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CMS Certification Number (CCN): 245446   

February 20, 2015

Ms. Jannette Luthens,  Administrator

Assumption Home

715 North First Street

Cold Spring, Minnesota  56320

Dear Ms. Luthens:

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 January 5, 2015 the above facility is certified for or recommended for:    

  82 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 82 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,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Health Regulations Division

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File    
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Electronically delivered

January 15, 2015

Ms. Jannette Luthens,  Administrator

Assumption Home

715 North First Street

Cold Spring, Minnesota  56320

Re: Reinspection Results - Project Number S5446025

Dear Ms. Luthens:

On January 8, 2015 survey staff of the Minnesota Department of Health, Licensing and Certification

Program completed a reinspection of your facility, to determine correction of orders found on the

survey completed on October 30, 2014,   with orders received by you on .  At this time these correction

orders were found corrected and are listed on the accompanying Revisit Report Form submitted to you

electronically.

Please note, it is your responsibility to share the information contained in this letter and the results of

this visit with the President of your facility’s Governing Body.

   

Please feel free to call me with any questions.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Health Regulations Division

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File        
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Electronically delivered

January 15, 2015

Ms. Jannette Luthens,  Administrator

Assumption Home

715 North First Street

Cold Spring, Minnesota  56320

RE: Project Number S5446025

Dear Ms. Luthens:

On December 24, 2014, we informed you that the following enforcement remedy was being imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective January

30, 2015.  (42 CFR 488.417 (b))

Also, we notified you in our letter of December 24, 2014, in accordance with Federal law, as specified

in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from January 30, 2015.

This was based on the deficiencies cited by this Department for a standard survey completed on

October 30, 2014, and lack of verification of substantial compliance with the Life Safety Code (LSC)

and health deficiencies at the time of our  notice.   The most serious LSC and health deficiencies in

your facility at the time of the standard survey were found to be isolated deficiencies that constituted no

actual harm with potential for more than minimal harm that was not immediate jeopardy (Level D)

whereby corrections were required.

On January 8, 2015, the Minnesota Department of Health completed a Post Certification Revisit (PCR)

to verify that your facility had achieved and maintained compliance with federal certification

deficiencies issued pursuant to a standard survey, completed on October 30, 2014.  We presumed,

based on your plan of correction, that your facility had corrected these deficiencies as of January 5,

2015.   Based on our PCR, we have determined that your facility has corrected the deficiencies issued

pursuant to our standard survey, completed on October 30, 2014, as of January 5, 2015.    

As a result of the PCR findings, this Department recommended to the Centers for Medicare and

Medicaid Services (CMS) Region V Office the following actions related to the remedies outlined in our

letter of   December 24, 2014.  The CMS Region V Office concurs and has authorized this Department to
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notify you of these actions:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective January

30, 2015, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective January 30, 2015, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective January 30, 2015, is

to be rescinded.

In our letter of   December 24, 2014,  we advised you that, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited from

conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years

from January 30, 2015, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on January 5, 2015, the original triggering remedy, denial of payment for new

admissions, did not go into effect.  Therefore, the NATCEP prohibition is rescinded.

Please note, it is your responsibility to share the information contained in this letter and the results of

this PCR with the President of your facility's Governing Body.

Feel free to contact me if you have questions.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Health Regulations Division

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File       
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

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.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit

A. Building

245446

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

ASSUMPTION HOME 715 NORTH FIRST STREET

COLD SPRING, MN 56320

1/8/2015

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).
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Reviewed By
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Reviewed By
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CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:
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Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO10/30/2014

Form CMS - 2567B (9-92) Page 1 of 1 IXZQ12Event ID:
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State Form: Revisit Report

AH Form Approved

1/16/2015
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00624
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ASSUMPTION HOME 715 NORTH FIRST STREET

COLD SPRING, MN 56320
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished.  Each 

deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix 

codes shown to the left of each requirement on the survey report form).
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Electronically delivered

November 14, 2014

Ms. Jannette Luthens,  Administrator

Assumption Home

715 North First Street

Cold Spring, Minnesota 56320

RE: Project Number S5446025

Dear Ms. Luthens:

On October 30, 2014, 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 isolated

deficiencies that constitute no actual harm with potential for more than minimal harm that is not immediate

jeopardy (Level D), 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;

Electronic 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;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; and
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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:

   Brenda Fischer, Unit Supervisor   

   Minnesota Department of Health

   3333 West Division, #212    

   St. Cloud, Minnesota 56301

   Telephone:  (320)223-7338     

   Fax:  (320)223-7348   

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 December 9, 2014, the Department of Health will impose the

following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

Your ePoC must:

-   Address how corrective action will be accomplished for those residents found to have been

affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected by

the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that the

deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are   

 sustained.  The facility must develop a plan for ensuring that correction is achieved and    

 sustained.  This plan must be implemented, and the corrective action evaluated for its    

 effectiveness.  The plan of correction is integrated into the quality assurance system;

Assumption Home

November 14, 2014
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 - 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,

    

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review and

your ePoC submission.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's

ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has

occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    

 488.417 (a));

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

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

Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  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 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, 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 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.
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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 January 30, 2015 (three months after the

identification of noncompliance), the CMS Region V Office must deny payment for new admissions as

mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal

regulations at 42 CFR Section 488.417(b).  This mandatory denial of payments will be based on the failure

to comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of

new deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint

visit or other survey conducted after the original statement of deficiencies was 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 April 30, 2015 (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:    
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   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 an ePoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

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

   pat.sheehan@state.mn.us

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File       
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 

as your allegation of compliance upon the 

Department's 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.

Upon receipt of an acceptable electronic POC, an 

on-site revisit of your facility may be conducted to 

validate that substantial compliance with the 

regulations has been attained in accordance with 

your verification.

 

F 323

SS=D

483.25(h) FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident 

environment remains as free of accident hazards 

as is possible; and each resident receives 

adequate supervision and assistance devices to 

prevent accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 323 1/5/15

 Based on observation, interview and document 

review, the facility failed to ensure if the residents 

siderails were assessed as a potential accident 

hazard for 1 of 3 residents (R35) who utilized side 

rails.  

Findings include:

R35's quarterly Minimum Data Set (MDS), dated 

8/7/14, identified R35 was moderately cognitively 

 F323 FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES

1. How corrective action will be 

accomplished for those residents found to 

have been affected by the deficient 

practice:

a. Resident 53�s side rails will be 

evaluated for potential accidental hazards 

including but not limited to entrapment. 

Action will be taken to address any 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

11/24/2014Electronically Signed

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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impaired, and further listed diagnoses of cerebral 

vascular accident, hemiplegia, aphasia and major 

depression. The MDS also identified R35 needing 

extensive assist with  bed mobility, transfers, 

activities of daily living (ADL)s except eating 

which only required limited assist. 

The care plan for R35 (dated 2/10/14) indicated 

"bilateral half rails to aid with bed mobility and 

also potential for injury from falls r/t [related to] 

history of falls".  

A Progress Note, dated 8/21/14, indicated R35 

had fallen on 8/20/14 at 0645 while crawling 

around the side rails of his bed. The facility 

mobility assessment for the use of side rails, 

dated 8/3/14, indicated bilateral half side rails. 

The rational was, "Resident has left and right 1/2 

side rails on own bed from home. Utilises 

[utilizes] bilateral bars to assist in bed mobility. Is 

able to sit up with limited assistance with use of 

left side grab bar." 

During an observation on 10/28/14 at 2:00 p.m., 

R35 was sleeping in bed with a half side rails in 

the up position on both sides of the bed, with the 

right side of the bed against the wall.  The rails 

were attached near the middle of the bed.  The 

bed was in the low position and there was a mat 

on the floor in front of his bed.  A subsequent 

observation that same evening, at 7:50 p.m., R35 

was in bed in the same position on his back, for 

the night.  The bilateral half side rails were up and 

near the middle on both sides of the bed.   

An observation on 10/29/14 at 6:55 a.m. and at 

11:29 a.m. R35 was sleeping in bed with the 

bilateral half side rails in the up position near the 

middle of the bed.  The bed was in the low 

potential accidental hazards noted. 

Assessment completed for mobility on 

11/2/14 notes,  CVA with residual R) side 

weakness& Resident has left and right 1/2 

side rails on own bed from home. Utilizes 

bilateral bars to assist in bed mobility. Is 

able to sit up with limited assistance with 

use of left side rail.  Resident uses right 

side rail to assist in turning to the right.  

Resident is also able to assist in boosting 

up in bed by using his left side rail.  

Environmental Services to complete 

Safety Assessment by 11/25/14 of 

Resident 53�s side rails to evaluate for 

potential accidental hazards. Completion 

Date 11/25/14

b. Resident 53 has own bed from home. 

RNCC contacted medical supply company 

for resident 53�s bed to inquire about 

other assistive devices to utilize on bed. 

Per Medical company, there is no 

availability for smaller assistive bars for 

resident�s style of bed. RNCC updated 

resident 53�s responsible party of this 

information and offered an Assumption 

Home standard bed with grab bars to 

family. Resident 53�s responsible party 

refused to utilize Assumption Home 

supplied bed and wished to continue 

utilizing personal bed with ¿ side rails for 

resident. Completion Date: 11/13/14

c. Assumption Home�s Assistive Device 

Use, Bed Mobility policy will be updated to 

reflect that Assumption Home will no 

longer accept the utilization of personal 

bed/assistive devices. Notice of this will 

be sent to resident 53�s responsible party 

by 12/5/14 with expectation that personal 

bed/assistive device will be removed by 
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position and the mat was on the floor.

During an interview on 10/29/2014 at 9:07 a.m., 

nursing assistant (NA)-A stated R35's had the 

half bed rail to keep him in bed, the mat on the 

floor and the low bed position was to protect him 

from getting hurt. 

During an interview on 10/29/2014 at 11:35 a.m. 

registered nurse (RN)-A stated, "He came from 

assisted living with those rails on the bed and the 

family wishes to keep them on the bed."  RN-A 

stated R35 uses the half side rail for turning, and 

pulling himself up in bed with his left hand when 

the staff are moving him because he is unable to 

use right arm due to post CVA [cerebral vascular 

accident].  RN-A stated R35 had gone around the 

half side rails near the middle of the bed and fell 

to the floor in the past.   She stated the facility 

mobility assessment on 8/3/14 identified the half 

side rails were appropriate for repositioning. The 

assessment did not identify the half bed rails 

were positioned near the middle of the bed.  The 

rails in this position created a potential risk for 

entrapment for R35, who had hemiparesis, had 

moved himself around the siderail and fallen out 

of bed in the past creating a potential accident 

hazard for R35. 

In an interview on 10/29/2014 at 12:35 p.m., the 

director of nursing (DON) stated they do safety 

assessments "by watching if the rails are 

appropriate and attached to the bed.  If there is a 

problem we fill out a yellow slip for maintenance." 

When asked about safety risk of possible 

entrapment, she stated, "They do a general 

observation, we use rails and grab bars 

interchangeably."

1/5/15. Resident will be supplied with an 

Assumption Home standard bed/assistive 

device that meets the FDA�s seven 

zones of entrapment prevention 

requirements and protects against 

potential accidental hazards. After 

removal of personal bed and 

implementation of Assumption Home 

provided bed, resident 53�s bed mobility 

will be assessed to evaluate bed mobility 

and appropriate use of Assumption Home 

provided assistive device (including side 

rails and grab bars).  Completion Date: 

1/5/14

2. How facility will identify other 

residents having the potential to be 

affected by the same deficient practice:

a. All residents who utilize an assistive 

device on their bed including side rails 

and grab bars are at risk for potential 

accidental hazards. All residents of 

Assumption Home who utilize an assistive 

device on their bed will have the device 

evaluated for potential accidental hazards. 

Action will be taken to address any 

potential accidental hazards noted. 

Completion date: December 5, 2014. 

b. Home�s Assistive Device Use, Bed 

Mobility policy will be updated to reflect 

that Assumption Home will no longer 

accept the utilization of personal 

bed/assistive devices. Notice of this will 

be sent to resident�s responsible parties 

by 12/5/14 with expectation that personal 

bed/assistive device will be removed by 

1/5/15. Residents who currently utilize 

personal beds/assistive devices will be 

supplied with an Assumption Home 
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During an interview on 10/30/14 at 12:30 p.m. 

family member (FM)-A stated they use the side 

rails to keep him in bed and it helps to turn him in 

bed. "He did fall with the rail up,  he climbed 

around the rails." He doesn't want to use his call 

light and thinks he can do things on his own but 

he needs help. 

Although R35 had hemiparesis, had moved to the 

end of the bed to get  around the side rail in the 

past and had fallen out of bed.  The facility had 

not assessed R35's risk for safety and possible 

entrapment of these half side rails positioned 

near the middle of his bed, causing a potential 

accident hazard for R35. 

A policy entitled Assistance Device use reviewed 

on December 2013 indicated that grab bars, side 

rails and bed rails  are all used interchangeably 

with out indicating the need for risk assessments 

for use.

standard bed/assistive device that meets 

the FDA�s seven zones of entrapment 

prevention requirements and protects 

against potential accidental hazards. 

Completion Date: 1/5/14

3. What measures will be put into place 

or systemic changes made to ensure that 

the deficient practice will not recur:

a. Assumption Home�s Assistive Device 

Use, Bed Mobility policy will be reviewed 

and updated to incorporate routine and as 

needed evaluations of assistive bed 

devices for the potential of accidental 

hazards and actions to be taken if 

evaluation for potential of accidental 

hazards is noted. Update will also include 

the change in policy of not utilizing 

resident�s personal bed/assistive devices 

during resident�s stay at Assumption 

Home. Completion date: December 5, 

2014. 

b. All Assumption Home staff will be 

trained and educated on the updated 

assistive device use, bed mobility policy. 

Completion date: December 10, 2014. 

4. How facility plans to monitor its 

performance to make sure that solutions 

are sustained. 

a. Environmental Services will complete 

a Safety Assessment of all residents with 

assistive devices (including grab bars and 

side rails) by December 5th, 2014 to 

evaluate for potential accident hazards. 

Continued assessments will be completed 

on all Assumption home resident who 

utilize an assistive device at least 

quarterly and PRN to evaluate for 
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potential accidental hazards.

b. Director of Environmental services in 

collaboration with Director of Nursing, will 

audit 10% of resident�s utilizing an 

assistive device on their bed (including 

side rails and grab bars) to assure that 

routine and as needed evaluations for 

potential of accidental hazards and 

actions taken if concerns were noted was 

completed. 

c. Results of Safety Assessment for 

assistive devices to evaluate for potential 

accidental hazards and results of Director 

of Environmental Services /Director of 

Nursing audits to assure assessment and 

as needed follow up was completed will 

be reviewed quarterly with quality 

assurance committee.
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Electronically delivered

November 14, 2014

Ms. Jannette Luthens,   

Assumption Home

715 North First Street

Cold Spring, Minnesota  56320

Re: Enclosed State Supervised Living Facility Licensing Orders - Project Number S5446025

Dear Ms. Luthens:

The above facility was surveyed on October 27, 2014 through October 30, 2014 for the purpose of

assessing compliance with Minnesota Department of Health Supervised Living Facility Rules.   At the

time of the survey, the survey team from the Minnesota Department of Health, Compliance Monitoring

Division, noted one or more violations of these rules that are issued in accordance with Minnesota Stat.

section 144.653 and/or Minnesota Stat. Section 144.56.  If, upon reinspection, it is found that the

deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected

shall be assessed in accordance with a schedule of fines promulgated by rule of the Minnesota

Department of Health.

The State licensing orders are delineated on the attached Minnesota Department of Health order form

(attached).   The Minnesota Department of Health is documenting the State Licensing Correction

Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for

Supervised Living Facilities.

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule

number and the corresponding text of the state statute/rule out of compliance is listed in the "Summary

Statement of Deficiencies" column and replaces the "To Comply" portion of the correction order.   This

column also includes the findings that are in violation of the state statute after the statement, "This Rule

is not met as evidenced by."   Following the surveyors findings is the Time Period For Correction.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES,

"PROVIDER'S PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES

ONLY. THIS WILL APPEAR ON EACH PAGE.   

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF

MINNESOTA STATE STATUTES/RULES.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health • Compliance Monitoring     

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer



When all orders are corrected, the first page of the order form should be signed and returned to this

office at Minnesota Department of Health, P.O. Box 64900 , St. Paul, Minnesota  55164-0900.  We

urge you to review these orders carefully, item by item, and if you find that any of the orders are not in

accordance with your understanding at the time of the exit conference following the survey, you should

immediately contact Brenda Fischer at (320)223-7338.  A written plan for correction of licensing orders

is not required.    

   

You may request a hearing on any assessments that may result from non-compliance with these orders

provided that a written request is made to the Department within 15 days of receipt of a notice of

assessment for non-compliance.

Please note it is your responsibility to share the information contained in this letter and the results of

this visit with the President of your facility’s Governing Body.

Feel free to contact me with any questions related to this letter.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File       
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