DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  IK67
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00303
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 7 (L8)
(LD 245455 (L3) GOOD SAMARITAN SOCIETY - JACKSON
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 601 WEST JACKSON 3. Termination 4. CHOW
(L2) 673342500 (L5) JACKSON, MN (L6) 56143 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 €@n
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 09/23/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
§ . . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: _ (L10) 03 SNF/NF/Distinct 07 X-Ray 11 ICF/TID 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
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:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
ompliance based Un: ___ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 63 LI®) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 63 @D B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: A* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
63
(L37) (L38) (L39) (L42) (L43)

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

Post Certification Revisit by review of the facility’s plan of correction, to verify that the facility has achieved and maintained compliance with Federal

Certification Regulations.

Please refer to the CMS 2567B. Effective September 12. 2013. the facility is certified for 63 skilled nursing facility beds.

17. SURVEYOR SIGNATURE

Date :

Gary Nederhoff, Unit Supervisor 09/27/2013

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

Colleen B. Leach, Program Specialist 12/26/2013

(L20)

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

19. DETERMINATION OF ELIGIBILITY

20. COMPLIANCE WITH CIVIL

21. 1. Statement of Financial Solvency (HCFA-2572)

RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible e
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY

04/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (LAD) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(€27 B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00140
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
10/28/2013
L32) L33) DETERMINATION APPROVAL

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

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
Medicare Provider # 24-5455 December 26, 2013

Mr. Gordon Hormann, Administrator
Good Samaritan Society - Jackson
601 West Jackson

Jackson, Minnesota 56143

Dear Mr. Hormann:

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 September 12, 2013, the above facility is certified for:
63 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 63 skilled nursing facility beds.

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

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

Please contact me if you have any questions.

Sincerely,

Cotloon Seae A

Colleen B. Leach, Program Specialist

Program Assurance Unit, Licensing and Certification Program
Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900, St. Paul, MN 55164-0900

Telephone #: (651)201-4117  Fax #: (651)215-9697

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

September 27, 2013

Mr. Gordon Hormann, Administrator
Good Samaritan Society - Jackson
601 West Jackson

Jackson, Minnesota 56143

RE: Project Number S5455023
Dear Mr. Hormann:

On August 23, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on August 8, 2013. 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 September 23, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on September 23, 2013 the Minnesota Department of Public Safety
completed a PCR to verify that your facility had achieved and maintained compliance with federal certification
deficiencies issued pursuant to a standard survey, completed on August 8, 2013. We presumed, based on your
plan of correction, that your facility had corrected these deficiencies as of September 12, 2013. Based on our
PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our standard
survey, completed on August 8, 2013, effective September 12, 2013 and therefore remedies outlined in our letter
to you dated August 23, 2013, 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. Enclosed is a copy of the Post Certification Revisit Form,
(CMS-2567B) from this visit. Feel free to contact me if you have questions.

Sincerely,

Ao Kleppae

Anne Kleppe, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (612) 201-4124

Fax: (651) 215-9697

Enclosure
cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245455 B. Wing 9/23/2013
Name of Facility Street Address, City, State, Zip Code
GOOD SAMARITAN SOCIETY - JACKSON 601 WEST JACKSON
JACKSON, MN 56143

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).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0156 08/17/2013 ID Prefix F0164 08/17/2013 ID Prefix F0371 08/17/2013
Reg. # 483.10(b)(5) - (10), 483.10(k Reg. # 483.10(e), 483.75(1)(4) Reg. # 483.35(i)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0441 08/17/2013 ID Prefix F0465 08/17/2013 ID Prefix
Reg. # 483.65 Reg. # 483.70(h) Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency GN/AK 09/27/2013 1016( 09/23/201.
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/8/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: IK6712
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
545455 B. Wing 01 - MAIN BUILDING 01 9/23/2013
Name of Facility Street Address, City, State, Zip Code
GOOD SAMARITAN SOCIETY - JACKSON 601 WEST JACKSON
JACKSON, MN 56143

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).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 09/12/2013 ID Prefix 09/12/2013 ID Prefix
Reg. # NFPA101 Reg. # NFPA101 Reg. #
LSC K0050 LSC Koo072 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency PS/AK 09/27/201. 22373 09/23/201:
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: 1K6722
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: K67
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00303
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 2 (L)
(L1) 245455 (L3) GOOD SAMARITAN SOCIETY - JACKSON
1. [Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 601 WEST JACKSON 3. Termination 4. CHOW
(L2) 673342500 (L5) JACKSON, MN (L6) 56143 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 08/08/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
§ = . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: (@10 03 SNF/NF/Distinct 07 X-Ray 11ICFIID  15ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
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:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 63 (L18) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 63 (L17) X B. Notin 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 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
63
(L37) (L38) (L39) (L42) (L43)

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

At the time of the August 8, 2013 standard survey the facility was not in substantial compliance with Federal participation requirements. Please refer to the CMS-2567 for both health

and life safety code along with the facility's plan of correction. Post Certification Revisit to follow.

17. SURVEYOR SIGNATURE Date :

Kyla Einertson, HFE NEII

09/17/2013

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

Kate JohnsTon, Sr. Program Rep. 10/28/2013

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

19. DETERMINATION OF ELIGIBILITY

20. COMPLIANCE WITH CIVIL

21. 1. Statement of Financial Solvency (HCFA-2572)

RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible e
(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
04/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L4D) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(€27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00140
ws) w, | Posted 10/28/2013 ML
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
L32) L33) DETERMINATION APPROVAL

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

020499

(L20)



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5292
August 23, 2013

Mr. Gordon Hormann, Administrator
Good Samaritan Society - Jackson
601 West Jackson

Jackson, Minnesota 56143

RE: Project Number S5455023
Dear Mr. Hormann:

On August 8, 2013, 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;

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Good Samaritan Society - Jackson
August 23, 2013
Page 2

Potential Conseguences - 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:

Gary Nederhoff

Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota 55904

Telephone: (507) 206-2731

Fax: (507) 206-2711

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 September 17, 2013, the Department of Health will
impose the following remedy:

» 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 September 17, 2013 the following remedy will be
imposed:

* Per instance civil money penalties. (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:



Good Samaritan Society - Jackson
August 23, 2013
Page 3

- 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));
* 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.



Good Samaritan Society - Jackson
August 23, 2013
Page 4

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 November 8, 2013 (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



Good Samaritan Society - Jackson

August 23, 2013

Page 5

of deficiencies was issued. This mandatory denial of payment is in addition to any remedies that may
still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by February 8, 2014 (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
Division of Compliance Monitoring
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 IIDR 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. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205

Fax: (651) 215-0541



Good Samaritan Society - Jackson
August 23, 2013
Page 6

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

Sincerely,
T Vlonk_ et

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

Enclosure

cc: Licensing and Certification File

5455s13.rtf



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

PRINTED:

08/23/2013

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE coNsTRUCTIGRE ) G+ £U13

{X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
T Doprof Health
Rothesler
245455 B. WING 08/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2)P CODE :
GOOD SAMARITAN SOCIETY - JACKSON i
L X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (¥s)
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
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 Preparation and Execution of this
response and plan of correction does not
constitute an admission or agreement by
The facility's plan of correction (POC) will serve L g;g"g:iro?gﬂggﬁéhsg{ },gfuﬁgtfhe
as your allegation of compliance upon the statement of deficiencies. The plan of
Department's acceptance. Your signature at the COTCSENGH T d and/ pen o
bottom of the first page of the CMS-2567 form will fon IS prepared andfor executed
be used as verification of compliance ' solely because it is required by the
‘ provisions of Federal and State iaw. For
Upon recelpt of an acceptable POC an on-site ;he.lptur_posets‘ Ofagy allegations that the
revisit of your facility may be conducted to elalily 1s not in substantial compliance
; : : , with Federal requirements of
validate that substantial compliance with the arlicivation. i e Epe —"
regulations has been attained in accordance with gor b cItJi e énstitutessptc;)r:es?aiiniitypsan 0
your verification. allegation of compliance i d
F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF Fqse| 2 egator pRefice 1 sEcoigance
$8=C| RIGHTS, RULES, SERVICES, CHARGES Mg lion 7306 of the State Operations
The facility must inform the resident both orally 1 .
and in writing in a language that the resident A Builetin Board was placed on 8/5/13 ?’/ ”} ! 2'
understands of his or her rights and all rules and Allresidents can be affected by this - ’
regulations governing resident conduct and Board was placed al wheel chair height in
responsibilities during the stay in the facllity, The * main hallway with required Medicare and
facility must also provide the resident with the Medicaid benefits information and posted the
notice (if any) of the State developed under state agency to contact for complaints.
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the All residents go through this hallway to either
resident's stay. Receipt of such information, and attend activities or meals,
any amendments to it, must be acknowledged in L /IS D
writing. ?/’2 /3 Social Service Director or designee js
responsible to monitor the bulletin board
The facllity must inform each resident who is l weekdy X 4 to ensure that all required
entitied to Medicaid benefits, in writing, at the time information is posted , and Results of these
of admission to the nursing facility or, when the audits will go to Quality Committee for
resident becomes eligible for Medicaid of the further recommendations
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
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inform each resident when changes are made to
the items and services specified in paragraphs (5)
{(A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:

A description of the manner of protecting
personal funds, under paragraph (c) of this
section;

A description of the requirements and procedures
for establishing eligibility for Medicald, including
the right to request an assessment under section
1924(c) which determines the extent of a couple’s
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of rescurces which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels,

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
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misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care,

The facility must prominently display in the facllity
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicald benefits, and how to
receive refunds for previous payments covered by
stuch benefits, )

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to post required
Medicare and Medicald benefits information and
post the state agency to contact for complaints,
This had the potential to affect all 57 residents in

the facllity.
Findings include:

During initial facllity tour on 8/5/13, at 2:20 p.m.,
observation revealed the facility had not
prominently displayed in the facility required
written information for Medicare and Medicaid
benefits. Also there was no contact information
for the state agency so that the resident or family
may file a concern or complaint,

During interview on 8/5/13, at 2:47 p.m,, social
service director verified the Medicare and

F 156
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Medicaid benefits had been removed eight
months agoe due to remodeling of the facility and
had not been re-posted or the state agency to
report resident compiaints.

Document review of facility Procedure POSTING
INFORMATION FOR THE RESIDENT dated
April 2005, read " PROCEDURE Note: The
social worker is to identify and secure a specific
posting area within the center large enough to
accommodate the following resident information.
(This area may be a bulletin board or separate
hoards or picture frames, or some combination of
these.) This posted information includes, but is
not limited to the following: 4. State Client
Advocacy Groups: a. Name, address, and phone
number of state survey agency b. Name,
address, and phone number of state abuse
investigation agency and/or local agency c.
Names, addresses, and phone numbers of other
groups that advocate for residents, such as those
who may be MR, Ml, DD, etc. 5. Information on
Medicare and Medicaid: a. How to apply for
Medicaid and Medicare and where to apply b.
Name, address and phone numbers of the state
Medicaid Fraud Unit and how to make an
appeal/complaint ¢. How to make a Medicare
claim appeal or complaint."

Document review of facility Policy MEDICARE
AND MEDICAID BENEFITS dated February
2002, read "POLICY The center will prominently
display written information and provide to
residents and potential residents oral and written
information about how to apply for and use
Medicare and Medicaid benefits, how to receive
refunds for previous payments covered by such
penefits."
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F 164 | 483.10(e), 483.75(1)(4) PERSONAL F 164 )
$8=D | PRIVACY/CONFIDENTIALITY OF RECORDS F 164 Resident R-5 room monitor was 3 Inhj
: removed on 8/8/13.
The resident has the right to personal privacy and )
confidentiality of his or her personal and clinical No other resident has a room monitor, -
records.
To assure privacy and confidentiality no _
Personal privacy includes accommodations, room monitor will be used unless determined
medical treatment, written and telephone by physician and care plan team room
communications, personal care, visits, and monitor is needed. A procedure woulgi be
meetings of family and resident groups, but this written, physician order obtained, resident
does not require the facility to provide a private and/or family/gnardian have been informed,
room for each resident. and care plan updated. Staff would be
educated on proper usage.
Except as provided in paragraph (e)(3) of this )
section, the resident may approve or refuse the To insure privacy and confidentiality is
release of personal and clinical records to any maintained if a room monitor is needed by
individual outside the facility. any resident, audits will be done by
Rehabilitation Nurse and nurse manager
The resident's right to refuse release of personal Daily X 1 week, weekly X 3 the audit results
and clinical records does not apply when the discussed at QAC for further
resident is transferred to another heaith care recommendations
institution; or record release is required by law.
The facility must keep confidential all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.
This REQUIREMENT is not met as evidenced
by :
Based on observation, interview, and document
review, the facility falled to ensure privacy and
confidentiality was maintained for 1 of 1 resident
{R5) In the sample who utilized a room monitor.
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Findings include:

R5 told surveyor that she had no choice in having
audible monitor in room which was heard at the
nursing station. The audible monitor at the
nursing station could be heard in the two hallways
by the nursing station and by visitors, staff, other
residents who came past the desk from the front
door. The use of this monitor did not promote
privacy and confidentiality.

R5 was admitted to the facility 5/4/10, with
diagnosis that included diabetes meliitus and
dementia,

The facility identified RS on the quarterly
Minimum Data Set (MDS), an assessment dated
6/20/13, to have moderate cognitive impairment,
no behaviors, required extensive assist of one to
two staff for activities of daily living, was
frequently incontinent and had experienced two or
more falls since the last assessment.

During observations on 8/7/13, at 3:00 p.m., at
south hall nurse's station, a loud static noise was
heard from a room menitor located on the nursing
dask counter. During interview at that time,
licensed practical nurse-A (LPN-A) verified the
loud static noise was from a rcom monitor located
at the nurse's desk. LPN-A verified the monitor
was turned on and stated the monitor was for
staff to hearif RS had movement in room. At
3:30 p.m., a sports game was heard from the
monitor after LPN-A went into R5's room. During
interview at 3:45 p.m., LPN-A stated the monitor
should be documented on the resident's care
plan and that R6 had the monitor for "A long
time."
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During observations on 8/7/13, at 3:50 p.m., RS
was observed seated in her room lounge chair
eating a snack. The room monitor was cbserved
to be located in front of the television.

During observations on 8/8/13, at 7:03 a.m., R5
was observed in bed and asleep. The room
monitor was turned on and placed in front of the
television. Observations at that time revealed the
room monitor at the south hall nurse's station was
turned on, with no audible sounds heard.
Observations at 7:30 a.m., 7:45 a.m., and 8:00
a.m., revealed the same with the monitor turned
on.

Document review of current physician orders
signed dated 7/16/13, revealed no evidence of
orders for use of room monitor.

Document review of the facility current resident
care plan dated 7/3/13, revealed no evidence of
room monitor in use.

Document review of facility post-fall-short-term
care plans dated 7/5/12 (this was not on the
current care plan but found in the filed records),
revealed alteration in balance refated to organic
brain syndrome and right amputated foot.
Review of facility approaches included "Baby
monitor must be set” (this approach was
discontinued on 1/11/13) one at desk and one in
room when in bed.

During interview on 8/8/13, at 9:20 a.m., director
of nursing verified the use of room monitors for
R5 and they did not have a policy for use of room
monitors.

During interview on 8/8/13, at 9:30 a.m., R5 was
FORM CMS-2567(02-99) Pravious Versions Obsolete Event 1D:IK6711 Facliity ID: 00303 If continuation sheet Page 7 of 14
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asked what the small box was that sat by the
television, R5 stated it was to"count the number
of people who come to see me." When asked if
that was okay with her, R5 stated, "I guess so, |
don't have a choice."

During interview on 8/8/13, at 10:25 a.m., director
of nursing stated the facility put the room monitor
into place on 7/5/13 for R5, She verified the lack
of privacy with use of room monitor.

F 371 | 483.35(i) FOOD PROCURE, F 371 All food is bein -
B ! g served under sanitary S_? 7
Ss=F | STORE/P REPARE/SERVE SANITARY conditions with glove used and removed [
- . appropriately and handwashing done
The facility must - according to procedure

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

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

This has the potential to affect all residents

All food will continue to be served under
sanitary conditions with gloves and
handwashing done according to procedure.
All Dietary Staff educated on food served in
a sanitary manner on 8/5/13. Education
consisted of hand washing, when to change
This REQUIREMENT is not met as evidenced gloves when an activity is changed or
by: whenever leavmg‘the W(_)rk station \_wth a
Based on observation, interview, and document _ retur_n‘demonstmtlon. Dietary staff mstl.'ucted
review, the facllity failed to serve food under to utilize tongs, paddy paper, spatula, single
sanitary conditions. This had the potential to use glove if need to utilize ready to cat food.

affect 57 of 57 residents in the facilty. Random audits will be completed weekly X4,

then monthly X 3by QA Coordinator or
designee to assure food is being served under
sanitary conditions, handwashing, glove use
and glove use and removal are done
according to procedure. Results of these
audits will go to QA for further
recdommendations.

Findings include:

Dietary staff failed to change contaminated
gloves during meal service,

During observations on 8/7/13, at 11:16 a.m,,
dietary aide-A, with gloved hands, touched
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insulated trays, insulated lids, menu cards, and
bread. During observations at that time, dietary
aide-A placed 1 carton of milk on a tray and then
placed bread on the tray. Observations at that
time revealed dietary aide-A set up 9 trays for the
Light House unit, 8 of the 9 trays received
unwrapped bread. During interview at that time,
dietary aide-A stated the trays, lids, and menu
cards were sanitized after each meal. Dietary
aide-A lacked change of gloves after handling the
carton of milk and prior to handiing unwrapped
bread. -

During main dining room meal service
observations on 8/7/13, at 11:51 a.m., dietary
aide-A, with gloved hands, touched paper guest
receipts which were resident meal requests other
than the regular food choices. Throughout the
meal service, dietary aide-A touched 7 paper
receipts, followed by 6 unwrapped siices of bread.

During observations on 8/7/13, at 11:56 a.m.,
dietary aide-A opened a lower cupboard door,
removed a stack of small dessert bowls and
placed the bowels on the serving counter.
Dietary aide-A, continued to place unwrapped
bread onto meal plates, without a change of
gloves. .

During observations on 8/7/13, at 11:57 a.m.,
director of dietary services, with gloved hands,
prepared a cheese sandwich, placed into a grill,
closed the grill lid, ctosed two bread bags with
ties, opened the grill lid, removed the sandwich
and placed on a plate, cut the sandwich with a
knife while touching the bread with the same
gloved hands.

During interview on 8/7/13, at 12:05 p.m., director
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of dietary services verified the same gloved .
hands touched multiple surfaces and food without
changing gloves. She stated she expected gloves
to be changed prior to handling food.
Document review of facility Food Handling policy
' dated 3/09, read "Change gloves whenever you
change an activity, the type of food being worked
with or whenever you leave the workstation.”
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
$88=D| SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

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

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

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

(b) Preventing Spread of Infection
{1) When the Infection Control Program

‘determines that a resident needs isolation to

prevent the spread of infection, the facility must
isolate the resident.

(2) 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.

{3) The facility must require staff to wash their

F 441 Resident #11°s nebulizer equipment is
being cleaned and air dried after
administration of medication. Nurse involved
by this citation was counseled on following
current procedure,

Bed pans and urinals for R # 23, 31 and 19
are stored in clean, resident units

Al residents currently receiving nebulizer
treatments are having their nebulizer
equipment cleaned and air dried according to
procedure.

All bedpans and urinals are stored covered in
resident units.

All residents will receive nebulizer treatments
according to procedure including appropriate
cleaning and air dried according to procedure.
Licensed Nurse’s were educated on facility
procedure of Nebulizer treatmends 8/22/13 at
Nurse Meeting to prevent the spread of
infection.

Nursing staff were educated on the proper
storage of bed pans and urinals on 8/21/13 &
8/26/13.

%’] )3
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: : _ All residents receivi izer y
hands after each direct resident contact for which wil{ﬁ;f:g;sggzxﬁgaﬁzagtﬁ];:?g;?gts gl [7} !_]
hand W?Shmg 1S "?dlcated by accepted ensure nebulizer equipment is cleaned and air
professional practice . quip
P . dried according to procedure. These audits
(6) Linens will be done by Charge Nurses and Nurse
Personnel must handle, store, process and )]\3 i:jﬁﬁ‘}:g&ﬁssetgugfg rﬂéu?fhg?ne weekly
transport linens so as to prevent the spread of recommendations
infection. Random cbservation audits will be done for
residents requiring use of bedpans and/or
urinals to ensure this equipment is stored,
) . cleaned in the resident’s unit. These audits
g;l_ls REQUIREMENT is not met as evidenced will be done by Licensed Nurse’s and Staff
Based on observation, interview and document I[));:E:e)l;pillenltdCc;gflnz_ttt}?r. Thlese audgs will
review, the facility failed to promote practices to o © weekly p t‘."‘ results to QA for
prevent spread of infection for 1 of 1 resident riher recommendations.
1 (R11} observed for nebulizer administration who*
s equipment was not cleaned and gir dried after
use and failed to store personal care equipment
for 3 of 3 residents (R23, R31, R19) in a sanitary
manner.
Findings include:
MEDICATION EQUIPEMENT NOT STORED IN
A SANITARY MANNER:
R11's nebulizer equipment was observed to not
be cleaned and air dried after administration of
medication.
R11 had diagnoses that included dyspnea
{shortness of breath) and congestive heart
faiture,
Document review of physician orders dated
8/2/13, revealed orders for duonebs (albuterol
and atrovent} 3 miltiliter, 0.5/2.5 milligram, twice
daily,
‘ORM CMS-2587(02-99) Previous Verslons Obsolete Event ID: K67 11 Facility 10: 00303 if continuation sheet Page 11 of 14
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Observations on 8/7/13, at 8:30 a.m., licensed
practical nurse-B (LPN-B) placed medication in
nebulizer cup and attached the cup to the face
mask. LPN-B placed nebulizer mask on R11 and
started the nebulizer machine. Observations at
9:12 a.m.,, nebulizer machine was off, nebulizer
cup and mask remained connected with visible
liguid in cup and sitting on R11 ' s shelif. _
Observations at 11:43 a.m., revealed the same .
with liquid in the nebulizer cup.

During interview on 8/7/13, at 11:43 a.m., LPN-B
verified the nebulizer equipment had not been
cleaned. LPN-B stated, " She normally does not
clean it after the nebulizer treatment."

During interview on 8/7/13, at 11:55 a.m., director
of nursing verified staff were expected to rinse
nebulizer equipment after nebulizer treatment.

Document review of facility Procedure
NEBULIZER dated September 2010, read under
procedure number 16, "Following medication
administration, rinse equipment with hot water
and place on paper towel to air dry. Then wash
hands."

UNSANITARY STORAGE OF RESIDENT CARE
EQUIPEMENT:

R23's bed pan was observed to be stored on the
floor in the bathroom on 8/5/13, at 4:20 p.m.,

R31's and R19's bedpans were stored on top of
the wastebasket located in the bathroom on
8/6/13, at 2:00 p.m., on 8/8 at 7:13 a.m. the two
bedpans were stacked on top of the other and set
on the waste basket. R31's urinal was also
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F 441 Continued From page 12 F 441] Nursing staff have been educated on proper
located on the basket. storage of resident bed pans and urinals.
R23's bedpan was stored on the bathroom floor R-23, R-31, R-19 will be audited weekly X4,
on 8/8/13, at 7:13 a.m. then X 1 month, then findings sent to QAC
for further recommendations.
During the environmental tour on 8/8/13, at 8:21
a.m., with the administrator and director of Other residents identiﬁed as using bed pans
maintenance the administrator stated, "He or a urinal will be audited weekly X4, then X
expected the bedpans and urinal to be stored 1 month, then findings sent to QAC for
under the sink cabinets in the residents' rooms.” further recommendations
Document review of facility Procedure BEDPAN, Licensed Nurses and Staff Development
URINAL AND COMMODE dated 11/09, read Coordinator responsible for compliance. .
under PROCEDURE-Bedpan Equipment "16.
Rinse bedpan and clean thoroughly. Dry with
paper towels and store covered In residents unit
area. Keep bedpan separate from othér resident '
s items. PROCEDURE - Urinal Equipment 10.
Rinse urinal and clean thoroughly, Store urinal
covered in resident ' s unit area separate from
resident items."
F 465 | 483.70(h) F 465
$5=B | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON
The faciiity 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 facllity failed to ensure a sanitary
environment and in good repair.
Findings Include: On 8/6/13, at 4:37 p.m., the
bathroom of room 25 bed-b had a space of -
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F 465 | Continued From page 13

floor (no trim was in place along the wall).

113 bed-b bathroom revealed toilet had dark
black color inside porcelain bowl,

with the administrator and the environmental
supervisor the above findings were verified,

in the past and 113 bed-b toilet would need
replacing if unable to remove the stain."

During interview on 8/8/13, at 10:38 a.m,,

the books daily.

MAINTENANCE REQUEST SHEET dated
November 2006, read " PURPQOSE: To
tasks) COMPLETED BY: Staff members
identifiable 3-ring binder. Binders must be
binder per nurses' station and kitchen.

p.m."

unfinished, non-cleanable floor surface between
entire fength of wall and finoleum of bathroom

On 8/6/13, at 12:47 p.m., observation of room

During environmental tour on 8/8/13, at 9:21 a.m.,

During the tour the administrator verified he was
not aware of the above for rooms 25 bed-b and
21 bed-a, The administrator stated, "The plaster
on the wall for room 9 bed-a & b had been redone

administrator stated each nurses station and the
dining room had books for staff to report repairs
needed. Maintenance was responsible to look at

Review of facility MAINTENANCE CHECKLISTS,

initiate/document maintenance requests (repairs,
INSTRUCTIONS: Forms are to be placed in an
accessible to all staff members. Typically one

Maintenance is to check twice daily - a.m. and

F 465 Bathroom of room 25 bed-b edge of flooring

did not have trim, trim was placed entire
length of wall and met edge of linoleum
making the floor surface cleanable. Wall has
been repaired for room 9 bed A & B,

| Bathroom of room 113-b toilet has been
cleaned and there is no longer any black
residue in porcelain bowl,

All other resident bathrooms have been
checked and have no identified unfinished,
non-cleanable floor surface.

All other resident bathrooms will be checked
periodically for any black residue.

Any rooms identified as needing wall repair

will be placed in Maintenance Request Sheet
which Maintenance Supervisor checks twice
daily and placed on a calendar for repair.

Environmental Supervisor is responsible and
has instructed housekeepers to report any
findings of black residue in porcelain and
note in Mainfenance request sheet

To assure a safe, functional, sanitary,
comfortable environment in good repair
Audits will be completed monthly X3 with
results to QAC for further recommendations.
These audits will be done Maintenance and
Environmental Supervisors

)i
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K 000 [ INITIAL COMMENTS K 000| Please note that eur signature and the
response on the CMS-2567L does not mean
that we agree with either the tagged
FIRE SAFETY deficiency or the evidence presented to

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.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on August 7, 2013. At the
time of this survey, Good Samaritan Society
Jackson was found not to be in substantial
compliance with the requirements for participation
in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) 101 Life Safety Code (LSC), Chapter 19
Existing Health Care Occupancies.

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

Health Care Fire Inspections
State Fire Marshal Division

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

support any determination of non-
compliance. We respond and provide a
written plan of correction because law
requires it.

0 /]
rﬂll SEP 17 o

A . |
_ABORA Y DIR OR'S DER/SUPPLIER REPRESENTATIVE'S SIGNATURE : ITLE (X6) DATE
Adtim RS Wi ji3

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
‘ollowing 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
jays following the date thase documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

yrogram participation.
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By eMail to:

Barbara.Lundberg@state.mn.us, and
Marian.Whitney @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.

Good Samaritan Society Jackson was
constructed as follows:

The original building was constructed in 1956, is
one-story, has no basement, is fully fire sprinkler
protected and was determined to be of Type
1(332) construction;

The 1st Addition was constructed in 1965, is
one-story, has no basement, is fully fire sprinkler
protected and was determined to be of Type
1(332) construction;

The 2nd Addition was constructed in 1976, is
one-story, has a partial basement, is fully fire
sprinkler protected and was determined to be of
Type 1(332) construction;

The 3rd Addition was constructed in 1996, is
one-story, has no basement, is fully fire sprinkler
protected and was determined to be of Type
i(332) construction.

The facility has a fire alarm system with smoke
detection in the corridors and spaces open to the
corridors, which is monitored for automatic fire
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Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

This STANDARD is not met as evidenced by:
Based upon a review of available reports, it was
determined the facility failed to properly conduct
fire drills in accordance with NFPA 101 (2000)
Life Safety Code, Chapter 19, Section 19.7.1.2,
and CMS policy. In a fire emergency, this
deficient practice could adversely affect the safety
of 63 of 63 residents, staff and visitors.

FINDINGS INCLUDE:

On 08/07/2013 at 10:30 AM, during a review of
fire drill reports provided by the environmental
supervisor, it was confirmed that commencement
times for fire drills on the Night-Shift during the
previous four Quarters were not sufficiently
varied. Specifically, the maximum variation for

and scheduled at sufficiently varied times
throughout each shift.

The remainder of the 2013 schedule will be
reviewed and adjusted as needed.

The Director of Environmental
Services/Safety Director will be responsible.
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K 000 | Continued From page 2 K 000
department notification. The facility has a
capacity of 63 beds and had a census of 57 at
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 KO050|  An annual fire drill schedule will be
S$8=F developed in which each shift is addressed

q/‘ﬁ/ 13
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Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on observation, the facility failed to
maintain an egress corridor free from
impediments to full instant use in the case of fire
or other emergency, in accordance with NFPA
101 (2000), Chapter 7, Sections 7.1.10.1 and
7.1.10.2.1, and, the 2007 edition of Minnesota
State Fire Code (MSFC) Chapter 10, Section
1028. In an emergency evacuation situation,
these impediments could interfere with the
prompt and orderly evacuation of 20 of 63
residents, staff and visitors.

FINDINGS INCLUDE:

On 08/07/2013 between 9:30 AM and 1.00 PM,
observation revealed a patient lift, a utility cart
and a soiled linen cart being stored in the
Lighthouse Wing egress corridor. These items
remained in-place for greater than 30 minutes.
This storage arrangement was not in
conformance with NFPA 101 (00) Chapter 7, and
CMS policy, and the 2007 edition of Minnesota
State Fire Code (MSFC) Section 1028.
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K 050 | Continued From page 3 K 050
fire drill commencement times did not exceed 16
minutes.
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 Nursing Assistants will be educated on K72
$8=D on August 21, Licensed staff will be educatef

on K72 on August 22 and Special Care Unit
personnel will be educated on K72 on Augudt
23, 2013. K72 will also be presented at

monthly all-staff on September 12. Q’ {
12 /} 3

K72 will be added to the monthly safety
check list

Safety Director will be responsible.
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This finding was confirmed with the facility
administrator.
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