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On December 26, 2013 a Post Certification Revisit (PCR), by review of the plan of 
correction was completed and verfified correction of all deficiencies, effective December 3, 2014.  Refer to the CMS 2567b for both health and life safety code.
Effective December 3, 2014 the facility is certified for 45 skilled nursing facility beds.

Mark Meath, Program SpecialistLyla Burkman, Unit Supervisor            MPM



CMS Certification Number (CCN): 24-5356

March 9, 2014

Ms. Sharlene Knutson, Administrator Administrator
McIntosh Senior Living
600 Northeast Riverside Avenue
McIntosh, Minnesota 56556

Dear Ms. Knutson:

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 3, 2013 the above facility is certified for:  

45 Skilled Nursing Facility/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.

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

Sincerely,  

Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
85 East Seventh Place, Suite 220
P.O. Box 64900
St. Paul, Minnesota  55164-0900

cc: Licensing and Certification File
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Certified Mail # 7011 2000 0002 5143 7548

November 13, 2013

Ms. Sharlene Knutson, Administrator Administrator

McIntosh Senior Living

600 Northeast Riverside Avenue

McIntosh, Minnesota 56556

RE: Project Number S5356028

Dear Ms. Knutson:

On October 24, 2013, a standard survey was completed at your facility by the Minnesota Departments

of Health and Public Safety to determine if your facility was in compliance with Federal participation

requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or

Medicaid programs.     

This survey found the most serious deficiencies in your facility to be widespread deficiencies that

constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy

(Level F), as evidenced by the attached CMS-2567 whereby corrections are required.  A copy of the

Statement of Deficiencies (CMS-2567) is enclosed.    

Please note that this notice does not constitute formal notice of imposition of alternative remedies

or termination of your provider agreement.  Should the Centers for Medicare & Medicaid

Services determine that termination or any other remedy is warranted, it will provide you with a

separate formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified

deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be

contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   

Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not

attained at the time of a revisit;
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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), i.e., the plan of correction should be directed to:

   Lyla Burkman, Unit Supervisor

   Minnesota Department of Health

   705 - 5th Street NW, Suite A

   Bemidji, Minnesota 56601-2933

     

   Telephone:   (218) 308-2104     

   Fax: (218) 308-2122   

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 4, 2013, the Department of Health will

impose the following  remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your

facility has not achieved substantial compliance by December 4, 2013 the following remedy will be

imposed:

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

PLAN OF CORRECTION (PoC)

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

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have

McIntosh Senior Living

November 13, 2013
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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,

   

 - Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to the CMS Region V Office that one or more of the following remedies be imposed:

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

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance.  Your

signature at the bottom of the first page of the CMS-2567 form will be used as verification of

compliance.  In order for your allegation of compliance to be acceptable to the Department, the PoC

must meet the criteria listed in the plan of correction section above. You will be notified by the

Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of

Public Safety, State Fire Marshal Division staff, if  your PoC for the respective deficiencies (if any) is

acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that

McIntosh Senior Living
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substantial compliance with the regulations has been attained in accordance with your verification.  A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved

in your plan of correction.

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

Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as

of the latest correction date on the approved PoC, unless it is determined that either correction actually

occurred between the latest correction date on the PoC and the date of the first revisit, or correction

occurred sooner than the latest correction date on the PoC.

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 January 24, 2014 (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.
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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 April 24, 2014 (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

   Division of Compliance Monitoring   

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

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

You must notify MDH at this website of your request for an IDR or 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. Patrick Sheehan, Supervisor

   Health Care Fire Inspections

   State Fire Marshal Division

   444 Cedar Street, Suite 145

   St. Paul, Minnesota 55101-5145

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0541
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Feel free to contact me if you have questions.

Sincerely,   

   

Anne Kleppe, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4124       

Fax: (651) 215-9697   

Enclosure

cc: Licensing and Certification File        

McIntosh Senior Living
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Certified Mail # 7011 2000 0002 5143 7548

November 13, 2013

Ms. Sharlene Knutson, Administrator Administrator

McIntosh Senior Living

600 Northeast Riverside Avenue

McIntosh, Minnesota  56556

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5356028

Dear Ms. Knutson:

The above facility was surveyed on October 21, 2013 through October 24, 2013 for the purpose of

assessing compliance with Minnesota Department of Health Nursing Home Rules.  At the time of the

survey, the survey team from the Minnesota Department of Health, Compliance Monitoring Division,

noted one or more violations of these rules that are issued in accordance with Minnesota Stat. section

144.653 and/or Minnesota Stat. Section 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 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 deficiency within the

established time frame is required.  The “suggested method of correction” is for your information and

assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form

(attached).   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 after the statement, "This Rule

is not met as evidenced by."   Following the surveyors findings are the Suggested Method of Correction

and the Time Period For Correction.
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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.

When all orders are corrected, the order form should be signed and returned to:   

   Lyla Burkman, Unit Supervisor

   Minnesota Department of Health

   705 - 5th Street NW, Suite A

   Bemidji, Minnesota 56601-2933

     

   Telephone:   (218) 308-2104     

   Fax: (218) 308-2122   

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 me.   

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 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,   

   

Anne Kleppe, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4124       

Fax: (651) 215-9697   

Enclosure(s)

cc: Original - Facility

      Licensing and Certification File

McIntosh Senior Living

November 13, 2013
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 2 000 Initial Comments

         *****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:

 2 000

On October 21, 22, 23, 24, and 25,  2013, 
surveyors of this Department's staff, visited the 
above provider and the following licensing orders 
were issued.  When corrections are completed, 
please sign and date, make a copy of these 
orders and return the original to the Minnesota 
Department of Health, Division of Compliance 
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Monitoring, Licensing and Certification Program; 
705 5th St. N.W., Suite A, Bemidji, MN 
56601-2933.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care; Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:

 2 565

F282

Based on interview, and document review the 
facility failed to provide ambulation services 
according to the written plan of care (POC) for 2 
of 3 residents (R14, R39) reviewed for 
ambulation. 

Findings include:

R14 was not provided ambulation services as 
directed by the POC.

R14 was diagnosed with dementia, a history of 
falls and blindness. R14 resided on the special 
care unit (SCU). 

R14's current POC initiated 9/20/13, indicated 
R14 had a nursing restorative program. 

The restorative care program dated 3/6/13, 
directed staff to ambulate R14 100-150 feet with 
the walker and a gait belt two-three times a day.  
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The restorative ambulation records were as 
follows:
-May 2013-ambulated 53 out of 62 opportunities.
-June 2013-ambulated 55 out of 60 opportunities.
-July- 2013-ambulated 45 out of 62 opportunities.
-August 2013-ambulated 51 out of 62 
opportunities.
-September 2013-ambulated per the care plan.
-October 2013-ambulated 26 out of 44 
opportunities.

On 10/24/13, at 1:29 p.m. the director of nursing 
(DON) reviewed the ambulation records with the 
surveyor for the months of May through October 
2013, and verified the findings. The DON stated 
she was aware there was problems with the 
restorative ambulation program and she would be 
making changes. In addition, the DON verified the 
care plan was not followed and stated the policy 
would be revised. 

The Rehab Nursing Program policy dated 
6/15/10, indicated nursing procedures were 
incorporated into charting guidelines to assure 
proper documentation. In addition, the policy  
indicated the registered nurse would review the 
program monthly and quarterly. 

R39 was not provided rehabilitation/restorative 
services as directed by the POC.

R39's diagnoses included a left TKA (total knee 
arthroplasty) on 5/21/13, and hemiplegia following 
cerebrovascular accident (stroke).

R39's POC revised on 6/17/13,  indicated R39 
was dependent on staff for all activities of daily 
living. The POC also indicated R39 had a left 
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sided range of motion (ROM) deficit. The POC 
directed staff to walk R39 25-100 ft daily [with 
assistance of 2-3 staff], with a gait belt and 
forward wheeled walker, to follow behind R39 
with a wheelchair and to allow rest periods as 
needed. In addition, the POC indicated R39 was 
to do 7-10 sit to stand exercises daily.  For the sit 
to stand exercises, the POC directed staff to cue 
R39 to lean forward, head over toes and to push 
up from the wheelchair. The POC also directed 
staff to strongly encourage R39 to do more each 
day. 

Review of the REHABILITATION/RESTORATIVE 
SERVICE DELIVERY RECORD from 10/1/13, 
through 10/24/13, indicated R39 completed the sit 
to stand exercises on two out of 23 opportunities 
and ambulated eight out of 66 opportunities.  

On 10/24/13, at 10:03 a.m. the DON reviewed the 
residents REHABILITATION/RESTORATIVE 
SERVICE DELIVERY RECORD for October 
2013, and confirmed that R39 had not received 
restorative rehabilitation services as directed by 
the POC.                                 

SUGGESTED METHOD OF CORRECTION:  
The administrator or designee could develop a 
system to educate staff and develop a monitoring 
system to ensure staff are providing care as 
directed by the written plan of care.  

TIME PERIOD FOR CORRECTION:  Twenty-one 
(21) days.

 2 915 MN Rule 4658.0525 Subp. 6 A Rehab - ADLs

Subp. 6.  Activities of daily living.  Based on the 
comprehensive resident assessment, a nursing 

 2 915
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home must ensure that:  
      A.  a resident is given the appropriate 
treatments and services to maintain or improve 
abilities in activities of daily living unless 
deterioration is a normal or characteristic part of 
the resident's condition.  For purposes of this 
part, activities of daily living includes the 
resident's ability to:  
        (1) bathe, dress, and groom; 
        (2) transfer and ambulate; 
        (3) use the toilet; 
        (4) eat; and 
        (5) use speech, language, or other 
functional communication systems; and 

This MN Requirement  is not met as evidenced 
by:
F311

Based on observation, interview and document 
review, the facility failed to provide ambulation 
services according to the assessed need for 2 of 
3 residents (R14, R39) reviewed for ambulation.

Findings include:

R14 was diagnosed with dementia, a history of 
falls and blindness. R14 resided on the special 
care unit (SCU). 

The quarterly Minimum Data Set (MDS) dated 
9/21/13, indicated R14 had a memory deficit with 
moderately impaired decision making skills. The 
MDS also indicated R14 required one staff limited 
assistance for ambulation. The Activity of Daily 
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 2 915Continued From page 5 2 915

Living (ADL) Care Area Assessment (CAA) dated 
4/9/13, indicated R14 had memory impairment, 
ambulated with the use of a walker and was 
supervised when walking off of the unit. 

R14's current plan of care (POC) initiated 
9/20/13, indicated R14 had a nursing restorative 
program for ambulation. 

The restorative care program form dated 3/6/13, 
directed staff to ambulate R14 100-150 feet with 
the walker and a gait belt two-three times a day.  

The restorative ambulation documentation 
records revealed the following:
-May 2013-ambulated 53 out of 62 opportunities.
-June 2013-ambulated 55 out of 60 opportunities.
-July- 2013-ambulated 45 out of 62 opportunities.
-August 2013-ambulated 51 out of 62 
opportunities.
-September 2013-ambulated as the POC 
directed.
-October 2013-ambulated 26 out of 44 
opportunities.

On 10/23/13, at 12:42 p.m. nursing assistant 
(NA)-A stated R14 was to be ambulated with his 
walker by the NAs. She added, the activity staff 
and the nurses would also assist R14 with 
ambulation. 
At 12:47 p.m. NA-A reviewed the restorative 
ambulation record with the surveyor and stated 
R14 was to ambulate 100-150 feet two-three 
times a day and verified the ambulation was not 
consistently documented. NA-A stated she had 
not had time to ambulate R14 yet today. 
At 1:45 p.m. NA-A was observed to assist R14 to 
ambulate off the unit with a gait belt and the 
walker. R14 ambulated a total of 400 feet. 

Minnesota Department of Health
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On 10/24/13, at 9:32 a.m. the director of nursing 
(DON) stated the physical therapy evaluation 
dated 6/14/13, recommended R14 continue with 
the restorative nursing program dated 3/6/13. The 
DON verified R14 was to ambulate two-three 
times a day with the walker 100-150 feet. The 
DON  also stated she reviewed the ambulation 
records at the end of each month. She added, 
she had left notes for the involved staff, and felt 
the ambulation was being done and not 
documented. 

On 10/24/13, at 1:29 p.m. the DON reviewed the 
ambulation records with the surveyor for the 
months of May through October 2013, and 
verified the findings. The DON stated she was 
aware there was problems with the restorative 
ambulation program and she would be making 
changes. In addition, the DON verified R14's 
POC was not followed and stated the policy 
would be revised. 

The Rehab Nursing Program policy dated 
6/15/10, indicated nursing procedures were 
incorporated into charting guidelines to assure 
proper documentation. In addition, the policy  
indicated the registered nurse would review the 
program monthly and quarterly. 

SUGGESTED METHOD FOR CORRECTION:  
The DON or designee(s) could review and revise 
as necessary the policies and procedures 
regarding the need for assistance with restorative 
rehabilitative services.  The DON or designee (s) 
could provide training for all appropriate staff on 
these policies and procedures and importance of 
documentation. The DON or designee (s) could 
monitor to assure all residents are receiving 
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adequate and appropriate care.

TIME PERIOD FOR CORRECTION:  Twenty-one 
(21) days.

 21000 MN Rule 4658.0610 Subp. 4 Dietary Staff 
Requirements-Hygiene.

Subp. 4.  Hygiene.  Dietary staff must thoroughly 
wash their hands and the exposed portions of 
their arms with soap and warm water in a hand 
washing facility before starting work,  during work 
as often as is necessary to keep them clean, and 
after smoking, eating, drinking, using the toilet, or 
handling soiled equipment or utensils.  Dietary 
staff must keep their  fingernails clean and 
trimmed.

This MN Requirement  is not met as evidenced 
by:

 21000

F371

Based on observation, interview and document 
review, the facility failed to ensure toast was not 
prepared with bare hands for 1 of 12 residents 
(R3) who resided in the SCU.

Findings include:

On 10/21/13, at 5:20 p.m. the social service 
designee (SSD) was observed, with bare hands,  
preparing two 2 slices of toast for R3 on the SCU. 
The SSD was observed to touch the toast with 
her bare hands. 

On 10/22/13, at 8:43 a.m. the activity program 
coordinator (APD) was observed preparing toast 
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for R3 on the SCU. With bare hands, the APD 
was observed to remove two slices of toast out of 
the toaster and hold the toast in place while she 
buttered them with a knife. 

On 10/24/13, at 9:46 a.m. the director of nursing 
(DON) stated staff had infection control training 
and were informed they could not touch toast with 
their bare hands. 

On 10/24/13, at 9:55 a.m. the SSD stated she 
knew she was not to touch the toast with her bare 
hands. In addition, the SSD stated she had 
training on this issue. 

On 10/24/13, at 10:07 a.m. the director of food 
services (DFS) stated the staff need to be 
reminded about the glove policy.

 
On 10/24/13, at 10:34 a.m. the (APD) stated she 
knew she was supposed to wear gloves when 
touching food.  

The undated glove usage policy indicated gloves 
would be worn when touching food. 

SUGGESTED METHOD OF CORRECTION:  
The Director of Dietary Services could develop a 
policy and procedure to ensure that food was 
served in a sanitary manner. Staff could receive 
training regarding hand washing and glove use to 
ensure knowledge of safe food handling while 
serving residents food.  Monitoring could occur to 
ensure food was served in a safe and sanitary 
manner.

TIME PERIOD FOR CORRECTION:  Twenty one 
(21) days.
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 21015 MN Rule 4658.0610 Subp. 7 Dietary Staff 
Requirements-  Sanitary conditi

 Subp. 7.  Sanitary conditions.  Sanitary 
procedures and conditions must be maintained in 
the operation of the dietary department at all 
times.

This MN Requirement  is not met as evidenced 
by:

 21015

F371

Based on observation, interview and document 
review, the facility failed to ensure the 
microwaves in the primary nourishment room on 
the east common corridor and on the special care 
unit (SCU) were clean which had the potential to 
affect 33 of 33 residents on the east corridor who 
utilized the microwave and 12 of 12 residents on 
the SCU which staff utilized for resident food. 

Findings include:

On 10/24/13, at 10:19 a.m. the microwave in the 
nourishment room was observed to have dried 
food debris in it. The DFS verified the microwave 
was not clean. 

On 10/24/13, at 10:21 a.m. the microwave on the 
SCU unit had crumbs in it and the DFS verified 
the microwave was not clean. The DFS stated 
she did not know who was responsible for 
cleaning the microwave.  

On 10/24/13, at 10:27 a.m. the assistant director 
of nursing (ADON) stated she did not know who 
was responsible for cleaning the microwaves. 
 
On 10/24/13, at 11:02 a.m. the ADON stated the 
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facility did not have a policy which addressed who 
would clean the microwaves.  

A SUGGESTED METHOD FOR CORRECTION:  
The administrator and the dietary manager could 
review and revise food service policies and 
procedures to assure the microwaves are 
maintained in a sanitary manner.  Staff could be 
trained as necessary and a cleaning schedule 
developed.  The  dietary manager could monitor 
the cleanliness of the microwaves on a regularly 
basis.  

TIME PERIOD FOR CORRECTION:  Twenty-one 
(21) days.

 21855 MN St. Statute 144.651 Subd. 15 Patients & 
Residents of HC Fac.Bill of Rights

 Subd. 15.    Treatment privacy.  Patients and 
residents shall have the right to respectfulness 
and privacy as it relates to their medical and 
personal care program.  Case discussion,  
consultation, examination, and treatment are 
confidential and shall be conducted discreetly.  
Privacy shall be respected during toileting, 
bathing, and other activities of personal  hygiene, 
except as needed for patient or resident safety or 
assistance.  

This MN Requirement  is not met as evidenced 
by:

 21855

F 164

Based on observation, interview and document 
review, the facility failed to ensure privacy was 
provided during insulin administration for 1 of 2 
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residents (R38) in the sample who were observed 
during insulin administration.

Findings include:

R38's diagnoses included dementia, Alzheimer's 
disease, obesity, psychosis and diabetes. 

R38's plan of care (POC) dated 6/5/13, indicated 
R38 had a memory deficit, was hard of hearing 
and rarely understood others. The POC also 
indicated R38 took medication with 
encouragement and directed staff to reapproach 
if  R38 refused or became resistive. The POC 
also directed staff to explain all procedures step 
by step, giving direction and to repeat or 
demonstrate as needed for res understanding. In 
addition, the POC indicated staff could administer 
insulin when in the dining room to prevent further 
disruption and R38's need to be returned to own 
room. The POC indicated R38 would holler out 
during insulin injection and directed staff to 
attempt to distract R38 by encouraging card 
playing, piano, drawing, puzzles or visiting.

On 10/21/13, at 5:15 p.m. R38 was observed in 
the day room near the main dining room, seated 
in a recliner. R38 was heard yelling out "no, don't 
do that." At this time, licensed practical nurse 
(LPN)-A was observed lifting R38's shirt up while 
holding an insulin syringe in the other hand. 
Another staff member was observed holding 
down R38's hands onto the arms of the chair. 
R38 continued to yell out "no, don't do that."  
LPN-A was observed to administer the insulin into 
R38's abdomen. During the administration of the 
insulin R38 yelled out "ouch," "don't do that," 
"ouch." LPN- A stated, "We have to do that to be 
able to give the insulin." There were eight other 
residents in the day room that observed the 
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insulin administration.  

On 10/23/13, at 11:34 a.m. R38 was observed 
seated at a table in the activity room with two 
other male residents. Two female residents were 
also observed in the activity room.  At this time, 
LPN-A was observed to draw up 13 units of 
Novolog (insulin) into a syringe, carried the 
syringe into the activity room and gave R38 a 
cookie.  When R38 picked up the cookie, LPN-A  
was observed to lift up R38's shirt and attempted 
to administered the insulin into R38's abdomen. 
R38 was observed to become instantly agitated, 
dropped the cookie and attempted to resist the 
insulin injection by grabbing the nurses hand, 
grabbing towards his shirt in an attempt to pull it 
back down over his abdomen.  When R38 
became resistive activity assistant (AA)-A took 
the resident's hands and held them down while 
the LPN-A quickly administered the resident the 
insulin into the abdomen. All four residents in the 
activity room observed the aforementioned insulin 
administration. After the insulin was administered 
to R38, the resident quickly calmed down and ate 
the cookie given to him.

On 10/23/13, at 11:45 a.m. LPN-A confirmed she 
had tried to use the cookie as a diversion to 
distract R38 before she attempted to inject the 
insulin. LPN-A further stated sometimes 
distracting R38 on something other than the 
insulin injection made the administration of the  
insulin go more smoothly.  LPN-A confirmed she 
had someone hold R38's arm so that she could 
get to the area she needed in order to inject the 
medication. LPN-A also confirmed all four of the 
other residents present in the activity room could 
clearly observe R38 resisting, being held down 
and given an injection in the abdomen. She 
stated all four of the other residents were not 
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interviewable and could not comment if this 
practice bothered them. LPN-A stated R38 had a 
POC developed related to the insulin 
administration.  

On 10/25/13, at approximately 10:00 a.m. the 
director of nurses (DON) stated R38's family had 
given the facility consent to administer R38 insulin 
in a public area after the facility reviewed the risk 
versus the benefit of R38 not receiving the insulin 
injection. The DON stated the interdisciplinary 
team had considered how this practice may affect 
other residents or visitors who witnessed this 
procedure but felt it was more important R38 
received the insulin injection. She confirmed the 
interdisciplinary team had not developed 
strategies to provide R38 insulin while 
maintaining his privacy and the privacy of others 
who may not wish to witness R38's administration 
of insulin. 

SUGGESTED METHOD FOR CORRECTION:
The director of nursing (DON) or designee(s) 
could review and revise as necessary the policies 
and procedures regarding resident personal 
privacy.   The DON, or designee(s) could provide 
an in-service for all appropriate staff on providing 
personal privacy while caring for each resident.  
The DON, or designee(s) could monitor to assure 
each resident 's personal privacy.

TIME PERIOD FOR CORRECTION:   
Twenty-one  (21) days.
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