m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
January 1/, 2024

Administrator

Good Samaritan Society - Pine River
518 Jefferson Avenue

Pine River, MN 56474

RE: CCN: 245476
Cycle Start Date: January 9, 2024

Dear Administrator:

On January 9, 2024, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

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

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

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

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

e The date that each deficiency will be corrected.

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

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

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

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

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

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

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

Jen Bahr, RN, Unit Supervisor

Bemidji District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

705 5th Street NW, Suite A

Bemidji, Minnesota 56601-2933

Email: Jennifer.bahr@state.mn.us

Office: (218) 308-2104 Mobile: (218) 368-3683

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

f 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
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occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

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

If substantial compliance with the regulations is not verified by April 9, 2024 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by July 9, 2024 (six months

after the identification of noncompliance) your provider agreement will be terminated. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

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

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.0. 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 |IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc idr.cfm

You must notity MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
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Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

Interim State Fire Safety Supervisor

Health Care & Correctional Facilities/Explosives

MN Department of Public Safety-Fire Marshal Division

445 Minnesota St., Suite 145
St. Paul, MN 55101
travis.ahrens@state.mn.us
Cell: 1-507-308-4185

Feel free to contact me if you have questions.

Sincerely,
J’]/Mﬂﬂfi -f%bfﬂaum..ng},

Kamala Fiske-Downing

Minnesota Department of Health

Health Regulation Division

Telephone: (651) 201-4112

Email: Kamala.Fiske-Downing@state.mn.us
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On 1/7/24 - 1/9/24, a survey for compliance with
Appendix Z, Emergency Preparedness
Requirements, §483.7/3 was conducted during a
standard recertification survey. The facility was
NOT in compliance.

The facllity'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. Upon receipt of an acceptable electronic
POC, an onsite revisit of your facility may be
conducted to validate substantial compliance with
the regulation has been attained.

E 015 | Subsistence Needs for Staff and Patients E 015 1/29/24
SS=F | CFR(s): 483.73(b)(1)

§403.748(b)(1), §418.113(b)(6)(iii), §441.184(b)
(1), §460.84(b)(1), §482.15(b)(1), §483.73(b)(1),
§483.475(b)(1), §485.542(b)(1), §485.625(b)(1)

[(b) Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated every 2 years [annually
for LTC facilities]. At a minimum, the policies and
procedures must address the following:

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not limited to the following:
(1) Food, water, medical and pharmaceutical

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/25/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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E 015 | Continued From page 1

supplies

(1) Alternate sources of energy to maintain the
following:

(A) Temperatures to protect patient health and
safety and for the safe and sanitary storage of
provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems.

(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii)]

Policies and procedures.

(6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

(1) The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the following:

(A) Food, water, medical, and pharmaceutical
supplies.

(B) Alternate sources of energy to maintain the
following:

(1) Temperatures to protect patient health and
safety and for the safe and sanitary storage of
provisions.

(2) Emergency lighting.

(3) Fire detection, extinguishing, and alarm
systems.

(C) Sewage and waste disposal.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to develop a comprehensive
Emergency Preparedness Plan (EPP) to include
the provision of hydration, food, and
pharmaceuticals in a potential emergency

E 015

1. A Subsistence plan was put in the
facility's Emergency Management Plan
Binder.

2. To ensure systemic changes are
sustained, the Environmental Services

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11

Facility ID: 00058 If continuation sheet Page 2 of 25
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situation. This has the potential to affect all Director has been educated the
residents and staff within the facility. Emergency Management Plan regulations
regarding Subsistence requirements.
Findings Include: 3. The Subsistence Plan was reviewed
by the QAPI committee on 1/25/24.
The faclility's Emergency Management Plan dated 4. The Emergency Management Plan
11/2/23, was reviewed and it did not contain a will be reviewed and revised on an annual
policy and procedure for the subsistence needs of basis by the facility's QAPI committee.

residents and staff in the event of an emergency
requiring them to shelter in place.

During an interview on 1/9/24 at 2:15 p.m., the
administrator confirmed a policy and procedure
for the subsistence needs was not included in the
Emergency Management Plan.

E 039 | EP Testing Requirements E 039 1/29/24
SS=C | CFR(s): 483.73(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations” under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(1) Participate in a full-scale exercise that is
community-based every 2 years; or

(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 3 of 25
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(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging In its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(i) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section Is conducted, that may include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared guestions
desighed to challenge an emergency plan.

(1) Analyze the [facility’'s] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d)]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:
() Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise Is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 4 of 25
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man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engagding In its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(1) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
Is conducted, that may include, but is not limited
to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a nharrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared guestions
designhed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

() Participate in an annual full-scale exercise that
IS community-based; or

(A) When a community-based exercise Is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice Is exempt from
engagding In its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(I) Conduct an additional annual exercise that
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E 039

Continued From page 5

may Include, but is not limited to the following:
(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

() Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d)]
(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:
() Participate in an annual full-scale exercise that
IS community-based; or
(A) When a community-based exercise Is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] Is exempt from engaging In its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

() Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

E 039
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(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
guestions designed to challenge an emergency
plan.

(i) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d)]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

(1) Participate in an annual full-scale exercise that
IS community-based; or

(A) When a community-based exercise Is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
IS conducted that may include, but is not limited to
the following:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 7 of 25
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(A) Asecond full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(i) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d)’]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
Including unannounced staff drills using the
emergency procedures. The [LTC facility,
|ICF/IID] must do the following:

(1) Participate in an annual full-scale exercise that
IS community-based; or

(A) When a community-based exercise Is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
Individual, facility-based functional exercise
following the onset of the emergency event.

() Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 8 of 25
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(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

() Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ILTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.4/75(d)]-

(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID must do the following:

(1) Participate in an annual full-scale exercise that
IS community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging In its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(1) Conduct an additional annual exercise that
may Include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 9 of 25
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directed messages, or prepared questions
designed to challenge an emergency plan.

() Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at

least annually. The HHA must do the following:
(1) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise Is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engagding In its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(1) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
Is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:K1FQ11 Facility ID: 00058 If continuation sheet Page 10 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/30/2024

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245476 B. WING 01/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - PINE RIVER 218 JEFFERSON AVENUE
] PINE RIVER, MN 56474
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

E 039 | Continued From page 10

guestions designed to challenge an emergency
plan.

() Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:

(1) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
guestions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging In its next required testing exercise
following the onset of the emergency event.

(1) Analyze the OPQO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPO's] emergency plan, as needed.

*[ RNCHlIs at §403.7438]:

(d)(2) Testing. The RNHCI| must conduct
exercises to test the emergency plan. The RNHCI
must do the following:

(1) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an

E 039
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emergency plan.

(1) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHClI's
emergency plan, as needed.

This REQUIREMENT Is not met as evidenced

by:
Based on interview and document review the During my investigation, | had found that
facility failed to participate in an annual full-scale the facility had completed an annual
community-based exercise to test their full-scale community-based exercise on
emergency preparedness plan or incident 4/20/2023 but had not completed the
command system in response to an actual adequate form to document the exercise.
emergency event the facility experienced in the | accumulated the data and information
past year. This had the potential to affect all from those who participated and
residents, staff, and visitors to the facility. submitted the form.
The Environmental Services Director and
Findings include: Administrator have read the regulations
regarding annual full-scale
During the review of the facility's Emergency community-based exercises.
Management Plan dated 11/2/23, the facility The Administrator/designee will ensure
participated in one facility-based emergency the facility meets the annual full-scale
exercise for 2023, instead of the required two. community-based exercise requirements

During an interview on 1/9/24 at 2:15 p.m., the
administrator confirmed the facility only had one
facility-based emergency exercise for 2023.

E 041 | Hospital CAH and LTC Emergency Power E 041 1/29/24
SS=F | CFR(s): 483.73(e)

§482.15(e) Condition for Participation:

(e) Emergency and standby power systems. The
hospital must implement emergency and standby
power systems based on the emergency plan set
forth In paragraph (a) of this section and in the
policies and procedures plan set forth in
paragraphs (b)(1)(i) and (ii) of this section.

§483.73(e), §485.625(e), §485.542(e)
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(e) Emergency and standby power systems. The
ILTC facility CAH and REH] must implement
emergency and standby power systems based on
the emergency plan set forth in paragraph (a) of
this section.

§482.15(e)(1), §483.73(e)(1), §485.542(e)(1),
§485.625(e)(1)

Emergency generator location. The generator
must be located in accordance with the location
requirements found in the Health Care Facilities
Code (NFPA 99 and Tentative Interim
Amendments TIA 12-2, TIA12-3, TIA12-4, TIA
12-5, and TIA 12-6), Life Safety Code (NFPA 101
and Tentative Interim Amendments TIA12-1, TIA
12-2, TIA12-3, and TIA 12-4), and NFPA 110,
when a new structure Is built or when an existing
structure or building Is renovated.

482.15(e)(2), §483.73(e)(2), §485.625(e)(2),
§485.542(e)(2)

Emergency generator inspection and testing. The
[hospital, CAH and LTC facility] must implement
the emergency power system inspection, testing,
and [maintenance] requirements found in the
lealth Care Facilities Code, NFPA 110, and Life
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)
(3),§485.542(e)(2)

Emergency generator fuel. [Hospitals, CAHs and
LTC facilities] that maintain an onsite fuel source
to power emergency generators must have a plan
for how It will keep emergency power systems
operational during the emergency, unless it
evacuates.

*[For hospitals at §482.15(h), LTC at §483.73(q),
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REHs at §485.542(g), and and CAHSs
§485.625(q) ]

The standards incorporated by reference in this
section are approved for incorporation by
reference by the Director of the Office of the
Federal Register in accordance with 5 U.S.C.
952(a) and 1 CFR part 51. You may obtain the
material from the sources listed below. You may
Inspect a copy at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
or at the National Archives and Records
Administration (NARA). For information on the
avalilability of this material at NARA, call
202-741-6030, or go to:
http://www.archives.gov/federal register/code of
_federal_regulations/ibr _locations.html.

If any changes In this edition of the Code are
Incorporated by reference, CMS will publish a
document in the Federal Register to announce
the changes.

(1) National Fire Protection Association, 1
Batterymarch Park,

Quincy, MA 02169, www.nfpa.org,
1.617.770.3000.

() NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011.

(i) Technical interim amendment (T1A) 12-2 to
NFPA 99, issued August 11, 2011.

(i) TIA12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA12-4 to NFPA 99, issued March 7, 2013.
(v) TIA12-5 to NFPA 99, iIssued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vil) NFPA 101, Life Safety Code, 2012 edition,
Issued August 11, 2011.

(vi) TIA12-1 to NFPA 101, issued August 11,
2011.

(Ix) TIA12-2 to NFPA 101, issued October 30,
2012.
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On 1/7/24 -1/9/24, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility

was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.
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(x) TIA12-3 to NFPA 101, issued October 22,
2013.
(x1) TIA12-4 to NFPA 101, issued October 22,
2013.
(xi1) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TIAs to chapter 7, issued August 6, 2009..
This REQUIREMENT Is not met as evidenced
by:
Based on a review of available documentation After conducting an investigation, it was
and staff interview, the facility failed to maintain found the facility had conducted a 36
generators per NFPA 99 (2012 edition), Health month 4 hour generator load bank test on
Care Facilities Code, section 6.4.4.1.1.3, and 3/20/2022.
NFPA 110 (2010 edition), Standard for The facility TELS system will notify the
Emergency and Standby Power Systems, facility Environmental Services Director
sections 4.2, 8.4.9, 8.4.9.1 and 8.4.9.2. This that the 36 month 4 hour generator load
deficient finding could have a widespread impact bank test is due. \We obtained
on the residents within the facility. documentation from the company
conducting the load band test.
Findings Include: The Environmental Services Director has
been educated on the NFPA 99 2012
On 1/8/24 at 10:45 a.m., the generator edition 36 month 4 hour generator load
documentation was reviewed with the bank test requirements.
environmental services director. The facility failed The facility TELS system will alert the
to provide documentation of a 36-Month 4-hour Environmental Services Director and the
generator load bank test. facility Administrator if the 36 month 4
hour generator load bank test is overdue
An interview at with the environmental services monthly until compliant.
director verified this deficient finding at the time of
discovery.
F 000 | INITIAL COMMENTS F 000
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The following complaints were reviewed with no
deficiency issued.

154 7/68544C (MN96933)

H54/68545C (MN98390)

H54/68546C (MN95883)

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

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.

F 641 Accuracy of Assessments F 641 1/29/24
SS=E | CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review, the 1. Residents R5, R21, R19, and R8 had

facility failed to accurately code the Minimum their MDS's corrected.

Data Set (MDS) for 3 of 4 residents (RS, R21, 2. All residents have the potential to be

R19) related to medications and 1 of 1 resident affected by the deficient practice. The

(R8) related to treatment who were reviewed for MDS Coordinator/designee completed an

MDS accuracy. audit on current resident's MDS Section O
for accuracy. Residents that had an

Findings include: Inaccurate Section O had that Section
corrected.

RS5's quarterly MDS dated 11/14/23, identified a 3. To ensure systemic changes is

diagnosis of Takotsubo syndrome (your heart's sustained, the MDS Coordinator was
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main blood-plumping chamber (the left ventricle)
to change shape and get larger) and identified RS
was taking an anticoagulant (blood thinner which
slows down body process of making a clot)
medication.

RS's November 2023 Medication Administration
Record (MAR), identified RS had not received an

anticoagulant medication during the look back
period of the MDS.

R21's quarterly MDS dated 12/20/23, identified a
diagnosis of atherosclerotic heart disease
(buildup of fats, cholesterol, and other
substances in and on the artery walls) and
iIdentified R21 was taking an anticoagulant
medication.

R21's December 2023 MAR, identified R21 had
not received an anticoagulant medication during
the lookback period of the MDS.

R19's quarterly MDS dated 12/12/23, identified
moderately impaired cognition and diagnoses of
neurocognitive disorder with Lewy bodies (a
progressive type of dementia affecting
movement, thinking skills, mood, memory, and
behavior), psychotic disorder with hallucinations
due to known physiological disorder, major
depressive disorder, and anxiety disorder.
Section N of the MDS did not indicate antianxiety
medication use during the assessment period.

R19's physician order dated 9/12/23, identified
Ativan (an antianxiety medication) 0.5 mg every
evening for anxiety disorder.

R19's December 2023 MAR identified Ativan was
given to R19 every day of December including the

educated on how to accurately code
Section O by the DON/designee.

4. The DON/designee will audit two
residents who had a new MDS completed
for Section O accuracy weekly for 4
weeks than two per month until resolved
by the QAP| Committee. The MDS
Coordinator or Designee will make
corrections on inaccuracies in a timely
manner.

The results of the audits will be reported
during the Monthly QAPI Committee
meeting for review with changes made
when necessary.
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MDS assessment period.

R8's annual MDS dated 12/20/23, identified intact
cognition and diagnoses of chronic obstructive
pulmonary disease (COPD), acute and chronic
respiratory failure. Section O identified no oxygen
use during the assessment period.

R8's physician orders dated 4/20/22, identified
continuous oxygen at two liters per minute (LPM)
via nasal cannula.

R8's December 2023 MAR identified an order for
oxygen at two LPM via nasal cannula
continuously and was marked as given three
times per day every day of December including
the assessment period.

During an interview on 1/7/24 at 1:32 p.m., R8
stated she wore oxygen at all times.

During an interview on 1/09/24 at 12:07 p.m.,
registered nurse (RN)-A confirmed she completed
the MDS' for RS ,R8, R19, and R21. RN-A stated
her process was to go through all the
assessments, progress notes, nurse aid charting,
and the MAR for what medications they had been
taking during the assessment period. RN-A stated
she had made an error on the residents MDS'
and would be amending those.

During an interview on 1/9/23 at 12:48 p.m., the
administrator stated the expectation were the
MDS were completed accurately.

The Centers for Medicare and Medicaid Services
(CMS) Resident Assessment Instrument (RAI)

3.0 User's Manual, dated October 2023, identified
the intent of section N was to record the number
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of days, during the last seven days that any type
of injection, insulin, and/or select medications
were received by the resident. In addition, an
Antipsychotic Medication Review has been
Included. Including this information will assist
facilities to evaluate the use and management of
these medications. Each aspect of antipsychotic
medication use and management has important
associations with the quality of life and quality of
care of residents receiving these medications.
The RAI manual identified the intent of the items
In section O was to identify any special
treatments, procedures, and programs that the
resident received during the assessment
reference period.

F 695 | Respiratory/Tracheostomy Care and Suctioning F 695 1/29/24
SS=D | CFR(s): 483.25(i)

§ 483.25(1) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, Is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered

care plan, the residents' goals and preferences,
and 483.65 of this subpart.
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview and document 1. Resident #3 had a Physicians Order

review, the facility failed to assess, care plan, and for CPAP usage added to the Medical

obtain orders for 1 of 1 resident (R8) using a Record and had their care plan updated to

continuous positive airway pressure (CPAP) show how it is to be cleaned.

device. 2. Allresidents have the potential to be
affected by the deficient practice.

Findings Include: Specifically, the DON/designee audited
current residents with CPAPs for

R&8's annual Minimum Data Set (MDS) dated compliance.
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12/20/23, identified intact cognition and
diagnoses of chronic obstructive pulmonary
disease (COPD), acute and chronic respiratory
fallure. R8 needed assistance with bed mobility,
transferring, eating and toilet use.

R8's provider orders dated 4/20/22, did not
identify orders for the use of a CPAP (a device
that uses mild air pressure to keep breathing
alrways open while sleeping) machine.

R8's care plan dated 4/21/22, did not indicate
CPAP use.

On 1/7/24 at 1:32 p.m., R8 stated the CPAP
observed on R8's bed-side table was R8's and
used it at night.

During an interview on 1/8/24 at 4:04 p.m.,
licensed practical nurse (LPN)-A confirmed R3
wore a CPAP at night.

During an interview on 1/9/24 at 7:49 a.m., LPN-B
stated when R8 was ready for bed she would call
the nurse and ask for the CPAP to be put on her.
LPN-B confirmed there was not an order in the
electronic health record to put the CPAP on R8.

During an interview on 1/9/24 at 11:37 a.m., the
director of nursing (DON) stated CPAP use would
be In the resident's provider orders. The DON
confirmed the order for putting on and taking off
the CPAP was not currently on the MAR for R8.
Their expectation would be that there was an
order for when to put on and take off a CPAP and
they needed to have orders for treatments being
done so they made sure they were taking proper
care of the resident.

3. To ensure systemic changes are
sustained, Current LN staff were educated
on the importance of ensuring the facility
has orders for the use of CPAPs before
applying the CPAP on a resident.

4. The DON/designee will audit the
Medical Record of nhewly admitted
residents or current residents starting the
use of a CPAP for Physician Orders.
Non-compliance will be corrected in a
timely manner.

The results of the audits will be reported
during the Monthly QAPI Committee
meeting for review with changes made
when necessary.
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A facllity policy, Physician/Practitioner Orders -
Rehab/Skilled dated 3/29/23, identified the
purpose was to provide individualized care to
each resident by obtaining appropriate, accurate
and timely physician/practitioner orders. A
physician, physician's assistant, nurse practitioner
or clinical nurse specialist must provide orders for
the resident's immediate care consistent with the
resident's present physical and mental status and
needs. Required orders include treatments: a
treatment will include the supporting reason
(diagnosis/problem).

F 883 | Influenza and Pneumococcal Immunizations F 883 1/29/24
SS=E | CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal
Immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(1) Before offering the influenza immunization,
each resident or the resident's representative
receives education regarding the benefits and
potential side effects of the immunization;

(1) Each resident is offered an influenza
Immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
Immunized during this time period;

() The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of influenza
Immunization; and

(B) That the resident either received the influenza
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Immunization or did not receive the influenza
Immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The faclility
must develop policies and procedures to ensure
that-

(1) Before offering the pneumococcal
Immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
Immunization;

(1) Each resident is offered a pneumococcal
Immunization, unless the immunization Is
medically contraindicated or the resident has
already been immunized;

(i) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of pneumococcal
Immunization; and
(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to offer and provide the most recent
Centers for Disease Control (CDC) education In
conjunction with their provider regarding the
potential risks and benefits of the pneumococcal
vaccine for 4 of 5 residents (R1, R7, R16, R22)
reviewed for immunizations. This had the
potential to affect all residents who were eligible

F 883

1. Residents R1, R7, R16, and R22 or
their representatives were given education
regarding pneumococcal vaccine booster
and offered the booster.

2. All residents have the potential to be
affected by the deficient practice .The
Medical Records of current residents
regarding pneumococcal vaccination
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for the pneumococcal booster.
Findings Include:

R1's quarterly Minimum Data Set (MDS) dated
11/16/23, identified R1 was 91 years old and had
diaghoses of malnutrition and chronic kidney
disease.

R1's Immunization record dated 1/9/24, identified
R1 received the pneumococcal polysaccharide
vaccine (PPSV23) on 6/25/12, and recelived the
pneumococcal conjugated vaccine (PCV13) on
10/13/15. R1's medical record did not include
evidence R1 or R1's representative received
education regarding pneumococcal vaccine
booster and there was no indication R1 was
offered the pneumococcal vaccine in conjunction
with their provider per CDC guidance.

R7's quarterly MDS dated 10/16/23, identified R/
was 92 years old and had a diagnhosis of
Alzheimer's dementia.

R7's Immunization record dated 1/9/24, identified
R7 received the PPSV23 on 11/11/00, and
received the PCV13 on 2/23/17. R7's medical
record did not include evidence R7 or R7's
representative received education regarding
pneumococcal vaccine booster and there was no
Indication R7 was offered the pneumococcal
vaccine per in conjunction with their provider per

CDC guidance.

R16's annual MDS dated 10/10/23, identified R16
was 82 years old and had a diagnhosis of
Alzheimer's disease and weakness.

R16's immunization record dated 1/9/24,

boosters has been completed by the |IPC.
Those found non-compliant were offered
the education and booster.

3. To ensure systemic changes are
sustained, the ICP had education on the
process of offering education on the
pneumococcal vaccine booster to
residents and/or their representatives an
offering the booster upon admission and
annually. Vaccination status is entered
into PCC and reports run monthly to
ensure resident pneumococcal
vaccination status is up to date.

4. The DON/Designee will audit newly
admitted residents and 2 current residents
for education and offering of the
pneumococcal vaccine booster for
one-month then random audits quarterly.
The results of the audits will be reported
during the Monthly QAPI Committee
meeting for review with changes made
when necessary.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
245476 B. WING 01/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - PINE RIVER >18 JEFFERSON AVENUE
PINE RIVER, MN 56474
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 883 | Continued From page 22 F 883

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

Event ID:K1FQ11

Facility ID: 00058

If continuation sheet Page 23 of 25




PRINTED: 01/30/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245476 B. WING 01/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

518 JEFFERSON AVENUE

GOOD SAMARITAN SOCIETY - PINE RIVER PINE RIVER, MN 56474

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 883  Continued From page 23 F 883

Identified R16 received the PPSV23 on 6/28/17,
and received the PCV13 on 5/4/15. R16's medical
record did not include evidence R16 or R16's
representative received education regarding
pneumococcal vaccine booster and there was no
Indication R16 was offered the pneumococcal
vaccine in conjunction with their provider per

CDC guidance.

R22's admission MDS dated 10/25/23, identified
R22 was 97 years old and had a diagnhosis of
chronic obstructive pulmonary disorder.

R22's immunization record dated 1/9/24,
Identified R22 received the PPSV23 on 11/8/07,
and received the PCV13 on 4/29/15. R22's
medical record did not include evidence R22 or
R22's representative received education
regarding pneumococcal vaccine booster and
there was no indication R22 was offered the
pneumococcal vaccine conjunction with their
provider per CDC guidance.

During an interview on 1/9/24 at 1:36 p.m., the
director of nursing (DON) stated the facility would
review the residents' immunizations upon admit
and once a year. She was aware of the PCV20
but was unaware of guidelines for offering the
vaccination. DON would only offer the PCV20 if
the resident did not have either the PPSV23 or
the PCV13. The DON had not offered the PCV20
vaccination in the facility. It is important the
residents remain current with their immunizations
to protect their health.

The facility's Immunizations/Vaccinations for
Pneumococcal, Influenza, and COVID-19 policy

dated 3/8/22, lacked guidance on administration
of the PCV20 when the PPSV23 and PCV13 had
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K000 | INITIAL COMMENTS K 000

FIRE SAFETY

An annual Life Safety recertification survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
01/08/2024. At the time of this survey, Good
Samaritan Society-Pine River was found not in
compliance with the requirements for participation
In Medicare/Medicaid at 42 CFR, Subpart
483.7/0(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Faclilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

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

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

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/26/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

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

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

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

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

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

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

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

Good Samaritan Society of Pine River is a 1-story
building with two basements. The building was
constructed at five different times. In 1961 the
nursing home was built and was determined to be
of Type I1(111) construction without a basement.
In 1968 an addition was constructed to the north
of the original building, that was determined to be
of Type I1(111) construction and has a basement.
In 1985 an addition was constructed to the
southwest of the 1961 building that was
determined to be of Type |1(111) construction and
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has a partial basement. In 1993 an addition was
constructed to the west of the 1985 addition that
was determined to be of Type |I(111) construction.
In 1996 the last addition was added to the west of
the 1993 addition that was determined to be of
Type I1(111) construction. The building Is divided
Into 7/ smoke zones by one and two hour fire
barriers. The faclility is separated by 2-hour fire
barriers form an outpatient physical therapy
building.

The facility 1s fully fire sprinkler protected and has
a fire alarm system with smoke detection in the
corridors and spaces open to the corridors, that is
monitored for automatic fire department
notification.

The facility has a capacity of 33 beds and had a
census of 24 at the time of the survey.

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

K 521 | HVAC K 521 1/29/24
sS=F | CFR(s): NFPA 101

HVAC

Heating, ventilation, and air conditioning shall
comply with 9.2 and shall be installed In
accordance with the manufacturer's
specifications.

18.5.2.1,19.5.2.1, 9.2

This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation The facllity fire dampers were inspected
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Evacuation and Relocation Plan

There Is a written plan for the protection of all
patients and for their evacuation in the event of
an emergency.

Employees are periodically instructed and kept
Informed with their duties under the plan, and a
copy of the plan Is readily available with telephone
operator or with security. The plan addresses the
basic response required of staff per 18/19.7.2.1.2
and provides for all of the fire safety plan
components per 18/19.2.2.

18.7.1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2,
18.7.2.3, 19.7.1.1 through 19.7.1.3, 19.7.2.1.2,
19.7.2.2,19.7.2.3

This REQUIREMENT 1Is not met as evidenced

by:
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and staff interview, the facility failed to inspect fire on 1/16/24.
dampers per NFPA 101 (2012 edition), Life Safety The fire damper inspection is added in to
Code, section 8.5.5.4.2, and NFPA 105 (2010 the facility TELS Building Management
edition), Standard for Smoke Door Assemblies and Monitoring system. This system will
and Other Opening Protectives, section 6.5.2. notify the facility Environmental Services
This deficient finding could have a widespread Director that the fire damper inspection Is
Impact on the residents within the facility. due.
The Environmental Services Director has
Findings Include: been educated on the HVAC Fire Damper
Inspection requirements per NFPA 101
On 01/08/2024 between 10:00 AM and 1:00 PM, 2012 edition.
It was revealed by a review of available The facility TELS system will alert the
documentation that the facility could not provide Environmental Services Director and the
documentation showing that they have had their facility Administrator if the fire damper
fire dampers inspected within the last four years. Inspection Is overdue monthly until
compliant.
An interview with the Environmental Services
Director verified this deficient finding at the time
of discovery.
K 711 | Evacuation and Relocation Plan K711 1/29/24
SS=F | CFR(s): NFPA 101
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Based on a review of available documentation A facllity specific evacuation and
and staff interview, the facility failed to implement relocation plan has been completed and
an evacuation and relocation plan per NFPA 101 put in the facilities EMP red binder.
(2012 edition), Life Safety Code, section 19.7.1.1 The Environmental Services Director has
and 19.7.1.3. This deficient finding could have a been education on the new evacuation
widespread impact on the residents within the and relocation plan and the NFPA 101
facllity. 2012 edition Evacuation and Relocation
Plan requirements.
Findings include: The facility Quality Improvement and
Quality Assurance committee will review
On 01/08/2024 between 10:00 AM and 1:00 PM, the evacuation and relocation plan on an
It was revealed by a review of available annual basis will review the plan with
documentation that the evacuation and relocation revision completed when necessary.
plan that the facility provided was not specific to
the facllity. It appeared that they provided a
template for an evacuation and relocation plan
that was not filled out.
An interview with the Environmental Services
Director verified this deficient finding at the time
of discovery.
K 761 | Maintenance, Inspection & Testing - Doors K761 1/29/24
SS=F | CFR(s): NFPA 101
Maintenance, Inspection & Testing - Doors
Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standarad
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to
patient rooms and smoke barrier doors, are
routinely inspected as part of the facility
maintenance program.
Individuals performing the door inspections and
testing possess knowledge, training or experience
that demonstrates abillity.
Written records of inspection and testing are
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
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K 761 | Continued From page 5 K761
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation The facility has completed an annual fire
and staff interview, the facility failed to maintain door Inspection on 1/18/24.
the fire door inspections per NFPA 101 (2012 The facility TELS system will notify the
edition), Life Safety Code, sections 8.3.3.1, Environmental Services Director that the
19.7.6, and NFPA 80 (2010 edition) Standard for annual fire door inspection Is due.
Fire Doors and Other Opening Protectives, The Environmental Services Director has
section 5.2.1. This deficient finding could have a been educated on the NFPA 101 2012
widespread impact on the residents within the edition on the requirements for the annual
facllity. filre door inspection.
The TELS system will notify the
Findings include: Environmental Services Director and the
facility Administrator if the annual fire door
On 01/08/2024, at 10:30 AM, it was revealed by a Inspection Is overdue monthly until
review of avallable fire door test and inspection compliant.
documentation and an interview with the
Administrator that the facility provided
documentation verifying the annual fire door
Inspection was last completed on 10/20/2022.
An interview with the Environmental Services
Director verified this deficient finding at the time
of discovery.
K 918 | Electrical Systems - Essential Electric Syste K918 1/29/24
SS=F | CFR(s): NFPA 101
Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source
and assoclated equipment Is capable of supplying
service within 10 seconds. If the 10-second
criterion i1s not met during the monthly test, a
process shall be provided to annually confirm this
capabllity for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance

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

Event ID: K1FQ21

Facility ID: 000358

If continuation sheet Page 6 of 8




PRINTED: 01/26/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - 1985 BUILDING AND ADDITIONS COMPLETED
245476 5. WING 01/08/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
518 JEFFERSON AVENUE
GOOD SAMARITAN SOCIETY - PINE RIVER
PINE RIVER, MN 56474
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K918 | Continued From page 6 K918
with NFPA 110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are In
accordance with NFPA 111. Main and feeder
circuit breakers are Inspected annually, and a
program for periodically exercising the
components Is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily avallable. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source Is a design consideration for new
Installations.
6.4.4,6.5.4 6.6.4 (NFPA99), NFPA 110, NFPA
111, 700.10 (NFPA 70)
This REQUIREMENT 1Is not met as evidenced
by:
Based on a review of available documentation The facility conducted a 36 month 4 hour
and staff interview, the facility failed to maintain generator load bank test on 3/20/2022.
generators per NFPA 99 (2012 edition), Health The facility TELS system will notify the
Care Facilities Code, section 6.4.4.1.1.3, and facility Environmental Services Director
NFPA 110 (2010 edition), Standard for that the 36 month 4 hour generator load
Emergency and Standby Power Systems, bank test is due.
sections 4.2, 8.4.9, 8.4.9.1 and 8.4.9.2. This The Environmental Services Director has
deficient finding could have a widespread impact been educated on the NFPA 99 2012
on the residents within the facility. edition 36 month 4 hour generator load
bank test requirements.
Findings Include: The facility TELS system will alert the
Environmental Services Director and the
On 01/08/2024 at 10:45 AM, it was revealed by a facility Administrator if the 36 month 4
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review of available documentation that the facility hour generator load bank test is overdue
falled to provide documentation of a 36-Month monthly until compliant.

4-hour generator load bank test.

An interview with the Environmental Services
Director verified this deficient finding at the time
of discovery.
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