice will not recur:

A review of the "MHM Hemodialysis”
policy was completed. All residents
currently on dialysis were reviewed,
orders and care plan were updated as
needed. Nurses were educated on
completing the post dialysis assessment
upon return to the facility, updating the
provider and/or family of refusals or
ending dialysis early, the importance of
monitoring daily weights and fluid
restrictions, and updating the provider with
any noncompliance. Nursing staff were
educated on following the residentJs plan
of care, including daily weights and fluid
restrictions.

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

The Director of Nursing or designhee will
audit for compliance daily x5 days for 2
weeks, weekly x2 weeks, monthly x2
months, and report to the QAPI
committee for further review and
directives.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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Monday, Wednesday and Friday. Fluid restriction
per order, 1400 ml/24 hour (720 ml days, 780 ml
nights) last updated 7/3/23.

A progress note dated 7/17/24 at 11:46 a.m., by
RN-C indicated R99 refused dialysis treatment

today and was seen by provider with new order
for daily weights.

A progress note dated 7/19/24 at 4:19 p.m., by
LPN-B indicated R99 was seen for dialysis but
terminated treatment early related to left leg
falling asleep and feeling uncomfortable. Patient
was educated on risks of terminating treatment
early.

A progress note 7/23/24 at 8:46 a.m., by LPN-C
Indicated R99 was transferred to the ED for chief
concern of resident showing signs of toxin build
up due to not finishing dialysis treatments.

A progress note dated 7/23/24 at 9:29 a.m., by
LPN-B indicated R99 was refusing to go to
appointment and had emesis. Provider was
notified and order received to send resident to
emergency department (ED) for evaluation of
toxin overload. R99 initially refused transfer,
daughter was notified and agreed R99 should go
to the ED and R99 agreed. R99 left via
ambulance.

A progress note dated 7/23/24 at 12:48 p.m., by
LPN-B indicated order received to start 1500 ml
fluid restriction.

A doctor's order dated 7/23/24, included start
1500 ml fluid restriction and continue other diet
orders.
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An After Visit Summary, dated 8/8/24, indicated
R99 was hospitalized 7/29/24 - 8/8/24, for
peripheral vascular disease with BLE wounds and
chronic limb-threatening ischemia (lack of blood
flow).

A progress note dated 8/9/24 at 4:17 p.m., by
RN-A included a communication note was sent to
physician and certified nurse practitioner (CNP)

regarding resident's readmission to the facility on
8/8/24.

Provider orders dated 8/19/24, included daily

weights and call provider with weight gain of 3 Ib
In one day or 5 |Ib in 7 days one time a day, dated
8/16/24, and regular diet, regular texture, regular

thin consistency dated 8/8/24.

Review of progress notes for July and August did
not include any further notes regarding stopping
dialysis early or refusing to go to dialysis.

Review of EMR indicated a weight was completed
on 8/18/24 with previous weight documented
1123/24.

Review of fluid intakes for 8/6/24 through 8/21/24
Included:

8/6/24 No fluid intake documented
8/7/24: No fluid intake documented
8/8/24: 220 ml fluid intake

8/9/24: No fluid intake documented
8/10/24: 240 ml fluid intake

8/11/24: 240.0 ml fluid intake

8/12/24, 8/13/24, 8/14/24 - No fluid intake
documented

8/15/24: 350 ml fluid intake

8/16/24: 250 ml fluid intake

8/17/24: 225 ml fluid intake

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:GRTR11 Facility ID: 00035 If continuation sheet Page 5 of 27
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8/18/24: 225 ml fluid intake
8/19/24, 8/20/24 no fluid intake documented.

During observation and interview 8/20/24 at 8:22
a.m., R99 continued to state some staff enforce a
fluid restriction and others say she can have all
she wants to drink. R99 got teary eyed and
stated the communication here (at facility) isn't
good.

During interview on 8/20/24 at 11:05 a.m., license
practical nurse (LPN)-A indicated R99 used to be
on a fluid restriction but doesn't think she Is
anymore and was unsure about daily weights.
LPN-A Iindicated R99 has been refusing to go to
dialysis at times and when she goes she stops
treatment about half the way through. LPN-A
Indicated she would let the care coordinator for
R99 know or the physician.

During interview on 8/21/24 at 7:41 a.m., nursing
assistant (NA)-B stated she does not believe R99
Is on a fluid restriction and was unsure about daily
weights. NA-B indicated if she refuses anything
Including dialysis she would let the nurse know.

During interview on 8/21/24 at 8:27 a.m.,
registered nurse (RN)-B indicated R99 is not
currently on a fluid restriction but is on daily
weights. RN-B stated she would notify the care
coordinator if R99 refuses dialysis. RN-B
Indicated when R99 returns from dialysis, the port
should be checked and complete a set of vital
signs at a minimum.

During interview on 8/21/24 at 1:15 p.m., trained
medication aide (TMA)-A indicated R99 is on dalily
weights and are done right away in the mornings.
TMA-A confirmed there was no weight

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:GRTR11 Facility ID: 00035 If continuation sheet Page 6 of 27
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documented for this morning and other dates
were missing also. TMA-A stated R99 isn't on a
fluid restriction anymore and when asked if there
was an order to stop, TMA-A stated she can't see
the orders but it isn't on her list of things to
document on. TMA-A Indicated the nurse would
be responsible for any post-dialysis care when
R99 returns.

During interview 8/21/24 at 10:20 a.m., nurse
practitioner (NP)-B stated if weights are ordered
they should be completed and expects fluid
restrictions to be followed. NP-B stated staff
should let her know when R99 refuses dialysis.
NP-B indicated she was notified recently (unable
to state the date) that she refused to go to
dialysis and upon asking questions found out she
had refused three times in a row but had not been
notified with the other two refusals. NP-B
expected staff would follow the facility protocols
for assessments upon return from dialysis.

During interview 8/21/24 at 1:51 p.m., licensed
practical nurse (LPN)-B, also identified as care
coordinator, indicated R99 is on a daily weights
but sometimes refuses. LPN-B indicated R99
has also been refusing to go to dialysis. LPN-B
Indicated she would expect vital signs and
dialysis port to be assessed at a minimum upon
return from dialysis especially if R99 had
shortness of breath or any other complication
during dialysis. LPN-B indicated staff do let her
know when R99 refuses to go to dialysis and she
notifies the provider. LPN-B reviewed the EMR
and confirmed there was no progress note
Indicating provider notification for dialysis refusal
or stopping dialysis early and was unable to find

when dialysis was refused or terminated early In
the EMR. LPN-B indicated staff should be
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documenting weights and if refusing they should
document that also. LPN-B confirmed a nurse
should have checked on and completed an
assessment on R99 upon return from dialysis on
8/19/24 if she had complaints of shorthess of
breath and leg pain during dialysis. LPN-B stated
the initial order for fluid restriction was received
the date R99 went to the hospital from the
nephrologist (kidney specialty doctor). LPN-B
confirmed the care plan did include the fluid
restriction but that when hospitalized the order
was discontinued and should have been followed
up on with the nephrologist.

During interview on 8/21/24 at 2:18 p.m., the
director of nursing (DON) indicated she would
expect vital signs to be completed if R99
complained of shortness of breath during her
dialysis upon return. The DON stated she would
expect staff to contact the provider if R99 refuses
dialysis or stops dialysis during treatment
especially because of her full code status. The
DON stated when R99 was hospitalized, the fluid
restriction was not reordered from the hospital
upon discharge but would expect if on care plan,
staff to follow-up with a provider who initially
ordered it. The DON confirmed daily weights
should be completed as ordered also.

On 8/21/24 at 3:10 p.m., LPN-B provided
progress notes that included weight refusal on
8/16/24 and 8/1/7/24.

The facility Hemodialysis policy dated 11/22/19,
Included:

- The facility will ensure that residents who
require dialysis, receive such services consistent
with professional  standards of practice, the
comprehensive person-centered care plan, and
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the residents’ goals and preferences.

- Resident will be monitored for complications
before and after dialysis treatment.

- Ongoing assessment/evaluation of the
resident’'s condition and monitoring for
complications should occur before and after
dialysis treatments.

-The resident's representative, if applicable,
primary provider and dialysis
coordinator/nephrologist, will be kept Informed
of any change in the resident's status or
observations of potential complications.

- Canceling or postponing dialysis: The
nephrologist/dialysis team, resident's primary
provider and resident representative must be
notified of the canceled or postponed dialysis
treatment.

- The resident's condition will be monitored
closely for changes, such as fluid gain, changes
In vital sighs, respiratory issues, changes in lab
results and any other complications that may
occur until dialysis can be rescheduled.

- The resident's psychosocial status should
be evaluated with further services and
Interventions provided as needed.

- Initiate the refusal of care/risk and benefit
procedure if applicable.

- Residents plan of care will be modified
accordingly.

- Documentation: Documentation should include
but Is not limited to pre and post dialysis
assessment/observation, daily check of the
access site, evaluation for signs and symptoms of
Infection and fluid intake amounts for each
shift with a 24 hour total if a fluid restriction Is In
place. If dialysis Is missed or canceled,
documentation should include, but is not
limited to, notifications made, response to
missing dialysis, medical = management
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required, completion of the risk and benefit
procedure If indicated, interventions to manage

psychosocial wellbeing, and any other
pertinent information that should be included In
the resident's medical record.

F 732 Posted Nurse Staffing Information F 732 10/4/24
SS=C | CFR(s): 483.35(g)(1)-(4)

§483.35(g) Nurse Staffing Information.
§483.35(g)(1) Data requirements. The facility
must post the following information on a daily
basis:

(1) Facility name.

(1) The current date.

() The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed
vocational nurses (as defined under State law).
(C) Certified nurse aides.

(Iv) Resident census.

§483.35(9)(2) Posting requirements.

() The facility must post the nurse staffing data
specified in paragraph (g)(1) of this section on a
dally basis at the beginning of each shift.

(1) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to
residents and visitors.

§483.35(g)(3) Public access to posted nurse
staffing data. The facility must, upon oral or
written request, make nurse staffing data
available to the public for review at a cost not to
exceed the community standard.
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§483.35(g)(4) Faclility data retention
requirements. The facility must maintain the
posted dally nurse staffing data for a minimum of
18 months, or as required by State law, whichever
IS greater.

This REQUIREMENT Is not met as evidenced
by:

Based on observations, interview, and document
review the facility failed to ensure the required
nursing staffing information was posted daily.
This had the potential to affect all 51 residents
residing in the facility and the visitors who may
wish to view the information.

Findings include:

On 8/19/24, 8/20/24, and 8/21/24, review of the
document titled Todays Total Nursing Staffing was
dated 6/7/24, and posted on a bulletin board at
the entrance of the facility. The facility failed to
provide evidence of the nursing staff posting for

8/19/24, 8/20/24, and 8/21/24.

On 8/21/24 at 10:41 a.m., the director of nursing
(DON) confirmed the nurse staff posting was not
current and stated the facility was expected to
post the nurse staff information daily and ensure
the information was available for residents or
visitors. The DON stated the previous receptionist
was to post the nursing staffing information and
had changed roles at the facility. The DON stated
the facility did not have a policy regarding posting
of the nursing hours.

Please accept the following as the
facility's credible allegation of compliance.
This Plan of Correction does not
constitute any admission of guilt or liability
by the facility and is submitted only in
response to the regulatory requirements.

Immediate Action: On 8/21/24 DON
ensure the daily staffing hours were
posted. A copy of the daily staffing hours
was provided to an MDH surveyor.

What policies/procedures were changed?
What education was done?

All residents have the potential to be
affected by this deficient practice.
Education provided to receptionist to
complete daily.

What additional items need to be done to
assure the corrections are sustained?
Audits, Interviews, room checks, record
reviews, etc.

A new process was implemented to
ensure daily nursing staffing hours are
posted. The receptionist is now
responsible for posting the daily hours Iin
the front lobby. Education was provided to
facility receptionists to ensure
understanding and accuracy of posting
daily nursing staffing hours.
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Actions to assure ongoing compliance., ¢,
Audits: daily x 5 days for 2 weeks, weekly
X 2 week and then monthly x 2 months.

F 761  Label/Store Drugs and Biologicals F 761 10/4/24
SS=D | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule |l of
the Comprehensive Drug Abuse Prevention and
Control Act of 19/6 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document Please accept the following as the
review the facility failed to label insulin pens with facility's credible allegation of compliance.
opened and expiration dates for 3 of 3 residents This Plan of Correction does not

(R10, R253, and R24). Further, the facility failed constitute any admission of guilt or liability
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to label an insulin pen with clear, concise, and
viewable resident identification for 1 of 1 resident
(R10). Finally, the facility failed to dispose of
expired eye drop medication for 1 of 1 resident
(R4).

Findings include:

On 8/20/24 at 1:14 p.m., observation of
medication storage with licensed practical nurse
(LPN)-A, identified insulin pens for (R10, R253,
and R24) were not labeled with the opened and
expiration dates. Each insulin pen included the
label to document the opened and expiration
dates, however, it was left blank. During the same
observation, a Novolog insulin pen for R10 was
not labeled with clear, concise, and viewable
resident information. The only resident identifier
noted on the R10's Novolog insulin pen was a
handwritten resident room number in permanent
marker. Prednisolone-Bromfenac Ophthalmic
Suspension 1-0.0075% eye drops for R4 was
observed to not be discarded on the expiration
date of 8/18/24 . The medication administration
record (MAR) printed on 8/20/24 at 2:04 p.m.
Indicated R4 received the medication after it
expired.

On 8/20/24 at 1:14 p.m., an interview with LPN-A
stated the insulin pens are typically used before
It's expired but should have been labeled with the
opened and expiration dates. LPN- A stated that
medications also need to be labeled with resident
Information, not just a room number. LPN-A
acknowledged the potential for a medication error
and/or compromised resident safety.

On 8/20/24 at 3:37 p.m., an interview with the
director of nursing (DON) stated that insulin pens

by the facility and is submitted only in
response to the regulatory requirements.

Immediate Action:

Discarded expired eye drops for R4 and
Insulin pens for R10, R253, and R24 that
were not labeled correctly. New
medications were obtained and labeled
correctly. Nurse on duty was provided
education on correct labeling of
medications.

What policies/procedures were changed?
What education was done?

All residents with eye drops or insulin
pens have the potential to be affected by
the same deficient practice. On 8/27/24
education was provided to nurses and
TMASs on correct medication labeling,
storage and expiration dates.

What additional items need to be done to
assure the corrections are sustained?
Audits, Interviews, room checks, record
reviews, etc.

An audit was completed of all eye drops
and Insulin pens in the facility to ensure
they were not expired and labeled
correctly. Nurses and TMAs were
educated on correct medication labeling,
storage, and expiration dates.

Will re-educate at our next nursing
department meeting on 10/8/24.

Actions to assure ongoing compliance.¢ ¢,

Audits to med carts: dally x 5 days for 2
weeks, weekly x 2 week and then monthly
X 2 months.
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need to be labeled with resident information,
opened date, and expiration date. DON also
stated that anytime eyedrops are opened, it must
be dated. If eye drop medications come from the
pharmacy, they will be Iin a separate bag with an
expiration date and if the expiration date Is
missing, the eye drops are to be discarded on day
28 after opening or per facility policy.

The facility Medication Storage in the
Facility-Pharmacy Services for Nursing Facilities
policy revised January 2018, indicated drugs
dispensed in the manufacture's original container
will carry the manufacturer's expiration date.
Once opened, these will be good until the
manufacturer's date is reached unless the
medication Is in a multi-dose injectable vial, an
ophthalmic medication, or an item for which the
manufacturer has specified a usable life after
opening. When the original seal of a
manufacturer's container or vial is initially broken,
the container or vial will be dated. The nurse shall
place a "date opened” sticker on the medication
and enter the date opened and the new date of
expiration. The nurse will check the expiration
date of each medication before administering it.
No expired medication will be administered to a
resident. All expired medications will be removed
from the active supply and destroyed in the
facility, regardless of the amount remaining.

Review of the facility policy, Preparation and
General Guidelines-Pharmacy Services for
Nursing Facilities revised January 2019, indicated
five resident rights: right resident, right drug, right
dose, right route, and right time are applied for
each medication being administered. Triple
check of these five rights is recommended at
three steps in the process of preparation of a

F 761
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medication for administration: (1) when the
medication Is selected, (2) when the dose Is
removed from the container, and finally (3) just
after the dose Is prepared and the medication is
put away. Further, the policy indicated once the
medication Is selected, check the label, container,
and contents for integrity then it's compared
against the MAR by reviewing the five rights.

F 809 Frequency of Meals/Snhacks at Bedtime F 809 10/4/24
SS=E | CFR(s): 483.60(f)(1)-(3)

§483.60(f) Frequency of Meals

§483.60(f)(1) Each resident must receive and the
facility must provide at least three meals dalily, at
regular times comparable to normal mealtimes In
the community or in accordance with resident
needs, preferences, requests, and plan of care.

§483.60(f)(2) There must be no more than 14
hours between a substantial evening meal and
breakfast the following day, except when a
nourishing snack is served at bedtime, up to 16
hours may elapse between a substantial evening
meal and breakfast the following day if a resident
group agrees to this meal span.

§483.60(f)(3) Suitable, nourishing alternative
meals and shacks must be provided to residents
who want to eat at non-traditional times or outside
of scheduled meal service times, consistent with
the resident plan of care.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and observation, the facility Please accept the following as the

falled to ensure all residents were consistently facility's credible allegation of compliance.
offered and provided a nutrient and/or This Plan of Correction does not
calorie-substantive snack after the dinner meal constitute any admission of guilt or liability
and before bedtime for 19 of 19 residents (R43, by the facility and is submitted only in
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R2, R5, R37, R39, R34, R16, R25, R10, R29, R7,
R19, R42, R6, R31, R99, R22, R202, R4) who
voiced a concern. This had the potential to affect
all 51 residents who resided In the facility.

Findings Include:

Record review for R43, R2, RS, R37, R39, R34,
R16, R25, R10, R29, R/, R19, R42, R6, R31,
R99, R22, R202, R4 Minimum Data Set (MDS)
Indicated:

1. R43's significant change MDS dated 6/14/24,
Indicated intact cognition and diagnosis included
diabetes.

2. R2's quarterly MDS dated 8/2/24, indicated
Intact cognition and diagnosis included chronic
obstructive pulmonary disease (COPD).

3. R5's quarterly MDS dated 7/25/24, indicated
Intact cognition and diagnosis included epilepsy.
4. R37's quarterly MDS dated 7/16/24, indicated
Intact cognition and diagnosis included diabetes.
9. R39's quarterly MDS dated 6/28/24, indicated
Intact cognition and diagnosis included
hypertension.

6. R34's quarterly MDS dated 6/7/24, indicated
Intact cognition and diagnosis included diabetes.
/. R16's admission MDS dated 7/29/24, indicated
Intact cognition and diagnosis included epilepsy.
8. R25's quarterly MDS dated 7/31/24, indicated
moderately impaired cognition and diagnhosis
Included COPD.

9. R10's quarterly MDS dated 8/5/24, indicated
Intact cognition and diagnosis included diabetes.
10. R29's admission MDS dated 6/10/24
Indicated intact cognition and diagnosis included
diabetes.

11. R7's quarterly MDS dated 8/1/24, indicated
Intact cognition and diagnosis included diabetes.
12. R19's quarterly MDS dated 7/31/24, indicated

response to the regulatory requirements.

How corrective action will be taken for
those affected by the alleged deficient
practice:

R43, R37, R34, R10, R29, R/, R19, R6,
R31 and R99 and other diabetic residents
will be offered and provided a sandwich or
other kind of shack before bedtime

R2, RS, R39, R16, R25, R42, R22, R202
and R4 and other non-diabetic residents
will be offered and provided a shack
before bedtime.

How will the facility identify other residents
having the potential to be affected by the
safe deficient practice:

All residents have the potential to be
affected by the deficient practice.

The measures that the facility will take or
systems the facility will alter to ensure that
the problem will be corrected and will not
oCcCur:

Nursing staff were educated on the
requirement to offer a bedtime snack to all
residents. Nursing staff will offer and
provide a snhack to residents by asking
them individually and will document if the
resident has accepted or refused.

Quality Assurance, plans to monitor facility
performance to make sure the corrections
are achieved and permanent:

Director of Nursing or desighee with
complete audits weekly x4, monthly x2,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 809  Continued From page 15 F 809

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

Event ID:GRTR11

Facility ID: 00035

If continuation sheet Page 16 of 27




PRINTED: 09/26/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245516 B. WING 08/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

700 JAMES AVENUE

LAURELS PEAK CARE & REHABILITATION CENTER MANKATO, MN 56001

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 809  Continued From page 16 F 809
Intact cognition and diagnosis included diabetes. and will review with QAP| committee for
13. R42's annual MDS dated /7/12/24, indicated further review and directives.

Intact cognition and diagnosis included
hypertension.

14. R6's quarterly MDS dated 6/5/24, indicated
Intact cognition and diagnosis included diabetes.
15. R31's quarterly MDS dated 7/25/24, indicated
Intact cognition and diagnosis included diabetes.
16. R99's quarterly MDS dated 7/19/24, indicated
Intact cognition and diagnosis included diabetes.
17. R22's quarterly MDS dated 7/18/24, indicated
Intact cognition and diagnosis included
congestive heart failure.

18. R202's quarterly MDS dated 7/30/24,
Indicated moderately impaired cognition and
diagnosis included stroke.

19. R4's admission MDS dated 8/1/24, indicated
Intact cognition and diagnosis included
hypertension.

During an interview on 8/19/24 at 12:45 p.m., R22
stated no snacks were offered after dinner and
before bedtime. R22 stated she would like coffee
at that time and did not know If she asked for
something if she would receive it. R22 stated she
would like chips or fruit with her coffee.

During an interview on 8/19/24 at 12:46 p.m.,
R202 stated no snacks were offered at any time,
and would like staff to ask if he wanted a snack.

During an interview 8/19/24 at 2:20 p.m., R99
Indicated she is not offered a snack in the
evening and would like to have one before bed.

During an interview on 8/19/24 at 2:31 p.m., R4
stated she did not recelve snhacks at any time and
would like to be offered a snack.
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On 8/20/24 at 10:37 a.m., an interview the dietary
manager (DM)-A stated they have a snhack bin at
each nurses station and when it is empty, the
nursing assistants (NA) bring it to the kitchen to
be refilled. Everything is prepackaged in the bin
and includes things like pretzels, animal crackers,
jello and pudding. DM-A added they go through a
lot of shacks.

During observation and interview 8/20/24 at 10:42
a.m., a shack bin was located at both nurses
stations. Each had 4 pudding containers present.
NA-A indicated sometimes the kitchen staff come
down and restock it and NA's will take it to the
Kitchen if they have time. NA-A indicated they will
pass out snacks if the resident asks for one but
many times residents prefer to have something
out of the vending machine which the NA's go get
for them.

During interview on 8/20/24 at 10:48 a.m., NA-B
stated If residents ask for a snack they will get it
for them at the vending machine which the
resident has to pay for. NA-B stated sometimes
will offer snacks from the bins but many times
there isn't much in the snack bin. NA-B stated
sometimes dietary staff will come and fill it. NA-B
has never taken the snack bin to the kitchen to be

refilled.

On 8/20/24 at 11:40 a.m., during interview the
dietary director (DD)-B indicated snacks are
provided for the residents and diabetics should be
offered a snack in the evening.

On interview 8/20/24 at 1:29 p.m., DD-B stated
after speaking to the NA's, there are
Inconsistencies with all residents being offered a
shack in the evenings.
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During interview on 8/20/24 at 11:42 a.m., the
registered dietician indicated all diabetic residents
at a minimum should be offered a snack in the
evening.

During an interview on 8/21/24 at 2:30 p.m., 16
residents attending the resident council meeting
stated they were not offered a snack after the
dinner meal and before bedtime. R99 stated you
could get a snack if you asked, and if there were
shacks available.

-R5 stated they were supposed to get a shack in
the afternoon and after dinner but did not. RS
stated most residents did not know there was a
snack bucket at the nurse's station, but it usually
consisted of only Jello cups.

-All residents were individually asked, and all
stated they would like a snack after supper. About
half of the residents thought they could get
something if they asked, and the other half did
not know If they could get something if they
asked.

-Diabetic residents (R43, R37, R34, R10, R29,
R7, R19, R6, R31, R99) stated they did not
receive a snack after dinner and before bedtime.
R7 stated there used to be sandwiches at the
nurse's station for anyone who wanted one, but
not anymore.

-R5 stated the dietary manager told her there was
no money in the budget for resident snacks.

A facility policy on snacks was not provided by the
end of the survey.

F 880 | Infection Prevention & Control F 880 10/4/24
SS=D | CFR(s): 483.80(a)(1)(2)(4)(e)()

§483.80 Infection Control
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The facility must establish and maintain an
Infection prevention and control program
designhed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and Infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(1) A system of surveillance designhed to identify
possible communicable diseases or

Infections before they can spread to other
persons in the facility;

(1) When and to whom possible incidents of
communicable disease or infections should be
reported,;

(1) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(Iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
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Involved, and

(B) Arequirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, If direct
contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed
by staff involved In direct resident contact.

§483.80(a)(4) A system for recording incidents
iIdentified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

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

§483.80(f) Annual review.

The faclility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review the facility failed to maintain a clean field,
use clean supplies and scissors when performing
wound care treatments to reduce the risk and/or
prevent infections for 1 of 1 resident (R99) whose
treatments were observed for venous ulcer
wound care and treatment.

Findings Include:

R99's face sheet, printed 8/21/24, included
diaghoses of diabetes type 2, peripheral vascular
disease (slow progressive disorder of blood

Please accept the following as the
facility's credible allegation of compliance.
This Plan of Correction does not
constitute any admission of guilt or liability
by the facility and is submitted only in
response to the regulatory requirements.

Immediate Action:

R99 was provided with clean wound care

supplies upon being made aware of the
contamination.

Like Residents: What policies/procedures
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vessels outside the heart), end stage renal
disease (kidneys no longer work to meet the
needs of the body), edema (swelling) and cellulitis
(bacterial skin infection) of lower lIimb.

R22's admission Minimum Data Set (MDS)
assessment dated 4/1/24, indicated R99 had
Intact cognition, end stage renal disease (ESRD),
had 2 venous and arterial ulcers present and was
receiving hemodialysis (a machine filters wastes,
salts and fluid from the blood).

R22's physician orders dated 8/16/24, included:
-Check bilateral lower extremities (BLE), if
drainage Is seeping through, will need to change
dressing;

every shift.

-Wound care: BLE - continue to apply 2x2 gauze
between toes of L (left) foot; pad legs over the
alginate with large ABD pads (absorbent
abdominal pads for wounds); If large ABD pads
are not available or resident is saturating through
too quick may need to use incontinence pad
liners to wick away the increased moisture;
ensure that all areas that are draining/weeping
are covered; secure all the dressing Kerlix
(woven gauze wraps) and tape, make sure to
cover toes on left foot every day shift AND as
needed for wound care.

-Wound care: BLE - apply barrier ointment/cream
to skin surrounding to weeping areas to protect
from drainage; moisturize intact skin of the rest of
the leg with Vanicream, do not apply between
toes; apply aquacel AG Advantage (antimicrobial
primary dressings that are infected or at risk of
Infection) to cover all the open wounds and
weeping skin of both legs as well as the L heel;
apply betadine to ischemic areas on toes of left
foot and allow to dry; every day shift AND as

were changed? What education was
done?

All residents with wound care treatments
have the potential to be affected by the
same deficient practice. Clean wound
care supplies were provided to all
residents with wound care treatments.

What additional items need to be done to
assure the corrections are sustained?
Audits, Interviews, room checks, record
reviews, etc.

Education was completed with LPN-A to
ensure knowledge of expected infection
control practices. On 8/27/24 education
was provided to nurses on infection
control during wound care to maintain a
clean field and use clean supplies when
performing wound care to reduce the risk
and/or prevent infections.

Audits will be randomly completed during
wound care with other like residents.

Will re-educate at our next nursing
department meeting on 10/8/24.

Actions to assure ongoing compliance.
Audits: daily x 5 days for 2 weeks, weekly
X 2 weeks and then monthly x 2 months.
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needed for wound care.

During observation and interview on 8/19/24 at
2:35 p.m., R99 was sitting in her wheelchair and
had just returned from dialysis. R99 had
dressings present on BLE which were only
partially visible under her pants but appeared dry
with no drainage present. R99 stated staff
change the dressings frequently due to drainage
and she doesn't tolerate lying in bed or putting her
legs up due to discomfort.

During observation and interview on 8/20/24 at
8:22 a.m., R99 indicated she had a procedure to
Increase blood flow a few weeks ago and has to
go back for a second procedure in the near
future. R99 indicated her legs weep through the
dressings multiple times per day and she has to
have them changed 3-4 times per day. R99
stated she was recently hospitalized due to
Infection In her lower legs.

An After Visit Summary dated 8/8/24 indicated
R99 was hospitalized 7/29/24 - 8/8/24 for
peripheral vascular disease with BLE wounds and
chronic limb-threatening ischemia (lack of blood
flow).

During observation and interview on 8/20/24 at
9:15 a.m., R99 was seated in her wheelchair In
the middle of her room with legs prone. R99
stated she can't lay down as it causes pressure
on her lower legs and is painful. The licensed
practical nurse (LPN)-A removed bandage
scissors from a basin present with other
dressings in a drawer. LPN-A placed basin on
the floor and sat on the floor to remove saturated
dressings. Dressings once removed and
bandage scissors was placed on the floor. LPN-A
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wrapped legs with Kerlix saturated with acetic
acid. LPN-A picked up scissors from the floor
and without cleaning the scissors placed them in
the basin and discarded the old dressings and left
the room. At 9:31 a.m., LPN-A returned to the
room, sat on the floor, placed measuring tape on
the floor, removed the same bandage scissors
and removed acetic acid Kerlix from the BLE
wounds. LPN-A placed the scissors on the floor.
LPN-A using measuring tape began measuring
open and scabbed areas of the wounds. LPN-A
multiple times placed the measuring tape on the
floor to write down measurements and used
again to measure another area touching the
edges of the wound. After measurements were
completed, opened dressings and placed on the
floor (still in the package) and using scissors off
the floor cut Maxorb Ll-alginate dressing with
antibacterial silver and cut it into small pieces
placing them on different areas of the lower legs.
LPN-A repeatedly placed the scissors on the floor
and and reused cutting alginate dressings In
small pieces and placed on the wounds. After
wound care was completed LPN-A placed
bandage scissors back in basin and placed in
lower drawer in R99's room. LPN-A did not clean
the scissors after use or after being on the floor
throughout the dressing change.

During interview at 10:15 a.m., LPN-A confirmed
the scissors and tape were placed on the floor but
should not have been. LPN-Aindicated she
should have used a clean basin or chux
(waterproof absorbent pad) or some protection on
the floor. LPN-A confirmed the scissors were not
cleaned throughout the wound care treatment or
after completed.

During interview on 8/21/24 at 2:40 p.m.,
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§483.90(1) Other Environmental Conditions
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 facility failed to ensure the kitchen
celling tiles, tracks, lights and kitchen celiling
vents were kept In a clean and sanitary manner
and free of dust and debris. This had the potential
to affect all 51 residents residing in the facility.

Findings include:

During an observation and interview on 8/19/24 at
11:50 a.m., with the dietary manger (DM)-A, the
celling tiles, celling tracks, overhead lights and
celling vents observed in the kitchen was covered

Please accept the following as the
facility's credible allegation of compliance.
This Plan of Correction does not
constitute any admission of guilt or liability
by the facility and is submitted only In
response to the regulatory requirements.

How corrective action will be taken for
those affected by the alleged deficient
practice:

The celling tiles, ceiling tracks, ceiling
vents and overhead lights were cleaned
on 9/24/24 1o remove the black/brown
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registered nurse (RN)-A, also identified as
Infection preventionist confirmed items used
during dressing change (tape measure and
scissors) should not be placed directly on the
floor and at a minimum a barrier placed down to
set things on.
The facility Infection Prevention and Control
program policy dated 3/13/23, included:
- Prevention of Infection includes:
-Identifying possible infections or potential
complications of existing infections
-Instituting measures to avoid complications
or dissemination;
-educating staff and ensuring they adhere to
proper techniques and procedures.
F 921  Safe/Functional/Sanitary/Comfortable Environ F 921 10/4/24
SS=D | CFR(s): 483.90(i)
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with thick dark fuzzy material. The vents were In
operation. When asked who was responsible for
cleaning the kitchen vents, lights and celiling tiles
and tracks, the DM-A stated she was not sure but
thought maybe it was maintenance. DM-A stated
Kitchen staff clean the kitchen per the cleaning
book which staff document when complete, but
the celling isn't part of what is listed in the book.
DM-A added they currently do not have a
maintenance person for the facility as the last one
left awhile ago. Review of kitchen cleaning book
did not include the vents, lights or celiling tiles and
tracks.

During observation and interview on 8/21/24 at
10:42 a.m., the light above the meal tray
preparation area had black/brown debris present
In the light and on the outside. The tiles were
black on the edges and black/brown debris was
on the track of the ceiling tiles with some areas
with hanging debris present. The corner of the
Kitchen by the toaster, microwave and frying
surface also had black/brown debris, some
hanging down, present on the celling tiles and
tracks. The vents over the food preparation area
and also tray preparation area had black/brown
debris present on the edges of the vent. DM-A
confirmed the celling tiles, tracks, lights and vents
needed to be cleaned or replaced, especially over
areas where food prep, cooking and tray
assembly was occurring for the safety of the
residents.

On interview 8/21/24 at 11:52 a.m., the dietary
director (DD)-B confirmed the kitchen ceiling had
debris present on vents, lights, tiles and track and
IS In need of cleaning and likely replacement.

A policy on kitchen cleaning was requested and

debris and the dark fuzzy material.

How will the facility identify other residents
having the potential to be affected by the
safe deficient practice:

All residents have the potential to be
affected by the deficient practice.

The measures that the facility will take or
systems the facility will alter to ensure that
the problem will be corrected and will not
ocCcur:

Education was provided to maintenance
staff on the expectation for routine
cleaning of tiles, celling tracks, celiling
vents and overhead lights in the kitchen
and throughout the facility. A house audit
was completed to ensure there were no
other concerns with celling tiles, tracks,
lights and vents in the building.

Maintenance Director or designee will
conduct audits weekly x 4, monthly x 2,
and will review with QAP| committee for
furthur review and directives.
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K 000

INITIAL COMMENTS

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 08/21/2024.
At the time of this survey, Laurels Peak Care and
Rehab 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) 101,
_Ife Safety Code (LSC), Chapter 19 Existing
Health Care and the 2012 edition of NFPA 99
—ealth Care Facilities Code.

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.

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.

PLEASE RETURN THE PLAN OF CORRECTION
FOR THE FIRE SAFETY DEFICIENCIES
(K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
Electronically Signed

TITLE

(X6) DATE

09/20/2024

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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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By emaill to:
FM.HC.Inspections@state.mn.us

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

1. A detalled description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place
to ensure the deficlency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. |dentify who Is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

Building 01 of Laurel's Peak Rehabillitation Center
was constructed as follows:

The original building was constructed in 1962, it is
one-story, has a partial basement, is fully fire
sprinkler protected and Is of Type [(332)
construction;

The 1992 addition Is one-story, has no basement,
Is fully fire sprinkler protected and is of Type V(111)
construction;
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The 1998 addition Is one-story, has no basement,
Is fully fire sprinkler protected and is of Type V(111)
construction.

The 2008 and 2010 building additions. Both are
1-story with no basement, are fully sprinklered and
were determined to be of Type V(111)construction.

These Buildings are being surveyed as one
building as allowed in the 2012 edition of National
Fire Protection Association (NFPA) Standard 101,

Life Safety Code (LSC), Chapter 19 Existing
Health Care Occupancies.

The nursing home Is separated from an assisted
living facility by a two-hour fire-rated wall
assembly, with opening protectives appropriate to
the rating.

The facility has a fire alarm system with smoke
detection in the corridors and spaces open to the
corridors which i1s monitored for automatic fire
department notification. The facility has hardwired
single station smoke alarms in resident rooms.

The facility has a capacity of 60 beds and had a
census of 53 at time of the survey.

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

K271 | Discharge from Exits K271 10/4/24
SS=F | CFR(s): NFPA 101

Discharge from Exits

Exit discharge Is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes In
elevation and shall be maintained free of
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obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.
18.2.7,19.2.7
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview the Facility Maintenance called Mankato Mud
facility failled to maintain facility discharge from Jacking on 9/12/24 to come to the facility
exits per NFPA 101 (2012 edition), Life Safety to fix the vertical drop by room 315.
Code sections 19.2.1, 7.1.6.1.1. This deficient
finding could have a widespread impact on the Mankato Mud Jacking will be at the faclility
residents within the facility. to fix the Issue by 9/23/24.
Findings include: Facility will complete audits weekly for 3
weeks to ensure compliance.
On 08/21/2024 between 9:35 AM and 2:05 PM, it Completion date: 10/4/24
was revealed by observation that the exit
discharge by room 315 walking surface has a
vertical drop of 2 inches creating a uneven walking
surface to public way.
An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.
K291 | Emergency Lighting K291 10/4/24
SS=D | CFR(s): NFPA 101
Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
IS provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1
This REQUIREMENT Is not met as evidenced by:
Based on a review of available documentation and The Facility Administrator educated
staff interview, the facllity failed to test emergency Maintenance to test the emergency
lighting per NFPA 101 (2012 edition), Life Safety lighting monthly and document.
Code, sections 19.2.9.1 and 7.9.3.1.1. This
deficient finding could have a Isolated impact on Facility Maintenance will complete audits
the residents within the facility. monthly to ensure compliance.
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Findings Include: Completion date: 10/4/24
On 08/21/2024 between 09:35 AM and 2:05 PM, it
was revealed by a review of available
documentation that the facility did not have
documentation showing that they have tested the
emergency lighting in December 2023 and January
2024
An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.
K 321 | Hazardous Areas - Enclosure K321 10/4/24
SS=D | CFR(s);: NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
naving 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
system option Is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4. Doors
shall be self-closing or automatic-closing and
permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.

Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.
19.3.2.1,19.3.5.9

Area

Separation N/A
a. Boller and Fuel-Fired Heater Rooms
b. Laundries (larger than 100 square feet)

Automatic Sprinkler
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c. Repair, Maintenance, and Paint Shops

d. Solled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This REQUIREMENT Is not met as evidenced by:

Based on observation and staff interview, the Facility Maintenance will plug the
facility failled to maintain hazardous rooms per penetrations with cement.

NFPA 101 (2012 edition), Life Safety Code,

sections 19.3.2.1, 19.3.2.1.2, 19.3.6.3.1, 8.4.3.2, Maintenance will do audits monthly to
and 8.4.4.1. These deficient findings could have an ensure compliance.

Isolated impact on the residents within the facility.
Completion date: 10/4/24
Findings Include:

On 08/21/2024 between 9:35 AM and 2:05 PM, it
was revealed by observation that the laundry room
In the basement has several penetrations that has
been sealed with a orange spray foam material. No
documentation could be provided If it was a UL
rated assembly.

An interview with the Regional Maintenance
Director verified this deficient findings at the time of
discovery.

K341 | Fire Alarm System - Installation K 341 10/4/24
SS=F | CFR(s): NFPA 101

Fire Alarm System - Installation

A fire alarm system is installed with systems and
components approved for the purpose In
accordance with NFPA 70, National Electric Code,
and NFPA 72, National Fire Alarm Code to provide
effective warning of fire in any part of the building.
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In areas not continuously occupied, detection Is
Installed at each fire alarm control unit. In new
occupancy, detection Is also installed at
notification appliance circuit power extenders, and
supervising station transmitting equipment. Fire
alarm system wiring or other transmission paths
are monitored for integrity.
18.3.4.1,19.3.4.1, 9.6, 9.6.1.8
This REQUIREMENT Is not met as evidenced by:
Based on observation and staff interview, the Facility Maintenance called Prairie Fire on
facllity failed to install smoke detection per NFPA 9/12/24 to have them come out to the
101 (2012 edition), Life Safety Code, sections facility to install a smoke detector in the
19.3.4.1, 9.6.1.3. and NFPA 72 (2010 edition), The corridor by the kitchen and the break room.
National Fire Alarm and Signhaling Code, section
17.7.5.6.6.1. This deficient finding could have an Prairie Fire will be at the faclility by
Isolated impact on the residents within the facility. 9/20/24.
Findings Include: Facility Maintenance will complete audits
monthly to ensure compliance
On 08/21/2024 between 9:35 AM and 2:05 PM, it
was revealed by observation that the corridor by Completion date: 10/4/24
the kitchen and break room does not have a
smoke detector that is interconnected to the fire
alarm system with-in 5 feet of doors that have
magnetic hold open devices.
An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.
K345 | Fire Alarm System - Testing and Maintenance K345 10/4/24
SS=F | CFR(s): NFPA 101
Fire Alarm System - Testing and Maintenance
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A fire alarm system Is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT Is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facllity failed to test the hardwire
single-station smoke alarm per NFPA 101 (2012
edition), Life Safety Code, section 9.6.2.10.1.1,
and NFPA 72 (2010 edition), The National Fire
Alarm and Signhaling Code, section 14.4.6. This
deficient finding could have a widespread impact
on the residents within the facility.

Findings include:

On 08/21/2024 between 9:35 AM and 2:05 PM, it
was revealed by a review of available
documentation that the facility had not tested the
single-station smoke alarms monthly in the
resident rooms since December 2023.

An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.

Subdivision of Building Spaces - Smoke Barrie
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors In smoke barriers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that

K345

K374

The Facility Administrator educated
Maintenance that the single-station alarms
In resident room need to be tested monthly
and documented.

Facility Maintenance will audit monthly to
ensure compliance.

Completion Date: 10/4/24

10/4/24
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resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors are
permitted to have fixed fire window assemblies per
8.5. Doors are self-closing or automatic-closing, do
not require latching, and are not required to swing
In the direction of egress travel. Door opening
provides a minimum clear width of 32 inches for
swinging or horizontal doors.

19.3.7.6,19.3.7.8, 19.3.7.9

This REQUIREMENT 1s not met as evidenced by:

Based on observation and staff interview, the On 9/17/24 the Pete \Wachtel

facility falled to install self-closing device per NFPA Construction company made an

101 (2012 edition), Life Safety Code, section adjustment to the smoke barrier doors by
8.5.4.1 and 8.5.4.4. These deficient findings could room 402 so that they close properly.
have a widespread impact on the residents within

the faclility. Facility Maintenance will complete weekly

audits for 3 weeks to ensure compliance.
Findings Include:
Completion date: 10/4/24
On 08/21/2024 between 9:35 AM and 2:05 PM, it
was revealed by observation that smoke barrier
doors (004) by room 402 did not completely close
when tested.

An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.

K 712 | Fire Drills K712 10/4/24

SS=F | CFR(s): NFPA 101

Fire Drills

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire conditions.
Fire drills are held at expected and 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
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routine. Where drills are conducted between 9:00
PM and 6:00 AM, a coded announcement may be
used Instead of audible alarms.

19.7.1.4 through 19.7.1.7

This REQUIREMENT Is not met as evidenced by:

Based on a review of available documentation and The facility Administrator educated the
staff interview, the faclility failled to conduct fire facility Maintenance that fire drills need to
drills per NFPA 101 (2012 edition), Life Safety be conducted and documented every
Code sections 19.7.1.2, 19.7.1.4 19.7.1.6, and month.

19.7.1.8. This deficient finding could have a

widespread impact on the residents within the Maintenance will audit monthly for
facility. compliance to ensure compliance.
Findings Include: Completion Date: 10/4/24

On 08/21/2024, between 9:35 AM and 2:05 PM, it
was revealed by a review of available
documentation that the facility fire drill for July
2024 was not conducted.

An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.

K914 | Electrical Systems - Maintenance and Testing K914 10/4/24
SS=F | CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade receptacles at patient bed locations
and where deep sedation or general anesthesia is
administered, are tested after initial installation,
replacement or servicing. Additional testing Is
performed at intervals defined by documented
performance data. Receptacles not listed as
hospital-grade at these locations are tested at
Intervals not exceeding 12 months. Line Isolation
monitors (LIM), If installed, are tested at intervals
of less than or equal to 1 month by actuating the
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LIM test switch per 6.3.2.6.3.6, which activates
both visual and audible alarm. For LIM circuits with
automated self-testing, this manual test is
performed at intervals less than or equal to 12
months. LIM circuits are tested per 6.3.3.3.2 after
any repair or renovation to the electric distribution
system. Records are maintained of required tests
and associated repairs or modifications, containing
date, room or area tested, and results.

6.3.4 (NFPA 99)

This REQUIREMENT is not met as evidenced by:

Based on a review of available documentation and The facility maintenance tested all
staff interview, the faclility failed to conduct the electrical receptacles 9/12/24 and
electrical testing and maintenance per NFPA 99 documented as being completed.
Standards for Health Care Facllities 2012 edition,

sections 6.3.3.2,6.3.4.1.3, and 6.3.4.2.1.2. This Maintenance will do monthly audits to
deficient finding could have a widespread impact ensure compliance

on the residents within the facility.
Completion Date:10/4/24
Findings Include:

On 08/21/2024, between 9:35 AM and 2:05 PM, it
was revealed by a review of available
documentation that the facility was unable to
provide documentation showing that the facility
has properly tested all electrical receptacles in the
resident rooms.

An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.

K 918 | Electrical Systems - Essential Electric Syste K918 10/4/24
SS=F | CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source and
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assoclated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion i1s not met during the monthly test, a
process shall be provided to annually confirm this
capabhility 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 avallable. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source Is a design consideration for new
Installations.

6.4.4,6.5.4 6.6.4 (NFPA99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced by:

Based on a review of available documentation and The facility Administrator educated
staff interview, the facllity failed to maintain Maintenance that monthly generator
generators per NFPA 99 (2012 edition), Health testing needs to be completed and
Care Facilities Code, section 6.4.4.1.1.3, and documented.

NFPA 110 (2010 edition), Standard for Emergency

and Standby Power Systems, sections 8.3.4, The facility Administrator educated
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38.3.8,84.1,84.2 8421, and 8.4.2.4. These
deficient findings could have a widespread impact
on the residents within the facility.

Findings Include:

1. On 08/21/2024 between 09:35 AM and 2:05
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing

that they completed the monthly generator testing
during February 2024.

2. On 08/21/2024 between 09:35 AM and 2:05
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility was unable to provide documentation
showing that they have completed a weekly
Inspection of the emergency generator every week
within the last year.

An interview with the Regional Maintenance
Director verified this deficient finding at the time of
discovery.

K918

Maintenance that a weekly inspection of
the generator needs to be complete and
documented.

Audits will be completed monthly to ensure
compliance

Completion date: 10/4/24
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