
    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically Delivered    
June 30, 2023

Administrator
Good Samaritan Society ‐ Pine River
518 Jefferson Avenue
Pine River, MN  56474

RE:   CCN: 245476
  Cycle Start Date: April 19, 2023

Dear Administrator:

On May 24, 2023, the Minnesota Department(s) of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance.  Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112     
Email:  Kamala.Fiske‐Downing@state.mn.us

An equal opportunity employer.



    

Protecting, Maintaining and Improving the Health of All Minnesotans
  

Electronically delivered

June 30, 2023

Administrator
Good Samaritan Society ‐ Pine River
518 Jefferson Avenue
Pine River, MN  56474

Re:       Reinspection Results    
             Event ID:  KTEO12

Dear Administrator:

On May 24, 2023 survey staff of the Minnesota Department of Health ‐ Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on April 19, 2023.  At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,    

    
Kamala Fiske‐Downing
Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201‐4112     
Email:  Kamala.Fiske‐Downing@state.mn.us

An equal opportunity employer.
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Electronically delivered

May 3, 2023

Administrator
Good Samaritan Society - Pine River
518 Jefferson Avenue
Pine River, MN 56474

RE: CCN: 245476
Cycle Start Date: April 19, 2023

Dear Administrator:

On April 19, 2023, 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)

Wi th in ten (10 ) calendar days af ter you r rec eip t of this not ic e, you must submit an acc eptab le eP OC 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:

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

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

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

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

• The date that each deficiency will be corrected.

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

An equal opportunity employer.



Good Samaritan Society - Pine River
May 3, 2023
Page 2

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.

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:

• 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.
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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.

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 July 19, 2023 (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 October 19, 2023 (six
months after the identification of noncompli ance) your prov ider 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.O. Box 64900
St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/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:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html
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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:

Wi lliam Abderha lden, Fire Safet y Su perv iso r
Deputy State Fire Marshal
Health Care/Corrections Supervisor – Interim
Minnesota Department of Public Safety
445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145
Cell: (507) 361-6204
Email: william.abderhalden@state.mn.us
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Holly Zahler, Compliance Analyst
Federal Enforcement | Health Regulation Division
Minnesota Department of Health
Phone: 651-201-4384
Email: holly.zahler@state.mn.us
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F 000  INITIAL COMMENTS F 000

On  4/17/23  through  4/19/23,  a  standard
recertification  survey  was  conducted  at  your
facility. Your facility was  not  in compliance  with
the  requirements  of 42  CFR  483,  Subpart  B,
Requirements  for Long Term Care  Facilities.

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 812  Food  Procurement, Store/ Prepare/ Serve- Sanitary
SS= F CFR( s): 483. 60( i)(1)(2)

§483. 60( i) Food  safety  requirements.
The  facility must  -

§483. 60( i)(1) - Procure  food  from sources
approved  or considered  satisfactory  by federal,
state  or local  authorities.
(i) This  may  include  food  items  obtained  directly
from local  producers,  subject  to applicable  State
and  local  laws  or regulations.
(ii) This  provision  does  not  prohibit  or prevent
facilities  from using  produce  grown  in facility
gardens,  subject  to compliance  with applicable
safe  growing  and  food- handling  practices.
(iii) This  provision  does  not  preclude  residents
from consuming  foods  not  procured  by the  facility.

§483. 60( i)(2) - Store,  prepare,  distribute  and

F 812 5/22/23

LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
TITLE (X6) DATE

05/11/2023
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:KTEO11 Facility ID: 00058 If continuation  sheet  Page  1 of 3
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F 812  Continued  From  page  1
serve  food  in accordance  with professional
standards  for food  service  safety.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

review,  the  facility failed  ensure  beard  nets  were
worn  when  preparing  resident  meals,  to prevent
the  spread  of food  born  illness.  This  had  the
potential  to affect  all 27  residents  who resided  in
the  facility.

Finding  include:

During  observation  on  4/17/23  at  11:19  a. m. ,
cook  (C)-A was  assembling  and  temping  food  for
lunch.  C-A was  wearing  a  surgical  face  mask  and
his  beard  protruded  about  1.5 inches  from the
bottom  of the  face  mask  and  the  beard  was
hovering  over  the  food.

On  4/17/23  at  5:42  p.m. , C-A was  observed
assembling  food  for the  evening  meal.  C-A was
wearing  a  surgical  face  mask  and  his  beard
protruded  about  1.5 inches  from the  bottom  of the
face  mask.

During  an  interview  on  4/17/23  at  6:16  p.m. , C-A
stated  when  preparing  and  assembling  food  it
was  important  to have  a  beard  net  so  hair  did not
end  up  the  food.  C-A worked  for the  facility for
over  two months  never  wore  a  beard  net.  To
CA-A's  knowledge  there  was  no  beard  nets  for
use.

During  an  interview  on  4/19/23  at  12:27  p.m. , the
dietary  manager  (DM) stated  it was  her
expectation  for staff  preparing  and  assembling
food  would  wear  the  proper  hair  nets  and  beard
nets.  The  DM was  not  aware  of any  beard  nets  in

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:KTEO11

F 812

Disclaimer

Preparation  and  execution  of this
response  and  plan  of correction  does  not
constitute  an  admission  or agreement  by
the  provider  of the  truth  of the  facts
alleged  or conclusions  set  forth in the
statement  of deficiencies.  The  plan  of
correction  is prepared  and/  or executed
solely  because  it is required  by the
provisions  of federal  and  state  law. For
the  purposes  of any  allegation  that  the
center  is not  in substantial  compliance
with federal  requirements  of participation,
this  response  and  plan  of correction
constitutes  the  center s  allegation  of
compliance  in accordance  with section
7305  of the  State  Operations  Manual.

F812

1.All food  and  nutrition  employees  are
utilizing hair  and  beard  restraints  while
performing  duties  requiring  hair/ beard
restraints.

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

3.Upon  notification,  supervisor  educated
staff  member  where  to find beard  nets.
Education  on  employee  hygiene  in Food
and  nutrition  Services  was  completed  with
all food  and  nutrition  staff  the  week  of

Facility ID: 00058 If continuation  sheet  Page  2 of 3
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F 812  Continued  From  page  2
the  facility since  C-A was  hired.

During  an  interview  on  4/19/23  at  12:58  p.m.  the
administrator  stated  staff  preparing  and
assembling  food  should  follow policy regarding
employee  hygiene  with food  services.  Staff  were
expected  to wear  the  proper  hair  restraints  to
ensure  sanitary  conditions.

The  facility policy for Employee  Hygiene  and
Dress  Code- Food  and  Nutrition Services  dated
8/10/22,  identified  hair  nets  and  beard  nets  are
used  when  cooking,  preparing,  assembling  food
or ingredients.  Hair was  to be  covered
completely.

The  State  Food  Safety  dated  January  2023,
identified  facial  hair  could  be  a  biological  hazard.
It could  have  several  types  of pathogens  on  it,
including  staphylococcus  (bacteria  that  can  cause
infection)  bacteria.

F 812
4/22/2023.  This  education  covered  the
requirements  to wear  hair  nets  and  beard
nets.

4.Observation  compliance  audits  will be
completed  by Food  and  Nutrition
Supervisor  or designee  3 times  per  week
x’s  3 weeks,  2 x’s  weekly  times  2 weeks
and  then  weekly  for a  month  with results
reported  to the  QAPI committee  for further
recommendation.

5.  corrective  action  completed
5/22/2023.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:KTEO11 Facility ID: 00058 If continuation  sheet  Page  3 of 3



Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 3, 2023

Administrator
Good Samaritan Society - Pine River
518 Jefferson Avenue
Pine River, MN 56474

Re: State Nursing Home Licensing Orders
Event ID: KTEO11

Dear Administrator:

The above facility was surveyed on April 17, 2023 through April 19, 2023 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the time of
the survey, the survey team from the Minnesota Department of Health - Health Regulation Division
noted one or more violations of these rules or statutes that are issued in accordance with Minn. Stat.
§ 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the deficiency or
deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule and/or statute of the Minnesota
Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html. The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.

An equal opportunity employer.
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PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text. You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health. We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

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

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non-compliance.

Please feel free to call me with any questions.

Holly Zahler, Compliance Analyst
Federal Enforcement | Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, Minnesota 55164-0970
Phone: 651-201-4384
Email: holly.zahler@state.mn.us
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2 000  Initial Comments 2 000

*****ATTENTION******

NH LICENSING  CORRECTION  ORDER

In accordance  with Minnesota  Statute,  section
144A. 10,  this  correction  order  has  been  issued
pursuant  to a  survey.  If, upon  reinspection,  it is
found  that  the  deficiency  or deficiencies  cited
herein  are  not  corrected,  a  fine for each  violation
not  corrected  shall  be  assessed  in accordance
with a  schedule  of fines  promulgated  by rule  of
the  Minnesota  Department  of Health.

Determination  of whether  a  violation has  been
corrected  requires  compliance  with all
requirements  of the  rule  provided  at  the  tag
number  and  MN Rule  number  indicated  below.
When  a  rule  contains  several  items,  failure  to
comply  with any  of the  items  will be  considered
lack  of compliance.  Lack  of compliance  upon
re- inspection  with any  item of multi-part  rule  will
result  in the  assessment  of a  fine even  if the  item
that  was  violated  during  the  initial inspection  was
corrected.

You may  request  a  hearing  on  any  assessments
that  may  result  from non- compliance  with these
orders  provided  that  a  written  request  is made  to
the  Department  within 15  days  of receipt  of a
notice  of assessment  for non- compliance.

INITIAL COMMENTS:
On  4/17/23  through  4/19/23,  a  licensing  survey
was  conducted  at  your  facility by surveyors  from
the  Minnesota  Department  of Health  (MDH). Your
facility was  NOT in compliance  with the  MN State
Licensure  and  the  following correction  orders  are
issued.  Please  indicate  in your  electronic  plan  of
correction  you have  reviewed  these  orders  and

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
STATE FORM 6899 KTEO11

TITLE (X6) DATE

05/11/23
If continuation  sheet  1 of 5
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identify the  date  when  they  will be  completed.
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Minnesota  Department  of Health  is documenting
the  State  Licensing  Correction  Orders  using
federal  software.  Tag numbers  have  been
assigned  to Minnesota  state  statutes/ rules  for
Nursing  Homes.  The  assigned  tag  number
appears  in the  far left column  entitled  " ID Prefix
Tag." The  state  statute/ rule  out  of compliance  is
listed  in the  "Summary  Statement  of Deficiencies"
column  and  replaces  the  "To Comply"  portion  of
the  correction  order.  This  column  also  includes
the  findings  which  are  in violation of the  state
statute  after  the  statement,  "This  Rule  is not  met
as  evidence  by." Following  the  surveyors  findings
are  the  Suggested  Method  of Correction  and
Time period  for Correction.

You have  agreed  to participate  in the  electronic
receipt  of State  licensure  orders  consistent  with
the  Minnesota  Department  of Health
Informational  Bulletin
<https: //www.health. state. mn. us/ facilities/ regulati
on/ infobulletins/ ib14_ 1.html>  The  State  licensing
orders  are  delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted  to
you electronically.  Although  no  plan  of correction
is necessary  for State  Statutes/ Rules,  please
enter  the  word  "corrected"  in the  box  available  for
text.  You must  then  indicate  in the  electronic
State  licensure  process,  under  the  heading
completion  date,  the  date  your  orders  will be
corrected  prior to electronically  submitting  to the
Minnesota  Department  of Health.

PLEASE  DISREGARD  THE HEADING OF THE
FOURTH  COLUMN WHICH STATES,
"PROVIDER' S  PLAN OF CORRECTION. " THIS
APPLIES  TO FEDERAL  DEFICIENCIES  ONLY.
THIS WILL APPEAR  ON EACH PAGE.  THERE

Minnesota  Department  of Health
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IS NO REQUIREMENT  TO SUBMIT A PLAN OF
CORRECTION  FOR  VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.
http: //www.health. state. mn. us/ divs/ fpc/profinfo/inf
obul.htm.  The  State  licensing  orders  are
delineated  on  the  attached  Minnesota
Department  of Health  orders  being  submitted  to
you electronically.  Although  no  plan  of correction
is necessary  for State  Statutes/ Rules,  please
enter  the  word  "CORRECTED"  in the  box
available  for text.  You must  then  indicate  in the
electronic  State  licensure  process,  under  the
heading  completion  date,  the  date  your  orders  will
be  corrected  prior to electronically  submitting  to
the  Minnesota  Department  of Health.  The  facility
is enrolled  in ePOC  and  therefore  a  signature  is
not  required  at  the  bottom  of the  first page  of
state  form.

2 000

PLEASE  DISREGARD  THE HEADING OF THE
FOURTH  COLUMN WHICH STATES,
"PROVIDER' S  PLAN OF CORRECTION. " THIS
APPLIES  TO FEDERAL  DEFICIENCIES  ONLY.
THIS WILL APPEAR  ON EACH PAGE.

2 995  MN Rule  4658. 0610  Subp.  3 Dietary  Staff
Requirements  -Grooming.

Subp.  3.  Grooming.  Dietary  staff  must  wear
clean  outer  garments.  Hairnets  or other  hair
restraints  must  be  worn  to prevent  the
contamination  of food,  utensils,  and  equipment.
Hair spray  is not  an  acceptable  hair  restraint.

2 995 5/22/23

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

Minnesota  Department  of Health
STATE FORM 6899

"Corrected"

KTEO11 If continuation  sheet  3 of 5



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  05/16/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

00058 B. WING _____________________________ 04/19/2023

NAME OF  PROVIDER  OR  SUPPLIER

GOOD  SAMARITAN SOCIETY  - PINE  RIVER

STREET  ADDRESS,  CITY, STATE, ZIP CODE

518  JEFFERSON  AVENUE
PINE  RIVER, MN 56474

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

2 995  Continued  From  page  3

review,  the  facility failed  ensure  beard  nets  were
worn  when  preparing  resident  meals,  to prevent
the  spread  of food  born  illness.  This  had  the
potential  to affect  all 27  residents  who resided  in
the  facility.

2 995

Finding  include:

During  observation  on  4/17/23  at  11:19  a. m. ,
cook  (C)-A was  assembling  and  temping  food  for
lunch.  C-A was  wearing  a  surgical  face  mask  and
his  beard  protruded  about  1.5 inches  from the
bottom  of the  face  mask  and  the  beard  was
hovering  over  the  food.

On  4/17/23  at  5:42  p.m. , C-A was  observed
assembling  food  for the  evening  meal.  C-A was
wearing  a  surgical  face  mask  and  his  beard
protruded  about  1.5 inches  from the  bottom  of the
face  mask.

During  an  interview  on  4/17/23  at  6:16  p.m. , C-A
stated  when  preparing  and  assembling  food  it
was  important  to have  a  beard  net  so  hair  did not
end  up  the  food.  C-A worked  for the  facility for
over  two months  never  wore  a  beard  net.  To
CA-A's  knowledge  there  was  no  beard  nets  for
use.

During  an  interview  on  4/19/23  at  12:27  p.m. , the
dietary  manager  (DM) stated  it was  her
expectation  for staff  preparing  and  assembling
food  would  wear  the  proper  hair  nets  and  beard
nets.  The  DM was  not  aware  of any  beard  nets  in
the  facility since  C-A was  hired.

During  an  interview  on  4/19/23  at  12:58  p.m.  the
administrator  stated  staff  preparing  and
assembling  food  should  follow policy regarding
employee  hygiene  with food  services.  Staff  were

Minnesota  Department  of Health
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expected  to wear  the  proper  hair  restraints  to
ensure  sanitary  conditions.

2 995

The  facility policy for Employee  Hygiene  and
Dress  Code- Food  and  Nutrition Services  dated
8/10/22,  identified  hair  nets  and  beard  nets  are
used  when  cooking,  preparing,  assembling  food
or ingredients.  Hair was  to be  covered
completely.

The  State  Food  Safety  dated  January  2023,
identified  facial  hair  could  be  a  biological  hazard.
It could  have  several  types  of pathogens  on  it,
including  staphylococcus  (bacteria  that  can  cause
infection)  bacteria.

SUGGESTED  METHOD OF CORRECTION:  The
dietary  manager  or designee  could  ensure  hair
restraints  are  available  for use  , educate  staff  on
the  hair  retraint  requirement  and  conduct  random
audits.  The  result  of the  audits  could  be  reported
to the  quality  assurance  committee  for review.

TIME PERIOD  FOR  CORRECTION:  Fourteen
Days  (14)  Days

Minnesota  Department  of Health
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K 000  INITIAL COMMENTS

FIRE  SAFETY

An annual  Life Safety  recertification  survey  was
conducted  by the  Minnesota  Department  of
Public  Safety,  State  Fire  Marshal  Division on
04/19/2023.  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. 70(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  Facilities  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:

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

K 000

LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
TITLE (X6) DATE

05/11/2023
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:KTEO21 Facility ID: 00058 If continuation  sheet  Page  1 of 8



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

245476

GOOD  SAMARITAN SOCIETY  - PINE  RIVER

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - 1985  BUILDING AND ADDITIONS

PRINTED:  06/23/ 2023
FORM  APPROVED

OMB NO. 0938- 0391
(X3) DATE SURVEY

COMPLETED

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

518  JEFFERSON  AVENUE
PINE  RIVER, MN 56474

04/19/2023

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE
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Healthcare  Fire  Inspections
State  Fire  Marshal  Division
445  Minnesota  St. , Suite  145
St.  Paul,  MN 55101- 5145,  OR

By email  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  facility plans  to monitor
future  performance  to ensure  solutions  are
sustained.

4.  Identify 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  II(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  II(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 II(111) construction  and

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:KTEO21
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K 000  Continued  From  page  2
has  a  partial  basement.  In 1993  an  addition  was
constructed  to the  west  of the  1985  addition  that
was  determined  to be  of Type II(111) construction.
In 1996  the  last  addition  was  added  to the  west  of
the  1993  addition  that  was  determined  to be  of
Type II(111) construction.  The  building  is divided
into 7 smoke  zones  by one  and  two hour  fire
barriers.  The  facility is separated  by 2-hour  fire
barriers  form an  outpatient  physical  therapy
building.

The  facility is 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 30  at  the  time  of the  survey.

The  requirements  at  42  CFR,  Subpart  483. 70(a) ,
are  NOT MET as  evidenced  by:

K 291  Emergency  Lighting
SS= F CFR( s): NFPA 101

Emergency  Lighting
Emergency  lighting of at  least  1-1/2-hour  duration
is provided  automatically  in accordance  with 7.9.
18. 2.9.1,  19. 2.9.1
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  document  review  and  staff  interview

the  facility failed  to maintain  emergency  lighting
system  per  NFPA 101  (2012  edition) , Life Safety
Code  sections  19. 2.9.1 and  7.9.3.1.2.  This
deficient  finding could  have  a  widespread  impact
on  the  residents  within the  facility.
Findings  include:

K 000

K 291 5/1/23

Disclaimer

Preparation  and  execution  of this
response  and  plan  of correction  does  not
constitute  an  admission  or agreement  by
the  provider  of the  truth  of the  facts
alleged  or conclusions  set  forth in the
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On  04/19/2023  between  9:00am  and  12:00pm,  it
was  revealed  by a  review  of available
documentation  that  inspection  documentation  for
the  emergency  battery  operated  lighting testing
was  not  available.

An interview  with the  Maintenance  Director  and
Facility Administrator  verified  this  deficient  finding
at  the  time  of discovery.

K 321  Hazardous  Areas  - Enclosure
SS= E CFR( s): NFPA 101

Hazardous  Areas  - Enclosure
Hazardous  areas  are  protected  by a  fire barrier
having  1-hour  fire resistance  rating  (with 3/4 hour
fire rated  doors)  or an  automatic  fire extinguishing
system  in accordance  with 8.7.1 or 19. 3.5.9.
When  the  approved  automatic  fire extinguishing
system  option  is used,  the  areas  shall  be
separated  from other  spaces  by smoke  resisting
partitions  and  doors  in accordance  with 8.4.
Doors  shall  be  self- closing  or automatic- closing

K 291
statement  of deficiencies.  The  plan  of
correction  is prepared  and/  or executed
solely  because  it is required  by the
provisions  of federal  and  state  law. For
the  purposes  of any  allegation  that  the
center  is not  in substantial  compliance
with federal  requirements  of participation,
this  response  and  plan  of correction
constitutes  the  center’ s  allegation  of
compliance  in accordance  with section
7305  of the  State  Operations  Manual.

Emergency  Lighting K291

Corrective  action  will include  MEASURES
and  changes  used  to prevent  a
recurrence:

1.  Northland  Fire  reviewed  our
emergency  lighting on  5/1/2023.  We  do
not  have  a  battery  only operated  light.

K 321

2.  All emergency  lighting in the  building
is backed  up  through  our  emergency
generator.

5/22/23
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K 321  Continued  From  page  4
and  permitted  to have  nonrated  or field-applied
protective  plates  that  do  not  exceed  48  inches
from the  bottom  of the  door.
Describe  the  floor and  zone  locations  of
hazardous  areas  that  are  deficient  in REMARKS.
19. 3.2.1,  19. 3.5.9

Area Automatic  Sprinkler
Separation  N/A

a.  Boiler and  Fuel- Fired  Heater  Rooms
b.  Laundries  (larger  than  100  square  feet)
c.  Repair,  Maintenance,  and  Paint  Shops
d.  Soiled  Linen  Rooms  (exceeding  64  gallons)
e.  Trash  Collection  Rooms
(exceeding  64  gallons)
f. Combustible  Storage  Rooms/ Spaces
(over  50  square  feet)
g.  Laboratories  (if classified  as  Severe
Hazard  - see  K322)
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation  and  staff  interview,  the

facility failed  to maintain  hazardous  storage
rooms  per  NFPA 101  (2012  edition) , Life Safety
Code,  sections  19. 3.2.1.3 and  7.2.1.8.1.  This
deficient  finding could  have  a  patterned  impact  on
the  residents  within the  facility.

Findings  include:

On  04/19/2023  between  9:00am  and  12:00pm,  it
was  revealed  by observation  that  Burch  Wing  has
resident  rooms  that  have  been  converted  to
storage  rooms.  These  rooms  did not  have  a
self- closing  devices.

An interview  with the  Maintenance  Director  and
Facility Administrator  verified  this  deficient  finding
at  the  time  of discovery.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:KTEO21

K 321

Storage  Rooms  K321
Corrective  action  will include  MEASURES
and  changes  used  to prevent  a
recurrence:
1.  Maintenance  Supervisor  reviewed  all
storage  rooms  to ensure  doors  have
self-closing  hinges.
2.  Hinges  were  purchased  on  5/4/2023
and  will be  installed  by 5/22/2023  on  all
storage  rooms  that  did not  have
self-closing  hinges.
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K 351  Sprinkler  System  - Installation
SS= 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.
In Type I and  II construction,  alternative  protection
measures  are  permitted  to be  substituted  for
sprinkler  protection  in specific  areas  where  state
or local  regulations  prohibit  sprinklers.
In hospitals,  sprinklers  are  not  required  in clothes
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  and  staff  interview,  the

facility failed  to install  fire sprinkler  systems  per
NFPA 101  (2012  edition) , Life Safety  Code,
section  19. 3.5.1.  This  deficient  finding could  have
an  isolated  impact  on  the  residents  within the
facility.

Findings  include:

On  04/19/2023  between  9:00am  and  12:00pm,  it
was  revealed  by observation  that  the  kitchen
freezer  and  walk-in cooler  were  missing  any  fire
sprinkler  coverage.

An interview  with the  Maintenance  Director  and
Facility Administrator  verified  this  deficient  finding

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:KTEO21

K 351 5/4/23

Sprinkler  System  K351
Corrective  action  will include  MEASURES
and  changes  used  to prevent  a
recurrence:
1.  Sprinkler  system  located  in cooler  is
currently  in place.
2.  Upon  investigation  of cooler,  we
discovered  that  we  were  in violation of
being  within 18” of a  sprinkler  head.
3.  Maintenance  Supervisor  and  Dietary
Supervisor  removed  items  blocking
sprinklers  and  are  back  into compliance
on  5/4/ 2023.  Verbal  education  was
provided  to dietary  supervisor  on  the
requirement  that  nothing  be  within 18” of
sprinkler  heads.
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K 351  Continued  From  page  6
at  the  time  of discovery.

K 372  Subdivision  of Building Spaces  - Smoke  Barrie
SS= F CFR( s): NFPA 101

Subdivision  of Building Spaces  - Smoke  Barrier
Construction
2012  EXISTING
Smoke  barriers  shall  be  constructed  to a  1/2-hour
fire resistance  rating  per  8.5.  Smoke  barriers  shall
be  permitted  to terminate  at  an  atrium  wall.
Smoke  dampers  are  not  required  in duct
penetrations  in fully ducted  HVAC systems  where
an  approved  sprinkler  system  is installed  for
smoke  compartments  adjacent  to the  smoke
barrier.
19. 3.7.3,  8.6.7.1(1)
Describe  any  mechanical  smoke  control  system
in REMARKS.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation  and  staff  interview,  the

facility failed  to maintain  their  smoke  barrier  per
NFPA 101  (2012  edition) , Life Safety  Code,
sections  19. 3.7.1,  19. 3.7.3,  8.5.2.2,  and  8.5.6.5.
This  deficient  finding could  have  a  widespread
impact  on  the  residents  within the  facility.

Findings  include:

On  04/19/2023  between  9:00am  and  12:00pm,  it
was  revealed  by observation  that  there  was  a
penetration  running  from one  smoke
compartment  to another  above:

1) Doors  leading  to Oak  wing.
2) Doors  between  Oak  and  Cedar
3) Doors  leading  to Burch  wing

K 351

K 372 5/9/23

Smoke  Barrier  K372
Corrective  action  will include  MEASURES
and  changes  used  to prevent  a
recurrence:
1.  Fire  caulking  that  withstands  fire for
up  to 4 hours  was  added  to the  following
smoke  compartments  on  5/9/2023:
a.  Doors  leading  to Oak  wing
b.  Doors  between  oak  and  cedar
c.  Doors  leading  to Birch wing
2.  Preventative  maintenance  program
and  instructions  have  been  updated  to
include  monthly  checks  for 3 months  and
then  annually  after.
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K 372  Continued  From  page  7
An interview  with Maintenace  Director  and  Facility
Administrator  verified  these  deficient  findings  at
the  time  of discovery

K 511 Utilities - Gas  and  Electric
SS= D CFR( s): NFPA 101

Utilities - Gas  and  Electric
Equipment  using  gas  or related  gas  piping
complies  with NFPA 54,  National  Fuel  Gas  Code,
electrical  wiring and  equipment  complies  with
NFPA 70,  National  Electric  Code.  Existing
installations  can  continue  in service  provided  no
hazard  to life.
18. 5.1.1,  19. 5.1.1,  9.1.1, 9.1.2

K 372

K 511 5/5/23

This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation  and  staff  interview,  the

facility failed  to secure  electrical  panels  per  NFPA
99  (2012  edition) , Health  Care  Facilities  Code,
section  6.3.2.2.1.3.  This  deficient  finding could
have  an  isolated  impact  on  the  residents  within
the  facility.

Findings  include:

On  04/19/2023  between  9:00am  and  12:00pm,  it
was  revealed  by observation  that  the  electrical
panel  located  on  the  Burch  wing was  not  locked.

An interview  with the  Maintenance  Director  and
Facility Administrator  verified  this  deficient  finding
at  the  time  of discovery.

Electrical  Panels  K511
Corrective  action  will include  MEASURES
and  changes  used  to prevent  a
recurrence:
1.  Locks  have  been  placed  on  electrical
panels  5/5/2023.
2.  Preventative  maintenance  program
and  instructions  have  been  updated  to
include  the  following: Inspect  electrical
panels  to ensure  panels  are  locked.
3.  Electrical  panel  inspection  will be
conducted  on  a  monthly  basis  going
forward  through  the  preventative
maintenance  program.
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