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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

CMS Certification Number (CCN): 245340 November 30, 2017

Mr. Thomas Thompson, Administrator

Galtier Health Center

445 Galtier Avenue

Saint Paul, MN 55103

Dear Mr. Thompson:

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 August 31, 2017, the above facility is certified for or recommended for:
107 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 107 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health
kate.johnston@state.mn.us

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

cc: Licensing and Certification File

An equal opportunity employer.
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Electronically delivered
October 13, 2017

Ms. Kayla Bleskacek, Administrator
Galtier Health Center

445 Galtier Avenue

Saint Paul, MN 55103

RE: Project Number S5340026 & H5340045

Dear Ms. Bleskacek:

On August 22, 2017, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by the Department of Health Office of Health Facility Complaints for an abbreviated
standard survey, completed on July 31, 2017, and standard survey completed by this Department on
August 3, 2017.

These surveys found the most serious deficiencies to be isolated deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level D) whereby
corrections were required.

On August 31, 2017, the Office of Health Facility Complaints completed a Post Certification Revisit
(PCR), and on September 20, 2017, the Minnesota Department of Health completed a PCR by review of
your plan of correction and on September 27, 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 an abbreviated standard survey, completed on July 31,
2017, and a standard survey completed on August 3, 2017. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of August 25, 2017. Based on our PCR,
we have determined that your facility has corrected the deficiencies issued pursuant to our
abbreviated standard survey, completed on July 31, 2017, and our standard survey completed on
August 3, 2017, effective August 31, 2017 and therefore remedies outlined in our letter to you dated
August 22, 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.

An equal opportunity employer.
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Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health
kate.johnston@state.mn.us

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

cc: Licensing and Certification File
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Electronically delivered October 13, 2017

Ms. Kayla Bleskacek, Administrator
Galtier Health Center

445 Galtier Avenue

Saint Paul, MN 55103

Re: Enclosed Reinspection Results - Complaint Number H5340045
Dear Ms. Bleskacek:

On August 31, 2017 an investigator from the Minnesota Department of Health, Office of Health Facility
Complaints, completed a reinspection of your facility, to determine correction of licensing orders found
during the investigation completed on July 31, 2017. At this time these correction orders were found
corrected.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the president of your facility’s governing body.

Please feel free to call me with any questions.

Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health
kate.johnston@state.mn.us

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

cc: Licensing and Certification File

An equal opportunity employer.
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Electronically delivered
August 22,2017

Ms. Anil Ramnarayan, Administrator
Galtier Health Center

445 Galtier Avenue

Saint Paul, MN 55103

RE: Project Numbers H5340045, S5340026
Dear Ms. Ramnarayan:

On July 31, 2017 an abbreviated standard survey was completed at your facility by the Minnesota
Department of Health, Office of Health Facility Complaints 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.

Also, on August 3, 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.

These surveys found the most serious deficiencies in your facility to be isolated deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level D), as evidenced by the electronically delivered 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

An equal opportunity employer.
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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

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 from the standard survey completed on August 3, 2017),
i.e., the plan of correction should be directed to:

Gloria Derfus, Unit Supervisor
Metro C Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900

Saint Paul, Minnesota 55164-0900
Email: gloria.derfus@state.mn.us
Phone: (651) 201-3792

Fax: (651) 215-9697

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag, from the abbreviated standard survey completed on
July 31, 2017), i.e., the plan of correction should be directed to:

Annette Winters, Supervisor

Office of Health Facility Complaints
Health Regulation Division

Minnesota Department of Health

P.O. Box 64970

Saint Paul, Minnesota 55164-0970
Email: annette.m.winters@state.mn.us
Phone: (651) 201-4204

Fax: (651) 281-9796
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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 September 12, 2017, the Department of
Health will impose the following remedy:

. State Monitoring. (42 CFR 488.422)
ELECTRONIC PLAN OF CORRECTION (ePoC)

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

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

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

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

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

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

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

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.
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If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

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
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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 October 31, 2017 (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 January 31, 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 |IDR of federal deficiencies must be submitted via the web at:



Galtier Health Center
August 22, 2017
Page 6

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

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

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

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

Mr. 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

Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012

Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: kamala.fiske-downing@state.mn.us

cc: Licensing and Certification File
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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 441 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 441 8/25/17
8S=D PREVENT SPREAD, LINENS

(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for all residents, staff,
volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
implementation is Phase 2);

(2) Written standards, policies, and procedures
for the program, which must include, but are not
limited to:

(i) A system of surveillance designed to identify

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/25/2017

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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possible communicable diseases or infections
before they can spread to other persons in the
facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(ii) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed
by staff involved in direct resident contact.

(4) A system for recording incidents identified
under the facility’s IPCP and the corrective
actions taken by the facility.

(e) Linens. Personnel must handle, store,
process, and transport linens so as to prevent the
spread of infection.
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(f) Annual review. The facility will conduct an
annual review of its IPCP and update their
program, as necessary.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure appropriate
hand hygiene procedures were followed for 2 of 2
residents reviewed for wound care (R24, R12).

Findings include:

R24:

During observation of a dressing change on
8/2/17, at 8:44 a.m. for R24, licensed practical
nurse (LPN)-A failed to perform hand hygiene at
appropriate intervals. At 8:48 a.m. after mixing a
cleaning solution LPN-A removed a pair of gloves
and cleansed her hands with an alcohol based
skin cleanser before donning a new pair of gloves
and removing the soiled dressing from R24's right
hip area. After removing the soiled, blood tinged
dressing LPN-A removed the soiled gloves,
cleansed her hands and donned a new pair of
gloves before cleansing the wound with a diluted
Hibiclens solution. After cleansing the wound
LPN-A removed the gloves and donned a new
pair of gloves without cleansing hands and rinsed
the wound with a normal saline soaked gauze.
After rinsing the wound, the soiled gloves were
removed and without cleansing hands a new pair
of gloves was donned. LPN-A then proceeded to
pack the wound base with normal saline soaked
gauze and a Q-tip, and then cover the wound with
a dry gauze pad. The gloves were then removed
and LPN-A washed her hands.

On 8/2/17, at 10:00 a.m. LPN-A was asked about
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F441-Infection Control

1. R12 and R24 were assessed for any
signs or symptoms of infection and none
noted at this time.

2. Nurses will complete hand hygiene
with residents per policy to prevent the
spread of infection.

3. Staff will be provided education on the
hand washing policy and the appropriate
practice of washing hands during a
dressing change. Education will be
completed by September 11, 2017.

4. DON or designee will complete 4
random hand washing audits weekly for
one month. Audits will be reviewed at
monthly QAPI meeting. QAPI members
to determine frequency of audits after
review of findings.

DON is responsible for compliance.
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cleansing hands after removing gloves. LPN-A
stated she had been taught to remove gloves and
cleanse hands when going from dirty to clean and
she felt she had completed the task after
removing the soiled dressing.

The facility's 1/17, policy titled Hand Hygiene -
Plain Soap and Water directed staff to use plain
soap and water or an alcohol based hand rub
after contact with non-intact skin and wound
dressings if hands were not visibly soiled.

R12's July 2017 Physician's Orders, signed
7/3/17, revealed orders "Sacral Wound-Cleanse
cavity and periwound with Hibiclens 30ml
[milliliters] W/500mI NS [with 500 milliliters normal
saline solution], Pat dry, Apply Lantiseptic
ointment to periwound."

On 8/2/17, at 10:10 a.m., the floor nurse (LPN)-B
was observed lowering R12's bed. LPN-B donned
gloves. LPN-B then removed the sheet and R12
turned toward the side. A large open wound was
observed in the sacral area, beefy red in color.
LPN-B then applied the solution of Hibiclens and
normal saline solution to a cloth and patted the
wound. The cloth had a small amount of red
drainage on it. A small amount of bowel matter
was near the area. LPN-B removed and tossed
the gloves away and applied clean gloves. Again,
LPN-B applied the Hibiclens and normal saline
solution to a cloth and wiped around the wound. A
small amount of red drainage was noted on the
cloth. LPN-B removed and disposed of her gloves
along with the cloth. LPN-B applied clean gloves,
wiped around the wound, put another pair of
gloves over the gloves and applied lantiseptic
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cream on wound and around buttocks. LPN-B
then removed and disposed of her gloves and
applied clean gloves. LPN-B then stated R12's
incontinence pad was wet, removed the pad and
disposed of it in a plastic bag. LPN-B then
removed her gloves and disposed of them in the
plastic bag. LPN-B then opened R12's drawer
and took a clean pad from the drawer. LPN-B
donned clean gloves on her hand and applied a
clean incontinence pad to R12. LPN-B then
tossed the gloves away. LPN-B gathered supplies
in the bucket and linens in the bag. LPN-B
assisted R12 to put a gown on and position
pillows around R12's body. LPN-B grabbed R12's
water pitcher and put it back down. LPN-B
opened the door and walked out of the room
down the hall. LPN-B then went into the utility
rooms with the linens and washed her hands.
LPN-B was not observed washing or sanitizing
her hands while in R12's room.

On 8/2/17, at 10:27 a.m. immediately following
the observation, LPN-B reported she forgot to
bring hand sanitizer in the room. LPN-B reported
she did not wash or sanitize hands between glove
changes or between cleaning the wound and
applying lotion or before touching R12's items in
the room. LPN-B reported she only washed or
sanitized her hands before the wound cleaning
and then after.

ON 8/2/17, at 10:36 a.m., the nurse manager
(RN)-A reported nurses should wash or sanitize
hands after glove changes when doing wound
cleaning.

The Hand Hygiene-Alcohol Based Hand Rub
procedure, dated 1/2017, directed staff: "An
alcohol based hand rub is an effective antiseptic
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agent. The center requires personnel to use hand
hygiene to remove dirt, organic material, and
transient microorganisms. Examples of when an
alcohol based hand rub may be used: "If hands
are not visibly soiled; Before having direct
contact with residents Before inserting indwelling
catheters, peripheral vascular catheters, and
other invasive devices that do not require a
surgical procedure' After contact with a resident
intact skin (e.g. when taking a pulse or blood
pressure and lifting a resident.); After contact with
body fluids or excretions, mucous membranes,
non-intact skin and wound dressings if the hands
are not visibly soiled; After resident care if moving
from a contaminated-body site to a clean body
site; After contact with inanimate objects
(including medical equipment) in the vicinity of the
resident. After removing gloves."
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F 247 483.10(e)(6) RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE

§483.10(e) Respect and Dignity. The resident has a right to be treated with respect and dignity, including:

(e)(6) The right to receive written notice, including the reason for the change, before the resident’s room or
roommate in the facility is changed.

This REQUIREMENT is not met as evidenced by:

Based on interview and document review, the facility failed to provide written notice of a room change to 2 of
3 residents (R143, R147) who were moved to a different room; and failed to provide written notice of
roommate changes to 1 of 1 resident (R12) who received a new roommate.

Findings include:

During an interview on 7/31/17, at 7:01 p.m. R143 stated there had been a recent room change. R143 did not
remember the reason for the move or if a written notification of the move had been provided. R143 thought
the room change may have been because another resident was being admitted and since R143 was improving,
a room change was required for R143.

A social service (SS) note dated 7/24/17, revealed that over the weekend R143 had been asked if R143 would
move to another room to accommodate a new resident. The note indicated R143 had agreed. Another SS note
dated 7/24/17, revealed R143 requested to move back to the old room. On 7/25/17, R143 was given a tour of
the previous room, but at a different bed. The documentation indicated R143 agreed to move and was moved
on 7/25/17, back to the previous room. There was no indication R143 had been provided with written notice
regarding the room change which occurred the weekend of 7/22/17.

On 7/31/17, at 2:41 p.m. R147 stated she was moved to her current room about a week ago. R147 stated she
was coming in from outside, and was told to move by 6:00 p.m. that evening.

A SS noted dated 7/25/17, at 4:35 p.m. indicated R147 was asked and agreed to move to a different room to
accommodate a new resident. However, there was no written room transfer notice provided to R147. There
was no written room transfer notification found in R147's medical record.

On 8/3/1, at 3:20 p.m. the director of social services (DSS) confirmed the facility did not provide R147 with a
room transfer notification.

On 8/1/17, at 9:25 a.m. R12 stated R12 had numerous roommates over the last eight months and R12 stated
most of the time R12 was given about five minutes notice and then people were moving clothes in. R12 stated
while R12 was OK with being notified on such short notice, a little more advance notice would be nice. SS
notes dated 6/2/17 and 6/12/17, revealed R12 had been informed of getting a new roommate. However, there
was no documentation found of R12 having received written notification of a new roommate moving in with
R12 on these dates.

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

The above isolated deficiencies pose no actual harm to the residents
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On 8/3/17, at 3:20 p.m. the director of social services (DDS) reviewed R12's medical record and verified the

documentation of a new roommate for R12 on 6/2/17 and 6/12/17, but verified there was no written notice of
the new roommates. The DSS stated a note was always made by social services regarding new roommates for
residents or of room transfers.

On 8/3/17, at 3:40 p.m. the DSS stated she didn't know written notice was required and she thought that since
the room change or roommate change had been documented in the computer that's all that was required. The
DSS stated the facility had always given written notice prior to the new computer system started in
approximately 6/2017. The DSS also stated if a resident declined to move to accommodate a newly admitted
resident, the facility knew there was a seven-day notice requirement for a room change.

The facility's 1/2017, policy titled Room and Roommate Changes indicated written notification was to be
provided of the change to the resident/resident representative.
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 DEPARTMENT'S ACCEPTANCE. YOUR
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' PAGE OF THE CMS-2567 FORM WILL BE
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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.

FIRE SAFETY

A Life Safety Code Survey was conducted by the

- Minnesota Department of Public Safety - State
. Fire Marshal Division on August 02, 2017. At the

time of this survey, Galtier Health Center was
found NOT in compliance with the requirements

for participation in Medicare/Medicaid at 42 CFR

1

Subpart 483.70(a), Life Safety from Fire, and the

2012 edition of National Fire Protection
Association (NFPA) Standard 101, Life Safety

. Code (LSC), Chapter 19 Existing Health Care.

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

. HEALTHCARE FIRE INSPECTIONS
. STATE FIRE MARSHAL DIVISION
- 445 MINNESOTA STREET, SUITE 145

ST. PAUL, MN 55101-5145

K 000
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(X6) DATE

08/25/2017

TITLE

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. !f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Or by email to:
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

This 4-story building was determined to be of
Type 11(222) construction. It has a full basement
and is fully fire sprinklered. The facility has a
capacity of 112 beds. At the time of the survey the
census was 87.

The requirement at 42 CFR Subpart 483.70(a) is
NOT MET as evidenced by:

K 741 NFPA 101 Smoking Regulations

$S=D
Smoking Regulations
Smoking regulations shall be adopted and shall
include not less than the following provisions:
(1) Smoking shall be prohibited in any room,
ward, or compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area shall be posted with signs that read NO
SMOKING or shall be posted with the
international symbol for no smoking.

K 000

K741

8125117
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: (2) In health care occupancies where smoking is
prohibited and signs are prominently placed at all
major entrances, secondary signs with language
that prohibits smoking shall not be required.

- (3) Smoking by patients classified as not

' responsible shall be prohibited.

! (4) The requirement of 18.7.4(3) shall not apply

. where the patient is under direct supervision.

' (5) Ashtrays of noncombustible material and safe

. design shall be provided in all areas where
smoking is permitted.

(6) Metal containers with self-closing cover
devices into which ashtrays can be emptied shall
be readily available to all areas where smoking is

permitted.
18.7.4,19.7.4
This STANDARD is not met as evidenced by:
Based on observations, policy review and staff K741-NFPA 101 Smoking Regulations
interview, the facility failed to follow policy for the
designated resident smoking in accordance with 1. The facility removed all trash cans that
NFPA LSC (12) Edition Section 19.7.4, and the | hold combustible materials.
facility's smoking policy. This deficient practice
could affect 1- 5 residents. 2. Smoking areas have been assessed
and containers that can hold combustible
Findings include: material have been removed.
1. On facility tour between 0900 and 1300 on 3. Staff and residents will receive
8/02/2017, it was observed that the outside education on the proper disposable of
designated smoking area had cigarette butts combustible material by September 11,
disposed of in the trash can with combustible 2017.
material.
4. Maintenance or designee will monitor
This deficient practice was verified by the smoking areas daily to ensure area is free
Maintenance Supervisor at the time of inspection. of combustible materials. A log sheet will

be maintained by facility. Will review
through monthly QAPI meetings to ensure |
it is no longer a concern until discontinued
by QAPI committee.
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K 923 NFPA 101 Gas Equipment - Cylinder and K923 8/25/17
ss=c Container Storag

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or

- within an enclosed interior space of non- or

' limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr, fire protection rating.
Less than or equal to 300 cubic feet
In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.8.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."
Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cylinders
are marked to avoid confusion. Cylinders stored
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in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This STANDARD is not met as evidenced by:
Based on observation and staff interview, that
facility did not properly store oxygen cylinders in
accordance with NFPA 99. 11.3.1, 11.3.2, 11.3.3,
11.3.4, 11.3.4.1, 11.3.4.2 11.6.5. This deficient
practice could affect all residents on the floor.

Findings include:

On a facility tour between the hours of 0900 and
1330 on 08/02/2017, observation revealed that
oxygen was being stored within five feet of
combustible storage in the second floor
medication room and was not labeled as
containing oxygen.

This deficient practice was verified by the director
of maintenance at the time of inspection.
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K923-Cylinder and Container Storage

1. the facility removed all oxygen
cylinders from the 2nd floor medication
room.

2. Medication rooms on all units were
assessed for loose oxygen cylinders.
Cylinders have been placed securely in
oxygen storage room.

3. Staff will be educated to place all
oxygen cylinders in oxygen storage room
on 4th floor and that cylinders can not be
placed for storage in medication rooms.
Education will be completed by
September 11, 2017.

4. Maintenance will do monthly audits to
ensure that all oxygen cylinders are
secure and safely placed in oxygen
storage room. Audits will be reviewed at
monthly QAPI meeting. QAPI members to
determine frequency of audits after review
of findings.

ED responsible for compliance.
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