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On May 5, 6, 7 and 8, 2014 a standard survey was conducted and determined the facility was in substantial compliance with
Federal participation requirements for skilled nursing facilities and/or nursing facilities in the Medicare and/or Medicaid

programs. Refer to the CMS 2567 for both health and life safety code along with the plan of correction. Post Certification
Revisit (PCR) N/A.

Effective May 8, 2014, the facility is certified for 80 skilled nursing facility beds.
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 4912
May 21, 2014

Mr. David Nelson, Administrator
St Francis Home

2400 St Francis Drive
Breckenridge, Minnesota 56520

RE: Project Number S5265023
Dear Mr. Nelson:

On May 8, 2014, 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 no more than minimal harm (Level C), as evidenced by the
attached CMS-2567 whereby corrections are required. Copies of the Statement of Deficiencies
(CMS-2567) and Form A are 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:

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;

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.

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



St Francis Home
May 21, 2014
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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:

Gail Anderson, Unit Supervisor
Minnesota Department of Health
1505 Pebble Lake Road, Suite 300
Fergus Falls, Minnesota 56537-3858

Phone: (218) 332-5140
Fax: (218) 332-5196

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
aceptable, 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.
The state agency may, in lieu of a revisit, determine correction and compliance by accepting the

facility's PoC if the PoC is reasonable, addresses the problem and provides evidence that the corrective
action has occurred.



St Francis Home
May 21, 2014
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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. 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 a facility may be conducted to verify that compliance
with the regulations has been attained. If a revisit is conducted, it will occur after the date you
identified that compliance was achieved in your plan of correction.

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




St Francis Home
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Please note that the failure to complete the informal dispute resolution process will not delay the dates

specified for compliance or the imposition of remedies.

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

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

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

Sincerely,

Yol Tacatly

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

Enclosure

cc: Licensing and Certification File

5265s14.rtf
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 356 | 483.30(e) POSTED NURSE STAFFING F 356| Policy amended to include that Nursing ‘5= 28 14
88=C | INFORMATION Staff hours will be changed prior to

the start of each shift,
A new scheduling format created to

The facility must post the following information on reflect the total number and the

ada"}."baSiS: actual hours of RN's, LPN's, and

o Facility name. NAR's per shift that are responsible
o The current date. for resident care.

0 The total number and the actual hours worked THe staffing hours will be placed on

each neighborhood in a binder

by the following categories of licensed and accessible to the residents and
unlicensed nursing staff directly responsible for visitors. ents an
resident care per shitt; To assure compliance random audits will

- Registered nurses, be completed on all three shifts-34

- Licensed practical nurses or licensed days a week X 3 weeks, then weekly X
vocational nurses (as defined under State law). 3 wooks, then once a month for 3

- Certified nurse aldes months., The rgsuTts will be reviewed

: by the QA Committee

o Resldent census.
RESPONSIBLE: DON, Staff Coordinator,
The facility must post the nurse staffing data RN Charges

specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readahle format,

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the puhlic
for review at a cost not to exceed the community
standard.

The faciﬁty must malntaln the posted daily nurse ' i\é} g \ } g”
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, lntervlew and document
review, the facility failed to accurately post the
required nursing staff Infarmation which included
actual hour /s,gf shifts w?rﬁéd by each category of

LABORATORY PIRECTORE OR PPLIER REPRESENTATIVE'S SIGNATURE TLE 7/ {X6) DATE
/P( b[éﬁ /?ﬁ/mwlﬂm / ‘// /

Any deﬂcienky/sf' tement endlng wlth/m asterlsk\(*)’deﬁ“ tes a deficiency which the Institution may be excused from correc lng providing it Is delermtned that
other safeguards provide sufficient protection 1o the patients. {(See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followlng the date of survey whether or not a plan of correction Is pravided. For nursing hormes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facllity. If deficlencies are cned an approved plan of correction Is req/flte fo continued

program participation. - !

FORM CMS-2567(02-99) Previous Verslons Obsolete Event iD:R69M11 Facility ID: 00818 i~ j‘v/ﬁ”‘f eéﬁﬁup’ﬁon sheet Page 10f2
\Q f\,,/
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(X2) MULTIPLE CONSTRUCTION
A. BUILDING
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ST FRANCIS HOME
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2400 ST FRANCIS DRIVE
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(X4) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION

(X5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPR
DEFICIENCY)

|ATE DATE

F 356

Continued From page 1

nursing staff. This had the potential to affect all 75
residents and visitors to the facility.

Findings include:

On 5/5/14 at 12:45 p.m., the facility form titled,
Report of Nursing Staff Directly Responsible for
Resident Care, was observed printed on an 8
1/2x11 inch paper in a blue frame, affixed to a
bulletin board on the left side of the Social
Service office and across from the Beauty and
Barber shop. The form identified the shifts the
categories of nursing staff worked as DAY, PM
and NOC, However, the posting lacked
identification of the actual shift hours worked by
each category of nursing staff directly responsible
for resident care.

Review of previous daily staff postings dated from
4/1/14 to 5/5/14 also lacked the information of
actual shift hours worked for staff directly
responsible for resident care.

On 5/5/14 at 1:15 p.m. the director of nursing
(DON) verified the nursing staff posting was not
broken down to specific shifts because the facility
had several different start and end times worked
by the nursing staff and this resulted in staggered
shifts. At 3:33 p.m., DON stated the breakdown of
nursing staff hours are posted in the nurses'
stations and confirmed that if residents or visitors
desired to review the information, it would be
necessary for them to ask facility staff.

The facility policy titled, Nursing Staff Hours
Policy, dated 1/12, indicated the posting of
nursing hours was to inform the residents and
family members of numbers of registered nurses,
licensed practical nurses and nursing assistants
that are present in the building to care for
residents on all three shifts.

F 356

FORM CMS-2567(02-99) Previous Versions Obsolete Event {D: R6SM11

Facility ID: 00818 If continuation sheet Page 2 of 2
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ST FRANCIS HOME 2400 ST FRANCIS DRIVE
BRECKENRIDGE, MN 56520

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMDF}TEg ION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

K 000! INITIAL COMMENTS K000

FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division. At the time of this survey St
Francis Home 01 Main Building was found 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
Code (LSC), Chapter 18 New Health Care.

This facility was surveyed as one building.

St Francis Home is part of the St Francis
Healthcare Campus. It was built in 2005, is a
1-story building, without a basement and was
determined to be Type V (111) construction. It is
separated from St Francis Healthcare Center with
3- hour fire barriers and is divided into 4 smoke
zones with 1-hour fire barriers.

The entire building is completely protected by an
automatic fire sprinkler system equipped with
quick response sprinkler heads. The Automatic
Fire Sprinkler system has been installed in
accordance with NFPA 13 Standard for the
Installation of Sprinkler Systems 1999 edition.
The facility has a manual fire alarm system with
smoke detectors throughout the corridor system,
in areas open to the corridors, and common
areas. The Fire Alarm System has been installed
in accordance with NFPA 72 "The National Fire

| Alarm Code" 1999 edition. Hazardous areas have
automatic fire detectors that are into the fire
alarm system and all sleeping rooms have smoke
detectors that alarm outside the rooms and at the

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

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

FORM CMS-2567(02-99) Previous Versions Obsolete R69M21 if continuation sheet Page 1 of 2
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nurse's station that serves that room in
accordance with the Minnesota State Fire Code

| 2007 edition.

The facility has a capacity of 80 beds and had a
census of 75 at the time of the survey.

The requirement at 42 CR, Subpart 483.70(a) is
MET.
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 4912
May 21, 2014

Mr. David Nelson, Administrator
St Francis Home

2400 St Francis Drive
Breckenridge, Minnesota 56520

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5265023
Dear Mr. Nelson:

The above facility was surveyed on May 5, 2014 through May 8, 2014 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the
survey team from the Minnesota Department of Health, Compliance Monitoring Division, noted one or
more violations of these rules that are issued in accordance with Minnesota Stat. section 144.653
and/or Minnesota Stat. Section 144A.10. If, upon reinspection, it is found that the deficiency or
deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

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

The State licensing orders are delineated on the attached Minnesota Department of Health order form
(attached). The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

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

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



St Francis Home
May 21, 2014
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PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES
ONLY. THIS WILL APPEAR ON EACH PAGE.

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

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

Gail Anderson, Unit Supervisor
Minnesota Department of Health
1505 Pebble Lake Road, Suite 300
Fergus Falls, Minnesota 56537-3858

Phone: (218) 332-5140
Fax: (218) 332-5196

We urge you to review these orders carefully, item by item, and if you find that any of the orders are
not in accordance with your understanding at the time of the exit conference following the survey, you
should immediately contact Gail Anderson at (218) 332-5140.

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

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

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

Sincerely,

ok Maatd

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

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

cc: Original - Facility
Licensing and Certification File
5265s14lic.rtf
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ST FRANCIS HOME

21426) MN St. Statute 144A.04 Subd. 4 Tuberculosis 21426
Prevention And Control

(a) Anursing home provider must establish and
maintain a comprehensive tuberculosis
infection control program according to the most
current tuberculosis infection control guidelines
issued by the United States Centers for Disease
Control and Prevention (CDC), Division of
Tuberculosis Elimination, as published in CDC's
Morbidity and Mortality Weekly Report (MMWR),
This program must include a tuberculosis
infection control plan that covers all paid and
unpaid employees, contractors, students,
residents, and volunteers. The Department of
Health shall provide technical assistance
regarding implementation of the guidelines.

(b) Written compliance with this subdivision must
be maintained by the nursing home.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the facility
failed to ensure symptom screening for active
tuberculosis (TB) had been completed for 5 of 5
newly admitted residents(R11, R24, R70, R88,
R85) in the sample.

Findings include:

Review of the medical record revealed R11 had f?ll/g
been admitted to the facility on 10/15/2013 and “/(/4/ O
received a tuberculin skin test(TST) at that time. My 0§2
However, the record lacked documentation of D 0/4

. L EI6p .
symptom screening for active TB on admission. e’gugof/yé

(X6) DATE
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Y Voos Mol il Shante Qz{m
. 6899 RBIM 11 If continuation shee’ 1 of'3




Minnesota Department of Health

PRINTED: 05/21/2014

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

00818

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 05/08/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2400 ST FRANCIS DRIVE
BRECKENRIDGE, MN 56520

ST FRANCIS HOME

(X4) ID
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(XS)
COMPLETE
DATE

21426

Continued From page 1

Review of the medical revealed R24 had been
admitted to the facility on 05/02/13 and received a
TST at that time. However, the medical record
lacked documentation a TB symptom screening
evaluation done.

R70's medical record revealed the R70 received
a TST on 4/7/14, which was interpreted on 4/9/14.
A second step TST was administered on 4/21/14,
and interpreted on 4/23/14. However, R70's
record lacked documentation of screening for
specific symptoms of tuberculosis.

R85's medical record revealed R85 had received
a TST on 2/12/13, which was interpreted on
2/14/14. A second step TST was administered on
2/26/13, and interpreted on 2/28/13. However,
R85's record lacked documentation of screening
for specific symptoms of tuberculosis.

R88's medical record revealed the resident had a
tuberculin skin test (TST) administered on 9/7/14
and interpreted on 9/9/12. The second step TST
was administered on 9/12/12 and interpreted on
9/23/14. However, R88's record lacked
documentation of screening for specific
symptoms of tuberculosis.
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On 5/6/14 at 4:00 p.m. RN-A verified the facility
had not completed symptom screening to assess
for TB in residents. RN-A further indicated the
facility had a new form for TB assessment,
however it was not presently in use.

During interview on 05/07/2014, at 12:00 p.m. the
director of nursing (DON) stated the facility had
not implemented the symptom screening for
active symptoms for TB it until yesterday (during
survey).

The facility's policy/procedure titled Infection
Prevention, Admission TB screening Tool, dated
02/2013, directed staff to complete tuberculosis
symptom questionnaire for all newly admitted
residents to identify active or latent symptoms of
TB.

Suggested Method for Correction: The
administrator or designee could review the
facility's system to ensure newly admitted
residents receive the tuberculin risk assessment,
symptom screening in accordance with state rule
and Centers for Disease Control guidelines.
Revise the system as needed and educate staff
on the system in place. Monitor and review the
implementation of TB surveillance and adjust the
system as needed.

Time Period for Correction: Twenty-one (21)
days.
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