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Minnesota
Department
of Health
Protecting, maintaining and improving the health of all Minnesotans
CMS Certification Number (CCN): 245114

January 21, 2016

Ms. Linda Krentz, Administrator
Harmony River Living Center
1555 Sherwood Street Southeast
Hutchinson, MN 55350

Dear Ms. Krentz:

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 October 12, 2015 the above facility is certified for:
120 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 120 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,
-}’]/Wﬂ'é“(_ %&-L)W;j

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112 Fax: (651) 215-9697

cc: Licensing and Certification File

An equal opportunity employer



Minnesota
Department
of Health

Protecting, maintaining and improving the health of all Minnesotans

January 21, 2016

Ms. Linda Krentz, Administrator
Harmony River Living Center
1555 Sherwood Street Southeast
Hutchinson, MN 55350

RE: Project Number F5114024
Dear Ms. Krentz:

On September 18, 2015, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on September 3, 2015. This survey
found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections were
required.

On October 13, 2015 the Minnesota Department of Public Safety completed a PCR to verify that your facility
had achieved and maintained compliance with federal certification deficiencies issued pursuant to a standard
survey, completed on September 3, 2015. We presumed, based on your plan of correction, that your facility
had corrected these deficiencies as of October 12, 2015. Based on our PCR, we have determined that your
facility has corrected the deficiencies issued pursuant to our standard survey, completed on September 3,
2015, effective October 12, 2015 and therefore remedies outlined in our letter to you dated September 18,
2015, will not be imposed.

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions.

Sincerely,
_}(ma/é‘& %&angj

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112  Fax: (651) 215-9697

Enclosure

An equal opportunity employer



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245114 Y1

MULTIPLE CONSTRUCTION

A. Building 02 - NEW BLDG
B. Wing

Y2

DATE OF REVISIT

10/13/2015 4

NAME OF FACILITY
HARMONY RIVER LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1555 SHERWOOD STREET SOUTHEAST
HUTCHINSON, MN 55350

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC K0075 10/12/2015 LSC K0144 10/12/2015 LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
S/kfd 1/21/2016 34764 10/13/2015
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO | (NITIALS)
FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
9/1/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY?  [Jves [] NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: KMO122



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
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From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 120 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code ___ 9. Beds/Room
13.Total Certified Beds 120 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
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25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 0470 0000 5262 2250 Fax # (320) 484-6001
September 18, 2015 Transmitted via facsimile 9/18/2015

Ms. Linda Krentz, Administrator
Harmony River Living Center
1555 Sherwood Street Southeast
Hutchinson, Minnesota 55350

RE: Project Number S5114025
Dear Ms. Krentz:

On September 3, 2015, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that constitute
no actual harm with potential for more than minimal harm that is not immediate jeopardy (Level F), as
evidenced by the attached CMS-2567 whereby corrections are required. A copy of the Statement of
Deficiencies (CMS-2567) is enclosed.

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

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

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

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

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

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

Minnesota Department of Health « Health Regulation Division
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us
An equal opportunity employer



Harmony River Living Center
September 18, 2015
Page 2
months after the survey date; and

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

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

DEPARTMENT CONTACT

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

Brenda Fischer, Unit Supervisor
Minnesota Department of Health
Health Regulation Division

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 October 13, 2015, the Department of Health will impose the
following remedy:

* State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by October 13, 2015 the following remedy will be imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)

PLAN OF CORRECTION (PoC)

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

- 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



Harmony River Living Center
September 18, 2015
Page 3
deficient practice will not recur;

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

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

- Include signature of provider and date.

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

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of compliance.
In order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department of
Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your PoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A Post
Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in your
plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the
latest correction date on the approved PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred sooner
than the latest correction date on the PoC.



Harmony River Living Center
September 18, 2015
Page 4

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 December 3, 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 March 3, 2016 (six months after the identification
of noncompliance) if your facility does not achieve substantial compliance. This action is mandated by the
Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR
Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an

informal dispute resolution process. You are required to send your written request, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:



Harmony River Living Center
September 18, 2015
Page 5
Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited deficiencies.
All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or [IDR within the 10 calendar day period
allotted for submitting an acceptable plan of correction. A copy of the Department’s informal dispute
resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

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

Mr. Gary Schroeder, Interim Supervisor
Health Care Fire Inspections

State Fire Marshal Division

444 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145

Email: gary.schroeder @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

Health Regulation Division

kate.johnston @state.mn.us

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

cc: Licensing and Certification File
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EYATEMENT OF DEFICIENGIES 1) PROVIDERISUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER;:

245114

X2 MULTIPLE GONSTRUCTION
A, BUILDING 02 - NEW RLDS

B, WING

(45 BATE BURVEY
COMPLETED

09/0%/2018

MAME OF PROVIDER OR SUPPLIGR
HARMONY RIVER LIVING CENTER

STRELT AUDRESS, CITY, STATE, 4P CODE
1565 GHERWOOH STREET BOUTHEASY
HUTCHINSON, MN 55350

pan SUMMARY BYATEMENT OF OEFICIENGIES
PREFIX (EACH DEFICIENCY KUST 55 PREGEDED BY FiL,
TAG REGLLATORY DR LEG IDENTIFYING INFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF DORRESTION )
{EACH CORRELTIVE ACTION SHOULD BE COMPLETION

CROS5-REFERENCED 70 THE APBROSRIATE bare
DEFIUENDY)

K 00O { Continued Fram pags 1

By email to:
Marian Whithay@state.mnus and
Angela. Keppenman@stets. mn.ug

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

1. A description of what has been, or will be, dane
to cotrect the deficiency,

2. The actusl, or proposed, completion dats,

3. The name and/or tils of the persan
responsible for carrection and monftoring o
prevent a resecurienee of the deficiency

Hammony River Living Center was sonstructed In
2012, Is two-stories In height, has a partial
basement, is Ruly fire sprinkler protected, and

The facility has an aufomstic fire alarm syatam
with smake detgetion in the corridors and spacey
open to the corridars, which is monitored far
dutomatic fire depanmant notification. Each
Resident Room is squipped with tiard-wired,
singte-station smoke detectors, The Facility has &
capacily of 120 bede snd had a eansus of 118 at
fime of the survey,

The requirement ot 42 CFR, Subpart 488.70(e) Is
NOT MET as evidenced by:

K078 ) NFPA 101 LIPE SAFETY CODE STANDARD
88=F
Soiled fingn or tragh colluetion receptacles do not

was tetermined 1o be of Type {i{111) construction.

K 500

Kors
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GENTERS FOR M VIGES QME N, 0856-0541
STATEMENT OF DEFILIENGIES &1} PROVDER/SUPPLIERICLIA X2 MULTIPLE CONBTRUCTION 8) DAYE BURVEY
AND PLAN OF CORRESTION FIENTIFICATION NUMBER: A, BUILDING 52 - NEW BLOG COMPLEYED
2s11¢ 5. WING . Sa205
NAME OF PROVIDEA &R SUPPLIBR BTRERET ADDRESS, CHY, SV, 2P CODE
HARMONY RIVER LAING CENTER ;Zﬁ:’;ﬁ:;?g R:::WTH&SY
¥
(X4) 3D SAMRY ETATEMENT OF REFIGIENGIES i) PROVIDERS PLAN OF CORRECTION g
PREFIX EACH DERIGIENCY MUSY 8E PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOLLD BE SOMELETON
TAS REGULATORY DR LBG INENTIFYING INFORMATION) TAS OROBS-REFERENCED Y0 YHE APPROPRIRTE PATE
DEFICIENGY)
K078 Continved From page 2 K076 The facility will store all mobile || 10122015
g’“’e‘?s 3f2 gal (?21 Lo ‘é?wﬁﬂidﬁ’- The svemge trash and linen containers .‘
enstly of eontainer sapa N B8 rOpn or space .
does not exceed & gallg, § (20.4 Lisg ), A that exceeld 32 gallans in &
capaolty of 32 pel (121 1} is not exceedad within room that is protected as a
any 64h5q R (6.9 50, m) area, Mobite selied nen hazardous space. The
or feash cofiection rsceptacies with capaciies i i
grester than 52 gal (121 L) are located in & room Environmental Services
protected as » hazardous area when not Director will ensure
aftended. 18.7.5.5 compliance with the
requirements of
NFPALSC 101 18.7.55
{2000} by conducting daily
audits of the storage of these
mobile trash containers, The
| This STANDARD 16 not met as evidenoed by: Safety Commitlee will review
Based on observations and staff interview, the ongoing compliance semi
facillty hes failed to stors large trash and fingr - annually.
c2rts In praperly peotected roome In aconrdance
with the NFPA 101 "The Life Safaty Code” 2000 .
edition (LEC) snction 18.%.5.8, This deficiant Date certain for the purposes
practioe could affct the safety of all residents, of ongaing compliance is
ataff and vistiors if smake or fre from one of @1 29;2(){1{ Y]
these cants rendered the comidos untenabks, S
Findings include: Responsible: Environmental
. ervices Director
On facity tour between 1000 AM and 1:30 PM S e
on September 1, 2015, observation reveglad, thet
the facllity was etoring muttiple moblle trash
containers thet are grester than 42 gallons in
ereas that are open to the comidors and not na
required hazardovs storage room.
This deficlent pracBioes was confirmad by the
Environmental Services Direetar (BR).
K144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
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NAME OF FROVIDER OR SURRLIER UTREET ADORESE, CNY, BTATE, 2IP CODS
155E SRERWOLD BTREET SUUTHEASY
fxm P rv A as -R q 5
HARBIORY RIVER LIVINIG CENTER RUYCHINSOR, KN 55360
(RO 0] EUMMARY BYATEMENT OF BEFKIENGIES o FROVIDERS PLAN OF CORRECTION L)
FREFIX (EACH DEFICIENGY BRIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BS LORPLETION
G REGULATORY OR LEG IDENTIFYING INFORMATION) TG CROSS-REFERENCED T0 THE APPROPRIATE BATE
DESAGIENDY)

K 144 | Confinued From page 3
§8=F
Genarators are inspectad woekly and exercised
under lpad for 30 minutes per month in
aceonfanos with NFPA 89, 5.4.4.1,

This STANDARD Is not miet as evidenced by
Based on documentation review and staff
interview, the facility falled 16 inspect ihe
emagency generator in acoordance with the
fequirements of 2000 NFPA 101 - 2.1.3 and 1009
NFPA 110 Chapler 6-4.1, The deficlent praciice
cauld sffect ol residents, .

Findings incluge;

On facifty tour betwsen 10:00 AM and 4:30 PM
on September 1, 2016, documentation review of
the weekly Inspeotion kogrs for the amerpency
genersior revesled, that the weskly operational
irsprciions were missed for the waeks of
CBL24/2045 - Dar222015 and D4/20/2015 -
05/14/2015,

This defitlent practine wey varifies Ly the
Environmental Services Direstar {BN),

the generator per

The safety committee

semi annually.
C10/12/2015

Services Director

k14| The facility will conduct the | 4qarmoish
required weekly inspections of

NFPA 989 3.4.4.1. A recurring _
work order will be entered into
the electronic work order
system. The Environmental
Services Director will be
responsible for ongoing
compliance with the standard.

will review ongoing compliance

Date certain for the purposes
of ongoing compliance is

Responsible: Environmental
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