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Provider Number: 24-5428
Item 16 Continuation for CMS-1539

At the time of the standard survey completed November 7, 2013, the facility was not in substantial compliance and the most serious
deficiencies were found to be widespread deficiencies that constitute no actual harm with potential for more than minimal harm that is
not immediate jeopardy (Level F) whereby corrections are required. The facility has been given an opportunity to correct before
remedies are imposed. See attached CMS-2567 for survey results. Pursuant to the scope and severity of the deficiencies found, the
State exercises its prerogative to impose:

-State Monitoring effective February 16, 2014. (42 CFR 488.422)

On January 17, 2014, the Minnesota Department of Health and on January 29, 2014, the Minnesota Department of Public Safety
completed a revisit which found that the facility had not achieved and maintained compliance with federal certification deficiencies
issued pursuant to a standard survey, completed on November 7, 2013.

Pursuant to the failure to correct all deficiences, we recommended to CMS and they concurred that Sections 1819(h)(2)(D) and (E) and
1919(h)(2)(C) and (D) of the Act and 42 CFR 488.417(b) require that, regardless of any other remedies that may be imposed, denial of
payment for new admissions must be imposed when the facility is not in substantial compliance 3 months after the last day of the
survey identifying noncompliance, therefore CMS and this Department notified the imposition of:

-Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 3, 2014. (42 CFR 488.417 (b))
-Prohibition from offering or conducting a Nurse Assistant Training/Competency Evaluation Program or Competency Evaluation
Programs for two years effective March 3, 2014.

On February 26, 2014, the Minnesota Department of Health completed a PCR to verify that the facility had achieved and maintained
compliance with federal certification deficiencies issued pursuant to a PCR, completed on January 17, 2014. Findings determine the
facility has corrected the deficiencies issued pursuant to our PCR, completed on January 17, 2014, as of February 26, 2014 resulting in
the following:

-Discontinuance of the Category 1 remedy of state monitoring effective February 26, 2014 (42 CFR 488.422 (b))

-Mandatory denial of payment for new Medicare and Medicaid admissions, effective March 3, 2014, be rescinded. (42 CFR 488.417
(b))
-NATCEP prohibition did not go into effect due to the DOPNA triggering remedy not being imposed, therefore it is also rescinded

Please refer to the CMS 2567B. Effective February 26, 2014, the facility is certified for 32 skilled nursing facility beds.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Medicare Provider # 245428

March 17, 2014

Mr. Jeffry Stampohar, Administrator

Homestead Rehabilitation & Living Center

115 10th Avenue Northeast

Deer River, Minnesota 56636

Dear Mr. Stampohar:

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 February 26, 2014, the above facility is certified for:
32 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 32 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

Licensing and Certification Program

Division of Compliance Monitoring

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

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

March 15, 2014

Mr. Jeffry Stampohar, Administrator
Homestead Rehabilitation & Living Center
115 10th Avenue Northeast

Deer River, Minnesota 56636

RE: Project Number S5428023
Dear Mr. Stampohar:

On December 9, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on November 7, 2013. This
survey found the most serious deficiencies to be widespread deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level F), whereby
corrections were required.

On January 17, 2014, the Minnesota Department of Health and on January 29, 2014, the Minnesota
Department of Public Safety completed a revisit to verify that your facility had achieved and
maintained compliance with federal certification deficiencies issued pursuant to a standard survey,
completed on November 7, 2013. We presumed, based on your plan of correction, that your facility
had corrected these deficiencies as of December 17, 2013. Based on our visit we have determined your
facility has not corrected the deficiencies issued pursuant to our November 7, 2013 standard survey.

As aresult of the January 17, 2014 visit, we recommended to the CMS Region V Office concurred and
has authorized this Department to notify you of these actions:

* Mandatory denial of payment for new Medicare and Medicaid admissions, effective March 3,
2014. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective March 3, 2014. They will also notify the State Medicaid Agency that
the denial of payment for all Medicaid admissions, effective March 3, 2014.

On February 26, 2014, the Minnesota Department of Health completed a PCR to verify that your
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a PCR, completed on January 17, 2014. We presumed, based on your plan of correction, that your
facility had corrected these deficiencies as of February 6, 2014. Based on our visit, we have
determined that your facility has corrected the deficiencies issued pursuant to our PCR, completed on
January 17, 2014, as of February 26, 2014. As a result of the revisit findings, the Department
discontinued the Category 1 remedy of state monitoring effective February 26, 2014.

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Homestead Rehabilitation & Living Center

March 15, 2014

Page 2

In addition, this Department recommended to the CMS Region V Office the following actions related
to the remedies outlined in our letter of February 11, 2014. The CMS Region V Office concurs and has
authorized this Department to notify you of these actions:

* Mandatory denial of payment for new Medicare and Medicaid admissions, effective March 3,
2014, be rescinded. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective March 3, 2014, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective March 3, 2014, is
to be rescinded.

In our letter of February 11, 2014, we advised you that, in accordance with Federal law, as specified in
the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited
from conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two
years from March 3, 2014, due to denial of payment for new admissions. Since your facility attained
substantial compliance on February 26, 2014, the original triggering remedy, denial of payment for
new admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded.

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

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

Sincerely,
“Vlonk TVieett

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath @state.mn.us

Enclosure

cc: Licensing and Certification File
5428r14_2ndpcr.rtf



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering
and maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of
information including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and
Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245428 B. Wing 2/26/2014
Name of Facility Street Address, City, State, Zip Code
HOMESTEAD REHABILITATION & LIVING CENTER 115 10TH AVENUE NORTHEAST
DEER RIVER, MN 56636

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/ or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should
be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  item (YS)  Date (Y4) Item (Y5) Date (Y4)  Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0241 02/26/2014 ID Prefix  F0282 02/26/2014 ID Prefix  F0311 02/26/2014
Reg. # 483.15(a) Reg. # 483.20(k)(3)(ii) Reg. # 483.25(a)(2)
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0353 02/26/2014 ID Prefix  F0441 02/26/2014 ID Prefix
Reg. # 483.30(a) Reg. # 483.65 Reg. #
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsSC LsSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/LB 03/16/2014 32603 02/26/2014
Reviewed By — | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: Q7V713



DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID: Q7V7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00296
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: _'L(LB)
L3

L) 245428 ) HOMESTEAD REHABILITATION & LIVING CENTER | . 2. Recertification
2.STATE VENDOR OR MEDICAID NO. 4 115 10TH AVENUE NORTHEAST 3. Termination 4. CHOW

(L2) 618245301 (L5) DEER RIVER, MN (L6) 56636 5. Validation 6. Complaint

7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY Q (L7)
8. Full Survey After Complaint

(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 01/17/2014 139 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS:  01/29/2014 (L10) 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)

0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 32 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 32 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 11D 1861 (e) (1) or 1861 (j) (1): (L15)
32
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Tammy Williams, HFE NE II o Kate JohnsTon, Enforcement Specialist
(L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY

X 1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21)

20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

22. ORIGINAL DATE 23. LTC AGREEMENT

24. LTC AGREEMENT

26. TERMINATION ACTION:
VOLUNTARY _00_
01-Merger, Closure
02-Dissatisfaction W/ Reimbursement
03-Risk of Involuntary Termination

OTHER
04-Other Reason for Withdrawal

00-Active

(L30)

INVOLUNTARY
05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

07-Provider Status Change

OF PARTICIPATION BEGINNING DATE ENDING DATE
02/01/1987
(L24) (L41) (L25)
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS
A. Suspension of Admissions:
(L44)
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO.
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
01/16/2014
(L32) (L33)

30. REMARKS

Posted 03/26/2014 CO. Q7V7

DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: Q7V7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00296
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5428

On January 17, 2014, the Minnesota Department of Health and on January 29, 2014, the Minnesota Department of Public Safety
completed a revisit which found that the facility had not achieved and maintained compliance with federal certification deficiencies
issued pursuant to a standard survey, completed on November 7, 2013. Based on the revisit, we have determined the facilith has not
acheived substantial compliance. The deficiencies not corrected are as follows:

F0241 -- S/S: D -- 483.15(a) -- Dignity And Respect Of Individuality

F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan

FO311 -- S/S: D -- 483.25(a)(2) -- Treatment/services To Improve/maintain Adls

F0353 -- S/S: F -- 483.30(a) -- Sufficient 24-Hr Nursing Staff Per Care Plans

F0441 -- S/S: F -- 483.65 -- Infection Control, Prevent Spread, Linens

As aresult of the revisit findings, this Department imposed the Category 1 remedy of State monitoring effective February 16, 2014.

In addition, this Department recommended the following remedy to the CMS Region V Office for imposition:

- Mandatory Denial of payment for new Medicare and Medicaid admissions, effective March 3, 2014.

If Mandatory Denial of Payment goes into effect, the facility would be Prohibited from offering or conducting a Nurse Assistant
Training/Competency Evaluation Program or Competency Evaluation Programs for two years beginning March 3, 2014.

Please refer to the CMS 2567 along with the provider's plan of correction and CMS 2567b.

FORM CMS-1539 (7-84) (Destroy Prior Editions)

020499



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

February 11, 2014

Mr. Jeffry Stampohar, Administrator
Homestead Rehabilitation & Living Center
115 10th Avenue Northeast

Deer River, Minnesota 56636

RE: Project Number S5428023
Dear Mr. Stampohar:

On December 9, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on November 7, 2013. This
survey found the most serious deficiencies to be widespread deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level F),whereby
corrections were required.

On January 17, 2014, the Minnesota Department of Health and on January 29, 2014, the Minnesota
Department of Public Safety completed a revisit to verify that your facility had achieved and
maintained compliance with federal certification deficiencies issued pursuant to a standard survey,
completed on November 7, 2013. We presumed, based on your plan of correction, that your facility
had corrected these deficiencies as of February 6, 2014. Based on our visit, we have determined that
your facility has not achieved substantial compliance with the deficiencies issued pursuant to our
standard survey, completed on November 7, 2013. The deficiencies not corrected are as follows:

F0241 -- S/S: D -- 483.15(a) -- Dignity And Respect Of Individuality

F0282 -- S/S: D -- 483.20(Kk)(3)(ii) -- Services By Qualified Persons/per Care Plan
F0311 -- S/S: D -- 483.25(a)(2) -- Treatment/services To Improve/maintain Adls
F0353 -- S/S: F -- 483.30(a) -- Sufficient 24-Hr Nursing Staff Per Care Plans
F0441 -- S/S: F -- 483.65 -- Infection Control, Prevent Spread, Linens

The most serious deficiencies in your facility were found 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.

As a result of our finding that your facility is not in substantial compliance, this Department is
imposing the following category 1 remedy:

» State Monitoring effective February 16, 2014. (42 CFR 488.422)

General Information: (651) 201-5000 * TDD/TTY:: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Homestead Rehabilitation & Living Center
February 11, 2014
Page 2

In addition, Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR
488.417(b) require that, regardless of any other remedies that may be imposed, denial of payment for
new admissions must be imposed when the facility is not in substantial compliance 3 months after the
last day of the survey identifying noncompliance. Thus, the CMS Region V Office concurs, is
imposing the following remedy and has authorized this Department to notify you of the imposition:

» Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 3,
2014. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
admissions is effective March 3, 2014. They will also notify the State Medicaid Agency that they must
also deny payment for new Medicaid admissions effective March 3, 2014. You should notify all
Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment. Therefore, Homestead Rehabilitation & Living Center is prohibited
from offering or conducting a Nurse Assistant Training/Competency Evaluation Program or
Competency Evaluation Programs for two years effective March 3, 2014. This prohibition is not
subject to appeal. Further, this prohibition may be rescinded at a later date if your facility achieves
substantial compliance prior to the effective date of denial of payment for new admissions. If this
prohibition is not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of this
prohibition if certain criteria are met. Please contact the Nursing Assistant Registry at (800) 397-6124
for specific information regarding a waiver for these programs from this Department.

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.

A copy of the Statement of Deficiencies (CMS-2567) and the Post Certification Revisit Form
(CMS-2567B) from this visit are enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.
A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.
Such a request may be made to the Centers for Medicare and Medicaid Services at the following
address:

Department of Health and Human Services

Departmental Appeals Board, MS 6132

Civil Remedies Division

Attention: Karen R. Robinson, Director

330 Independence Avenue, SW

Cohen Building, Room G-644

Washington, DC 20201



Homestead Rehabilitation & Living Center
February 11, 2014
Page 3

A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree. It should also specify the basis for contending that the findings and
conclusions are incorrect. You do not need to submit records or other documents with your hearing
request. The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing. The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, Illinois. You may be represented by counsel at a hearing at your own
expense.

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 Northwest, Suite A
Bemidji, Minnesota 56601-2933

Telephone: (218) 308-2104
Fax: (218) 308-2122

PLAN OF CORRECTION (PoC)

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

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

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

- Address what measures will be put into place or systemic changes made to ensure that
the 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



Homestead Rehabilitation & Living Center
February 11, 2014
Page 4

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 remedy be imposed:

* 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. 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 their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained. The revisit will occur after the date you identified
that compliance was achieved in your allegation of compliance and/or 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 we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification. Compliance is certified as of the date of the
second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER
THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by May 7, 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.
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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.

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

Sincerely,
T¥lant_ Tvicstf

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File 5428r1_14.rtf



Department of Health and Human Services Form Approved
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Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering
and maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of
information including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and
Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245428 B. Wing 1/17/2014
Name of Facility Street Address, City, State, Zip Code
HOMESTEAD REHABILITATION & LIVING CENTER 115 10TH AVENUE NORTHEAST

DEER RIVER, MN 56636

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should
be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (YS) Date (Y4) ltem (Y5) Date (Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0164 01/17/2014 ID Prefix F0166 01/17/2014 ID Prefix F0176 01/17/2014
Reg. # 483.10(e), 483.75(1)(4) Reg. # 483.10(f)(2) Reg. # 483.10(n)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0242 01/17/2014 ID Prefix F0247 01/17/2014 ID Prefix F0249 01/17/2014
Reg. # 483.15(b) Reg. # 483.15(e)(2) Reg. # 483.15(f)(2)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0279 01/17/2014 ID Prefix  F0280 01/17/2014 ID Prefix F0314 01/17/2014
Reg. # 483.20(d), 483.20(k)(1) Reg. # 483.20(d)(3), 483.10(k)(2) Reg. # 483.25(c)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0315 01/17/2014 ID Prefix F0318 01/17/2014 ID Prefix F0431 01/17/2014
Reg. # 483.25(d) Reg. # 483.25(e)(2) Reg. # 483.60(b), (d), (e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0465 01/17/2014 ID Prefix ID Prefix
Reg. # 483.70(h) Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/LB 02/06/2014 18619 01/17/2014
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 EventID: Q7V712



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering
and maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of
information including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and
Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245428 B. Wing 01 - NURSING HOME 1/29/2014
Name of Facility Street Address, City, State, Zip Code
HOMESTEAD REHABILITATION & LIVING CENTER 115 10TH AVENUE NORTHEAST

DEER RIVER, MN 56636

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should
be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 11/08/2013 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC KO0038 LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/PS 02/06/2014 03006 01/29/2014
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 EventID: Q7V722
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The facllity must promote.care for resldents In a
manner and It an environment that maintalng or
enhances each resldent's dignity and respect in
full recognition of his'or her individuality,

‘ghts REQUIREMENT Is not met as evidenced
y: !
Based on observation, interviaw and dosument

(R14, R10, ) who ware dependent upon staff for
eating were assisted in a dignified manner.

. FindIngs Includs;

R14 was dependent on staff for eating and did
not recelve assistance in & dignified and timely
manner,

R14's Resldent Adrmisslon Reoord dated 4/17/08,
Indlcated R14 was diagnosed with schizophrenia
and depressive disorder, R14's significant
change Minimum Data Set (MDS) dated
10/16/13, Indicated R14 had severe cognltive
Impairment and was totally dependent upon staff
for ell activities of dally fiving.

R14's plan of care (POC) dsted 52113, dirscted
staff to asslst R14 with meals,

On 1/16/14, at 12:00 pam. R14 was cbserved
seated at the dining room table yvith R38, walting

STATEMENT OF DEFICIENGIES PROVID ’ 8
AND PLAN OF connzc’nonle w 132%%%%% Aofzzm::wwﬁ LETED
| 248428 L
NAME OF PROVIDER OR SURPLIER ' ' REET ADDRESS, CITY; STATE, 2IP GODE
. . _. | 11B10THAVENUENORTHEAST
1) . SUMMARY STATEMENT OF DEFICIENCIES ' 'S f
gg X (BAGH DEFICIENCY MUST BE ngoznen%wuu m't'z)mx A (E:gl%ﬁigsscpvxggﬁou SHOFI?DNB! coMPLETION
TAG Rseuw'ouy OR L8C IDENTIFYING INFORMATION) TAG cﬂos&amsgg%mr:wawmw OATE
{F 000} lNiTlALOOMMENTS' F 000
FON Brement# 1 .
R14 and R10 were not harmed as 3/6//‘/
{F 241} | 483.16(a) DIGNITY AND RESPECT OF {F241)| aresult of this deficiency, R14is
§S=p | INDIVIDUALITY - | . now being served at the same

review, the facllity falled to ensure 2 of 3 residents |

time as others at her table, R10

I3 being provided assistance at

the same time others at her table
 are eating;

Element # 2

A baseline sudit was performed
and identified 4 vesidents who
require assistance with meals, An
audit was performed of the
sequence of serving meals at
each table,

Element # 3 »

The meal service protocol has been
reviewed and reévised. A hostess is
nowassigned to meals to assure (a)
all residents at each table are served
at'the same time unless there is a
Joiner (who will be served when
‘'seated) and (b) assistanceé is provided
to those residents who are in need of
assistance when the meal is served.
Education has béen provided to
clinical staff, dietary staff, and
interdisciplinary team,

e
A

[ABORATORY DIBEGTOR'S 6?} PROVIDER/SURPLIER REFRESENTATIVE'S 335. NATURE

e

00/ Adorin

Any deficlency statsmontindlrig withbin asterisk ‘
olher safeguards provide sufficlent protection to the patients. ‘
following the dats of survey whether or rio* & plen of comection s provided,
days following (he date thess documents are made avallablo to the faciilly,
program particlpation,

(*) denctes & defiolency which tha Institution may e excused rom comostin
(See instruction 1) Exoapt for nursing hatnes, the findirigs »

For nursing homes, ne ) . Solosane
If deficlencies aie cited, an approved plan of corvection is requisite to continued

provkiing K s determined that
gbove ere disclosable 60 days
{he above findings and plans of correction are disolosable 14

FORM CM$-2667(02-06) Previous Versions Otsolets
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FRINTED; 02/03/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MED B -0381
STATEMENT OF DEFICIEN ‘ | o mueme ION 8l '
AIDPLAN OF CORRECTION ~ | DENTIRGATION NOMede. | (O VULTPLE CORSTRUGTION O CoLeTEs
R
A 246428 J8.wivg s ~ ‘ 01/17/2014
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P GODE
, . 118 10TH AVENUE NORTHEAST
0 iy . g
HOMESTRAD REQAP!LMTIQN &UVING GW ER DEER RIVER, MN 56635
{X4) ID . SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION Mg‘%
PREFIX |  (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION 8HOULD BE COMPLETION
76 REGULATORY OR LSC IDENTIFYING INFORMAYION) TAG mos&naseneggggégc ‘Q;l’s APPROPRIATE DATE
{F 241} | Gontinued From page 1 {F 241}
' for thelr noon mel. o | Bloment#4
- At 12:04 p.m. dietary alde (DA)-B was observed | Audits will be performed of meal
:;ob‘ servjedRéBl “26' nqo: meal Ir; vg;lgh R38 ,wtas service and assistance to resjdents
gerved to Independently eat. R14 was no during time. s will.
| served the meal, During this time, thréé nursing chﬁ?i?;;a; hglee Sgg/tls)w{ll be
assistants (NA's) ware presant in the faciltty. patictec o the DON/Designes
NA-G was observed assisting another resklent in daily x 7 days, weekly x 3 weeks,
the dining roam. NA:B and NA-E were observed motithly X 2 months, and at least
assisting other residents in the bathroom, near quarterly ongoing.. Corrective action
the dining rooi. Licensed practical nurse ‘ will be taken to ensure the

(LPN)-A was obeerved passing medications and

registered nurees (RN)-B.and RN-C wera residences’ needs are met, Variances

and corrective actions will be

observed at the nurses station, , 15
-At 12:18 p.m, NA-E asked DA-B for R14's meal, reported to the Adiinistrator and
At 12:20 p.m. R38 had finished her meal and reviewed at QAPI at least quarterly.

NA-E had begun to assist R14 with her meal.

On 1/16/14, at 12:21 p.m, DA-A stated R38 was
one of the first reslidents to recelva hér meal dus
to her history of behaviors. She statad R14 could
riot be served her meal until there was a staff
member pregent who would be able to agsist R14
with the meal, She confirmed R38 had finishéd
her meat prior to R14 being served. She added
this was babause the facility did not have anough |
staff to assist with meal.

On 4/16/14, at 12:26 p.m, DA-B stated the facilily
routinely had problems with serving all of the
residents at one table, at the same time. She
stated the resldents who ware dependent upon
slaff for assistance, were not served their meals
until there was a staff member prasent to assist
them fo eat.

R10 was depandent of staff for eating and was .
FORM GM8:2667(0288) Previous Verslons Obsolat Event ID:Q7VM2 . Fadlity 1D: 00z08 If conlinuation sheet Page 2 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

PRINTED: 02/03/2014
I;O

(1) PROVIDER/GUPPLIER/ICLIA
IDENTIFICATION NUMBER:

245428

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B.WING

{X3) DATE SURVEY
COMPLETED

Rgi APPROVED

R
01/17/2014

NAME OF PROVIDER O& SUPPLIER |
HOMESTEAD REHABILITATION & LIVING cem'sn

‘STREET ADDRESS, CITY, STATE, ZIP CODE
115 10TH AVENUE NORTHEAST
DEER RIVER, MN 56636

04 ID
PREFIX
TAG

SUMMARY STATEMENT OF OEFIClENOIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
cnossaesaaaaceo TO THE APPROPRIATE

D
PREFIX
TAG

EFICIENGY)

(#5)
COMPLETION
DATE

{F241)

1 served her meal and was observed to eat

of their meal.

On 117114, &t 10:36 a.m, registered nurse

Continued From page 2
not provided assistance In a dignified manner.

On 1/16/14, at 12:04 p.m. R10 was observed
seated at the dining tabls with thrae other
residents. R10 was observed to have been
served a small contalner of yogurt, & oz. of water,
milk and Julce. Two of R10's tablemate's had
been served thelr full meal which consisted of
macaroni and cheese, potato wedges, and mixed
vegetables. Both tablemate's were obsetved to
indepéndently consume their meal,

« At 12:16 pm, The third tablemate, R43 was

Indeperidently, The other two tablemate's were
observed to have independently consumed 80%

-At 12:20 p.m. R10 was served her meal. The two
other tablemats's were observed to have
consuriad 100% of thelr meal,

On 1/16/14, at 12:45 p.m. nursing assistant
(NA)-E stated the NA's were able to assist in the
dining room as soon as they were done assisting
with all the restdent cares that were required
before tunch.

On 1/117/14, at 8:35 a,m, the director of nursing
stated residents sitting at the same table should
be served at the same time in order to malntain a
dignified dining experience.

(RN)-A verified all residents seated at the same
table should be served at the same time, RN-A
addgg the facliity would be revlewing thelr dining
schedule

{F 241}

FORM GMS-2567(02-09) Previous Verslons Obeolets
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PRINTED; 02/03/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
o NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA MULTIPLE GONSTRUGTION DATE SURVEY
AND PLAN OF CORRECTION ! IDENTIFICATION NUMBER: ffz;uum ' m’céwm&zo
B R
, 245428 8. WG — . : 01/47/2014
NAME OF PROVIDER OR SURFLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
s 116 10TH AVENUE NORTHEAST
HOMESTEAD REHABILITATION & LIVING CENTER DEER RIVER, MN 56636.
{%4) ID SUMMARY STATEMENY OF DEFIGIENGIES o, PROVIDER'S PLAN OF CORRECTION (%9
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE combLimON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
_ DEFICIENCY)
{F 241} Continised From page 3 {F 241)

The Dining and Mezl Service policy datéd
1116/14, directed staff to provide assistance as
required to all residents as needed and to pay
attention to the safety, comfort and dignity of the
residents to make the meal & pieasant

_ experience,

(¥ 282} | 483.20(k)(3)(ii) SERVICES BY QUALIFIED {F 282}

§8=D PERSONS/PER CARE PLAN . :
Element # 1 | 7?/(, / 1Y

The services provided or arranged by the facility R25 and R20 have been assessed

must be provided by qualified persons in ; N :
accordance with each resident's written plan of to have no decline in ambulation

care, as a result of this deficiency.
Each care plan has been updated

This REQUIREMENT is not met as evidenciad o reﬂec} an app rqpnate

by: ambulation progtam to be

Based on observation, interview and document . provided by qualified staff.

review, the facliity falled to provide services in

decordance with the resident's written plan of Element # 2

care (POC) for 2 of 3 resldents (R20, R26) who

required assistance with ambulation, A baseline audit was performed

_ o of all residents who have an
Findings Intlude: ambulation program. Caré plans

R20 did not recelve ambulation services as have been reviewed and updated
directed by the individual POC. to reflect the appropriate
progtam.

R20's POC dated 12/3/12, directed staff to
provide ambulation assistance to meals each day
per the restorative rehab services program.

Review of R20's monthly Restorative Services
documentation-forms revealed the following:
-November 2013, indicated R20 ambulated 4 out
of 90 oppoﬂunltles

FORM CMS-2567(02-90) Previous Varaions Obsolats Event [D;:Q7V712 Faclity |D: 00268 tf continuation sheet Page 4 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED; 02/03/2014
‘FORM APPROVED
MB 9

STATEMENT OF DEFIGIENOIES X1). PROWDERISUPPUENGJA (X2) MULTIPLE CONSTRUCTION 0(3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING COMPLETED
. . R
‘ 245428 B WiNG . 01/17/2014
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, 0ITY, $TATE, ZIP GODE
y A . 118 10TH AVENUE NORTHEAST
HOMESTEAD REHABILITATION & LIVING CENTER DEER RIVER, MN 54636
; - -
S| Ak DERGIENGY T U PRE e e PRERX (BACH CORREOTVE ACTION GHOUD BE | conbiznon
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) TAG caoss«esmagggg l;go 'r%s APPROPRIATE
{F 282}  Continued From page 4 (Fas2)| . ”
-December 2013, Indicated R20 ambulated 1 out Element # 3
of 93 upportunities. Program and schedules have
~January 1-16th, 2014, indicated R20 ambulated been reviewed and adjusted as
4 outof 42 opportunities, necessary and care plans have
On 1/16/14, at 1:45 p.m. nursing assistant (NA)-B been updated 1o allow qualified
and NA-E stated R20 should have besn walking staff to accommodate resident
to meals, needs. A determination was
made of who is qualified to
On 1/17/14, at 10:10 a.m. reglstered nurse
(RN)-Averified R20 had not recsived ambulation implement and provide services
sefvices as directed by the POC. for the program., Qualified staff
R26 was not pmvtded restorative nursin are licensed or ccrified to
was ra g provide ADL care, ambulation
mrl\cm: tfopr gglbulatlon as directed by the an d assist residents with eating,
Clinic staff has received
ggf;s Pfg;.]z date;l égnzns gzdtcated cﬁzs wlar::t education regarding updated care
or falling related to weakneas and Impd - : RPN
balance, The POG directed two staffto asalst plans and ambulation progrem,
R25 to ambulate with & walker In the hallway or
oW room, Element # 4
The Regtorative Services recommendation form The ambulation program will be
datatgc 1 2/26/18, Ingltca:e@ Rzg f\:fta: to. ‘:ﬂve audited by DON/Designee daily x 7
contact guard assist of two etaff to ambulate . days, weekly x 3 weeks, monthly x 2
3‘:&2? feet twice a day with a front whesled months, and at least quarterly
ongoing, Correctivé action will be
Review of R26's monthly Restorative Servicss taken to ensuré the residences’ needs
dgoumet;}:tgg _‘fgnr% lrg:tezleéizgmg afglio\rnn[sed are met, Variances and corrective
= Lecembar ndicate rece action will be repoited to the
g:s:'satggcé with ambulation once a day on 14 of Administrator and reviewed at QAPI
- January 2014, (1/4/14 - 1/18/14) (ndicated R26 at loast quarterly.
had recelved assistance to ambulate oncs a day
on 5 of 18 days.
On 1/16/14, at 1:28 p.m. NA-B stated R25's : _
FORM OMS-2067(02-48) Previous Vrslons Obsolele Event D:Q7V7 12 Faclity 10; 00265 If continuiation sheet Page 6 of 18
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PRINTED: 02/03/2014
‘ FORMAPPRO_VED
OMB 0938-038

CENTERS FOR MEDICARE & MEDICAID §ERVICE8
SYATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPFLIER/GLIA {X2) MULYIPLE CONSTRUCTION K3) ms SURVEY
AND PLAN OF CORRECTION IDENTIFICATION SUMBER: A BUILDING ‘COMPLETED
o . R
245428 B, WING : 041712014
NAME OF PROVIDER OR SUPPLIER ' | BTREETADDRESS, CITY. STATE, 2IP CODE ‘
. , . 115 10TH AVENUE NORTHEAST
HOMESTEAD REHABILITATION & LIVING CENTER 'DEER RIVER, MN 56636, ,
41D SUMMARY STATEMENT OF DEFIGIENGIED , PROVIDER'S PLAN OF oonascmon e
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL Pagﬂx {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG caowassmﬁgggglrgc u%emnopnmm DATE
{F 282} | Continued From page 5 {F 282}
| ambulation schedule had been changing. She
stated for & while the NA's on the floor had been
walking with R25, then R26 was ambulaling with
only the restoraWe NA and was informed on
1115/14, that restorative staff no longer ambulated
R2S, NA-B stated she was not sure who was to
ambuiate R25,
On 1116114, at 1:60 pam, RN-B verified R25 was
| to recalve ambulation assistanca twice a day as
dirécted by the therapy recommendation and
R26's POC. RN-B confirned R26 had not
recelved assistance with ambulation as directed
by R26's POC.
¢ ¢ y
Policles were requested for Restorative Nursing Element # 1 <7‘ / b //‘/
and Range of Motion and none were provided. R25 and R20 have been assessed
{F 311} 483.25(a)(2) TREATMENT/SERVICES TO {F 311} to have no decline in ambulation
§6=D | IMPROVE/MAINTAIN ADLS
as a result of this deficiency. The
Aresident is given the appropriate treatment and - Restorative care plan has been
sefvices to maintaliy or mprove his or her abllities reviewed for each resident and
specified In paragraph (2)(1) of this section. updated to reflect an appropriate
ambulation program provided by
Ih'is REQUIREMENT Is not met as evidenced qualified staff.
Y.
‘Based on observatian, interview and document
| review, the facility falled to provide ambulation Element # 2
sarvices In order to Improve and / or malntaln the A baseline audit was performed
resident's abllity to ambulate for 2 of 3 residents of all residents who have an
(R20, R25) In the sample who wete on an ambulation program, Care plans
ambulation program. have been reviewed and updated
Findings include; as necessary to reflect an
o o appropriate ambulation program
R20 was not provided restorative nursing for 10 be provided by quahﬁed staff,
FORM GMS-2687(02-56) Provious Vatelons Obatlets EventIn:Q7v12 Pacllty 1D; 00258 1 continuation shest Pags 6 of 18
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{F 311} | Continued From page 6 {F311}| Element#3 |

ambulation as recommended. The ambulation p;logramd' has
. L been reviewed, schedules
R20's annual Minimum Data Set (MDS) dated adjusted as necessary and care
12/3118, Indicated R20 was diagnosed with a S  undated t allow
cardlovascular attack (CVA) with hemiplegia plans have been updated to allo
(paralysis of one side of the body/extramity). The - qualified staff to provide for
“Mnbs‘?'“ f‘ﬂd‘tﬁeg R?”%ha;icr‘?oderaée Wgﬂl'ﬁt‘{; residents needs. Education of
paiment, utilized a wheel chair and ambulal e T p o § ;
with a walker with staff assistance, The MDS care plans and o fas been
| Indicated R25 hiad ambulated n the provided to clinical staff.
halrllwayslcdrgdom of the facliity once or twice
d ..
uring the 7, fy revle»'{ , Elemerit # 4
R20's Activity of Dally Living (ADL) Care Afea The ambulation program will be
Assessment (CAA) dated 12/3/13, Indicated R20 audited by DON/Designee daily x 7
was at risk for falls, required physical assist of days, weekly x 3 weeks, monthly'x 2
one staff to get in and out of bed and off tailet due months, and at least o terte -
to hemiplegia and inabllity to indepandently lock 115, anc at least qu?rterly‘
both wheel chalr brakes. The ADL CAA also ongoing, Corrective action will be
indlcated R20 required assistance of one staff to taken to énsure the residences’ needs
ambulate with use of a walker, . are met, Variances and corrective
o : action will be reported to the
R20's plan of vare (POC) dated 12/3/412, e : NS .
indicated R20 was at risk for falling relatad to Administrator and reviewed at QAPI
weakness and Impaired balance. The POC at least quarterly.
directed staff to provide ambulation to meals daily
per the restorative nursing rehab program.
The Restorative Nursing Recommendation form
complated by the physical therapy department,
dated 1/14/12, indicated R20 was to ba
encouraged {0 ambulate to meals with a 4
| wheeled walker with staff asslst.
The 8/19/12, Restarative Nursing program for the
nursing assistants (NA) directed the NA's to
ambulate R20 fo meals with a walker with staff
assist,
FORM GMS-2667(02-88) Previous Versions Obsclate Event 1D:QTVT12 Faclily [0; 00208 If continuation ehaet Pege 7 of 18
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| NA's confirmed that being so busy with the a.m.

| Can "
| On 1117114, at 10:10 a.m. registered nurse

Contined From page 7

Revlew of R20's monthly Restorative Servicas
documentation forms révealed the following:-
-November 2013, indicateéd R20 ambulated 4 out
of 90 opportunities.

-December 2013, indicated R20 ambulated 1 out
of 83 Opportunltles.

-Januery 1-15th, 2014, Indicated R20 ambulated
4 outof 42 opportuniﬁes

On 1/16/14, at 6:56 p.m. R20 was observed in
her room slttmg in her wheel chalr. R20 stated
she did not get to walk because nobody offered to
walk her, R20 stated she tholight she had walked
3 times In the past week. R20 stated she would
like to walk everyday, however, they say they are
shortof staff,

On 1/16/13, at 7:00 a.m, NA-H was observed to
wheel R20 fo the dining room In her whesl chalr.
At 11:20 a.m. NA-H verified R20 was wheeled to
ihe dining room this morning and stated it was
due fo baing short of staff, NA-H stated she was
aware that R20 was to ambulate to meals.

On 1/16/14, at 1:40 p.m. NA-E stated the night
NAwas responslble fo ambulate R20 to
breakfast. NA-E added, R20 was to be ambulated
up to 4 times a day.

On 1/46/14, at 1:45 p.m. NA-B and NA-E stated
R20 should have been walking to meals. Both

routing, It was very difficult to fit in R20's
ambulation, Both NA's stated "We do the best we

(RN)-Averified R20's ambulation program was
correct and confirmed R20 was not recslving

{F 311}
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{F 311} | Continued From page 8
ambulation services as directed by the POC.
RN-Aalso stated the Rehabiiltation Nursing

program was to be assessed during each

reassessed / completed.
RN-A stated the last time R20's Rehabilitation

| raceived the ambulation services.

R25 was not provided restorative nursing
sewvices for ambulation as recommendead.

R25's quarterly MDS dated 10/8/13, indicated
R25 was diagnosed with a stroke with left sided
weakness. The MDS also Indicated R26 had
moderate cognitive Impalment and required

in the hallways { corridors of the facility

balance. The POC dlrected two staff to assist
room and hallway.

dated 12/26/13, Indicated R25 was to receive
contact guard assist of two staff to ambulate
80-&00 feet twice a day with a front wheeled
walker.

Review of R25's monthly Restorative Services
documentation forms revealed the following:

- Decamber 2013, indicated R26 had recelved
assistance with ambulation once a day on 14 of

quarterly MDS assessment and verified it was not

Restorative program was reviewed and assessed
was 9/20/13. RN-A verified R20's medical record
also lacked documentation as to why R20 had not

minimal staff assistance to ambulate in his room.
The MDS also indicated R25 had not ambulated

R25's POC dated 10/12/13, indicated R25 was at
risk for falling related to weakness and impaired

R25 with ambutation with tise of a walker in own

The Restorafive Services recommendation form

{F 341)
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{F 311} Confinued From page 9 1 {Fat)
the 31 days.

- January 2014, (1/1/14 - 1/16/14) Indicated R25
had received assistance to ambulate once a day
on & of tha 16 days.

The RN progress hote dated 1/6/14, entitied
Restorativé indicated repeatsd R25's current plan
to work with restorative nursing for ambutation.
Howaver, the restorative review documentation,
did riot Indicate the frequency of how often R25

‘| was to recelve the restorative services and lacked
an evaluation of kow R26 was progressing with
the goal.

On 1/16/14, at 1:16 p.m. R25 was observed
soated In the wheelchalr independently propslling
self in the day room. When asked if he recelved
assistance with ambulation, R26 stated he
pﬂmaﬂg used the wheslchair for mobility because
he naeded asslistance with walking.

On 1/16/14, at 1:28 p.m. NA-B stated R25's
ambulation schedule had been ¢hanging. She
stated for a while the NA's on the floor had been
walking R26, then R25 was ambulating with the
réstorative nursing and on 1/15/14 was informed
restorative nursing was no longer walking R26.
NA-B She steited she was not sure who was to be
ambulating R25, NA-B stated she had assisted
R26 to ambulate from his room to the dining room
for breakfast,

On 1/16/14, at 1:50 p.m. RN-B stated R25 was fo
recelve a&olstanoe with ambulation twice a day &s
directed by the therapy recommendationand
R26's POC.

On 1/47/14, at 8;40 a.m. the DON stated R25
was fo receive assistance as directed by his

] FORM CMS-2667(02-09) Previous Viersions Obscleis EventiD:QAvT12 ?wﬁ& 1D: 00208 If continuation shest Page 10 of 19
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POC, The DON also stated she was unaware
R286's restorative documentation lacked an
evaluation of restorafive progress, She stated
the faclliity did not have a policy regarding
ambulation servicas or restorative avaluations by
the RN's but she would expect the staff to provida
restorative services as ordered and identlfy any
coficerns, _ / 4‘[
On 117113, at 9:30 a.m. NA-B and NA-Awere Element # | 9/;/ (0 /
observed to assist R25 to ambulate 80 feet with a S L '
front wheeled walker. Staff ratios have been reviewed
{F 353) | 483.30(a) SUFFICIENT 24-HR NURSING STAFF | {F353}| and determined appropriate in
§5=F | PER CARE PLANS number to meet résident needs to
maintai ighest practicable
The facllity must have sufficlent nursing staff to n;]amtanl'x the lila%h :ﬁ dp ra
provide nursing and refated services to attaln or physical, men
maintain the highest practicable physical, mental, psychosocial well-being of each
g"d Pslllcgdosocial ;réell-belng of eacl: reslgent. as resident as determined by the
etermin resident assessments an Sdont o '
individual pl:gs of care, resident care plaf.
The facility must provide services by sufficlent Element #2
numbeérs !of eacgz'f.l the following’ type; of : Imerd;sc:plmary staff
personnel on a our basls to provide nursing
care to all restdents in accordance with resident (department heads/front line
cara plans: staff) have come together to
' identify shared duties such as
Except when walved under paragraph (c) of this meal service and specialized
;:;ﬁg:agfensed nurses and other nursing duties such as ambulation
requiring quialified staff. Shared
Except when waived under paragraph (o) of this staff are to assist with non
section, the facliity must designate a licensed specialized duties so-qualified
gﬂge to serve as a charge nurss on each tour of staff can provide specialized care
3 such as ambulation and assisting’
tesidents with eating.
FORM CMS-2567(02-98) Pravious Versions Obsoleto EventiD:Q7V712 Faclity 10; 00208 if continuation sheet Page 11 of 19
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{F 363} Continued From page 11 {F358)| Element#3
;’hls REQUIREMENT Is not met as evidencad Interdisciplinary staff and
Vi ' ‘sta '
Basad on observation, interview and dacument gdualif;lzg staff have been
review, the facllity falled to ensure sufficiant ucated to participaté in non
qualified nuraing staff were avalsble to meet specialized roles 10 enhance the
re;:ild:m nezctis gor m;v'rsln?dcal;els In ; n?ar}npr l experience of tesidents and
1 which promoted each résident's physical, men ravide g ctlfure nf tanrm
and psychosoolal well-being, thus enhancing their provide a culture of team work,
quality of life. This practice had the potential to
affect all 28 residents reskiing in the facility. . o
Element # 4
Findings lnclude' Audits will be performed to ensure
that all staff (qualified and non-
The faclilty falled to provide a dignified dining
experience for 2 of § residents (R14, R10,)who qualified) are assisting residents as
wers dependent upon staff for eating. See F241. appropriate. The audits will be
My el petformed by the DON/Designee
The facllity falled fo provide services in daily x 7 days, weekly x
‘accordance with the resident’s written plan of morilthly X Zym'onths an:’a:‘;::]s(ts ’
care for2 of 3 resldents (R20, R25) who required varterly o é
assistance with ambulation. See F282, quarterly ongoing. Corrective action
will be taken to ensure the
;he facllity falled to provld? the necessary residences’ needs are meét. Variances
aatmant and services {o Improve and / or and corrective acti |
maintair the resident's abllities to ambulate for 2 to the Admnmslratl(?? a‘:clil r::gvp:(;t etd
of 3 resldents (R20, R26) in the sample who wers QAPI at least ; a
on ah ambulation program. See F311, L at least quarterly,
On 1/16/14,-at 11:20 a.m. the director of nureing
(DON) stated the facliity's normal staffing pattern
was as follows:
‘The day shift consisted of thres nursing
assistants (NA) assigried to provide resident care
from 6:00 a.m. to 2:30 p.m, One NA asslgned to
restorative nursing from 7:00 a.m. to 3:30 p.m., &
llcensed nurse working from 6:00 a.m. t6 2:30
p.m. and one to two registered nurses (RN)
working from 8:00 a.m. to 4:30 p.m,
-The afternoon consisted of two NA's working
FORN CMS-2567(02-00) Pravious Versians Obsolete Event ID:QIVT$2 Paciity ID: 00208 If egntinuation sheet Page 12 of 19




PRINTED; 02/03/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938.0391
STATEMENT OF DEFICIENQIES [2.8}] PROVIDER/SUPPLIER/GUA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. R
245428 8. WING 01112/2014
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CiTY, STATE, 2P CODE

HOMESTEAD REHABILITATION & LIVING CENTER

916 10TH AVENUE NORTHEAST
DEER RIVER, MN 86636

4o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMAYION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 1O THE APPROPRIATE

X
COM”L@T 1ON
DATE

{F 353}

{ She stated it was hard to keep up with the cares.

Continued From page 12

from 2:15 p.m. to 10:46 p.m.; one NA working
from 3:00 p.m. to 9:00 p.m. and one licensed
nurse working from 2:15 p.m. to 10:45 p.m

~The night shift consisted of two NA's with one
working from 10:30 p:m. to 7:00 a.m. and the
other NA working from 11:30 p.m. to 8:00 a.m.
and one ticensed nurse working from 10:00 p.m,
to 8:30 a:m,

The staffing report for December 17-31, 2013,
(15 days) identified the facliity had expetianced
nurglng staff shortages of one to two staff
members par day, [ January 1-16, 2014, (16
days), the facility had ons day without shortages
(1/2/14) and 16 days In which the nursing staff
was short one to two fursing assistants.

On 111614, at 11:25 a.m. the DON stated the
facllity had been trying to hire more staff to cover
the nursing shortage. She stated the facility was
fully staffed for RN's and LPN's but was stlll short
of nursing assistants. She stated she was
working closely with the Human Resource
recruiter and had been able to hire a few new
NA's, however, the facilly was not getting enough
qualified applicants applying to fill the positions.

On 1/16/14, at 7:20 a.m. NA-E stated the facility
was short staffed. She stated, in the past two
months the facllity had hired additional NA'S but
the same number of staff had also left the facllity.

On 1/16/14, at 8:25 a.m, RN-C stated the facility
was usually short staffed. She stated the staff
worked hard, but they were "short.*

On 1/16/14, at 11:24 a.m, NA-H stdted sha had
been working since 11:30 p.m. on 1/15/14, and

{F 363}
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Continued From page 13

was Just leaving the facility. She explained she
had {o stay to help with moming cares. NA-H
stated this was riot a dally acourrence rather, on
occasion, She stated the nurses, one NAand the
NA assigned to restorative activities would have
o provide resldenit cares untll the afternoon shift
arrived at the facliity.

On 1716113, at 12:21 p.m. dietary aide (DA)-A
stated the facility did not have enough staff to
assist with meals.

| On 1/16/14, at 12:25 p.m. DA-B stated the meals

cocasionally would be served late because there
were not anough NA's to assist in the dining
room. She stated when this occurred, the dietary
staff would run behind on thelr schedules.

On 1/18/14, at 1:564 p.m. RN-B stated the facliity
was usually at least one NA short on the day.and
evening shift. She stated as an RN she asslsted
with providing resident personal cares and was
not able to complete some of the RN tasks to the
best of her ability due fo running out of time. She
stated the faciilty was losing staff members and
was not able to replace them.

On 1/16/14, at 3:00 p.m. NA<G and NA-D, stated
staffing was getting better than it had been in the
past several months however, there were stil
days when staffing was not good,

On 1/17/14, at 8:22 a.m. the DON confirmed the
facility had one day since 12/17/13, in which they
were fully staffed.

On 114714, at 11:18 a,m, the facllity administrator

{F 353}

FORM CMS-2567(02-99) Praviaus Vertans Obsolete

Event i1 QIVFi2

Faclllly ID: 00206 1 continuation gheet Page 14 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI?JE&A%%%%Z\%S
_ CENTERS FOR MEDICARE & MEDICAID SERVIGES . 38-03

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘A BUILDING

(X8) DATE SURVEY
‘COMPLETED

R
0111712014

' 245428 B WING i _
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 45 10TH AVENUE NORTHEAST
HOMESTEAD REHABILITATION & LIVING CENTER DEER RIVER, MN 58636

(X4) 1 SUMMARY STATEMENT OF DEFICIENCIES 0 " PROVIDER'S PLAN OF CORRECTION x5,
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE cor%egmu

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TJAG CRGSS-REFEREggégl]E'%g\}})E APPROPRIATE

{F 363} | Continued From page 14 {F 353}
confirmed he was aware the facllity continued fo
be short nursing asslatants {o provide patient
care. He stated a consullant/cooperate RN would
be working with the DON to assist with nursing
shortages. He stated the facility was trying to get
to the root cause as to why they have not been
racelving applications for employment, He stated
he recelved reports from the DON regarding the
cares and sétvices baing provided by the staff In
the facility, but confirmed he had not completed
any type of monitoring to ensure the facllity had
the appropriate number of staff members,

On 1/15/14, at approximately 5:20 p.m, llcensed
practical nurse (LPN)-A stated staffing was not
good, staff were working short and it was difficult
to get all the cares done. LPN-A stated if anythlng
happened or went wrong during a shift, it was
almost Impossible fo get all the work done. LPN-A
stated staff were getting exhausted and are ‘ /
| mandated to work into the next shift bacause the , Q (o /[/
| facility does not have enough staff, . Element # 1
{F 441}| 483,65 INFECTION CONTROL, PREVENT {F441})  IC surveillance system was
ss=F | SPREAD, LINENS reviewed and & new syster has

The facllity must establish and maintain an been implemented. An infection

{ Infestion Gontrol Program designed to provide a control nurse has been identified.
safe, sanltary and comfortable environment and '
to help prevent the development and transmission Element # 2

of digease and infection, 3 . ;

| A baseline audit was performed
(8) Infection Contro) Program of all residents-and staff with
;he‘facllity rg‘us&ﬁtabi!tish an Infection Contra!l communicable infections from

rogram under which it - ' 1 g '

1 (1) Investigates, controfs, and prevents Infections t_he mox;th of Dec,emb_er 20.13'
in the faciity; | Analysis was performed and new
(2) Decides what procadures, such as isolation, system implemented.
should be applied to an individual resldent; and
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R
248428 5, wine 01/47/2014
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
' ; ' 115 10TH AVENUE NORTHEAST
HOMESTFAD RBHABIUTA‘I'!ON & LIVING CENTER BEER RIVER, MN 86636 :
&? ) SUVAURY GTATEWENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREGTION o2
FIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREPIX {EACH CORRECTIVE AOTION BHOULDBE | compLETion
TAG ﬂseuwomoa LSC IDENTIFYING INFORMATION) TAG . caoss-aereaeggaz rg g%a APPROPRIATE DATE
{F 441} | Continued From page 15 {Faar)| Element#3 .
(3) Malntalns & record of Incldents and carreotive A system has been implemented -
actions releted to infections. per regulatory guidelines that:
includes a surveillance program
(b) Preventing Spread of Infection ar e '
(1) When the tnfaction Gontrol Program with information related to
datermines that & resident needs isolation to tesident and employee infections,
greiv?gtﬂghe splr;:c{ of infection, the facility must tracking, trending, and analysis,
olate the rasiden h : ‘
(2) The faclity must prohibit employees with & ?‘.e "}fed“."“‘z:d""““;‘ “.“’”.i‘l”
communicable disease or infected skin losions een educated on the survelllance
from direct contact with residents or their food, if system,
direct contact will transmit the dlseass,
(3) The facllity must require staff to wash their
hands after each direct resident contact for which Element # 4
hand washing is indicatsd by accapted Resident and employee survell]ance
professional practice. forms will be audited by the
c) Linens DON/Designee daily x 7 days,
ersohnel must handie, tore, process and weekly x 3 weeks, monthly x 2
transport linens so as to prevent the spread of ‘months, and at least quarterly
infection. ongoing. Corrective aétion will be
taken to ensure the residences’ needs
are met. Variances and corrective
This REQUIREMENT s not met as evidenced action will be reported to the .
Administrator and reviewed at QAPT
by: |
-Based on interview and document review, the at least quarterly.
facility failed to develop, implement and malntain o
an [nfection control prograrm related to the
sutveiliance, Investigation and analysis of
resident and staff ilinesses and infections in order
to recognize, control and prevant to the extent
possible the onset and spréad of infaction within
the facility, This had the potential to affect afl 28
residents residing in the faollity,
Findings Include:
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{F 441} | Continued From page 16 {F 441}

On 1/16/14, at 1:18 p.m, the director of nursing
(DON) stalad she had implemented an employee
iiness report form which was to be completed
whan a staff person missed work due to iliness
and upon retum to work the staff person was to
complete an employee iliness form. The DON
statad had a summary of staff ilinesses written on
a plece of paper, however, had not yet created a
survelllance spread sheet In order to investigate
and analyze the data. The DON verified she had
not monltored, tracked or trenided nor analyzed
employée llinass a8 required.

On 1/17/14, at 8:40 a.m. The facllity's Infection
Reports Log 2013 was reviewed with the DON
and facllity nurse consultant Thae log identified
resident infection tracking from 42/31/12, through
10/19/13, The DON stated she had not started a
tracking log for 2014 ds she had not always
recelved the facllity infection report forms from
staff, therefore, she had not created a
survelilance spreadshest in order to ldentify
trends/patterns, monitor and analyze staff /
resident illnesses. The nurse consultant stated
the facllity did not have a policy or précedure in
place for the survellianca, investigation and
analysts of resident and staff linesses and stated
the fa;cmty was going to have to develop policies
for this,

On 2/17/14, at 9:55 a.m, review of the "order
report by category” dated 10/19/13-1/17/14,
{dentified the following residents who had who
had Infections and received antiblotic treatment

{ during that period and not included on the facility
Infection Reports Log 2013.

1-0n 12/2/13, R14 was dlagnosed with
FORM CMS-2567(02-06) Previous Varalons Qbsolets Evart10:QIV712 Faclity 1D: 00206 If continuation shest Page 17 of 19
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{F 441}| Continued From page 17

pneumonta and prescribed the following
antlblotics: Racaphin 1.0 gram dally for three
days: On 12/3/12, R14 was prescribed
Azithromyein 500 milligrams (mg) one dose and
on 12/4/13, 250 mg of Azithromycin for four days.
- On 10/14/13, R26 was prescribéd Bactim DS
800-160 iy for diagnosls (DX) of leg
celiulitis/abscess.

- On 1/7/13, R7 was prescribed Gentamyein
crearm 0,1%, to open areas on toes.

- On 10/22/13, R23 was prescribed Augmentin
(amoxicilin-pot clavulante) 875-125 mg twice
dally for 14 days to treat bronchitis,

- On 1/16/14, R37 was prescribed Zithromax
Z-Pak 260 mg, 500 mg day one, then 260 mg
days 2-5,DX: upper respiratory Infection.

- On 10/25/13, R10 was presctibed Cipro 250 mg
every other day and to discontinue on 10/26/13,
DX: Grinary tract infection (UT)).

-On 11/26/13, R10 was prescribed amoxiclilin 250
mg twice dally for five days. DX: UTI

twice daily for seven days. DX: Biliary duct
Inflammation. o

-On 11/4/43, R30 was prescribed Cipro 500 mg
twice dally for seven days, DX: Biliary duct
inflammation,

-On 11/19/13, R30 was presciibed Clpro 500 mg
twice dally for seven days. DX: Biflary duct
Inflammation,

«On 10/31/13, R38 was presoribed Cipro 600 mg
give every 12 hours for seven days DX: UTI
-On 12/6/13, R43 was prescribed erythromycin
olntrent to be applied three times a day for
seven days. DX: conjunctivitis

-Oh 12/26/13, R11 was prescribed Clindamyein
HC! 300 mg. give three times a day for saven
days. DX; not provided.

-On 10/19/13, R30 was prescribed Clpro 500 mg

(F 441}
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On 1/17/18, at 11:15 a.m, the DON stated she
was unaware of the abave Infections and
antiblotic treatments and aiso stated she was
unaware of the ability to genetate the infection /
antiblotic report forms off the computter. The
DON verified she had not implemented a resident
/ employee infection / liiness survelllance
program as required,

{F 441}

DEFIC ENCY)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: Q7V7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00296
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 2 (L)
(L1) 245428 (L3) HOMESTEAD REHABILITATION & LIVING CENTER
1. [Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 115 10TH AVENUE NORTHEAST 3. Termination 4. CHOW
(L2) 618245301 (L5) DEER RIVER, MN (L6) 56636 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (w7
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 11/07/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
) - FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: (@10 03 SNF/NF/Distinct 07 X-Ray 11 ICF/IID 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN __ 7. Medical Director
12.Total Facility Beds 32 (L18) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) ___8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 3 7 X B.  Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

See Attached Remarks

17. SURVEYOR SIGNATURE Date :

Rebecca Haberle, HEFE NE 11 01/14/2014

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

Shellae Dietrich, Program Specialist ~ 01/16/2014
(L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible e
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY & INVOLUNTARY

02/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (LAD) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS isicot fnvoluntaty Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
pOSTED 1/16/2014 ML
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
L32) L33) DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: Q7V7
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00296
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN# 24-5428

At the time of the standard survey completed November 7, 2013, the facility was not in substantial compliance and the most
serious deficiencies were found to be widespread deficiencies that constitute no actual harm with potential for more than
minimal harm that is not immediate jeopardy (Level F) whereby corrections are required. The facility has been given an
opportunity to correct before remedies are imposed. See attached CMS-2567 for survey results.

Post Certification Revisit to follow.
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 6121

December 9, 2013

Mr. Jeffry Stampohar, Administrator
Homestead Rehabilitation & Living Center
115 10th Avenue Northeast

Deer River, Minnesota 56636

RE: Project Number S5428023

Dear Mr. Stampohar:

On November 7, 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;

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Homestead Rehabilitation & Living Center
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Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMYS) 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), i.e., the plan of correction should be directed to:

Lyla Burkman

Minnesota Department of Health
705 5th Street NW, Suite A
Bemidji, Minnesota 56601
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 17, 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 17, 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.
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Your PoC must:

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

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

- Address what measures will be put into place or systemic changes made to ensure that
the 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.
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by February 7, 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
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still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by May 7, 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,

P i —

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

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

cc: Licensing and Certification File

XZ0U
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2567.FORM WILL BE USED AS \\\\
VERIFICATION OF COMPLIANCE.,

‘UP.N RECEIPT OF AN ACCEPTABLE POC; AN

F 164]+ 83:10( __‘ ( Fi64 12/17/13
550 | PRIVACY, /CONFIDENTI ALlTY OF RE CORDS l';{rl}t\il.g doesdensure the’ res!dents irlght to
“The residént has the fight-to personal privacy
and confidentiality. of his o her personal and
dlinical records,
Parsonal privacy’ Inctudes accommodahons,
medical treatmei  and telephone n'w
| comrunications, personal care, visits, and farmly, the- monltor was discontinued:
meetings of famlly and res:dent groups, but: Resldent is checked visually.
| thisdoes et require the facility to provide a-
| private rooim for eaich resident. No other devicés are in use.at this time,
| Except as provided in paidgraph (e)(3) of this /ic
secﬁo‘n', the resident ] may approve or refuse the be nctifned of any noise monitorlng
release’ of personal and chnical records to any device ‘béing used/considéred in résiderit
individual oltstde the facdlty care.

The resident’s right to refuse release of personal
and dinical records-does not apply when the
resident is transferred to another health care.
institution; or record release Is required by law.

TABORATORY DIRECT n1 TLE T ADJUHIE’.

"“.f"L /2 20«2ot3

~ Any deficlency. sialernent ending Jwith Sriast () uendtes a deﬂciency which

the institation may be.éxcused from correclmg providing lt is determlned that
other safeguards provide suffict t protection to the patients. (See instructions,) Except fof hursing homes, the ﬁndlngs stated above are disclosable 90 days
fnllowing the date of stirvéy whether of ot a plan of Correction is provided For nursing homes,.the, abova fndmgs and plans of correctvon are dlsclosabfe 14
days. follewing the dale these documents are made’ available to the faclity, If deficiencies are ciled, an approved plan of correction is requlsile to continued
progtam paﬂlctpaﬁon ,
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The facility must keep confidential all information
contained In the resident's records, régardiess of
the form or storage methods, except when
release Is required by transfer.to another
healthcare Institution; law; third party payment

contract; or the resident. -

This REQUIREMENT is not met as evidenced

Based on observation, Interview and document
review, the facility falled to notify the residents
representative prior to the implerentation of a
baby monltor in & roon for 1°of 1 resident
(R35) reviewed for privacy coricerns,

Findings include:

R35's diagnosis included Alzhéimer's disease, .
The quarterly Minimum Data Set (MDS) dated
9/27/13, indicated R35 rarély/riever made
dedjslons, had severely Impaired cognitive
skills for daily fiving, and did niot speak,

R35's plan of care (POC) dated 9/2/13, Indicated
R35 was vuinerable due to her inability to speak
and care for her own activities of dally living
(ADLs), and had restrictions on visitors.

On 11/4/13, at 5:40 p.m., R35's famlly member
(FM)-A and also R35's power of attorney and
primary decision maker was interviewed and
stated the facility had placed a baby monitor in
R35's room, and did not ask her permission,
FM-A stated the baby monitor was placed in the

HRLC has developed a policy on the use
of monltoring devices, Staff -have been
educated on the.new policy. Consent
form was devéloped for use of
monitoring. Written consent will be
obtained béfore using devices in the
ffuture.

DON/designee will perform weekty
check for-any monitoring device In
| place will occur for one month,
biweekly times two months, monthly
times six. Quarterly réport will he
reviewed by.the Quality Commiittes.
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room several months ago, and staff
could listen to conversations at the desk;
On 11/5/13, at approximately 8:16 &.m. a baby
monitor was obsefved at the nurse's station, At
8:68 a.m.,:a baby monitor was observed to be
|onthe nlghtstand in R35's room. The baby
monitor was on at the desk and in R35's rooin.
When interviewed on 11/7/13, at 9: 35 a.m. the
director of nursing (DON) conflrmed the baby
monitor in R35's.room, and stated it was to
monitor. for unwelcome visitors. The DON
confirmed FM-A had rot been consulted prior
to the baby mionitors placement.
I
The facillty was- unable to provide a pollcy
and procedure oh privacy and the usé of
baby monitors, . .
- g F166 12/17/13
581% 483.10()(2) RIGHT TO PROMPT EFFORTS TO | F166 HRLC has a grievance policy aind ensiirés .
- ‘ prompt responses to giievances. Atthe :
A resident has the nght to prompt efforts by the g\?;?u(;l;etgebevent for RS, transfers were
y the physical therapist,
facnhty to'vesolve grievances the resident may However, this evaluatioh was not
have, incliiding those with respect to the behavior recorded’ in the resident’s chart. ‘After
of other residents. survey, HRLC offered the resident and
her family réassessment of transfer to the
caf, The farily has declinéd the offer
This REQUIREMENT is hot met as evidenced until the weather has improved In the
by: spring. Per Family réquest transfers will
Based on interview and document review, the be reassessed before/in May 2014 when
facility failed to-ensure prompt efforts were made the weather is warmer, The Care Plan
fo resolve grievances for 1 of I resident (R8) was reviewed and updated.
family who had voiced a coricein regarding
assistarice with vehicle transfers.
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HRLC has malled the Grievance Policy to

Firidings include: families/residents. The Grievance Policy
indings include Was reviewed at the Resident Council

Meeting on December-5, 2013, Staff

When interviewed on 11/6/13, at 7:00 a.m. R¥'s were educated on the Grievance Policy
family meiber (FM)-B stated last summer | and who Is to be rotified whena
family had taken RS forarido in a car, Upon - grievance Is brought to their attention,
return to the facility, FM-B had requested staff o '
assistance from staff to transfer R8 out of the car. {Grievances are eriteréd into the Essentia
An unknown staff member refused to assist, Health Risk Management Database, The

| indicating this would be:a liability for the. DON is notified of grievances via staff.

| facility, FM-B-stated he then spoke with the . réport and the risk management

| director of hursing (DON) and was told R§ software; ‘

| required a mechanical lift for safe transfers, and L
this was not possible with a vehicle transfer and Grlevances are resolved by the RN, SW,
any transfers outside of the facility wouild be or DON within seven days if they are not
family's responsibility, FM-B indicated itwas resolved at'the time of the grievance.
important to R8 to get out of the facility at times. Corporate Risk Managenent reviews

‘ o grievance resolution.
R8's quarterly Minimum Data Set (MDS) dated

T |enons, indicated R8 had diagnoses of The DON will report-thg number.of
depression and heairt failure, was cognitively grievances to-the Quality Committee on a
1ntact and required extensive assistance of two

| staff for {ransfers, uarterly basis.

R8's plan of care (POC) dated 9/3/13, indicated
R8 required two staff assist and the vse ofa a
standing 1ift for all transfers, However, the POC
did not identify how to transfer R8 fo a vehicle
wheri she went out with family,

When interviewed on 11/7/13, at 3:25 pm. the
DON stated she was aware of R8's family member
concerhs about being denied assistance with

vehicle transfers, However, R8 tfequired a
mechanical standing lift for transfers and they '
could not use the lift outside of the Facility,
therefore staff werg unable to assist with the
transfer, The DON also stated the family would be
responsible for all transfers outside of the
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facllity. The DON also stated she thought
therapy had evaluated R8 for transfers to a
{ vehicle with fanilly, but stated she was umable
| to find this evaluation.
When interviewed on 11/7/13 at 4:45 p.m. the
social worker. (SW) stated FM- Bs grievance had-
been discussed at the faallty 's morning meeting
on 6/17/13 buit no further action had been
taken to resolve this grlevance.
A Deer River Health Care Cefiter Morning
Meetlng form dated 6/17/13, Included, "[R8's
hame] Safe care transfers,- PT éval :
[evaluation]?" There was no further eviderice -
this had been followed up on. B
R8's Patient Order Summary dated 11/07/13,
indicated a referral was made to physical therapy
1o evaluate R8 for safe cartransfers’ which was - e
almost five months after the initial grievarice F176
made by FM-B,
A facllity policy vas requested, but not recelved
from the facllty. _
F 176 | 483,10(n) RESIDENT SELF-ADMINISTER F176
85=D | DRUGS IF DEEMED SAFE
An individual resident may self-administer drugs Resident was reassessed for self- 12/17/13
if the interdnscipiinary ‘team, as defined by ladministration safety arid taking '
§483,20(d)(2)(IN), ‘has determined that this medications appropriately. Resident was
practice Is safe. leducated on’ policy for keeping
medications urder Jock and key. Nursing
. taff are asking on a daily basis what
Thié¢ REQUIREMENT is not met as evi id medications the resident has used.
Thi::; QIR &T e no m t.a. evidenced Medications kept at the bedside are
Based on observation, Interview and document ounted monthly and more often If
review, the facility failed to detefmine if the "i‘; f:ggaﬁitxeir?’“es an increased use or
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vractice of self-administration of madications The physician hag béen contacted to
practice of sglf administration of medicaitioris confirm that Comblvent may be self-
was safe for 1 of 1 resident (R26) who self- drminlstered, The resident has 4 locked
administered medications, edministered. The resident has a locket
1. drawer In her.room for kee?lng her
- T JImedications or the medications may be
Findings include: ‘[kept in the resident’s purse ‘w'h'e_,rri; sheis
P PN ; K outside of the facllity, Resident has a key
R26 diagnoses induded diabetes mellitus, renal o lock medications in her bedside stand.
| Uddney) fallure and personality disorder, The if-the resident |s.unable to'foliow policy
| anndal Minimum Daita Set (MDS) dated the self-administration will ‘be evaluated
10729113, indicaited R26 was oogriltively intaict. and revised as needed. The self-
: L jadministration may be discontinued If the
N . resident is unable to follow policy and
R26's plan of care (POC) dated 10/17/13, Idoes not keep the medications In a locked
Induded self administration of medication at focation,
bedside and In the dining room and R26 may 1
keep metered dose Inhalers, Tums and NifroStat No other residents are self-administering
{an antianginal medication) at bedside, The POC at this time: Any resident A
directed staff to.complete perlodic tegthing and desiring/eligible for self-administration
remind R26 of the importance of compliance with will be assessed :according to the policy,
self-administration. _ e
o The policy was updated for self-
administration, Staff were educated on
| R26's Physidian Order Report dated 10/24/13, the new procedures,
Included: an order for hitroglyoarine (NitroStat)
which read: "May self administer at dialysis-or In
1 room at bedside with assist of fiuirse," ProAlr (an
Inhaler) which included, "May self administer at
| dialysls or at bedside," Tums as needed and
"May self administer at bedside,” and an order
for a Combivent (inhaler) which did not include a
| self administration order,
R26's Medication/Treatment Selt-Administration.
| Assessment form dated 10/17/13, indicated R26
had the abliity to self administer medications and
| was able to keep the medications secure In her
purse.
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| of Turns with a few tablets remaining was

observed i in the'| room

notrecall the niirsing staff asking her how often

had refused the key. RN-A stated the

‘aware R26 was leaving the medications In her

On 11/4113, at 3:50 p.m. two metered dose.
inhalers (Comblvent and Albuterol) and a bottle

observed Sitting on R26's overbed table In her
room. R26 was 1ot observed to be in the room. A
a‘system to keep the medications locked was not

On 11/6/18, at 5:50 p,m. R26's room was again
observed to have’ medzcatlons sltting on the
over the bed table. R26 was. not observed in
the room.

When interviewed on .11/6/13, at 6:50 a.m. R26
stated she had the red Inhaler (Albuterol) but she
did not know where the orange (Combivent)
anhaler was. R26 stated she was allowed to have
the inhalers, Turns and NatroStat with her at all
times, R26 also stated she had not been
Instructed to keep the medications secured when
she was not in'her room,  R26 stated she could’

she wis using the medicatioris.

When interviewed on 11/6/13, at 12:25 p.m.
registered nurse (RN)-A stated R26 had the
ability to keep the inhalers, Tums and NitroStat
at bedside. She stated R26 had been offered a
keyto the top drawer of her night:stand, but R26

medications were to be kept in her purse which
she carried with her at all times. RN-A was not

room unattended.

The DON/deslgnee will audit
documentation of the safe medication
storage and use of medications. oha
weekly basis times 4, then every 2
weeks times. four, then monthly times
three and then quarterly times 3.
Deviations will bé reported to the
Quality Committee,
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‘When interviewed on 11/7/13, at10:00 a.m. RN-B

_Admlnfstraﬂon Record. (MAR) lacked a tracking

‘also dirested staff to observe the résident and

stated shé had entered R26's room and removed
an emipty bottle of Turris and the Albaterol inhaler,
She confirmed R26 was to keep the medications
in heér pursé and not Unattended in her room. She
stated the bottle of Turiis was empty and did not:
know when R26 had taken the iedications,

Review of the. Novernber 2013 Medication

system for the use of the bedside medicatiors.

When interviewed on 11/7/13, at 10:16 am.
licensed practical nurse (LPN)~A stated the' facility
did not have a system to monitor how often R26
was using the medications kept at bedside:

The Self-Administration of Medication policy
dated 9/15/85, directed staff to ensure if a
resident was keepirig medications at bedside,
alotked box must be kept for the storage of
drugs-if thay are kept at bedside. The’ ‘policy

check the count of the medications on hand
and dodument the flndmgs

When Interviewed on 11/7/13, at 11:33 am. the
director of nursing (DON) stated R26 had the
abliity to keep medications at bed31de, but the
facility. did not have a system to monitor R26 on
how often she was using the medications or
ensuring that R26 was able to store the
medications safely in her room. The

DON
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. 483, 15(a) DIGNITYAND RESPECT OF HRLC promotes the: dighity and respect of
SS=E | {NDIVIDUALITY - its.resldernits and thelr individuality. 1973
: Seating for meals was reassessed and 12/17/.
The facility mist promote care for residents in a residents were moved on November 7,
manner and in an environment that maintains or 2013 to facilitate feeding residents in a
| enhances each resident's dignity and respect in dignified manner, to be able to encourage

nearby residents to @at, and to monltor
consumption before residents leave the
kable. Resident consumption is

~ full recognition of his or her indlviduahty

~ S b Feb B B - documented after each meal, Staff have
'éh:s REQUIREMENT is nok inet as evidenced - lbeen instructed to make su{e that'
restdent dignity and tespect Is maintained
Ba&;ed OFhot;:e;lvaﬁfg;;eénfemew and c:%:ument | during meals/cares. The call llght of R26
review, the facility 0 ensiire’3 of was answered within threé minites by
residents (R27, R12, R14) who were dependent the DON, the NAR admitted that she
Upon staff for eating, Were assisted in a dignified - ~ " Forgot the request for R26.
manner, In ac(:ld:tion, the facility failed to ensure 1
of 1 resident (R26) who had requested Dining arrangerrients are reviewed
* | assistance with cares, was treated in a dignified coritinuously for all residents, Seating
manner when she had to walt for-an extended larrangements are reassigied to facllitate
.| period of time for this assistance, meals being served in a dignified manner
, . , . land to enable staff to monitor resident
Findings include: cating as Identified by resident need. No
more than 2 residents are fed at one time
. | R27, R12,-and R14 were not provided a dignified - - |by a staff person.
c!mlng experience when nursing assistant (NA)-J
moved from resident to resident and stood over Any staff may notify the' RN or RD ¢f a
the residénts to feed them, request to change the location of a
resident. The RN is able to make changes
R27's diagnosis Induded Alzhelmer's dementia. as needed.

The qliartery Minimum Data Set (MDS) dated
11/2/13, indicated R27 had severe cognitive
impalrment and required total staff assfstance
with eating.

R12's diagnosis included Alzhéimer's dementia.
The significant change MDS dated 9/6/13,
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indicated R12 had severe cognitive Impairment
and required total staff-assistance to eat,

R14's diagnosis jincluded Alzheimer's dementia.
The significant. change MDS dated 10/25/13,
indlcated R14 had severe cognitive impairment
arid requilred total staff assustanoe to eat,

During the evenlng meal observation on
11/5/13, at 6;15 p.m. NA-J was observed
stancﬁng in front of R27 feeding her the meal, At
6:21 p.m. NA-J Was-obsefved to walk over to
R12 who was located at the same tabte, gave
her a bite of food, then walked ovar to R14 who
was also seated at the same table and gave her
a bite of food and a drink. NA-J continued to
walk to each resident (R14, R12, and R27),
feeding for only a feW bites: each occaslonally
sitting down next to the resident momentarlly
before getting up to feed the héxt resident. This
continued until 6:34 p.im. when NA-F arrived in
the dining room to assist with feeding.

When interviewed o 11/5/13,eat 8:05 p.m. NA-J
and NA-F stated they were the only two nursing
assistants’ ‘working this evening and stated they
did not have enough help to get everyone fed so
they had to feed several residents at once, or it
wouldn'’t get done,

When interviewed on 11/7/13; at 9 30 am. the
director of nursing (DON) stated staff should not
stand up when they are feeding the resldents.

a one week perlod; monitoring was
condicted on different shifts and by
different staff, The average’t, e for
answeringa call light and rheeting the
need of the resident was fivée miindtes,

The feeding policy was reviewed and
revised, Staff were educated on the '
bolicy changes. Staff were educated on
the results of the call !tght audit and the
need to.be responswe toresident’
preferences and néeds. ‘Staff observed to
be moving around the tablés, standing
over residents while feeding, not-
responding to call lights will be redirected
on appropriate behavior and reminded to
honor the dighity and respect of
rasidents,

The DON/RN's observed feeding on a
dally basis for one 'week, twice a week
times two ‘weeks, weekly times four
weeks and morithly thereafter to monitor
for staff moving around the table or
standing to feed a resident or other
condition that does not promote
d!gnlty/respect of the résldents. Call tight
audit wiil be reported at the Quarterly
Qualtty Assurance’ Com mittee meeting.

;:241A blind call light audit was conducted over 12/17/13
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R14 did not have a dignified dining expetience
during the breakfast meal on 11/6/13, when her’
table mates were belng assisted, and she was
left with food sifting in front of her, unablé to feed
herself.

During the morning meat observation on.11/6/13,
at 8:10 a.m..R14 was served breakfast, along .
with two table mates, NA-A was obsefved to sit
down between R14's tablemate's and assisted.
them with eating. R14 stared at her food, unable
| to feed herself. NA-A did not offer to assist R14."
At 8 25 am. dietary aide (DA) -A placed a cover

eating. R14 sat looking at her food and fable
mates eating untif 8:30 am. when registered
nurse (RN)-A sat next to her and assisted her to
eat, This was 2 full 20 minutes after her meal
had been sefved and her tablemate’s had been
assisted.

When interviewed on 11/6/13, at 12:00 p.m. RN-A
stated R14 should not have had to wait 50 long to
be assisted with eating. RN-A also confirmed this

| was hot a dignified dining experience for her,

R26 did not receive assistancé in a dignified
| manner when she had to wait 56 minutes for
staff assistance,

R26 diagnoses included diabetes and renal
(Kidney) fallure, The annual MDS dated
10/29/13, indicated R26 was cognitlvely intact
and required extensive assistance with all
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| turned on her call light. The DON gnswered the

{ for assistance. NA-H also stated there were only

activities of dally living (ADL's).

R26's plan of care (POC) dated 10/17/13,
directed staff to assist with personal cares.

During observation on 11/4/1/3, at6:50.p.m. R26

light at 6:53 pm. The DON was-observed to go
to the dining room and inform NA-H that R26
wanted to go to bed. At 7:15 p.m. R26 continued
ta sit in her room wactmg to receive assistance to
g6 to bed. R26 stated she had requested
assistance and her Ilght was. answered but
nobody had come 'in to assist her, R26 stated
this was distressing to her.

At 7:40 p.m, R26 continued to wait for assistance.

When interviewed on 11/4/13, at 7:40 p.m, NA-H
stated she had been informed by the DON that
R26 wanted to go bed, but Wwas busy assisting

oth&r resident and had forgotten R26's request

two nursing assistants working and it was difficult
to complete all of the cares and assist the
residents timely.

At 7:45 p.m. NA-H entered R26's room to assist
" her with-cares, 55 minutes after the request.

When interviewed on 11/7/13, at 12:00 p.m. the
DON confirmed R26 had not received assistance
with carés in a timeély, dignified timely manner.

A facility policy was requested, but not
received from the fac«lity
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| both inside and outside the facility; and make
1 ¢choices about aspects of his or her life'in the

| the opportunity to Make.cholces about bathing

MAKE CHOICES

The fesiderit has the right to choose activities |
schédules, and health care consistent with his’
or her Interests; assessinents, and plans of
care; intetact w:th members of the community

facility that are sighificaiit to the’ resident.

This REQUIREMENT Is not met as-evidenced
y.

Based on observation, Interview and document:

review, the facility failed to provide residents

and/of when to get up In the morning, for'3 of
11 residents (R21, R35, and R23) interviewed
for preferences and prevlous life routines,

Findirigs include:

R21 was not providéd with her bathing choice
of a bath,

R21's annual Minlmum Data Set (MDS) dated
10/16/13, included & diagnosis of depression, The
MDS also indicated R21 was coghitively intact,
required transfer assistance only for bathing and
indicated it was somewhat important for R21 to
chose the type of bathing shé received.

R21's plan of care (FOC) dated 10/10/13, did
not address bathing needs or preference.

When interviewed on 11/6/13, at 10:10 a.m. R21
stated she preferréd a tub bath but recélved a
shower most of the time, only getting a bath once

Resident preference Ihterviews i were
conducted and preférences noted in
the care plan; -Care plans for affected
residénts Were reviewed and updated
as needed,

- [otaff were educated on aliowing

resident’s cholce and meeting their
preferences. Resldent preferences
are reviewed at admission and at
quarterly care conferences. ‘If a
resldent requests/or states a
preference at-any other tifme, the
preference is to6 be communicated to
the RN who will assess and document
the chénge requested ‘The Care
Assignment Sheét indicated resident
preference, Resident- ‘preferences will
be assessed on admission by Soclal
Services and Actlvities,

The DON/designee wiil conduct
random audits of resident preferences
and care received on a monthly basis
for six months, Results will be
reported to the Quality Comniittee,

| 121713
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when all the showes were full. R21 stated, “It
takes Ionger 10 give us a bath, that is why they
like to give you'a shower, They doi't ask you
what you want, thiey tell you what your going to
get." R21 stated she has’ let staff know she would
fike a tub bath rather than a-shower, but she did
not want to make More work for the staff,

When interviewed on 1116/13, at 9:45' ‘am.

nursing assistant (NA) - stated R21 received a
shower. NA-F stated she kneW R21 likes baths,
and they will give her abath if they have time to do
it, but bathing took longer than a shower, NA-F
stated staff were not informed of resident
preferences regarding bathing and stated the only
time they would know is if the resident told them,

The f'acilzty s Undated Bath Schedule indicated
R21's name was listed on the bath schedule
under Monday &, but did not indicate if R21
liked & shower of a bath

The undated nursing assistants Work Assxgnment
Stieet did nof indicate if R21 preferred of a
showerora bath

When interviewed on 11/6/13, at 11:00 a.m
the director of nursing (DON) stated R2%'s
bathing preference should have been
assessed at some point.

When interviewed on 11/6/13, at 11:02 am.,
registered nurse (RN)-E stated resident
preferences are addressed upon admission and
quanerly RN-E also stated residents were asked
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atthat time If thay want anything changed.

a shower for more than four weeks norwas her

| bathing préferénce of a shower,; nor did it direct

| When interviewad onh 11/4/13, at 5:20 p.m. famlly

In addition, RN-E verified the facility did'not
have . any system ln place to ensure the

batijng preferences.

R35 was not provided with her bathmg choice of

usual customary routme of being out of bed in
the rnormng honored by staff. ,

R35's quarterly MDS dated 9/27/13, indicated
R35 was diagnosed with Alzheimer's disease,
had sevére cogniive Empalrment and.was
totally dependent upon staff for bathing. R35's
admission MDS dated 4/3/13, included a staff
assessmént of daily actnwty preferences, this
indicated R35 preferred receavmg a shower.

R35's POC dated 9/21/13, did not Edentify R35's

staff on any previous life routine such as when
to get up in the morming,

member (FM)-A stated R35 had preferred a
shower, howeveér, had only received a bed bath
for thie last four weeks and had not had her hair
washed. FM-A stated when staff were asked why
R35 had only received a bed bath she stated she
was told the fagility's shower chair "pmched" R35
when seated on it therefore they were not using
it. FM-A stated she Wwas Informed staff would use
the adjolning hospitals shower chair, but theti
was told they could not find one there. tn
addltion, FM-A stated R35 liked to get up in the
recliner in the morning, however, the facility did
not get her out of bed until around 10:00 a.m,
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On 11/6/13, at 6:05 a.m. R35 was observéd
In bed, fuliy dressed for the day.

When'interviewed on 11/6/13, at 6:18 a. m. NAK
stated she worked the night shift and verified R35
Was washed and dressed at 4:30 a. m.-and laid
back down in'bed. NA-K: stated she did not know
vihat time the day shift assisted R35 out of bed.

On 11/6/13, at 10:16 am. R35 was observed
out of bad and sutting in her rec]mer

When interviewed on 11/7/13, at 10:11 a.in. the
DON verified R35 had not recelved : a shower for
several weeks, The DON stated the facility had
ordered a new shower chair. In addition, the DON
stated she was not aware the night shift gotR35
upand dressed at 4:30 a.m. only to lie her back
down unttl 10:00 a.m. The DON confirmed this’
probably would not have been R35's previous life
routine.

R23 was not given the ppportunity to
choose when to wake up in the morming.

R23's diagnoses included Alzheimer dtsease,
dermentia and hearing loss, The quarterly

MDS dated 10/21/13, Identified R23 as being
cognitively intact and required limited assistance
with dressing. The ahnual MDS dated 7/19/13,
indicated R23 was cognitively intact and it was
very important to R23 to be able to make daily
choices about her daily routine.
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THOM mate rece]ved medications, between 5:00

e sitting on the edge of her bed drmklng

her rdom mate did.

Continued From page 16

When Interviewed on 11/4113, at 6:16 p.m, R23
stated shé did not get a chonce as to when to
wake up gach morning. R23 explamed hér

a.im. and 5;30 a:m. which wakes her | up, R23
stated while she was at home, she.got up
arourid 7:00 am, but since she was at the
facility, she was awakened too eaily.

On 11/6/13 at6:23 a.m. R23 was observed to

coffee, R23 stated shié had been ip since about
5:30 a.m. because the staff had been in to
assist her room mate.

When interviewed on 11/6/13, at 8:35 am.
licensed practical nurse (LPN)-A stated R23
did not recelve early medications but confirmed

R23's medical record lacked indication of
R23's usually daily routine nor indication
R23's preference with dally life routines had
been disciissed with her;

When inteiviewed on 11/6/13, at 12:14 p.m. RN-
A stated the residents had the right to get up
whenever they choose. Shé statéd if a resident
wanted to stay in'bed longer, all they would have
to do is fell the staff and they would allow therh o
stay in bed. RN-A stated she was not aware of
any type of assessment which would Indicate a
residents previous life routines RN-A also stated

F 242
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the activity assessimerits may include the routines
;and if so this-information was not passed on to
hursing.

When interviewed on 11/7/18, at 11:00 a. i,
the licerised social worker (LSW) stated she
did not review previous life routines with the
residents. She stated she was hot aware R23
was bemg woken by the hursing staff asslstmg
her roommate, The LSW stated R23 had not
expressed this concetn to her.

When m;erviewed on 11/7/18, at 11 28 am,
actnwty aide (AA)-A stated activity staff reviewed -
concems such as what interests the residents
had to ensure they were able {0 assist the
residents with activities of interests. She stated
she did not asK the residents about previous-
daily actlvnty reutines which may include usuyal
time fo get up. AA-A stated the nirrsing staff
may question the residents on this topic.

On 11/7/13, at 11:46 a.m. the DON stated the
admission assessments may or may not include
the residents préferences on when to get up. She
stated she was not aware R23 was unableto
choose when to get up because of the foommate
receiving medications. The DON confirmed R23's
clinicat record lacked an assessment of R23's
previous life routine, She confirmed if R23's
routine had been reviewed, R23's choice of when
to wake up would have been respected by the
staff,

A facility policy was requested, but not received
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_ 18 from the facility.
A | Ao doluz Rioky TomoTIcE seroRs F247 | esnt 23 was nformed of a new
' roommate by the Social Worker prlor 12/17/13

;facrllty failed to inform 1 of 1 (R23) resident

‘indicated R23 was cognitwely intact and requlrgd

A résident has the right to receive notice before
the resident's room or roomriate in the faoility is
changed.

1

This REQUIREMENT s not met as-evidenced
by;
Based on interview and document review, the

in advance of a room mate change,
hndmgs include:

R23's diagnoses incliided Alzheimer disease,
dementia and hearing loss, R23's quarterly
Minimurm Deta Sef (MDS) dated 10/21/13,

lirited staff assistance with dressing, R23's
annual MDS dated 7/19/13, also indicated R23
was cognitively intact and 1t was very importatit to
R23 to be able to make daily choices about her
daily routine,

When interviewed on 11/4/13, at 5130 p-in, R23
stated she had recently had a new roommate move
in, However, R23 stated she had not been
informed previonsly informed of this anid found
out only when the roommate had entered the

room with staff. .

R23's toommate's récord indicated an admission
date of 11/8/13. R23's medical record lacked any

regarding roommate discussion.

- roomimate change oc¢curs, The pollcy
‘was reviewed and updated to reflect

;documentatton of room/roommate

.The DON and Social Worker are

to that person being admitted,
Resident 23 does have memory loss
and may not.remember the
discussion. The Social Worker has
beén Instructed to make a late éntry

Resident 23 and the roommate were
involved in dlscusslon regarding a
change. Resldent 23's roommate was
moved on November i8; 2013, No
roommate changes have been
réquested since the time of the
strvey. Changes will be consideréd
and changed as resident requests and
opportunities exist.

A foommate changé form has been
developed and Is used whenever a

current practice. The Social Worker
and RN’s were educated regarding

change notification.

notified of needed roommate
changes,

Theé DON/designee will Investigate
changes made without proper
notification and will réport to the
Quality Committee,
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F 247 Continued From page 19 F 247
documenitation of R23 beirg informed she wauld
be gettlng a'néw room mate.
When interviewed on 11/7/13; at 11:00 a.m.
the social worker (LSW) stated she normally
Informed the potenttal room mate prior to the
resident arriving at the fadllity. The LSW recalled
informing R23 of the new room mate, biit then
was unable to find documentation of this,
A facility policy was requested, but not received
from the facllity. .
-F 249]483. 15(0(2) QUALIFICATIONS OF - F'249 F249
Ss=c | ACTIVITY PROFESSIONAL .
Activities for this resldent (R35) were 12/17/13

The activities program must be directed by a
qualified professional who Is & qualifled
therapeutic recreation specialist or an activities
professtonal who Is licensed or registered, If
applicable, by the State In which practicing; and is
eligible for certification as a therapeutic recreation
specialist or as an activities professional by a
recognized accrediting body on or after October 1,
1990; or has 2 years of experience In a social or
recreatlonal program within the last 5 years, 1 of
which was full-tlme In a patient actjvities program
in & health care ‘setting; or [s a qualified
occupational therapist or- occupationa! therapy
assistant; or has compteted a tralhing course
approved by the State.

This REQUIREMENT is not met as evidenced

Based on Interview, the facility falled to ensure
the activity program had a qualified activities

reviewed by the facility COTA‘

The facility COTA is acting as the Intetim
Activities Director. Activity assessments
have béen reviewed by the acting
director.

An interview was condicted on 11/29/13.
* {The job description has.been reviewed
and revised. The facility continues to
seek a gualified applicant for the position,

DON checks weekly with Human
Resources for qualified applicants for the
position, Results will be reported to the
Quality Committee, DON/deslgnee meets
with COTA weekly to discuss needs within
activity department.
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director for 1 of 1 Tesident (R35) reviewed for
activitles; This practios had the potentlal to affect
all 28 residents residing In the faillly,

| Findings Inolud:

On H1/7113, at 2:47 pm. aotivity alde (AA}-A
| stated elther her or-orie of the other three activity
aldes complstad activity assessments on new
residents, completed the activity calendar and
| dogimented on each resident's adtivity récord,

During Inferview on 11/6/13, at 8:19 p.m. the
direotor of nursing (DON) verlfled the faclllty did
not have an activities direstor oversesing the
resident activity prograi.-The DON stated the
activity program director Job position had been

vaoant singe 5/13, and the facility had advertised . _
| the'position and had riot recelved any qualified F219
* | applicants, o . . ‘ T
F 279 | 483.20(d), 483.20(k)(1) DEVELOF 279 Resident R7 was assessed for safety |12/17/13
88=D | COMPREHENSIVE CARE PLANS while.bathing unattended, Résldé’n’cy
o A ; , R7 was Identified to be able to be left
Afacllity must use the results of the assessment alone while bathing because he will
f0 develop, review and revise the resident's ' use the-call light provided, Guardian
comprehenslye plan of oare: .| has approved this activity. Staff are
e o checking on R7 frequently (approx,
The faallity must develop a comprehensive care . every 10 minutes) during thé bath,
plan for each residerit that Inciudes megsurable Safety Interventions will be used while
objectives and timetables to mest ertesldent's bathing, ' B
medioal, niralng, and mental and psychosoclal ’
needs that are Idenlifled In the comprehensive Resident R21 was Interviewed for
assessmont, " | bathing preference. R21 Is offéred her
, . . S cholce of bath or shower and she
The care plan must desorlbe the servicgs that are does make a ¢cholce. The care plan
to be fumished to attain ‘or malntaln the resident's has been updated,

highest practicable physisal, mental, and

n
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1§483.25; and any seiviogs that would otherwise
-{ be required under §483,26 but aye notprovided
| dug fo the Fesident’s exercise of rights under

| This REQUIREMENT is not met as evidenced

R7's POC dated 7/16/13, directed staff to assist -

psychosoclal well-being e requived under -

§488,10, ncliding the right to refuse treatmet
under §483.10(b)(4), :

by: .

._gﬁsed. on interview and document review, the |
facllity falted to develop.a plan of care (POC) for-1
of 1 resident (R7) who was bathing unattended,

In eddition, the facllly falled to develop a POG.
regarding bathing concetns for 1.0f 2 residents
(R21) reviewed for bathing. ;

Findings include:

R7's Indepandently soaked Iri the whirlpgol tub
an,dj:?rs‘ POG did not address the Independent
bathing, ‘

R7's dlagnoses Included & stroke with loft side
peralysls and aphasta (inabllity to speak), R7's
quarterly Minimum Data Set (MDS) dated
10/313, indlicated R7's memory was Intadt, he
required limtted assistance with transfers and
reguired total staff assistanoe with bathing,

R7's plen of ¢care {(POC) dated 7/16/13, dirscted
staff to asslst R7 with weeKly tuly baths oF
shower, The POC dld not address R7 soaklng In
the bath tuh unattended;

| preferences and abllities,

Residents are reassessed at least

' The ﬁQﬁ/deglgjnee Will'fCOnduc‘t' -
random audits of resident preferénces

‘conductéd on a wéekly basls for one

‘months.

Devlatlons/results wlil be reported to

X9 o . 8Uh ] , b PROVIDER'S FLAN OF CORREGTION. e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e OROSS-REFERENGED TO THE APPROPRIATE OATE
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F 270 | Continued From page 21 F279

Staff were. gducated on offering
resident’s cholces In ADL's at the time
of giving cares to a resident. Care
will nat be at staff-convenienice, it will
be based on resident preference and
cholce, Staff were Instructed to
review the care plan for resident

annually, quarterly as indicated by
rule and more frequently as needs are
Identified. .

and care recelved. Audits will be

month and then monthly for-six

The DON/designee will conduct Care
Plan audits on a quarterly basls,

the Quality Committee,

-«
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R7-with & weekly tub bath, or shower. The POC
did not address R7 soaking in the bath tub
unattended. '

On 11/8/13, &t 8:00 a.im. nursing assistant (NA}-B.
Inforrmed NA-F that she_had to chedk on R7 as he
was soaking In the tub, NA-B stated R iked fo
soak Int the tub for awhila by himself, She stated
R7 had the call light and would call for assistance
when he was ready to get out but untll then, the
stalf cheoked on him to esiie he was safe every
10 minutes or so, Sheé stated R7 had not had any
problems white sitting In the b by himiself, NA-B
confirmed R7 had to be'assisted In and out of the
tub by slaff,

On 11/8/18, 8t 11,60 a.m. reglsterad nurse (RN)-A
stated R7 njoyed soaking in the tub, She
confirmed R7 had aphasla and was not ablé to
vocalize hls needs, hut was able to use the call
light appropriately while In the fub, ‘She stated R7
had not had any problems while in the tub by

| himself, RN-A confirmad R7's POC did not

| aiddress R7's wishes to soak In the tib
unattended.

1 R21's PQGC did not address R21's bathing needs
or preferences;

R21's diagnoses Included depression, glaucorna
and heart disease. R21's_annual Minlmum Data
Set (MDS) dated 10/11/13, Indicated R21 was
cognitively intact, required staff assist with
transferring when bathing and choosing between
bathing prefererices was Impartant to her.

R21's POC reviewed on 10/10/3, lacked
Indication of R21's hathing neads of preferences,
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bathed [n the shoiver, However, NA-F confirmed

On 41/6/18, at 11:00:5.m, RN-E slated bathing
preferences were assessed on admission and |
‘| quarterly there-after, RN-E stated at those times

Confinued if._rom p‘ég‘e. 23 ”

Thie 24 Hour Initial Admission Nursing questions
dated 10/6/12, under customary routine; & shower
was undsilined, This was not addressedor
followad up on enywhere else In R241's record, *

The feicliity bath scheduls ndicated R21's

recslved a bath on Monday's, howsver, If did not

%"d{ﬁam whather R21 prefarred & shower or
aul,

Review.of the nursing assistants Work .
Asslgnment Sheet did not Include If R21 preferrsd
& shower.of g:bath,

On 1/6/13, at 10:10 &.m. R21 stated she hid
toldt staff that she liked / preferred a bath.

On 11/6(13, at 0:46 a:m, NA-F verlfied R21 was
R21 soimetimes preferred a bath, If staff had time.

each resident Is asked If they desired any
ohanges In bathing preferences, RN-E also stated
she she did not Know haw the nursing assistants -
would know the bathing preference of each
resident, RN-E reviewed the bath sheets and
R21's POC and confirmied R21's bathing
preference was riot Identified,

483.20(d)(3), 483.10(k)2) RIGHTTO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
Incompetent or otherwise found to bé

sed g

Fore

F 280 F280 o -
Resident R3 Is able to feed self and
preférs to do 50, She does have 1-2
méals per day that she is less
Interested in eating.

12/17/13

FORM GMS-2667(02-92) Proviows Vorelons Dbsolela
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"F260 [ Gontinued Frompagezd * ago The care plan of 7/23/43 ncudes 2
Inoapaollated yrder the aws of the Stts, foed herssi. Regidont 3 wi Spouse
partiolpate In planning care and treafment or not to eat at some meals, especlally (s
thnges Ini care’and_t(eatment. ~,shte_i_s:'in_ paln, 3,‘?5 f are é‘?Sé551n9'_' |
A gomprehensive oare plan mist be devaloped. ﬁg "?spcmlg'c!?i\:’fg] ggﬁmﬁwﬁemﬁgm
Wifhin 7 deys afer the completion of the | 15 monitored 3 times per week at this
| compreherisive rssossimant; propared by an time due to her cardiac diagnosls and
| Intardisclpiinary team, that ineludss the ationding she'had a recent history of welght
physiaian, & reglstared nurse with responsibliy gain that has required the
for the resident, end othor appropriato steff n discontinuation of her extra calories.
| hedlplnos as dterminad by i rosidants noeds, Meal consumption Is documented
| & to o extent prectioatsl, tho partlpation of The ¢are plan for R3 has been
the resident, the resident's famlly or the resident's updated to Include staff
- | logal representativo; and periodioally reviewed encouragement/assessment of why
| and revised by a team of qualified persons after R3 Is noted to ot be eating,
each assessment, ' , R R AR
. Residerit R22 Is Independent In eating |
Do . her meal and will Hot-accept : S
| assistance with her meal, She has
| Trils REQUIREMENT 15 not met e evidenced e ey the =7 and ko and
B on obsenvlion,frviow and dooumen Foting of Tood oy X2 o o
review the facllity felled to. revise care plans for2 aé‘sésé’édgéhd the caré plan has been
| of & Tesldants (R3, R22) who requirad assistance reviewed and revised.to Include
With eating, In addition, the faoility falled to. assistance with eating,
da\getop&a%ptan'og clagle o | Or2 estdonts (R26) Resident R22 Is c‘heék'ed after each
reviewed Yor ambulation, " | Reslden 8.Checkea al n
o meal for pocksting of food and-oral
Firidings include:: -cares are provided,
o . } N " | Resident welghts are checked
R3's dlagnoses Included status post stroke with montlily. I sighificant weight loss fs
{left sided paralysls and aphasia, R3's admission oted, the RD and RNs determine the
Minlmurn Data Set (MDS) dated 7/24/13, need and frequently of reassessment
indloated R3 had severe cognitive Impaiment and treatment,
1 and was Independent in feeding herself, Care plans and resident care sheets
_ A o have been reviewed and updated to
1 R¥s POC dated 11/6/13, Indloated R was able | Include assistance with eating and
to feed herself, The POC did riot ndicate R3 | ambulation, _
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F 280} Continued From page 26 F 280/ Care plans will be revised as Resident
Tequired assistance with meals, condltion changes, .Care plans e |
o ' reviewed on a quarterly basts and any
R3's plan of ear (POC) dated 11/6/13, iridioated slgnificant change. Policy was
- R3 was Independenit with eating. The POC did developed.on the updating and
not indicate R3 required assistarics with méals. revision of care plans. Nursing staff
. : were educated on updating care plans
On 11/613, &t 6:16 p.m. R3 was observed In the and documentation of care plans,
dining rooim, seated af & table with her foad. .- - Clinical nursing staff were ediicated |
'{ Placed In front of her, R3 was not observed to be on providing the services Indicated in
eating, At no Hime during the meal did R3 attempt the care plan.
‘| Yo feed herself o recelve assistance or : N o
encouragement from staff {o eat the mel, Residents arg reassessed as required
, -’ o o : by rule and at least:annually -of more
At8:30 p.m, R43, a table mate to K3 was frequently as needs are identified:
| observed to verbally encourage R3 to eat her __ o
meal. R3 did not respond and did not follow the The DON/designee will audit care
| oues of R43, L plans and ¢are sheets-on a weekly
o . basls for one month, monthly basis
| At6:40 p.m, nursing assistant (NA)-D wheelsd for slx months and then on a
.| R out of the dining room. R3 wasnot - quarterly basis: Deviations wll be
| encouraged {o eat her meal or assisted by the acted on as discovered. Deviations
staif prior to belng assistad aut of the dining wiil be reported to the Quality
Toom, ' 3 Committee.
]
R22's POC did not address neaded assistance
with dining,
R22's dlagnoses Inoluded status post stoke with
|Heft slded paralysis and muscle weakness, R22's
quarterly MDS dated 8/10/13, indloatsd R22 had
severe cognitive Impalrment and was able to feed
herself after the mesl tray was set up..
R22's POC dated 11/2/13, Indicated R22 was.
able fo feed herself after set up and difected staff
to assist with meals as she allowed. Thé POC
did riot speolfically direct the staff to assist R22
with the meals, nor did it address R22's hablf of _ :
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F 2801 Continued From pege 26
pocketing food after meals.

On11/5/13, at 8:15 p.m.-R22 was observed in the
dining roorn with her meal placed In frorit of her.
R22 was ohserved to take a few bites of the meal
and was observed to packet some of the food in
her right cheek, Othsr thai the few blles, R22
was not observed to eat anymore food,

| At6:24 p.m. R37 was observed to Whee
himZherself next to R22 and verbally encourage
her to eat the meal,” R22. did- not respond.to
R37's encotragement. R22's right cheek
remalned distendéd due to pocketing of the foad,

At6:36 p.m. nursing assistant. (NA)-C was

- { observed to remove R22 away from the meal

table and out of the-dining room, NA:C was not

observed to eficourage R22 to eat the meal,

R22's ilght cheek remaingd dlstendad diie to the
pocketing of the food as she left the dinfrig foom.

On 11/6/13, &t 8:05 p.m. NA»C stated R22 .
frequentiy pocketed food during meals, She also
stated in the evening It was not uncommeon to find
food in R22's mouith when hier dentires were
removeid during bedtlmes cares,

On 11/6/13, at 12;36 p.m, reglstered nurss

(RN)-A ¢ stated R3 and R22 were usually :
independent with eafing but occaslonally required
#ssistance. ‘She confirmed the POC's did not
refiect thelr ocoasional fieed for assistance
asslstance to eat and stated the POCs nééded
some’ revision.

On 1117113, at 11:63 a,m. the director of nursing
(DON) confirmed the POC's had not been revised

fo indicated a need for assistance with dining or

F 280
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{ R26's'POC of was not revised o Include a

indicated R26 had moderate cognltive Impalrment

*| ambulated In the hallways / corrldots of the

| R26's POC care did not iderifify R25's restorative

| dated 7/19/13, Indicated R25 was to recelve

{ weekly-Blodsx seated elliptical for 10 minites
{ three times a week. The restorative program was

| exerclses ta malntain strength to ambulate

that R22 ocoasionally pockeled food after meals.
8he confirmed the. POC‘s were in need of-
revision,

Apolicy regarding revision of the, caré plans was
requested but not provided.
current ambiilation restoratlve program.

R2b's diagnosis included a stroke with left side
weakness. R26's_quarterly MDS dated 10/8/13,

and required minimal staff assistance to ambulate
in'his foom, The MDS also Indicated R26 had not

fecilty.

ambulation program,
The Restorative Sewtees recommendation form

restorative program services which included
stand by assistance, contact guard asslstance at
a minimum dependirig on the day | and R26's
abllity. The fornt also Indicated R26's ambtilation
distance varled froiv day to day. The form
indicaled R28's restorative services include

also fo include upper and lower exiremity

indepandently,

On 11/6/13, at 9:13 am, NA-A stated R25
partlc!pated In rehabithree times a week which

Inoluded stationaty bike and active | range of

00 SUNNARY GTATENEAT OF DEFIGIENGIES D " PROVIDER'S PLAN OF GORREGTION _ o
PREFX:| (SACH DEFICIENCY.MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULD BE | ‘compLETION
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F.2801 Continued From page 27 F280
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F 280 Continued t;ro_m page 28 F 280 '
motior exerclses to both extremities, NA-Aglso | -
stated R25 pérformed well ith the program,
On 11/7/13, at 1046 a.m. The DON verlfied
R26's POC did not include R26's Involvernent in
restorative nursing program and should have,.
Policles were requested refated o restorative ,
nursing and care planning and wers not
provided. '
F 282 | 483.20(K)(3)(li) SERVICES BY.QUALIFIED F 282 ,,
8=t | PERSONS/PER CARE PLAN oo
The services provided or arranged by the facllity ; 9 » . %1713
| must be provided by qualified persons In Residents e s Rlawere T /
gcoordance with each resident's written plan of reassessec for turning, reposition and
{éare. : Resldents R14 and R12 were assess
for toileting and incontinence care.
R2 was assessed for ROM, The
This B ; ; . residents are turned, repositioned and {
g.;l:i.s REQUIREMENT s not met as évidenced | tolleted according to the assessment:
Based on observation, interview and documerit The Caré Plans were reviewed and
review, the faolity falled to provide services In gpdfted i.ECCWd'_",‘Q to the findings,
accordance with the resident's written plan of . es;lorat Ve ga"ff are provided to R2
cara for 2 of 3 residents (R8, R12) who required as directed by the care plan,
assistance with repositioning, for 2 of 2 residents
(R14, R12) In the sample who required
essistance with tolleting and for 1 of 2 residents
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262 | Continued From page 20 _ F282| The Restorative forms were located
(R2) who requiré assistarice with range of motion, and put into the documentation book
e during the survey,
Findings Includs:
e L o . An audit was performed for residents
R8 was not repositioned every hour as diracted who need assistance with turning,
by the POC, ’ ' repositioning, incontinence care and
S , o ) . ROM, Care plans have:been updated
R8s POC dated 6/6/13, Iridicated R8 was atrlsk to reflect the current plan of care,
for pressure ulcers and direoted staff to reposition . | Staff has been educated on providing
R?? .?Very hour when In thé Wheelchelr oreasy cares as per the Care Plan. '
chalr. B :
o o o S The DON/designee wlll audit care and
On 11/6/18, was continuelly Sbserved seated In a the docurhentation of care to assire
Wheelohelr from 6:38 aum, unfll 10,00 a.m, R8 © | follow through of care plans.: Results
was not observed to recelve assistance with ‘will be reported to the Quality
reposition, {a total of thrae hours and 22 Committee.
minutes), L

| The'nursing assistants Assignment work sheet
Indicated R8 wes to be repositionad evary ofie to

one.and half holrs when sitling,

On-11/8/18, &t 6:28 a,m, Nurslng assistant(NA)-B
was observed to transfer R8 from hed and Into
the wheelohalr via a mechanical standing Iiff, R8's
gkin on the bultocks was observed to be clsar
and Intact. After cares NA-B was observed to
-asslst R8 Into the dining room,

AL7:10.8,m. a family member was observed to
assist R8 to hef room for approximately 10
minutes and returmed RS to the dining rdom. R8
was observed to remaln In the dining room until
8:15 am, as which time the agtivity staff person
assisted R8 irito the day room,

At 10:00 a,m, NA-B was obsérved to assist RS
Via arstanding lift Into the bathroom angd onto the
follet. R8's buttocks was observed to have a six
Inoh, round, purplish ares, At 8:20 a,m,

At 10:60 a,m. NA-B confirmed R8 was to be
reposiiioned every hour 1o hour‘and half es her
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1 work assignment sheet directed, NA-B verified
R8 was not repositioned for 3 hours and 22
minutes,

On 4417/13, 2t 3:16 p.m. reglstered nurse (RN)-A

verified R8's POC was tiot followed as It directed

;taﬁ‘ toreposition R§ every one fo one and a half
ours. : w ,

R14 did not recexve timely assistance with.
incontinence cares-on the evening of 14/6/13, or
the morning of 11/6/13, as dlrected by the POC.

R14's POC dated 10/24/13, directed staffto
ﬁsstst R14 with Incontinence Gares every two
ours,

On 11/5/18, at 4:40 p.m. Ri4 NA-C was observed
{o asslst R14 via wheéslchalr from hér foom Into
the fiving room. R14 was observed to remain in
‘the living room uritil 6:26 at which time she was
wheeled Into the dining foom.

At8:40 p.m. R14 was observed o be assisted
from the dirifng room back Into the living room.
At 7:46 p.m. R14 was wheeled to her room,

At 7:66 p.m.. NA-C and NA-D was observed (o
transfer R14 from the wheelchalr nto bed with a
fult body mechanioal fiff. R14's incontinent brief
Wwas observed wet.

Oh 11/6/13, at 8:00 p.m. NA-C verified R14 had
last been asslsted with Incontinence cares at 4:40
p.m. & total of 8 hours arid 10 minutes earlier,

On 11/6/13, at 7:45 a.m. NA-B and NA-F was
observed providing R14 morning cares which
Included incontinence cares.
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F 282 Continued From page 31

At 7:60.2.m. NA-B and NA-F was observed to
transfer.R14 from the bed to the wheélchalr viaa
fully body mechanical lift. 'R14 was then wheeled
from her room to the dining room.
.| At9:20 a,m. R14 was observed to be asslsted

| fform the dining room into the living room, R14
| rernained In the living foom until 10:20 a. m. at
which time she was asslsted Into the activity room
| for Bingo. A
At 10:38 a.m. NA-B was observed 1o asslst R14
Into-to her room.
At 10,44 a.my, NA-B and NA-F was obsewed to
| trénsfer R14 into bed, R14's incontment brlef wag
 observed wet,

At-10:50 a,m. NA-B confirmed R14 had not been
assisted with incontinence cares since 7:50 am, . -
when.assisted out of bed, atotal of 3 hours and
5 minutes earller. AB veﬁﬂed Ri4 was to
recelve assistance with Incontinence cares every .
two hours as directed by the POC

On 1116/13, at 12:00 p.m. RN-A confirmed R14
avery two hours as directed by the POC.,

R12 did not recelve timely assistance with
reposifioning on the evening of 11/5/13,
Additionally, R12 did not recelve timely

assistanice With incontinence cares and
tepositioning the morning of 11/6/13.

R12‘s POC dated 9/14/18, directed staff to assist
R12 with incontinence cares every two hours and
repositioning every 2.6 hours,

On 11/5/13, 8t 4:21 p.m. R12 was observed in the

was'to recelve assistance wvth incontinence cares) -

actlvity room seated In her wheslichair,

F 282
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Continued From page 32~
1 At6:50 p.m, R12 was observed to b assisted

At7:17 pan. NA-C and NA-D was obséryad to
| transfer R12 wheslchalt Into bed vid g full body

: ‘and Intact 'R12 was observed to be continent,

‘breakfast meal, .

At 10:00 a.m. NA-B was observed fo assist R12

Tecelved assistance with repositioning every 2.5

| At 5:22 pm. NA-C was-observed to assist R12
Into the dining room,
AL6:16 pam. R12 recsived the evening meal.

from the dining room Into the fiving room area.
At 7:00.p,m. NA-D was cbserved towhee! R12 to
her room;

meochanical ift. 'R12's skin Was observed clear

At 7 30 p.m, NA-C stated R1 2 was assisted out of
bett at 3:46 p.m.a total of 3.6 hours earller.

On 11/6/13, at 7:16 a.m. R12 was observed
seated in her wheelchalr and assist from her
room to the dinlng room.

At 8:20 a;m, R12 recéived assistahce wlth her

At 9:10 a.m. R12 was wheeléd Into the living
room.

into the bathroom, R12's incontinent briefwas
observed wet.
At 10:06 a,m. NA-B confirmed R1 2 was fo

hours and Incontinence cares every fwo hours,
NA-B confirmed R12 had not recelved assistance
sinca 7: 15 a.m.-a total of 2 hours and 45 minutes
earlier,

On 11/6/13, at 12:10 p.m. RN-A confirmed R12
should have recelved assistance with
repositioning and incontinence as directed by the
POC,

.
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F 282 | Coritinued From page 33 ' F 282

R2 did riot receive range of motion (ROM)
sevices s directsd by the Individual POC,

| R%'s dlagnoses Inluded a fraumatic braln injury
and anxlety,

.« | R2' POG dirgcted staff o provide passive ROM
| two<three times perweek per'the restorative
rehab services program,

| The Restorative Services monthly documentatlon
sheets-indicated the following: .
-‘October 2013 ROM Services were provlde 4
times

“November 2013: N6 forms were avallable fn the
me!dical record o the restorative nufsing hook for
review, :

On 11/6/13, at 9:10 8., NA:A verfied fhe NA
staff were to provided ROM soivices for R2,
however, stated she had not provided those
services. She added, the avanlng shift do that,

On 1117118, 4t 8;51 a.m, The DON verified R2
had not’ recelved ROM servtces as directed by
the POC,

Pollcy's were reguested for Restorative Niirsing
~* _ land Range pf Motlon and .none were provided.

F 311 |:483.26(a)(2) TREATMENT/SERVICES TO ' '
§8=b | IMPROVE/MAINTAIN ADLS

Aresident Is given the appropriate treatment and
sevlces to malntain or Improve his or her abliifles
specified In paragraph (a)(1) of th!s section
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e T T ‘. | The ambulation’ program for Resident o
o1 Gontlnued From page 34 F 311] R25 has been assessed and the . 1217113 .
: restorative program and ¢ care plan has
Tgls REQUIREMENT Is not met as evidencad been revised and neaded, R2S s
‘Based on observation, Intérview and document . bf'“g amﬁ}"age" per the program in
review, the facllity falled to provide.the necessary place at |t s t meizRfS r’;s seen by
tresitment and sefvices to Improve and malitaln _ he pé‘yﬁ cian on 12/ ?{ da“ noted
the resident's abllity to ambulate for 1 of 2 that dEeCt‘“e In St“‘g'gt an
residents (R26) In the sample who were on af coordina on rmay o due to N
ambulatlon program and for 2 of 2 (R22 and R3) | neuroptat y I"‘a dition to the
Who, ld not recelve assistance with megls. current restorative program, R25 is
currently.recelving therapy services
Findings Include: for strengthening, Therapy will

modify the cirrent ambulation
| | prograim as negded after comiplétion
R25 was not provided restorative nursing for | of their therapy. S

' ambuiation #s recofmmended. The need of Residents R22 and R3 are®

R25's quariedy Minlmum Data Sof (MDS) deted | | assessed for assistance with meals,

| 10/841; 3q Indloated R25 was diagnosed with @ | R3 is able to fee self and prefers to do?

| stroke with Ieft sided weakniess, The MDS also - this. She does have 1-2 meals/day
incdioated R26 had moderate cognitive Impalrment | that she Is less Interested In eating.

1 and required minimal staff assistance to ambuiate | The care plan of 7/23/13 Inciudes a

{1n his room, The MDS also Indicated R25 had not goal for the resident to “continue to

| ambulated In the hallways { corrldofs of the feed herself”. R3 will choose not to

: faomty eat at some meals, especially if she is®

: in pain, R3 s assessed foi: pain prior’
R28's POC dated 1019113, !ndlcated R26 was at - toa meal. When staff riotes that R3
Hisk for falling related to wealness and impaired is choosing not to eat, they Inquire as
balance, The POC directed staff to give R26 to why and notify the nurse If
verbal reminders fiot fo ambulate without intervention is needed. Her weight

| ssslstancs. The POC-did riot Identify an is monitored thiree times per week
ambulation pragram. due to her cardiac. diagnosis and she

. has a recent history of welght grain
The Restorative Services recommendation form that has required the discontinuance
dated 7/19/13, indicated R26 was to receive of her extra calories, Meal

‘| stand by’ assistance and minimum coritact guard consumption Is documented &t each ‘
asslstance for ambulation with a front wheeled meal. The care plan for R3 has been
walker at least 60 feet, The form aiso indicated . updated 1o include staff
R26's ambulation distance varled The encouragement/ assessment of why
recommended restorative program fncludeda R3 Is hoted to be eating
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o@D | SUMMARY STATEMENT OF DEFIGIENGIES b " PROVIDER'S PLAN OF connscnon ‘ e
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TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS nareaﬁgcsln Tg J%E APPROFRIATE ATE
CEa égﬁﬁnued From ﬂégé 35 o R 3{1 Resident R22 Is Independentiin eatlng
Blodex seated efiptioal machine for ten minites her meal and will not aclcept
and-active assist range of motion exercises three asslstance with her meal. She has
times a week, R26's goal was to maintaly be "-‘? served by the. ST' RD, and
strength for independent ambulation,
Review of R26's monthly Restorative Sarvices She has & hiStOW of 2 P°°f mea.!s
documentation forns revealed the following: per day, Breakfast is her best
~Se tember 2013, documentation form oould ot meal. Herf welght has been stable
¢ found, . for ov&ra year PocKeting of food by
~October 2013; Indiogted R26 recelved R22 has been assessed and the care.
asglstance With ambulation fo & tofal of 20 feet 1 plan has beén réviewed and revised
on10/7/13, The rest of the monthly form wa's to include assistance with eating,
blank, ‘ R22 Is checked after each maal for -
~“November 2013, dooumentation form could not pocketing of food-and oral cares are
be found. provided.
ti
OnH/BI13, 8t 6:26 8.1, R25 fes obseived ‘Seating changes In the dining room

saatdd In tha,wheelchalr independently propeliing :?: aigtﬁggntg ;)r?georf\‘r:grResldents Hhe
gelf Inito the dining room, When asked if he encouragement. Resident welghits
recélved asslstance With ambulation; R26 stated are monitored monthly by the RD and
he primarily used the wheslohalr for moblilty. R26 discussed with the RN arid care team.

was observed to stay seated In the wheelchalr

Welght
antl 10:45 a.m. when the DON wheeled him Into elghts a{ﬁ;;';ggog‘,”fifﬁz?gﬁt
the activity area, R25 as not observed to monitoring was updated,
ambulate, )
| he
Oh 11/6/13, at 9;13 am. nurs!ng assistant (NA)-A ) The protocol for recording Intakes was ,

Updated to Include notifying the RN of
residents that are ‘not-gating,

Resident intakes are discussed at the
morning team mieeting with the RD or .
dletary manager as need; .

for rehab verlﬂad R26 was to receive restorative
réhab serviess thrée fimes a wesk, NA-A stated
R25b rode & statlonary bike and completed range
‘of motlon akerclses to all extremities, NA-A also
stefed the nursing sialf was responsible to eissist

R26 with ambulation. "The restorativé documentation was
located and put into the
On 14/8113, at 9:30 am. NA~B stated R26 had ; :
; become too hard fo transfer and ambulats 5o | ‘documentation book duting the
1 "st dossn't get done." NA-B also stated she survey,
was supposed to report R26's difffculty with :

‘ambulation to the rehab alde and verlflod she had ' . RS
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F11|Continved Frompage 36 | F311] Ciimical nursing Staff havé been
not. educated regarding restorative, o
T o feeding tolieting, Ppositioning and ROM
On 1177113, 8t 9;48 a.m, NA-E stated she had Programs and the need to provide
never assisted R26:with ambuation In the hall and document the cares provided,
rather only a few feet Into R26's bathroom. RN'’s are to review restorative care
o S : } ‘documentation on & weekly basjs,
On 11/7/43, &1 10:46 a.m. the DON verifled R25's The DON Is to be notlfied If
medjcal record lacked restorative documentation treatment/documentation Is not
for Beptember and November 2013, In addition; occurting.

Indioated R3 had severs cognliive impaiment
and was independent In feeding herself,

the DON verlfied R26 had ot recelved
ambulatlori asslsteincs as racommenided and
stated staff was expected to documant when and
why a resident did not ambtitate, The DON
verifled R26's madical record also lacked
docuriientation as fo why R26 had not recelved
ambulation assistance,

On 411713, at 10:68 &, the DON, NAB dnd
NA-E were observed to assist R26 with
ambulation for a totel of 60 feet,

On 11/7/13, 8t 11:08 a,m. NA-A stated staff had
never reported to'her R26 was having trouble
_ambulatlr;g., ' . _
R22 and R3 did not recelve assistance durlrig
meals as needed. , '

R3's dlagnoses Included status post stroke with
loft sided paralysis, aphasia and depressive
disorder: R3's admission MDS dated 7/24/13,

R3's POC dated 11/6/13, indicated R3 was able
to feéd herself. The POC did not Indicate R3
requilred assistance with meals, ’

Review of R3's dietary Intake report Indicated RS

Resldents are reassessed at least
annually, quartetly as indicated by
rule and more frequently as needs are

identified, -

The DON/designee will review
restorative documentation dally for
ong week, weekly times three weeks, -
monthly times two months and
quarterly ongoling. .

DON/designee will be conduct audits |
to monitor assistance with '
feeding/cares. Audits will be
conducted weekly times 4, monthly
times 3, and then quarterly,
Deviatlons wil be teported to the
Quality Commlttes
basis,

on a quarterly

JORM CMS-2667(02.) Provious Verslons Obsolete -
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| R22's diagnoses included sfatus post sloke with

| Indicated R22 had sevére cognitive impairment
.and was able to feed herself after the meal fray

R22's POC dated 11/2/13, Indicated R22 was

with the meals, nor did it address R22's habit of

Review of R22's dletary Intake report Indicated

‘observad slttmg Inthe dinlng room walting for

recelved regular textured pot roast and potatoes.
‘Nelther resident attempted to feed themselves
the mieal,

ate betweei 0% t6 100% of meals with no pattern |.

noted and R3's welght was étable, R3's clinical
racord lacked documentatlon retated to f poor meal
Intake.

left sided paralysls, depression and muscle
weakness. R22's quantsrly MDS dated 8/10/13,

was sef up,.

abla to fead herself after setup and directed staff

to sissist with meals ag sheé aliowed. The POC
did not specifically direct the staff to assist R22

pockefing food in her cheeks

R22 até belween 0% to 100% of meals'with 1o
specific pattem noted and R22's welght was
stable. The:dlincal record lacked documentation
refated o poor meal Intake,

On 11/6/13,-at 5:30 p.m, R22 and R3 were

supper, A dletary staff mermber was obseived to
serve both reskdents Jello.with whipped cream,
Nelther of the residents attempted to feed
themsélves the Jello, At 8:00 p.m. the dietary
staff inember was observed to serve R22 and R3
their evening mesls, R22 racelved pureed pot
roast, mashed potatoes and vegetable, R3

AL 6:10 p.m. NAC and NA~D were observed to sit

XD “SUMMARY STATEERT OF DEFIGIENGIES. iD. " PROVIDER'S PLAN OF CORREGTION e
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at a table in another arca with totally dependent |
residenits and assjsted 1iém with thelr meals. At
no ime were the NA's observed to enter the maln
dining room and encolirage or assist the othér
residents eating In there. R22 and R3 were

.observed to sit with-their mesals in front of them,

At 6:24 p.m, R37 whealed nekt to R22 and P
ehcotraged her to eat the meal, R22 did riot:
respond to R37 as e wheeled out of the dining
room, R22 was observed tp have the right side of
her face distended as food packeted into the side
- | of her cheigk,

1 At8:30 p.m. R43, a table mate to R3 encouraged
R3 to eat her meal, R3.did not respond and did
not follow the cues of R43,

At 6:36 p.ra. NA-C wheeled R22 out of the dinlng
room. NA-C was not observed to encoutage R22
to eat any of her meal, Sha continuéd to have the
right side of the cheék distended as she left the

dlning room, .

At 6:40 p.m. NA-D wheeléd R3 out of the dining
roor. R3 was hot encouraged toeal hermeal.

At 8:05 p,im, NA- D and NA-C stated they were
the only staff members asslgned fo assist the

| vesidents In the dining room, They stated by the
time they asslsted the thiee residents who \ were
totally dependent tipon staff for eating, they had
to start answering lights and asslst other
residents to bed. They Indicated they did not
have time to.assist residents whomay bie having
a bad day and were Unabls to feed themeslves.
They confirmed R3 and R22 had hot eaten thelr
meals or bgen offered assistance to cormplets the

nieals. NA-D also confirmed R22 frequenﬂy had

(x4) D SUMMARY ST}\TEMENT OF DEFIC!ENC!ES . n PROVIDER'S PLAN OF CORRECTION o8
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F 31

'_s!tting n the dining room eaiing applesauce,
R22's right side of her cheek was abserved to be

‘her mouth as apple sauce dripped from it, At8:51

| :n6 time were the staff obsérved fo encolirage
R22 to remove the food which was pocketed i

‘At this timé, NA-B was observed to check R22's

Continued From page 39

food pockeled In her mouth after meals She
statad the only oral cafes provlded for R22 was
durlng morning and evening carés, She
confirmed R22 may hold food in her cheek for
several hours after a meal

On 11/6/13, &t 8:17 a.m. R22 was obssrved

distended with food, R22 was observed {o'wips
a.m. R22 was asslsted out of the dlnlng room. At

tha ‘side of har motith,

AL9:50 a.m. R22 was observed In ttie living room.

for pocketed food. NA-B confirmad R22
conlinued to have breakfast food pocketed in the
slde of her inouth, NA-B verlfied R22 frejuiently
pocksted food after meals and stated staff did not
onitor R22 for the pocketed food after the
mealtime.

On 14/6/13, at 12:36.p.m. RN-A stated R3 and
R22 were usually independent with eating. She
stated on any given day they may need
asslstarice and they were to recejve assistance if
needed, She stated If any resldent was in need
they wére to recelve staff assistance with their
meals. Inaddition, RN-A stated If staff noticed a
resident pooketing food after @ meal, oral cares
should be completed to prevent the resident from
choking on thé food,

On 147113, at 11:863 a.m. the DON stated all

F 311
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residents who require. asslstance with meals
shauld be glven assistance, The DON stated she .
1 was Unaware R22 was pocketing food after HRLC does base Its care on the 12/17/13
meals, | comprehensive assessment of each
F 3141 483.25(c) TREATMENT/SVCS TO F 314 resident working to assure that a
s5=D | PREVENT/HEAL PRESSURE SORES resident that enters the facility

-indivldua)’s dlinlcal condition demonstrates that
they were unavoidabie,

assistance with. repositioning to rinimize the’
development of pressure related ulcers for 2 of |
3residents (R, R12) In the sample identified at

Based on the comprehiensive assessment of a
resident, the facility must ensure that a resident
who enters the fadility without pressuire sores
does not develop pressure sores unless the

jnd a m!dent having
pressure sores receives necessary treatment and
servics to promotevhealtng, prevent Infection
and prevent new sores from developing,

"lghls REQUIREMENT ls hot met as evidenced

Y: .
Based on observation, interviéw and documient
review, the facllity falled to ensure residents
identified at fisk for pressure ulcers recelved .

risk for pressure ulcers.
Findings Indlude:

R8 wasat risk for pressure related ulcers and the
facxlity falled to provide reposition assistance on
11/6/13, as directed by the plan of care (POC),

R8s quarterly Minimum Data Set (MDS) dated
9/3/13, indicated R8 was cognitively Intact and
required extensive assistance from two staff to
transfer and was non ambulatory. The MDS also

without Ppressire ulcers does not
deveIOp préssure sores unless the
Individual’s clinical condition’
demonstrates it is unavoldable,

Resident R8 was reassessed for risk

for skin breakdown and pressure

ulcers. The Care plan and care sheet
was revised as necessary,

Other residents at risk.of pressure
ulcers have been reviewed and
feassessed. Care plans and care
shéets have been reviewed and
revised as necessary

Nursing staff have been educated
regarding the program for preventing

‘pressure sore.” Clinical Nurslng staff
*have been instructed to follow the

plan of care. Residents are
reassessed at least annually,
quarterly as indicated by rule and
more frequently as fieeds are
!dentsﬁed )

‘DON/designee wilt be conduct audits

to. monitor the frequeéncy of

reposltioning, Audjts will conducted

weekly times 4, monthly times 3, and
then'quarterly,  Results will be acted
on at the time of the audit.

Deviations will be reported to the

Quaiity Committee
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indicated R8 was at risk forpressure Ulcers,

R8's Tissue Tolerance ( & test to determing length
of time skin can tolerate pressuire without changé
“assessrnent form dated 3/3/13, indicated R8's
skin could tolerate ‘pressiire for two and a half
hours without changes, '

R8's Braden Scale Assessment(a tool to help to
evaluate the risk-of getting a pressure Ulcer)
dated 3/7/13, Indicated R8 was at moderate risk
to develop phessure ulcers :

's POC dated 6/8/13, Indlcated R8 wasat Hsk -
for pressure ulcers and directed staff to reposition | -
R8 every one hour while In the wheelchalr or
rediner.

The undated Nursing Assistant Assignment
worksheet directed staff to reposition R8 every
onéto one and half hours when In the wheelchalr
or easy chalr,

On 11/6/13, &t 6:28 a,m. nursing assistant(NA -
B was observed to transfer R8 from the bed into
the wheelchair, R8's buttocks were observed to
be dléar and Intact, Upon completion of cares,
NA-B was observeid to assist R8 Into the dinirig
room for breakfast.

At 7:10 a.mn. a family meémber was ohserved

to assist R8 to her room for approximately ten
minutes and retumed R8 to the dining room.

R8 was observed to remaln I the dining room
until 9:15 a.m. when the activity staff person )
assisted R8 into the day room, ¢
At 10:00 a.m, NA-B was observed to assist R8 to
the bathroom R&'s buttocks was observed intact
with an approximate six Inch, round, purple area,
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On 11/6/13, at 10:50 a.m. NA-B confirmed R8
was last reposmoned at 6:28 a,m. a total of
three hours and 22 minutes earlisr. NA-B

stated R8 was to be assisted with repositioning
every hour to every hour and a half.

On 11/7413, at 3:15 p.m. registered nurse (RN)-A
verified R8's POC was not followed as directed.

R12 did not receive timely assistance with
repositioning on the evenrng of 11/5/13, orthe

R12's diagnoses mcluded congestive heart
failure and dementia. R12's significanit. change
MDS dated 8/28/13, indicated R12 had severe
cognitive lmpalrment and required total
assistance with all activities of dally living. The '
MDS$ also indicated R12 was at risk for the
development of pressure related ulcers. R12's
Pressure Ulcer Care Area Assessment (CM)
dated 9/1/13, indicated R12 was at risk for the
development of pressure ulcers and directed
staff to reposition R12. accord:ng to R12's POC. 1

R12's Tissue Tolerance Assessment dated
7116112, indicated R12. required staff assistance
with repositioning every 2.5 hours while in bed or
in a chair,

R12's Braden Scale for Predication of Pressure
Sore Risk dated 8/28/13, indicated R12 was at
moderate risk for the development of pressure
ulcets.

R12's POC dated 9/14/13, directed staff to assist
| R12 with repositioning every 2.5 hours.
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| to her room,

On 11/5/13, at 4:21 p.m, R12 was observed in
the activity room, seated in her wheelchair, At
5:22 pim. NA-C was observed to whes! R12
info the’ dlnmg room.

At 6:15 p.m. R12 was observed to'receive har
supper meal. 0

At6:50 p.m. R12 was observed to be wheeled
form the’ dlning room int6 the living foom area, -
At 7:00 p.m. NA-D was obseérved to wheel R12

At 7:17 p.m. NA-C and NA-D were observed to
transfer R12 from the wheelchair into bed via a
tull body mechanical fift. R12's wheelchair was
observed to be equipped with a pressure
redistribution cushion. R12's skin was observed
to be pink and free of pressure related ulcers.

At 7:30 p.m. NA-C verified R12 was assisted out
of bed at 3:45' p.M. a total of 3.5 hours earlier,
She confirmed R12 was to be repositioned every
2.5 hours as the POC directed and was not.

On 11/6/13, 4t 7:16 a.m. R12 was observed to
be wheeled from her room into the. dining room.
At 8:20'a.m. R12 was observed to receive
assistance with her breakfast meal.

At9:10 am. R12 was observed to be assisted
info the livirig room.

At10:00 am, NA»B was observed to assist R12
into the bathroom via mechanical standing lift.
R12's wheelchair was observed equipped with a
gel pressure redistributiori cushion and her skin
was observed to be pink and free of pressuire
ulcers.

At 10:05 am. NA-B confirmed R12 was to
receive assistance with repositioning every 2.5
hours and was not. She confirmed R12 had not
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recelved assistance since 7:15 a, Jam., a total of
2 hours and 45 minutes earlier,

On 11/6/13 at i2:10 p.m. RN-A confirmed R12
was to receive assistance with repositlonlng
- every 2:5 hours as the POC directed.

F315 | 483.25(d) NO CATHETER, PREVENT UTI,

88=D

Based on the fesident's conpréhensive
assessment, the fadility- must ensure that a
resident-who enters the facility without an
indwelling ‘catheter Is not catheterized tinless the
resident's clinical condition demonstrates that
catheterization wis necessary; and a resident
who Is incontinent of bladder receives appropriate
treatment and servicesto prevent’ urinary tract
infections and to restore as much notmal bladder
function as possible,

This REQUIREMENT “Is not met as evidenced
by:

Based oh obsarvation, interview and document
review, the facility failed to ensure 3 of 3
residents (Rl# R12, R2) In the sample who
required assistance with tolleting recelved
timely assistanice with tojleting based on thelr
Individual comprehensive assessment.

Findings Include:

R14 did not receive timely assistance with
incontinence cates on the evening of 11/5/13,
or the morning of 11/6/13

R14's diagnoses inciuded schizophrenia and
depression, R14's significant change Mintmum

. monitor the frequency of toiletlhg.

quarterly basls.

F31S 12/17/13
Residents R14, R12, and R2 have
been reassessed for assistance with'
tolteting and the care plan has been -
updated based on their Individual
néeds as Identlﬂed The care sheet
has béen updated. ResidentsR14,
R12, and R2 dre’ toileted as tndlcated
by the heeds assessment and ‘care
plan,

An audit of résidents needing
assistance with toileting has been
conducted. Caré plans and care
sheets have been updated to reflect
the current plan of care, Residents
are tolleted as determined by the
need assessment and resident
request,

DON/designee will conduct audlts to
Audits will be conducted weekly times
4; monthly times 3 and then

quarterly, Deviations will be reported
to the Quality Committee on &

v
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.Assessment (CAA) dated 10/18/13, Indicated
R14 was totally incontinent and directed staff to
assist with Incontinence cares every two hours,

carés every two holirs,

[ tiving room;: R14 Was observed to remain In the

| At 9:20 a.m, R14 was wheeled from the dining

Continued From page 45,

Data Sét (MDS) dated 10/16/13, ‘Indicated R14
had severé coghitive lmpa[rment was totally
Incontinent of bowel and bladder and required
total staff assistance for all activities of dally
Iiving, R14's Urinary Incontinence Care Area

R14's plan of care (POC) dated 10/24/13,
directecl staff to assist with Incontinence:

On 11/5/13, at 4;40 p.m. nursing assistant (NA)-C
was observed to Wheel R14 from her room to the

living room until 5:25 p.m. at which time she was
wheeled into the dining room |

At 6:40 pm. R14 was assisted from thé
dining room back to the living room,

At 7:45 p.m.-R14 was wheeled to ker room. At
7:55 p.m, NA-C and NA-D were Observed to
transfer R14 from her wheelchalr into bed via'a
full body mechanical lift, Ri4's Incontinent brief
was observed wet,

On 11/5/13, at 8:00 p.m. NAC confirmed R14
had last been assisted with incontinence cares
at 4:40 p.m. a total of 3.hours and 10 minutes
earlier.

On 11/6/13, at 7:45 a.m. R14 NA“B and NA-

F Were observed providing R14 morning

cares which included incohtinence cares.
At-7:50 a.m, NA-B and NA-F were observed to
transfer R14 from the bed to the wheelchair via a
fully body mechanical lift, R14 was then assisted
from her room the dining foom.
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room into the living room &rea, R14 was

observed to remain in the living room uritil 10:20 -

a.im. at which time she was aSS|sted to the

activity room for Bingo.

At 10:38 am. NA-B was observed to assist

R14 to her room,

At 10:44 a.m. NA'B and NA-F were observed to

transfer R14 into bed. R14's incontinent brief
was observed wet.

AL 10:50 a.m. NA-B confirmed R14 had not baen
| assisted with incontinence cares since being
assisted out of bed af 7:50 a.m. a tofal of 3
hours and & minutes earlier. She confirmed R14
waa to recelve assistance with incontinence
cares every two hours.

On 11/6/13, at 12:00 p.m. registered nurse (RN)-.
A conflrmed R14 wasto réceive assistance with
incontinence cares every two hours accordmg o
her dssessed need and as directed by R14's
POC,

R12 did not receive timely assistance with
incontinence cares on the morning of 11/6/13.

R12's diagnoses included congestive heart
failure and dementla. The significant change
MDS dated 8/28/13, indicated R12 had severe
cognitive impamnent was lotally incontinent of
bowel and bladder and required total staff
assistarice with all activifies of dally living. R12's
Urinary Incontinence CAA dated 8/28/13, directed
staff to assist R12 with incontinence cares every
two hours.
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F316

cares every 2.5 hours as assessed and as

| had diagnoses of cerebral palsy and traymatic

Continuied From page 47
R12's POC dated 9/14/13, directed staif to assist
R12:with incontinence cares every two hotirs.

On 11/6/13, at 7:16 am. R12 was observed to
be wheeled from her room to the dining room.
At 8:20 a.m. R12 received assistance with her
breakfast meal,

At 9110 .am. R12 was wheeled into the
living room.

At 10:00 a.m. NA-B was obseived to assist R12
into the bathroom using @ mechanical standing
lift. R12's incontinent brief was observed wet
withurine. |

At 10:05 a.m.-NA-B confirmed R12 was to
received assistance with incontinence cares
every 2 hours. She also confirmed R12 had
not received assistance since 7:15 a,m. a total
of 2 hours and 45 minutes earlier.

On 11/6/13, 8 12;10 p.m. RN-A confirmed R12.
was to recejve assistance with incontinence

directed by R12's POC,

R2 did not have an individual comprehenisive
bowel and bladder assessment completed in
order to determine a bowel arid bladder pattern.
R2's quarterly MDS dated 9/19/13, indicated R2

brain injury. The MDS also indicated R2 had
severe cognitive impairment, was tofally
dependent upon staff fof tolleting and was always
Incontinent of urine. R2's Uririary incontinence
CAA dated 6/21/13, indicated R2 had urinary
and bowel jfcontinehcs,
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The Observation repot dated 6/23/13, indicated
R2 was severely impaired, always tncontinent,
was totally dependent on two staff physical
assist for tollefing needs.

R2's medical record lacked a current individual
| bowel and bladder assessment.

R2's FOC daked 9713, indicated R2 had an
alteration in efimination related to bowel and
bladcer incontinency. The POC directed two staff

t_hre‘e' hours and as needed,

On 11/6/18, from 6:11 am. untit 1040 a.m. R2
wés continuaily abserved. During this time R2
was not observed to receive mcont:nence care,
At 10:40'a.m. NA-F was observed to provide
Incontinence cares. R2's incontinent brief was
observed wet. Atthls time, NA-F verified R2 jast
recelved Incontinence cares at 6:00 a.m, (total
of four hours and 29 minutes) éarlier. NA-F

| stated R2 was usually inconitinent when cares
were provided.

On 11/7/18, at 3:00 p.m. RN-A verified R2 did
not have a comprehensive howel and bladder
assessment completed and should have. RN-A
stated she would complete an assessment now
in order to determine R2's toileting pattem ‘arid
timing of care needs.

A policy for bowe! and bladder and tolleting
was requested, none were provided.

F 318 483.25(e)(2) INCREASE/PREVENT
§5=D | DECREASE IN RANGE OF MOTION F 318

Based on the comprehensive assessment of a
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"1 HRLC does ensure that a résident wlth | 12/17/13
resident, the facllity must ensure that a limited range of niotion receives
resident with a limited range of motlon recelves approptiate treatment and sefvices to
appropriate treatment-and services to increase increase range of motion, and to
range of motion and/or to prevent further préevent further decrease In range of
decrease in range of-motion, motion. Restdent R2 was reassessed
and the ¢are plan updated
accordingly; RC:;: s ROM Is'being v
_ _ provided according to the care plan
is REQUIREMENT Is not imet as evidenced and need agsessment. The
documentation form for restorative
Based on obsirvation, interview and docurvient ‘cares was found while the survey
review, the fadlity failed to provide range of team waés present and cares are being.
| motion (ROM) services aocordlng tothe provided as identified In° the plan of
assessed need to prevent furthtér decrease in care.
ROM abllities for 1 0f 2.(R2) residents in the - - , G
Resldents with limited ROM have been
sample rev!ewed who had limitations ih ROM, reassessed and the care plans
Findirigs include: updated,
Ciinical nursing staff have been
R2's annual Minlmum'Data Set (MDS) dated educated and Instructed to follow the
6/21/13 indicated R2's diagnoses included a lan of care. The policy has been
: %‘g‘;ﬁ;’g&ﬁg{g‘%ﬁé@gﬁ rzrzgg%b;rge reviewed gnd ?pdated. Rﬁsidents are
reassessed at |east annua
imipairment and required extensive assist of two quarterly as indicatéd by ru){:a and
StafffOI' mObmt’y’ “The MDS also Indioated RZ had more frequent]y as needs are
right sided furictional imitation in ROM abliity of Identified,
the tpper and lower extremities,
TheR ESE " dation f | The DON/designee will conduct audits
@ Restorative Sérvices Recommendation form to monitor the frequency of ROM.
dated 3/12/12, indicated R2 was to recelve Audits will be coniducted Weekly times
passlve ROM to bilateral upper extremiity 4, monthly timés 3, and then :
exercises two to three times-a week or more -quarteily. Deviatlons wiil be
frequently if R2 dedinjed to participate inorderto . | - addressed at the time they are
reach this required frequency. The form also discovered and will be reported t6 the
directed staff to provide the service in'the evening Quality Committee on a quarterly
as R2 was more acceptable to the exerclses basls;
during that time of the day.
R2's plan of care (POO) dated 6/23/13, indicated , A
FORM CMS-2867(02-99) Previous Versions Obsolete Eveiit ID: Q7V711 Facly ID: 00206 It continuation sheet Page 60 of 69




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

PRINTED: 12/06/2013
FORM APPROVED
OMB NO. 0938-0391

activities of daily living.

R2 had an alteration in mobility and directed staff
to provide ROM restorative nursing services to
decrease stiffness and prevent confractures. The
POC directed staff to see R2's restorative
program and data flow sheets for further
direction.

The Furictional Status-Mobility, ROM and falls
form dated 9/15/13, indicated R2 had one sided
upper and lower extremity functional limitation -
impairment. The form also indicated R2 had a
TBI which caused severe cognitive impairment,
impaired ability to move voluntarily or with
purpose and was dependent on all staff for

The Essentia Behavioral Conditions form dated
9/15/13, indicated R2 rarely was rarely -
understood or understood others. The form also
Indicated R2 currently received restorative
nursing to maintain ROM ability and to prevent
further decline of contractures.

Review of the R2's monthly Restorative Services
documentation form revealed the following:

~September 2013, indicated R2 received .
restorative services twice weekly.

-October 2013, indicated R2 was provided
restorative services four times this month.
-November 2013, documentation form was
unable to be located. .

On 11/6/13, at 7:45 a.m. NA-B was observed to
provide R2 morning cares. When assisted to
dress R2 was observed to move all extremities
and hands:without pain or discomfort.

On 11/6/13, at 9:10 a.m, nursing assistant (NA)-A
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{rehab) verified she had not provided ROM
exercises for R2. NA-A stafed | nursing was
responsible to provide R2's festorative services.
NA-A further stated physical or occupatlonal
therapy makes the residents restorative | program -
recommendations and she wais responsible to J
Inform the residents nurse so that the resident
coulld receive those services.

On 1116/13; at 9:31 a.m. NA-B stated the evening
shift was responsible to provide R2's restorative
ROM exercises,

On 11/7/13, at 8:51 a.m. the director of nursing
(DON) reviewed R2's réstorative documeritation
forms and verified R2 had not received the ROM,
seivices as directed. The DON stated she was
unaware R2 had not received the ROM services
and did ot know why the required
documentation was not completed to Indicate
why the services were rot provided. The DON
again verffied R2 had not received restorative
ROM services as’ directed by the POC. A
Restorative nursing and ROM pelicy arid
procedures ware requested and not provided. '
F 353|483.30(a) SUFFICIENT 24-HR NURSING | F35§ [ags
$s=F | STAFF PER CARE PLANS , "

12H7M13

The facmty must have sufficlent nursing staff to Care is provided In a timely manner
provide nursing and related s&rvices to attaln or to current residents, Everyone
maintain the highest practicable physical, mental, answers call lights, all nurs!ngi st?ff
and psychosocial well-being of each resident, as’ tollet, feed, and ambtbgat?r\r;at en bsér
determined by residént assessiments and The PPD for the month o oven} .
individual plans of care. was 2.83. Teamwork Is emiphasize

staff asks for assistance from a
The facility must provide services by sufficieni coworker when help Is needed.

numbers of each of the following types of
personnel on a 24-hour basis to provide hursing
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F353 | Contiriued Erom pag 652 " P53 There has béen one discharge since

caré o all residents in accordance with resident
care plans:

| Except when walved under paragraph (c) of this

section, licensed nuirses and otheér nursing

Except when walved under paragraph (c) of this

Section, the facility must desighate a licensed

nurse t serve as a charge nurse on'each tour of

| duty,

This REQUIREMENT is not met as evidenced
by:. - . ’

| Based on observation, interview and document

review, the fadility falled to ensure sufficient
qualified nursing staff were avallable to meet
resident heeds for nursing care in a manner
which promoted each resident’s physical, mental
and psychosodal well-belng, thus ehhanding their
quality of life, This practice had the potential to
affect all 29 resldents residing in the facility.

Findings Includle:
The fadlity falled to provide assistanice In dining’
In & dignified manner for 3 of 3 totally dependen

resldents (R14, R12, R27). In addition, the faclity

falled to ensure fesidents received personal care

assistance In & dignified manner for 1 of 1
resident (R26) had requested assistance, See
F241.

The facility falled to provide services in
accordance with the resident's written plan of
care for 2 of 3 resldents (R8, R12) who required
asslstance with repositioning, for 2 of 2 residents

>

11/7/13 and there have been no new
atmits sincé 11/7/13. The current
census is.28.

1 Admisslons are scrutinized for leyel of
care. The facility has continued to
seek qualified applicants. Two new
staff started on 11/11/13. Three new
employees are scheduled for
orientation on 12/23/13. Recruitment
continues to look at new ways of
drawlng in staff. A plan exists for
when staff call-in. The DON checks
weekly with Human Resources to-
check for new applicants,

The DON reports monthly to
‘Administration on staffing status. The
DON reports quarterly to the Quality
Corrirmnlttee oni the status of open staff
positions. -
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(R14, R12} In the sample Who required
assistance with tolleting, for 1 of 2 residents
{R2) who regiiire” assistanice with range of
motlon. See F282,

The facility failéd to provide the necessary
treatment and services to.Improve and malritain.
the resident’s abilities to ambulate for 1 of 2
residerits (R25) in the sample who were on‘an
ambulation program and for 2-0f 2 residents

| (R22 and R3) who did.not receive needsd

assistance with meals, See F311.

The facility failed to ensure residents identified
at risk for pressure ulcers received the
necessary care and treatment to prevent the

1 development of pressure uleers for 2 of 3

residents (R8, R12) in the sample identified at
rlsk for pressure ulcers. See F314,

The facility failed to ensure 3-of 3 residents
(R14, R12;, R2) In‘the samp!e who required
assistance with toileting received  timely
assistance with toileting baséd on their individual
comprehensive assessment. See F315.

The. facihty failéd to provide range of motion
services to prevent fuither decrease in range of
motion (ROM) for 1 of 2 residents (R2) in the

See F318,

On 11/6/13, at 7:45 p.m. the director of nursing
(DON) stated the facllity's normal stafflng
pattern was as follows;

The day shift consisted of three nursing
asslstants (NA) asmgned to provide resident care
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from 6:00 a.m. {0 2:30 p.m. Orie NA assigned to
restorative nursing frofm 7:00 a.m. to 3:30 p.ii; a
licensed nurse working ffom 6:00 a.m. to 2:30
p.m. and one to two registered nurses (RN)
working from 8:00.a.m. to 4:30 p.m.

The afternoon cansisted of two NAs working
from 2:16 p.m. to 10:45 p.m.; one NA working
from 3:00 p.m. to 9:00 p.m. and ohe licensed
nurse working from 2:15 p.m. to 10:45 p.r,

The night shift cohsisted of two NA's with
one working from 10:30 p.m. to 7:00 am,
and the other NA working from 11:30
p.m..to 8:00 am, -and one licensed nurse
working from -10:00 p.m. to 6:30 a.m;

In addition, the DON stated she iad met with the
nursing staff and due to the inability to find sta

to hire, the day shift and the evening shifts were
working with only two NA's each shift to provide
patient care,

The staffing report for August 2013, identified 31
days of which 23 days were without stiortage
and 8 days (8/9, /810, 8/17, 8/18, 8/23, 8/24,
8/25, and 8/30) nursing staff had shortages of
ohe to two staff members, In September 2013,
the . facllity had 18 days without shortages and
13 days (9/1,'9/4, /915, 9/9, 9/14, 9/16, 9116,
9/17, 9119, 9120, 9/22, 9/25, and 9/29) In which
the . nursing staff was short one to two nursing
assistants. in Octoberr 2013, the faclity was fully
staffed on 5 days (10/1, 10/3, 10/6, 10/19 and
10/20) and had experienced nursing shortages
on the other:26 days of one to two NAs. The
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members were able to answer his call light.

| this timie.
On 11/4/13, at 5:48 p.m. RS, an alert and

Continiued From page 65
November réport indicated the facility had
expsrienced nursing shortages 7 out of 7 days,

On 11/4/13, at 4:33 p.m. R30, an alert and
oriented residént, stated the factiity was short of -
nursing staff. He indicated he oceasionally had

to wait greater than 15 minutes before the staff

On 11/4/13, &t 6:00 p.m. R26, an alert and
orlented resident, stated it was difficult to. get
assistance an hour before or after meals. She
explained the nursing staff were assisting with
dining and they unable to assist with cares during

oriented resident, stated she had experienced
incontinence episodes because of having to
wait for assistance t6 the rest room.

On 11/4/13, at 7:40 p.ivi. NA-H stated the facility
had been working with only 2 NAs in the evening
for some time and she did not feel there was
enough staff to eénsure the residents wers getling
enough help. She explained that while the two
NAs were assisting in the dining room, they did
nat have time to answer the lights and keep traick
of when the resldents heeded assistance with
toileting or repositioning.

On 11/5/13, at 7:30 p.m. NA-C and NA-D stated
the facility had been working without a 3:00 p.m.
10 9:00 p.m. NA for quite a while. They explained
that the corporate office staff had been to the
facility to evaluate the staffing issues and had
promised assistance but at this time, they were to
cohtintie to work with only 2 NAs. They stated
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| the nurses aissisted with ‘cares, but they
frequently did not Have the time to assist
‘with resident carés,

| On 14/6113, at 8:06 p.m. licensed practical nurse
J(LPN)-D stated the facility did not have enough

| She stated the residents were not getting eriotgh
help in the dining room and the staff were getting
t i T e d . .

’

On 1176113, at 6:18 a.in, LPN-A stated the facility
had been working short for the past few months.
She stated the night staff assist the day shift by
providing Miarning cares to the residents, She.
also stated the night staff start providing morning
cares arotind 6:00 a.m. to ensure they would be
able to leave the facility on time when thelr work
shift erided.

On 11/6/13, at6:44 a:m. NA-K stated the night
staff assisted all of the residents residing on the
east wing before they left the facility. She also
stated she was not aware of any of the residents

be up and dresseqd before the nighit staff
could leave in the morning,

On 11/6/13, at 6:56 a.m. housekeeper-A stated
that facility was usually short of nursing staff. She
stated she was aware somée of the resident call
lights would be on "longer than they should.” She
explained she could answer lights and assist with
basic needs, but was not-able to provide care to
the residents. She explained on many days, the
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Continued From page 57
staff would be mandated to work an additional

| shift: When this happened, the staff were crabby

and the residents picked up on thelr moods.

On 11/6/14, at 9:40 a.m. NA-B stated the staffing
concern had been bad in the past but could riot
recall them being this shott staffed. She

explained the hiring process is now extended with

the new cooperate policies, but coorporate

employees had been to the facliity in an attempt
to assist with the hiring process. She stated staff
attempted to keep up with resideént cares and |
were doing the best they could possibly do.

On 11/6/13, at 12:30 p.m. RN-A verified the
facllity had been working with 2 NAs for ths past
few months. She stated while at the facility, she
attempted to assist with resident care, but-that
could have ¢aused some of the RN duties to
"slip" a bit:

On 11/6/13, &t 12:50 p.m. the DON stated
corporate staff had been in the facility to assist
with réruiting. She also stated the facility had
completed a job fair; placed advertisements in the

local papers aind had offered dssistarice with

completing the onlirie.application process. The
DON confirmed she was aware the staff were
working with one to two NAs short 24 hour period,
however, she had not completed any type of
audits to ensure the resident cares were being
completed timely, She explained the facility had
also implemented a screening process for new
residents and planned to admit only residents she
thought the facility would be able to care for, The
DON stated the facility had turned away several
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residents. but confirmed they had admitted &
new resident on 11/8/13.
On 11/7/13, at 8:35 aum. the administrator
confirmed he was aware of the nursirig )
shortages, He explained the facility was doing all
that they-could with the.current staff and would
be implementing incentive bonuses for new hires
| and longevity bonuses; He had also beeri in
contact with a local college In @n attempt to
have a nursing assistant class to offer tralning
for future staff members, He was unaware the
facllity staff were having difficulty providing i
cares to the current residents. '
F 1483,60(h), (d), (e) DRUG RECORDS; F431
gg;b | LABEL/STORE DRUGS & BIOLOGICALS F 431 | 120713
- | The fadlity must employ or obtaln the services HRLC has a licensed consulting '
of a licensed phiaimadist who establishes a pharmacist who establishes a system
system of records of receipt and disposition of of record of recelpt and disposltion of -
all controlled drugs In sufficlent détall to enable controlled drugs,; Drugs and
an accurate reconcillation; and determines that ‘blologleals are Jabeled in-accordance
drug records aré in order and that an account of With accepted principles: Fentanyl
| all controlled drugs is maintained and patches are being destroyed by two
perlodically recoriciled. nurses according to Federal policy by
o betng flushed down the tollet,
Drugs and biologicals used In the facllity must Destruction is documented by
be [abeled in accordance with currently licensed staff. .
acceptedprofessional prindples, arid Include the , '
approprlate accessory and cautionary Insulin pens are being stored
| instructions, and the-expiration date when appropriately in the medication cart.
applicable. Medications are not left unattended,
{In accordance with State and Federal aws, the
| facility must store all drugs and biclogicals in
locked compartments under proper temperature
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controls, and permit only authorized persontiel
to have access to the keys.

The facllity must provide separately locked,
permanently affixed compartments for storage
of controlled drugs listed in Scheduile 11 of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drigs subject to
abuse, except when the facility uses single unlt
package drug distribution systems in which the
quantity stored is minimal and a missing dose
can be readily detected.

| This REQUIREMENT Is not met as evidenced

by:

Based on obsetvation, interviéw and document
review, the facllity fafled to ensure Fentanyl -
patches were disposed of In accofdarice with
federal DEA (Drug Enforcement Agency)
regulations for 2 of 2 residents (R14, R15) who
were prescribed Fentanyl patches, In addition,
the facllity failed to ensure Insulin pens were
stored in a safe manher for 1 of 1 resident (R6)
currently utilizing insulin pens.

F_indings include:

During observation of the medication storage
room with ficensed practical nurse (LPN)-B on
11/7/13, at 2:53 p.n., the disposed Fentanyl (a

| narcotic pain medication) patches were noted to

be in ah approximately 1 gallon.covered white
plastic contalner, The container was easily
opened, and several discarded Fentany] patches
were obiserved. LPN-A verified the facility
disposed of the Fentanyl patches in this bucket
{which she called the black box), which in turn

The whits bucket has been replaced
and the lid cannot be removed
without damaging the bucket.

The Policy for Fentanyl patches has
been reviewed and revised.

Nursifig staff (LPNs ahd RNs) were
educated on proper disposal of _
controlled substances and storage of
medications.

The DON/designee will
observe/raview documentation of
medlcation destruction on'a weekly
basis times four, monthly times three,
and quarterly times three. Deviations
will.be reported to the Quality
Committee.
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| directed the use of a medication waste hauler fo

1On 11/4/13, at 4:16 p.m, an insulin pen was

.| was the DON observed to place the Insulin pen

Continued From page 60
was given to maintenange to.dispose of when

it was full

On 11/7/13, at 8:45 p,m. the director of nursing
(DON) was interviewed and verified the facillty
was disposing of Fentanyl patches in the black
box. The DON stated the constltant pharmacist
had told her how to properly dispose of Fentany]
patches, but she had forgotten.

The facllity policy and procedure on disposal of
Fentanyl patch, revised 2/13; directed the facllity
to fold the Fentanyl patch in half, of place a
tisstie paper on the adheslve side, and flush the
patch down the tollet in the presance of a
licensed nurse and a witness, The policy further

be disposed of is not an option due to fedéral
DEA regulations,

The facllity failed to ensure R6's insulin

Was stored appropriately,

observed sitting on the nurses desk nextto a
computer with a prescription tabel on it for R6.
No nursing staiff were observed in the area,
Survey staff continuously observed the pen. At
5:30 p.m. the director of nursing (DON) was
observed to pick up the insulin pen move it
about 3 inches away from the computer and
proceeded to work on the Gormputer, At no time

in a safe or secure area..

At 6:48 p.m. (2.5 hours later) the survey staff
picked up the insulin pen and brought it to
régistered nurse (RN)-B. RN-B confirmed the
Insulin pen was new and it was to be kept in a
secure location. RN-B then brought the pen to
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Iicensed practical nurse (i.PN) <B, LPN-B stated
she had forgotten the pen at'the desk. iPN-B
confirmed the pen was to be stored In a safe.
secure area llke the medication room or the
secured medication cart,

On 11/6/13, &t-12:30 p.m. RN-A stated all
rmedications were to be kept’ locked In either the
medication room or the medication cart when rot
being used by the nursing staff.

The Medication Storage policy dated 10/2012,
directed staff to store medications safely,
securely and properly following manifacture's

recomimendatlons. Thé policy also Indicated only

licensed’ nurslng personnel, phaimacy personal
and staff member lawfully authotized to
administer’ medlcatlons was to have access to
the medicatlons,

483 65 INFECT TON CONTROL, PREVENT
SPREAD LINENS

The facllity imust establish and malntain an

| Infection Control Program-desigried to provide a
safe, sanitary and comfortable environment and

to help prévent thé development and

| transmmisslon of disease and Infection.

| (a) Infection Control Prograrn

Thi facllity must establish an Infection
Control Program under which it -

| (1) Investigates, controls, and prevents infections
| Inthe facliity:

(2) Dedldes what procedures, such as isolation,
should be appiled to an individual resident; and
(3)Malntains a record of incldents and corrective
actions related to Infections, -

F441

Fd41

HRLC has an infection control
program to provide a safe, sanitary
and comfortable ehvironment and to
help prevent the development and
transmission of disease and infection,
Residents- identified as havlng

infections or placed on antiblotics are

reportéd to the DON. Résidents
Identified as neading Isolation are
isolated according to COC guidelings.
A log Is kept of all infections and to
established trends,

The facllity has assessed Its
communlty rIsk for tuberculosis. The
facility is hot in an area of high
incidence of tuberculosis per the
Minnesota Tuberculosis Quarterly
Survelliance Report,

12/17/13
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(b) Preventing Spread of Infection.

(1) When the Infection Control Program
determines that a resident rieeds isolation to
prevent the spread of irifection, the facllity must
Isolate the resident, .

(2) The facllity must prohibit employees with a

communicable disease or Infected skin lesions

from direct:contact with residents or thelr food, if -
direct-contact will transmit the disease.

{3)The fadllity-must require staff to wash their

hands after each direct resident contact-for which

(c) Unens ,

Persoring! must handle, storg, process
ransport liriens so as to prevent the spread

of infection, '

This REQUIREMENT s riot met as evidenced

by: ! > Dot .

; Based on interview and document review, the
fadllity's infection control program lacked a
survelllance program which included information
related to employee infections, tracking and
trending analysls related to employee infections
and falled to ensure a tubarcle bacillus (TB)
cammunity risk assessment was completed.
This had the potential to affect all 28 résidents
who resided in the fagility,

Findings include:
On 11/07/13, at 9:45 a.m, the director of nursing

(DON) was interviewed regarding the Infiection
aontvol prograim and on going survelllance for the

(X4) ID “BUN . FICIENCIES e AN . N
EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ,
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F441

F441l New residents have a two-step
mantoux administéred per standing
.order to screen for Tubercufosis,
Employee Health interviews and
immunizes new empioyees before
they havé contact with a resident.

‘A policy and procedure was developed
for.employees and voltintesrs to
report Infections and liinesses, The
DON will track and trend employee
and visitor Hinesses.. Employees with
Infectious diseases are not allowed to
have direct contact with residents or
their food, Reportable diseases will
be reported to the proper authorities.
Hand washing stations are provided.

- The DON will track and analyze
infectious disease In employees, The
DON will consult with corporate
Infection Control for procedures to be
Implemented when trends arée

. identified, '

The Annual Risk Assessment of
Mycobacterjum Tubgrculosis has been
‘completed and the risk for the facility
Is fow,

The DON/designee will mohitor and
track infectious diseases, Disease .
reparts will be shared with the Quality
Committee on a quarterly basls.
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9/2013, indicated the Infectioh Preventionist nurse

On 11/24/13, 4t 10:15 4. the DON verified she

facility's employee's and volunteers. When asked
if they had policies or procedures to identify or
track infections of employees orvolunteers the
DON stated the facllity did not have a system to
track staff or volunteers. B

The DON also stated up until last spring, the
facility had a program to idenfify employee's
infections as well as for tracking and trending
thern. The DON stated she had recently found
out that this was her responsibility was not being
done. In addition, the. DON stated she plans to
writea policy on tracking and identifying
amployee's Irifections.

The facllity fajled to ensure a tubercle

bacillus (TB) Community Risk Assessment

was completed.according to facllity poficy:

The facility's policy titled Tuberculosis (TB)
Prevention & Control Policy and Proceduire, dated

was responsible to provide ongoing measures {6
prevent and control the transmission of
Mycobacterium Tuberculosis. The Policy further
indicated the Annuat Risk Assessment would
include facility specific survelllance and _
community data provided by the statefiocal public
health deparimient.

had not completed the facility Annuat Risk
Assessment as directed by the facllity policy.
The DON also verified she was the facllity
Infection control niurse and stated she had never
completed an annual risk asséssment.

The facliity falled to ensure a tubercle
bacillus (TB) Community Risk Assessment
was completed according to facility policy.
The facility's policy titled Tuberculosis (TB)
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Prevention & Control Policy and Proceduire, dated
9/2013, indicated the Inféction Preventionist
nurse was responsible to provide ongoing
measures to prevent and control the transilssion
of Mycobacterium Tuberculosis, The Policy furthér
indicated the Annual Risk Assesstnent would
include facllity specific surveillance and
mmunity data provided by the state/local public
health department, =
On'11/21/13, at 10:45 a.m. the DON verified.
she had not compléted the facility Annual Risk
Assessment as directed by the facility policy. ‘
The DON also Verified she was the facllity
Infection-control nirse and stated she had never
| completed ah annual risk assessment. - ’
Fdgs|a8370(y . :
S5=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL E " F 465
ENVIRON .
N . A No negative consequences were I
| The facllity must provide a safe, functional, Identified In the cltation. /17113
sanitary, and comfortable environment for L
résidents, staff and the public. { The kitchen was assessed by
= corporate environmental staff and the
. . architect on 12/10/13. Project plan s
This REQUIREMENT Is not met as evidenced | in development and proposed plans
by N : are enclosed with the POC,
Based on observation and Interview, the facility Kltchen correction is undetermined at
falled to ensure the environment was the time of the POC being submitted.
malntalhed in a safe and comfortable mariner Project plans Include this being
including the main kitchendwalls and fldors, completed by April 2014.
refrigerator floots and resldent rooms, This o . o _
practice had the potential to affect alt 29 325,?{ ‘:—jg'dﬁnﬁ JOO,m concerns have
residents residing in the facility : palrec,
' Findings include:
On 11/7/13, &t 9:13 a,m. during the environmental
tour of the kitchen with the dietary manager (DM)
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table & 36 inch (in.) X 3.0 ini. wide crack filled

| The wall area behind thé food prep. sink was

‘processor countet has chlpped pamt areas, -The

| floor under and going to the drain the food

1ot noticed the black debris before and ‘was not

the following concerns were
identified: Kitchen:
-By the food service servmg window and prép

with black debris was observed in the floor tile.
The tile. flooring in‘the door way going into the
dry food storage area was also observed to have
numerous ctacks, At the time of the observation,
the DM verified the findings and stated the
floors with cracks weré not cleanable surfaces, -

observed with peeling pamt and paint chips. -
The wall aiea behind the toaster and food

wall behind the food steamer Was observed
chlpped and with gray debris on it, The floor tile
just under the steamer was obseived missing
approxsmately two feet wide by two and half
feet deep exposing rovigh cement. At the time of
the observation, the DM confirmed the
dimensions. -Black debris was observed on the

steamer is connected to. The DM stated she had

sure what it was.

~The pipes pipes from the food steamer were
observed exposed and rusted with debris on
theim.

~The wall molding behind the food steamer and
undér the sk counter to left of food steamer was
observed pulled away from the wall. The DM
verified the areas weré not cleanable surfaces,

Dishwashing room:-

- A three by eiglit inch hole was observed in the
dishwashing area wall, left of the sink.

Staff have been tnstructed to notify

maintenance of environmerital
conditions needing repatr.

Environmental audits will be
conducted In resident rooms _morithly
times four, then quarterly. Deviations
wili be reported to the Quiality
Committee,
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-floor tiles were observed | missing with exposed
cruimbling cement, pipes in the all area were
also observed exposed.

-The wall at the end of the dishwasher was
observéd with athree foot long and 2.0 in.

Inch wide: scrape Wwith a hole that measured

2:0 In: X 2:0in. just below the Ilght switch,

-The wall behind the dishwasher was observed
to have missing tiles,

“The corner wall next to the dishwasher was
observed to have missing tiles with crumbllng

.| cement exposed
-White scale / lfrie build up was obsefved on the

bagk and outer edges of the dishwasher: The DM
stated the facllity had some one who cleaned the
dishwasher.

-The walls in the dishwashing area were
observed with black scuff marks on them. The
DM verified the areas was in nead of repair and
that the paint on the walls was not the correct
pairit for the area and was difficult fo clean.

| Walk in cooler:

~The mefal floor in the walk in cooler was
observed to have a five feet by five feet
Fusted, non smooth and uncleanable surface,

The Deer River Healthcare policy and proceduire
titléd: Maintenance Service, effective date Juné
2004, indicated thé facility would be maintained in
good repair and free from hazards,

The policy titled Food Preparation areas dated
December 2005, indicated all floors, walls and
ceilings in the food preparation and storagé areas
were washable and floors had a non-slip finish.

On 11/713, at 9:40 a.m. the DM verified the

FORM CMS-2567(02 99) Previous Varslons Obsolste

Event ID: Q7V711

Faciiity 1D: 00296

If continuation sheét Page 67 of 60




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

PRINTED: 12/06/2013
FORM APPROVED
OMB NO..0938-0391

'STATEMENT OF DEFICIENCIES {Xi) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

245428

WMLRE  CONSTRUCTION

{(X3) DATE SURVEY
COMPLETED

A BIDE

B WING

11107/2013

NAME OF PROVIDER OR SUPPLIER
HOMESTEAD REHABILITATION & LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP
CODE 115 10TH AVENUE NORTHEAST

s

TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIEYING INFORMATION]

- DEER RIVER, MN 56636

~ DEFIGIENGY)

0 'PROVIDER'S PLAN QF CORRECTION o
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS~REFERENGED TOTHE APPROPRIATE DATE

F 465

gouges, approximately 2 ft by 2 in,

Continued From page 67

findings and stated the lack of maintenance and
cleaning could of had the potential to cause food
borne flinésses. The DM stated she had
prewous!y reported these areas concerns. to
the administrator.

On 1117113, at 8:30 a.m. during the environmenta!
four ‘with the envirOnmentaJ services director

EED), the following was cbserved:
R25's wall had an approximately 4 foot (ft) by

8 inch (in) paint scrape on the wall, and the
entire radiator was full of scrape marks

R14's bathroom wall had an approximately 1 ft by
6 in paint scrape, and the entire radiator was full
of scrape marks:

R26's bathroom wall had two

R7's wall had an approximately 4
ft by 6 in scrape.

R2's bathroom wall had an approximately 1 ft
by 6 in'scrape.

Atthe time of the tour, the ED verified the findings,
and stated the facility did do preventative

F 485
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radiators and also caused the gouges on
R26's bathroom walls,
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\Z Essentia Health

Here with you

Addendum to Plan of Correction for Essentia Health Homestead

As per the telephone conversation on 1/13/14 the following changes will be made to the 2567:
F242 (page 13)

Resident preference interviews were conducted for all residents. Preferences were noted in the care
plan. Care plans were updated as needed.

F280(page 25)

The ambulation program for Resident R25 has been assessed and the restorative program and care
plan has been revised and needed. R25 is being ambulated per the program in place at this time.
R25 was seen by the physician on 12/10/13 and he noted that decline in strength and coordination
may be due to neuropathy. In addition to the current restorative program, R25 is currently receiving
therapy services for strengthening. Therapy will modify the current ambulation program as needed
after completion of their therapy.

The following statement will be removed from page 25 in the first paragraph "When R3 is choosing not
to eat.”

F314(page 41)

The opening sentence of the last paragraph will be revised to: The DON/designee will conduct
observational audits to monitor the frequency of repositioning.

F315 (page 45)

The opening sentence of the last paragraph(page will be revised to: The DON/designee will conduct
observational audits to monitor the frequency of toileting.

F318 (page 51)

The plan of correction is written on page 50. A pdf of Page 51 has been attached to this document due
to formatting concerns with the page in the document previously submitted.

F353(page 53)
Add

The DON/designee conducts observational audits for answering call lights, positioning, and toileting.

Audits will be conducted weekly times 4, monthly times 3 and then quarterly. Deviations will be
reported to the Quality Committee on a quarterly basis.

F441(page 63)

Change the second sentence to read: Employee Health screens new employees before they have
contact with a resident.

O ARG
%&fggf&& \é»b
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K 000 | INITIAL COMMENTS K 000
FIRE SAFETY

THE FACILITY'S POC WILL SERVE AS YOUR P C
ALLEGATION OF COMPLIANCE UPON THE I /
DEPARTMENT'S ACCEPTANCE. YOUR \ z
SIGNATURE AT THE BOTTOM OF THE FIRST

PAGE OF THE CMS-2567 WILL BE USED AS ¢ ’g
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.

/21773

t
-

e

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey Homestead Rehabilitation and
Living Center 01 Main Building was found not in
substantial compliance with the requirements for .
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the

{\\ 2000 edition of National Fire Protection , —
Association (NFPA) Standard 101, Life Safety z s

R Code (LSC), Chapter 19 Existing Health Care. qE EIVED

\

N PLEASE RETURN THE PLAN OF

X | CORRECTION FOR THE FIRE SAFETY DEC 26 2013

]‘ DEFICIENCIES (K TAGS) TO:
‘ . . MN DEPT. OF PUBLIC SAFETY

Health Care Fire Inspections STATE FIRE MARSHAL L DIVISION

State Fire Marshal Division
445 Minnesota Street, Suite 145
St. Paul, MN 55101

£N7

Or by e-mail to:

LABORATORY DIRECTOR'S OR PROVID) PPINER REPRESE TIYE'S SIGNATURE A;I’ITL - (X6) DATE
% o /7 — 20 - 203

Any deficiency statement ending with an asterisk *) démstes 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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Marian.Whitney@state.mn.us and
Barbara.Lundberg@state.mn.us

Fax Number 651-215-0525

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

Homestead Rehabilitation and Living Centeris a
1-story building without a basement that is
attached to a hospital. The building was
constructed in 2 major stages. The original
building was constructed in 1973, was
determined to be of Type 1I(111) construction. In
1990 an addition to the north of the building was
constructed and was determined to be of a Type
[1(111) construction. The hospital is separated
from the nursing home building with two hour fire
barriers and was not inspected at this time. The
building is divided into 2 smoke zones.

The building is completely sprinkler protected with
an automatic fire sprinkler system that is installed
in accordance with NFPA 13 Standard for the
Installation of Sprinkler Systems (1999 edition)
with quick response heads, except as noted in
K56. The facility has a fire alarm system with
smoke detection throughout the corridor system,
in spaces open to the corridors and in all sleeping

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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K 000 | Continued From page 1 K 000

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID; Q7V721

Facility ID: 00296

If continuation sheet Page 2 of 4




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

PRINTED: 12/06/2013
FORM APPROVED
OMB NO. 0938-0391

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1, 19.21

This STANDARD is not met as evidenced by:
Based on observations and test of the exit doors,
it was determined that one exit access door is not
in accordance with NFPA 101 "The Life Safety
Code" 2000 edition (LSC) section 7.2.1.6. This
deficient practice could negatively affect all 32 of
the 32 residents , any staff and any visitors of the
facility by slowing their egress if they need to exit
form the north wing.
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K 000 | Continued From page 2 K 000
rooms that is monitored for automatic fire
department notification installed in accordance
with NFPA 72 "The National Fire Alarm Code"
(1999 edition). Other hazardous areas have
automatic fire detection that are on the fire alarm
system in accordance with the Minnesota State
Fire Code (2007 edition)
The facility has a capacity of 32 beds and had a
census of 29 at the time of the survey.
Because the original building and its additions
meet the construction type allowed for existing
buildings the facility was surveyed as a single
building.
The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 !K 038
SS=F 11/8/13

Facilities Staff replaced faulty .
delayed egress lock on exit access
door.

Quarterly door checks will begin
December 2013.

Replaced label on North wing exit
door.
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Findings include:

Observations during the facility tour on November
7, 2013 between 10:00 am and 11:30 am, by
surveyor 03006, revealed that the North Wing
cross corridor exit access doors are locked
against egress. The Director of Maintenance
indicated that the locking system was a 15
second delayed egress system. When tested, the
locked did not go into alarm nor did it release
after 15 seconds as required. The labeling of the
door has also been altered and no longer
indicates the door will release after 15 seconds.

The Director of Maintenance verified these
findings during the facility tour and at the exit
conference.
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