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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00717

ID:   QN96

MONTICELLO, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

865402000

7

04/01/2013

09/30

05/10/2016

CENTRACARE HEALTH - MONTICELLO245511

02

1013 HART BOULEVARD

55362

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  89 (L18)

13.Total Certified Beds  89 (L17)   B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 89

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

01/01/1988

00

00320

05/09/2016

05/10/2016 05/16/2016

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist

X
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245511

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

CENTRACARE HEALTH - MONTICELLO 1013 HART BOULEVARD

MONTICELLO, MN 55362

5/10/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix  F0241 Correction

Reg. #
483.15(a)

Completed 

LSC 04/26/2016

ID Prefix  F0322 Correction

Reg. #
483.25(g)(2)

Completed 

LSC 04/26/2016

ID Prefix  F0323 Correction

Reg. #
483.25(h)

Completed 

LSC 04/26/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/17/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 QN9612EVENT ID:

BF/KJ 05/16/2016 10562 05/10/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245511

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

CENTRACARE HEALTH - MONTICELLO 1013 HART BOULEVARD

MONTICELLO, MN 55362

4/27/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/26/2016K0054

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/15/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 QN9622EVENT ID:

TL/KJ 05/16/2016 34764 04/27/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00717

ID:   QN96

MONTICELLO, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

865402000

2

04/01/2013

09/30

03/17/2016

CENTRACARE HEALTH - MONTICELLO245511

02

1013 HART BOULEVARD

55362

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  89 (L18)

13.Total Certified Beds  89 (L17) X B.   Not in 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 IID 1861 (e) (1) or 1861 (j) (1): (L15)

 89

(L37) (L38) (L39) (L42) (L43)

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

01/01/1988

00

00320

04/29/2016 05/04/2016

21.

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

Austin Fry, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 241

SS=D

483.15(a) DIGNITY AND RESPECT OF 
INDIVIDUALITY

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 
by:

F 241 4/26/16

 Based on observation, interview and document 
review, the facility failed to ensure the dignity of 
private space was maintained for 2 of 3 residents 
(R200, R39) reviewed for dignity.  

Findings include:  

R200's Brief Interview for Mental Status (BIMS), a 
tool used to determine cognition, dated 3/3/16, 
identified R200 had intact cognition.  

On 3/14/16, at 8:26 a.m. R200 was being 
interviewed by the surveyor for stage I of the 

 It is the policy of the facility to ensure the 
dignity and private space for all residents. 

It is also the policy and procedure for 
Monticello Care Center staff to knock on 
all resident doors and await for 
acknowledgement prior to entering a 
resident room.

Staff education was provided to all staff on 
04/05/16 and on 04/07/16 regarding the 
expectation for knocking on the resident 
door prior to entering.  Physician (MD-A) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/22/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 241 Continued From page 1 F 241

quality indicator survey (QIS) in her room with the 
door closed.  At 8:36 a.m. medical doctor (MD)-A 
suddenly opened R200's room door and entered 
without knocking or allowing R200 to invite him 
inside.  MD-A discussed several medical 
concerns with R200, and left the room closing the 
door behind him, while the surveyor was present.  

When interviewed on 3/14/16, at 8:41 a.m. R200 
stated she didn't like when staff just opened her 
closed door and entered without being invited, 
"That I didn't like."  R200 stated she had been in 
the bathroom with the door open a couple days 
prior, and staff just opened the room door and 
came in then as well which also was upsetting to 
her, "Things like that, I don't approve of."  Further, 
R200 stated there was, "Quite a few" staff 
members who don't knock before they come into 
her room, and she wished they would.  

R39's 5-day Prospective Payment System (PPS) 
Minimum Data Set (MDS) dated 2/7/16, identified 
R39 had intact cognition.  

During interview on 3/14/16, at 9:41 a.m. R39 
stated staff will consistently knock on her door, 
but will open it up right away after knocking and 
not wait for her to answer which she did not like.  
R39 stated she had been using the bathroom 
before and had staff come in without being 
invited, and it makes her feel like she has no 
privacy.  Further, R39 stated she now locks the 
bathroom door to prevent staff from opening it 
without being invited to do so.  

When interviewed on 3/15/16, at 1:16 p.m. 
nursing assistant (NA)-A stated all staff should, 
"Knock on the door" before entering a resident's 

was also educated and informed of this 
expectation during the time of the survey. 
A dignity policy and procedure was in  draft  
form at the time of survey and was 
approved at the Quality Assurance 
Meeting on 04/21/16.

Audits will be conducted weekly for (4) 
weeks, then monthly for (2) months and 
randomly throughout the year to monitor 
compliance with the policy and procedure 
for knocking on a resident door, and 
waiting for acknowledgement to enter 
when a resident is able to do so.

Audits will be reviewed quarterly by the 
Quality Assurance Committee.

Responsible Persons: 
Director of Nursing 
Director of Social Services
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room to respect their privacy.  NA-A stated she 
had noticed some staff not knocking or waiting for 
a response before entering resident rooms 
before, but added staff, "Try to" do it when they 
remember.  Further, NA-A stated staff are trained 
to knock on resident room doors and wait for a 
response during their annual in-service.    

During interview on 3/15/16, at 1:29 p.m. 
registered nurse (RN)-D stated staff should be 
knocking on a resident door and waiting for a 
response before entering the room to provide, 
"Polite dignity" to the resident.  

When interviewed on 3/15/16, at 1:41 p.m. RN-E 
stated all staff, including the physicians working at 
the facility, should knock on the door and wait to 
be welcomed by the residents before going into 
their room because, "This is their home."  

A facility policy on dignity was requested, but 
none was provided.

F 322

SS=D

483.25(g)(2) NG TREATMENT/SERVICES - 
RESTORE EATING SKILLS

Based on the comprehensive assessment of a 
resident, the facility must ensure that --

(1) A resident who has been able to eat enough 
alone or with assistance is not fed by naso gastric 
tube unless the resident ' s clinical condition 
demonstrates that use of a naso gastric tube was 
unavoidable��and

(2) A resident who is fed by a naso-gastric or 
gastrostomy tube receives the appropriate 
treatment and services to prevent aspiration 
pneumonia, diarrhea, vomiting, dehydration, 

F 322 4/26/16
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metabolic abnormalities, and nasal-pharyngeal 
ulcers and to restore, if possible, normal eating 
skills.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure feeding tube 
placement was appropriately checked prior to 
instillation of medications for 1 of 2 residents 
(R11) observed to receive medication through 
their feeding tube during the survey.  

Findings include:

R11's quarterly Minimum Data Set (MDS) dated 
2/3/16, identified R11 received no nutrition by 
mouth (NPO) and used a tube feeding while a 
resident in the facility.

R11's Nutritional Status Care Area Assessment 
(CAA) dated 11/23/15, identified R23 was NPO 
and,  "All nutritional needs for calories, protein 
and fluid are met via tube feedings and flushes."  
Further, the CAA directed staff to, "Proceed to 
nutritional plan of care to maintain stable weights 
with tube feeding while avoiding complications 
[i.e. GI [gastrointestinal] distress, aspiration 
[inhalation of liquid or gastric contents into lungs], 
s/sx [signs and symptoms] intolerance.]"  R11's 
care plan dated 11/24/15, identified R11 used a 
tube feeding and directed staff to, "Check 
placement of tube feeding prior to medication 
administration, tube feeding, flushes and PRN [as 

 It is the Policy and Procedure of the 
facility to verify feeding tube placement 
prior to the instillation of medications.

Resident R11 did not have any 
complications related to the instillation of 
medications and water prior to checking 
placement.
Registered Nurse (RN-A) did complete a 
Tube Feeding Audit for Administration on 
02/02/16.

Staff re-education was provided to 
Licensed Nurses on 04/05/16 and 
04/07/16.  Competency check off audits 
will be conducted in addition to written 
education by 04/26/16. 

Audits will be performed monthly for three 
months and then randomly thereafter.  
Results of the audits will be reviewed 
quarterly by the Quality Assurance 
Committee.

Responsible Person for compliance:
Director of Nursing
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needed]."    

R11's physician orders dated 1/18/16, identified 
R11 had a J/G tube (which is a single tube with 
multiple ports- the jejunostomy enters the small 
intestine and the gastrostomy enters the 
stomach), placed and directed staff to, "Check 
placement [of gastrostomy tube] prior to 
administration of any medications, water flushes, 
or tube feeding product.  Auscultate [listen with a 
stethoscope] with 15-30 cc's [cubic centimeters] 
of air. Stop once placement is verified." 

During observation of medication instillation into 
R11's gastrostomy tube on 3/15/16, at 3:46 p.m. 
registered nurse (RN)-A entered R11's room with 
medications to be given.  RN-A turned off the 
running tube feeding which was infusing into 
R11's jejunostomy tube and flushed the 
jejunostomy tube with approximately 30 cc's of 
water while using a stethoscope to auscultate 
R11's stomach, where the gastrostomy tube was 
located to check placement of the jejunostomy 
tube, and not the gastrostomy tube. RN-A  poured 
30 cc's of water into an open syringe attached to 
R11's gastrostomy tube followed by medications 
then additional water.  RN-A did not check for 
correct placement of the gastrostomy tube to 
prevent aspiration.  

When interviewed on 3/16/16, at 7:50 p.m. RN-A 
stated she could not recall how she checked 
placement for R11's medication administration 
using the gastrostomy tube when observed on 
3/15/16.  RN-A stated she was unsure why she 
would have flushed the jejunostomy tube instead 
of the gastrostomy tube, but added the 
gastrostomy tube should be checked for 
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placement when giving water or medications, "I 
really don't remember."  Further, RN-A stated she 
was unsure of the facility policy for checking 
jejunostomy tube placement.  

When interviewed on 3/17/16, at 9:23 a.m. RN-C 
stated the facility policy was to check placement 
of any feeding tubes with air instead of water, and 
RN-A should have checked R11's gastrostomy 
tube for placement instead of the jejunostomy 
tube prior to infusing water and medications.  

A facility Feeding Tube Instilling Medications 
policy dated 1/14/14, directed staff to, "Check 
placement and patency of all feeding tubes," and, 
"Tubes that are sutured into place, such as an 
abdominal PEG tube [type of G-tube], must be 
checked for proper placement by auscultation air 
injected in the tube over the epigastric region."  
However, the policy did not identify any 
instructions of the care or checking of a 
jejunostomy tube.

F 323

SS=D

483.25(h) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident 
environment remains as free of accident hazards 
as is possible��and each resident receives 
adequate supervision and assistance devices to 
prevent accidents.

This REQUIREMENT  is not met as evidenced 
by:

F 323 4/26/16

 Based on interview and document review, the  It is the Policy of the facility to complete 
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facility failed to comprehensively assess safety 
with smoking for 1 of 1 residents (R27) identified 
to be smoking while residing at the facility.

Findings include: 

R27's admission Minimum Data Set (MDS) dated 
2/26/16, identified R27 had intact cognition, used 
a wheelchair for mobility and required limited 
assistance with off-unit locomotion.  

R27's Diagnosis Report dated 3/2/16, identified 
R27 had a diagnosis on admission to the facility 
of, "Personal history of nicotine dependence."  

On 3/14/16, at 9:37 a.m. R27 was being 
interviewed about her bathing choices, she asked 
the surveyor if they had some matches.  R27 
stated she had cigarettes left and wanted 
matches so she could smoke them.  When 
questioned about missing personal items, R27 
responded, "Just my matches."

R27's progress notes were reviewed and 
identified the following entries by staff into R27's 
medical record: 

On 3/13/16, R27 offered staff money to purchase 
cigarettes for her.  The staff reported it to the 
nurse who identified R27 was, "Reminded that 
she has cigarettes in the Med [medication] room/  
Told writer later that she forgot.  Was given one 
cigarette at this time."    

On 3/7/16, R27 stated to staff she, "Had one 
cigarette yesterday in the parking lot..."  The staff, 
"Informed resident on CentraCare's non-smoking 
policy and [R27] stated, 'I know, I know." 

all required Assessments for all residents. 
Resident R-27 was identified as a resident 
who had a history of smoking prior to 
admission and upon admission was not 
smoking while participating in rehab on 
the TCU.  Resident R-27 did begin to 
smoke on 03/05/16 and had again ceased 
smoking on 03/14/16. During the actual 
survey from 03/14/16-03/17/16, Resident 
R-27 was not participating in smoking, 
and had agreed to wear the Nicotine 
patch as part of her smoking cessation 
program. 

A smoking assessment was completed on 
03/22/16 that indicated that Resident R-27 
was safe to participate in smoking 
independently if she elected to smoke 
again.

Although CentraCare Health Monticello is 
a non-smoking facility, the facility will 
comprehensively assess and Care Plan a 
resident who indicates that they may wish 
to smoke while residing in the Care 
Center to maintain safety.

Resident R-27 has discharged to home, 
and currently there are no residents who 
are currently smoking in the facility.  The 
facility will comprehensively assess and 
care plan all residents who indicate that 
they may wish to smoke.

Audits will be conducted and presented to 
the Quality Assurance Committee if a 
resident has been assessed for smoking.

Responsible Person:
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On 3/5/16, R27 was, "Noted to be outside 
smoking this shift," and the staff found cigarettes 
in her room when they searched it.  

R27's care plan dated 3/2/16, identified R27 was 
at risk for falls and, "May be unable to summon 
help in an emergency due to physical or mental 
disabilities," adding R27, "May be unable to 
identify and/or escape a hazardous situation."  
However, R27's care plan lacked any indication 
R27 was currently smoking, or any indication of 
how much assistance she needed to safely 
smoke while at the facility. 

Review of R27's medical record, and progress 
notes identified a comprehensive smoking 
assessment had not been completed to 
determine if R27 was safe to smoke while at the 
facility, either with or without assistance from the 
staff. 

During interview on 3/15/16, at 1:16 p.m. nursing 
assistant (NA)-A stated R27 had asked staff, 
visitors and the care cab driver before for 
cigarettes, at times offering them money to go 
purchase them for her.  NA-A stated R27 had 
been found to have cigarettes in her room before, 
but NA-A added she had never personally 
observed her to be smoking.  NA-A stated R27 
was independent with her locomotion in her 
wheelchair and at times will go outside on her 
own.  Further, NA-A stated R27 had stayed at the 
facility before, and R27's smoking had, "Kinda 
been an issue before," but NA-A was unable to 
recall why it had been of concern on her past 
admissions to the facility.    

When interviewed on 3/15/16, at 1:41 p.m. 
registered nurse (RN)-E stated all residents who 

Director of Nursing
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wished to smoke had to leave the grounds to do 
so.  The facility currently had a resident, R27, 
who still smokes, "Maybe once a week," and 
leaves the premises to do so when staff provide 
her cigarettes from the medication room.  RN-E 
stated the facility had not assessed her ability to 
smoke, including lighting the cigarette and safety 
with ashing or extinguishing the cigarette adding 
when R27 left the grounds to smoke, R27 was 
responsible for her own safety.  Further, RN-E 
stated there was, "Probably a whole lot of tings 
that could happen" to a resident if they were 
smoking and not safe to do so, including, "[R27] 
could burn herself."  

During interview on 3/15/16, at 3:32 p.m. the 
director of nursing (DON) stated the facility had 
no formal policy on how to complete a smoking 
assessment, and added R27 had not been 
comprehensively assessed for safety with 
smoking, despite staff keeping cigarettes for her 
in the medication room, "There was not a formal 
assessment done, no."  Further, the DON stated 
the facility was responsible for R27's safety and 
should have comprehensively assessed her 
ability to smoke, "We have to make that 
assessment."
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