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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

CMS Certification Number (CCN): 245245 December 26, 2017

Mr. Chester Fishel Il, Administrator
Heritage Manor

321 Northeast Sixth Street
Chisholm, MN 55719

Dear Mr. Fishel II:

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 December 11, 2017 the above facility is recommended for:
70 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 70 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,
Awie Felewsarn

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900
anne.peterson@state.mn.us

Telephone #: 651-201-4206 Fax #: 651-215-9697

cc: Licensing and Certification File

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered December 26, 2017

Mr. Chester Fishel I, Administrator
Heritage Manor

321 Northeast Sixth Street
Chisholm, MN 55719

RE: Project Number S5245029
Dear Mr. Fishel II:

On November 15, 2017, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on November 2, 2017. 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 December 21, 2017, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on December 14, 2017 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 November 2, 2017. We presumed, based on
your plan of correction, that your facility had corrected these deficiencies as of December 11, 2017. Based on
our PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our standard
survey, completed on November 2, 2017, effective December 11, 2017 and therefore remedies outlined in our
letter to you dated November 15, 2017, 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.

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

Sincerely,

e Fetauson_

Licensing and Certification Program

Minnesota Department of Health

P.0. Box 64900

St. Paul, MN 55164-0900
anne.peterson@state.mn.us

Telephone #: 651-201-4206 Fax #: 651-215-9697
cc: Licensing and Certification File

An equal opportunity employer.
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MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY
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0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 06/30
2 AOA 3 Other
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__ 3. 24 HourRN __ 7. Medical Director
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OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00 INVOLUNTARY
09/01/1982 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS : voluntary Terminat OTHER
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered
November 15, 2017

Mr. Chester Fishel II, Administrator
Heritage Manor

321 Northeast Sixth Street
Chisholm, MN 55719

RE: Project Number S5245029
Dear Mr. Fishel Il:

On November 2, 2017, 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 electronically attached CMS-2567 whereby corrections are required.

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

An equal opportunity employer.



Heritage Manor
November 15, 2017
Page 2

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:

Teresa Ament, Unit Supervisor
Duluth Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Duluth Technology Village

11 East Superior Street, Suite 290
Duluth, Minnesota 55802-2007
Email: teresa.ament@state.mn.us
Phone: (218) 302-6151

Fax: (218) 723-2359

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 12, 2017, the Department of Health will
impose the following remedy:

e 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 December 12, 2017 the following remedy will be imposed:

e Per instance civil money penalty. (42 CFR 488.430 through 488.444)
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
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November 15, 2017
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been affected by the deficient practice;

Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

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

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

Submit electronically to acknowledge your receipt of the electronic 2567, your review
and your ePoC submission.

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:

e Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));

e 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.
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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.

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 February 2, 2018 (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
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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 May 2, 2018 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

Nursing Home Informal Dispute Process
Minnesota Department of Health
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 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 electronic 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. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division

445 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145
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Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900
anne.peterson@state.mn.us

Telephone #: 651-201-4206 Fax #: 651-215-9697

cc: Licensing and Certification File
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

On 10/30/17-11/2/17, a standard survey was
completed at your facility by the Minnesota
Department of Health to determine if your facility
was in compliance with requirements of 42 CFR
Part 483, Subpart B, and Requirements for Long
Term Care Facilities.

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 164 483.10(h)(1)(3)(i); 483.70(i)(2) PERSONAL F 164 12/11/17
ss=D PRIVACY/CONFIDENTIALITY OF RECORDS

483.10

(h)(l) Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

(h)(3)The resident has a right to secure and
confidential personal and medical records.

(i) The resident has the right to refuse the release
of personal and medical records except as

provided at
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/17/2017

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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:KPWE11 Facility ID: 00904 If continuation sheet Page 1 of 4
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 164 | Continued From page 1 F 164
§483.70(i)(2) or other applicable federal or state
laws.
§483.70

(i) Medical records.

(2) The facility must keep confidential all
information contained in the resident’s records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;

(ii) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, and document F164: It's Heritage Manor’s policy to
review, the facility failed to ensure privacy was provide privacy to our residents
maintained during dining for 1 of 3 residents
(R64) observed for nutrition. DON and/or designee will implement
corrective action for resident R64 affected
Findings include: by this practice by:
* RN-B was given instruction on 11-01-
R64's Face Sheet printed 11/2/17, indicated 2017 on providing privacy and will receive
R64'S diagnoses included hypertension and individualized training on 11-22-2017 on
dementia. providing privacy to residents during meal

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:KPWE11 Facility ID: 00904 If continuation sheet Page 2 of 4
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R64's quarterly Minimum Data Set (MDS) dated
10/23/17, indicated R64 was rarely or never
understood, had short and long term memory
problems, had severely impaired decision making
skills and rarely or never made decisions. The
MDS further indicated R64 did not have any
behaviors or rejection of cares.

On 11/1/17, at 8:18 a.m. staff brought R64 to the
main dining room. At 8:26 a.m. R64 received her
breakfast. R64's eyes were closed. At 8:28 a.m.
registered nurse (RN)-B approached R64 in the
dining room and listened to her heart and lungs
using a stethoscope. RN-B leaned R64 forward
placing the stethoscope on R64's back and then
on R64's chest. R64 did not open her eyes or
respond in any way. At 8:32 a.m. RN-B left R64
and the dining room A staff member was sitting
next to R64 and attempted to wake up and feed
R64. At 8:42 a.m. R64 opened her eyes and
started taking bites of eggs. RN-B returned and
asked R64 how she was feeling. R64 did not
respond. RN-B asked the staff assisting R64 with
breakfast if R64 had any signs or symptoms of
pain or cough. RN-B then left the dining room. At
9:03 a.m. R64 was finished eating and exited the
dining room.

On 11/01/17, at 2:47 p.m. RN-B stated she was
new and in training, was asked by RN-A to listen
to R64's lungs.

On 11/01/17, at 2:53 p.m. RN-A verified she
asked RN-B to listen to R64's lung sounds. RN-A
stated she was unaware R64 was in the dining
room. RN-A further stated RN-B should not have
listened to lung sounds on R64 in the dining room
and would talk to RN-B about it.
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F 164 | Continued From page 2 F 164

times and other public events, and
ensuring vital signs or other treatments
are done in a private area.

DON and/or designee will assess
residents having the potential to be
affected by this practice including:

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

DON and/or designee will implement
measures to ensure that this practice
does not recur including:

*  Nursing staff will be re-educated on
providing privacy to our resident’s at
in-services on 11-16-2017 and 11-22-
2017.

DON and/or designee will monitor
corrective actions to ensure the
effectiveness of these actions including:
+ Random privacy audits, that will
include observation of residents in the
dining room and other public areas at
various times, will be completed by
DON/designee daily for 1wk, 3x/wk. for 2
weeks, 2x/wk. for 2 weeks, and then
monthly thereafter, to ensure privacy is
being provided for all residents as needed
beginning the week of 11-27-2017.

*  Audit results will be brought to the
QAPI committee for review and further
recommendation.

Completion Date: 12-11-2017
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On 11/01/17, at 2:54 p.m. the director of nursing
(DON) stated staff should not have listened to
R64's or any other resident's lung sounds while in
the dining room. The DON would expect staff to
wait or take the resident to a private area.

The facility's Dignity policy dated 10/23/17,
directed staff will promote, maintain and protect
resident privacy, including bodily privacy during
assistance with treatment procedures.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:KPWE11 Facility ID: 00904 If continuation sheet Page 4 of 4



PRINTED: 11/27/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES ?6% qg 09\7 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 - HERITAGE MANOR COMPLETED
245245 B. WING 11/02/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

321 NORTHEAST SIXTH STREET
CHISHOLM, MN 55719

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

HERITAGE MANOR

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)
K 000 INITIAL COMMENTS K 000
FIRE SAFETY

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

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

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division. At the time of this survey,
Heritage Manor was found not in compliance with
the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

PLEASE RETURN THE PLAN OF | Elqi !5 @ A
CORRECTION FOR THE FIRE SAFETY )

DEFICIENCIES TO:

HEALTH CARE FIRE INSPECTIONS ' .
STATE FIRE MARSHAL DIVISION '
445 MINNESOTA STREET, SUITE 145

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/17/2017

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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' ST. PAUL, MN 55101-5145, or

Or by email to both:
' Marian.Whitney@state.mn.us
and
 Angela.Kappenman@state.mn.us

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

1. A description of what has been, or will be, done
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or title of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

Heritage Manor, is a 1-story building with a full
basement. The original building was constructed
in 1953 and was determined to be of Type 11(111)
construction. In 1981 & 2001 additions were
constructed to the building that was determined to
be of Type 1I(111) construction. Because the
original building and its additions meet the
construction type allowed for existing buildings,
this facility was surveyed as a single building.

+ The building also has an apartment complex

- attached that is properly separated.

The building is fully sprinklered throughout, the
facility 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. Other hazardous areas
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ss=F CFR(s): NFPA 101
Multiple Occupancies - Construction Type
Where separated occupancies are in accordance
with 18/19.1.3.2 or 18/19.1.3.4, the most stringent
construction type is provided throughout the
building, unless a 2-hour separation is provided in
accordance with 8.2.1.3, in which case the
construction type is determined as follows:
* The construction type and supporting
construction of the health care occupancy is
based on the story in which it is located in the
building in accordance with 18/19.1.6 and Tables

1 18/19.1.6.1

' * The construction type of the areas of the

' building enclosing the other occupancies shall be

i based on the applicable occupancy chapters.
18.1.3.5,19.1.3.5,8.2.1.3
This REQUIREMENT is not met as evidenced
by:
Based on observations and staff interview, it was
revealed that the two hour fire separation was
found not in compliance with NFPA 101 "The Life
Safety Code" 2012 edition (LSC) sections
19.1.3.3. These deficient conditions could allow
the products of combustion to travel from one
building to another, which could negatively affect
30 of 66 residents, as well as an undetermined
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K000 Continued From page 2 K 000
: have either heat detection or smoke detection
. that are on the fire alarm system in accordance
" with the Minnesota State Fire Code.
: The facility has a capacity of 70 beds and had a
census of 66 at the time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET.
K 133  Muitiple Occupancies - Construction Type K133 11/24/117

K133

CHC will properly maintain a 2-hour fire
barrier separation

In order to comply with 2000 NFPA 101,
Sections 19.1.3.3:
1. The penetrations noted around
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| Fire Alarm System - Testing and Maintenance

- Afire alarm system is tested and maintained in

i accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

.9.7.5,9.7.7,9.7.8, and NFPA 25

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - HERITAGE MANOR COMPLETED
245245 B. WING 11/02/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MANOR 321 NORTHEAST SIXTH STREET
WERFTAGE) BE CHISHOLM, MN 55719
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)
K133 Continued From page 3 K133
number of staff, and visitors. conduit and other communication wiring
above the ceiling tile was sealed with
appropriate sealant. All other 2-hour fire
Findings include: barrier walls were inspected for similar
penetrations.
On facility tour between 10:00 a.m. to 3:00 p.m. 2. The latch was fixed on the 90 minute
on 11/02/2017, observations revealed the fire rated doors at the 2001 Park addition
- following deficient conditions affecting the 2 hour and is functioning properly. All other fire
i fire barrier separation at the 2001 Park addition: rated doors were inspected for proper
; latching.
1. There are two penetrations around a section
. of conduit and other communication wiring that is Completion Date: 11/24/2017
" running through the separation above the ceiling
" tile above the double doors.
2. The 90 minute fire rated doors located in the 2
hour fire barrier at the 2001 Park addition did not
latch in the closed position.
This deficient condition was verified by a
Maintenance Supervisor.
K 345 - Fire Alarm System - Testing and Maintenance K 345 1211117
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This REQUIREMENT is not met as evidenced
by:
Based on staff interview and a review of the K345
available documentation, the facility has not
maintained the fire alarm system testing and CHC will properly test and maintain our
maintenance documentation in accordance with fire alarm system.
NFPA 72 National Fire Alarm Code 2010 edition.
This deficient practice could affect 66 of 66 In order to comply with NFPA 70, National
residents,as well as an undetermined number of Electric Code, and NFPA 72 Sections
staff, and visitors to the facility. 9.75, 9.77, 9.78, and NFPA 25: Heritage
Manor will have our fire alarm system
tested according to current standards and
Findings include: have documentation of testing.
! On facility tour between 10:00 a.m. to 3:00 p.m. Completion Date: 12/11/2017
on 11/02/2017, during a review of all available fire
- alarm maintenance and testing documentation for
the last 12 months, and an interview with the
| Maintenance Supervisor revealed that at the time
" of the inspection the facility's fire alarm test
documentation did not contain a detailed list of all
the individual devices that had been tested and
the results of the testing completed on the
devices.
This deficient condition was verified by a
Maintenance Supervisor.
K 351 . Sprinkler System - Instaliation K 351 1211117

$S=D |

CFR(s): NFPA 101

. Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.
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' In Type 1 and Il construction, alternative protection
measures are permitted to be substituted for
. sprinkler protection in specific areas where state
i or local regulations prohibit sprinklers.
' In hospitals, sprinklers are not required in clothes
i closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of
Sprinkler Systems.
19.3.5.1,19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)
This REQUIREMENT is not met as evidenced
by:
Based on observations, the automatic sprinkler K351
system is not installed and maintained in
accordance with NFPA 13 the Standard for the CHC will properly maintain our sprinkler
Installation of Sprinkler Systems 2010 edition. system
i The failure to maintain the sprinkler system in
t compliance with NFPA 13 (10) could allow system In order to comply with 2010 NFPA 13,
being place out of service causing a decrease in Sections 19.3.5.1, 19.3.5.2, 19.3.5.3,
the fire protection system capability in the event 19.3.5.4, 19.3.5.5, 19.4.2, 19.3.5.10, 9.7,
of an emergency that could affect patients, as 9.7.1.1(1): Heritage Manor will have the 2
well as an undetermined number of staff, and corroded sprinkler heads replaced. All
visitors. other sprinkler heads will be inspected
and replaced as needed.
Findings include: Completion Date: 12/11/2017
On facility tour between 10:00 a.m. to 3:00 p.m.
on 11/02/2017, observations reveled that two fire
sprinkler head that are located in the kitchen's
dish washing room was found to be corroded.
. This deficient condition was verified by a
i Maintenance Supervisor.
K 363 | Corridor - Doors K 363 11/24/17
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SS=F CFR(s): NFPA 101

. Corridor - Doors

1 2012 EXISTING

Doors protecting corridor openings in other than

required enclosures of vertical openings, exits, or

- hazardous areas shall be substantial doors, such
as those constructed of 1-3/4 inch solid-bonded

. core wood, or capable of resisting fire for at least

1 20 minutes. Doors in fully sprinklered smoke

' compartments are only required to resist the

passage of smoke. Doors shall be provided with a

' means suitable for keeping the door closed.
There is no impediment to the closing of the
doors. Clearance between bottom of door and
floor covering is not exceeding 1 inch. Roller
latches are prohibited by CMS regulations on
corridor doors and rooms containing flammable

- or combustible materials. Powered doors
complying with 7.2.1.9 are permissible. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted.
Door frames shall be labeled and made of steel
or other materials in compliance with 8.3, unless
the smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.
19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.
This REQUIREMENT is not met as evidenced
by: ,
Based on observation and interview, the facility K363
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had several corridor doors that did not meet the
requirements of NFPA 101 "The Life Safety
Code" 2012 edition. This deficient practice could
affect 30 of 66 residents, as well as an
undetermined number of staff, and visitors if
smoke from a fire were allowed to enter the exit
. access corridors making it untenable.

i Findings include:

i On facility tour between 10:00 a.m. to 3:00 p.m.
on 11/02/2017, observations revealed that
resident rooms 104, 107, 307, and 309 had doors
that were being blocked in the open position by
trash baskets.

This deficient condition was verified by a
* Maintenance Supervisor.
K 712  Fire Drills K712
ss=F CFR(s): NFPA 101

Fire Drills
Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire

. conditions. Fire drills are held at unexpected

| times under varying conditions, at least quarterly

' on each shift. The staff is familiar with procedures

| and is aware that drills are part of established

' routine. Responsibility for planning and
conducting drills is assignhed only to competent
persons who are qualified to exercise leadership.
Where drills are conducted between 9:00 PM and
6:00 AM, a coded announcement may be used
instead of audible alarms.
18.7.1.4 through 18.7.1.7, 19.7.1.4 through
19.7.1.7
This REQUIREMENT is not met as evidenced

CHC will ensure that there is no
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K363 Continued From page 7 K 363

impediment in closing corridor doors

In order to comply with 2012 NFPA

101

Corridor doors to rooms 104, 107, 307,
and 309 had the trash baskets removed
from holding them open. The doors were

repaired to prevent self-closing. All
corridor doors were checked for

other

compliance. Environmental Service
Director will check for compliance during

normal maintenance rounds.

Completion Date: 11/24/2017

1211117
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interview, it was determined that the facility failed
to conduct several fire drills in accordance with
the NFPA 101 "The Life Safety Code" 2012
edition (L.SC) section 19.7.1.6, during the last
12-month period. This deficient practice could
affect 66 of 66 residents, as well as an
undetermined number of staff, and visitors.

Findings include:

On facility tour between 10:00 a.m. to 3:00 p.m.
on 11/02/2017, during the review of all available
fire drill documentation and interview with the
Maintenance Supervisor the following deficient
conditions were found

1. The facility did not have the signatures of staff
members that participated during the fire drill on 9
of 12 fire drill documents.

2. The facility did not vary the times of the
overnight fire drill by conducting three of the fire
drills in the 11 p.m. hour.

This deficient condition was verified by a
Maintenance Supervisor.
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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)
K712 : Continued From page 8 K712
- by:
Based on review of reports, records and staff K712

CHC will perform fire drills and maintain
appropriate documentation

In order to comply with 2012 NFPA 101,
Sections 19.7.1.6:

1. All fire drills in the future will have
signatures of staff members participating
in the fire drills. New forms were
developed to include spaces for
signatures and the Administrator will sign
all completed fire drill documentation to
ensure compliance.

2. Heritage Manor will vary times of all
fire drills. The Administrator will sign all
completed fire drills to ensure compliance.

Completion Date: 12/01/2017
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