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CMS Certification Number (CCN): 245261   

February 3, 2015

Ms. Judith Sandmann,  Administrator

Wood Dale Home Inc.

600 Sunrise Boulevard

Redwood Falls, Minnesota  56283

Dear Ms. Sandmann:

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 the Minnesota Department of Human

Services that your facility is recertified in the Medicaid program.

Effective January 19, 2015 the above facility is certified for or recommended for:    

  50 Skilled Nursing Facility/Nursing Facility Beds

     

Your facility’s Medicare approved area consists of all 50 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

Health Regulations Division

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

Enclosure (s)

cc:  Licensing and Certification File
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 February 3, 2015

Ms. Judith Sandmann,  Administrator

Wood Dale Home Inc.

600 Sunrise Boulevard

Redwood Falls, Minnesota  56283

RE: Project Number S5261025

Dear Ms. Sandmann:

On December 26, 2014, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard   survey, completed on December 11, 2014.  This survey

found the most serious deficiencies to be isolated deficiencies that constituted no actual harm with potential for

more than minimal harm that was not immediate jeopardy (Level D) whereby corrections were required.

On January 26, 2015, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by

review of your plan of correction to verify that your facility had achieved and maintained compliance with

federal certification deficiencies issued pursuant to a standard survey, completed on December 11, 2014.  We

presumed, based on your plan of correction, that your facility had corrected these deficiencies as of January 19,

2015.  Based on our PCR, we have determined that your facility  has corrected the deficiencies issued pursuant

to our standard survey, completed on December 11, 2014, effective January 19, 2015 and therefore remedies

outlined in our letter to you dated December 26, 2014, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit

with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit. 

Feel free to contact me if you have questions.

Sincerely,

Kate Johnston, Program Specialist

Licensing and Certification Program

Health Regulations Division

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

Enclosure (s)

cc:  Licensing and Certification File
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

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.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit

A. Building

245261

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

WOOD DALE HOME INC 600 SUNRISE BOULEVARD

REDWOOD FALLS, MN 56283

1/26/2015

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 

Completed

01/19/2015 F0156

Reg. # 483.10(b)(5) - (10), 483.10(b)(1) 0156

LSC

ID Prefix

Correction 

Completed

01/19/2015 F0323

Reg. # 483.25(h) 0323

LSC

ID Prefix

Correction 

Completed

01/19/2015 F0356

Reg. # 483.30(e) 0356

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: 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 NO12/11/2014

Form CMS - 2567B (9-92) Page 1 of 1 RQZW12Event ID:

BF/KJ 2/3/2015 10652 2/3/2015
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Certified Mail # 7010 1670 0000 8044 5322

December 26, 2014

Ms. Judith Sandmann,  Administrator

Wood Dale Home Inc

600 Sunrise Boulevard

Redwood Falls, Minnesota  56283

RE: Project Number S5261025

Dear Ms. Sandmann:

On December 11, 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 isolated deficiencies that constitute no actual harm with potential for more than minimal harm that is

not immediate jeopardy (Level D), as evidenced by the attached CMS-2567 whereby corrections are

required.  A copy of the Statement of Deficiencies (CMS-2567) is enclosed.    

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

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

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

separate formal notification of that determination.

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

the following issues:

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

deficiencies before remedies are imposed;

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

contained in that document;   

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

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

attained at the time of a revisit;
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Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute

the attached deficiencies.   

Please note, it is your responsibility to share the information contained in this letter and the results of

this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Brenda Fischer, Unit Supervisor

St. Cloud Survey Team A

Minnesota Department of Health

Midtown Square

3333 Division Street, Suite 212

Saint Cloud, Minnesota  56301-4557

Email: Brenda.fischer@state.mn.us

Phone: (320) 223-7338

Fax: (320) 223-7348

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 January 20, 2015, the Department of Health will

impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

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;

Wood Dale Home Inc

December 26, 2014

Page   2



 - 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.

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.

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

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

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    

 488.417 (a));

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

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

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

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

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

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

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

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

acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

Wood Dale Home Inc
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substantial compliance with the regulations has been attained in accordance with your verification.  A

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

in your plan of correction.

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

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

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

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

occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.

If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,

we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through

the informal dispute resolution process.  However, the remedies specified in this letter will be imposed

for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies

be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the

deficiencies identified at the revisit require the imposition of a higher category of remedy, we will

recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the

required notice before the imposition of a new remedy or informed if another date will be set for the

imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH

MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by March 11, 2015 (three months after the

identification of noncompliance), the CMS Region V Office must deny payment for new admissions as

mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal

regulations at 42 CFR Section 488.417(b).  This mandatory denial of payments will be based on the

failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the

identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the

result of a complaint visit or other survey conducted after the original statement of deficiencies was

issued.  This mandatory denial of payment is in addition to any remedies that may still be in effect as of

this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human

Wood Dale Home Inc
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Services that your provider agreement be terminated by June 11, 2015 (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 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0525

Wood Dale Home Inc
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Feel free to contact me if you have questions related to this letter.

Sincerely,   

   

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota  55164-0900

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118     Fax: (651) 215-9697

Enclosure

cc:  Licensing and Certification File                                       5261s15

Wood Dale Home Inc

December 26, 2014
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Certified Mail # 7010 1670 0000 8044 5322

December 26, 2014

Ms. Judith Sandmann,  Administrator

Wood Dale Home Inc

600 Sunrise Boulevard

Redwood Falls, Minnesota  56283

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5261025

Dear Ms. Sandmann:

The above facility was surveyed on December 8, 2014 through December 11, 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.
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_____________________________________________________________________________________________________________

Minnesota Department of Health • Compliance Monitoring  •   

General Information: 651-201-5000 • Toll-free: 888-345-0823
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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:

Brenda Fischer, Unit Supervisor

St. Cloud Survey Team A

Minnesota Department of Health

Midtown Square

3333 Division Street, Suite 212

Saint Cloud, Minnesota  56301-4557

Email: Brenda.fischer@state.mn.us

Phone: (320) 223-7338

Fax: (320) 223-7348

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 Brenda Fischer at the number or email listed above.   

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,   

   

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118     Fax: (651) 215-9697

Enclosure(s)

cc: Original - Facility

      Licensing and Certification File.      5261s15lic

Wood Dale Home Inc

December 26, 2014
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 

144A.10, this correction order has been issued 

pursuant to a survey.  If, upon reinspection, it is 

found that the deficiency or deficiencies cited 

herein are not corrected, a fine for each violation 

not corrected shall be assessed in accordance 

with a schedule of fines promulgated by rule of 

the Minnesota Department of Health.

Determination of whether a violation has been 

corrected requires compliance with all 

requirements of the rule provided at the tag 

number and MN Rule number indicated below.  

When a rule contains several items, failure to 

comply with any of the items will be considered 

lack of compliance.  Lack of compliance upon 

re-inspection with any item of multi-part rule will 

result in the assessment of a fine even if the item 

that was violated during the initial inspection was 

corrected. 

You may request a hearing on any assessments 

that may result from non-compliance with these 

orders provided that a written request is made to 

the Department within 15 days of receipt of a 

notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On December 8th - 11th, 2014, surveyors of this 

Department's staff visited the above provider, and 

the following correction orders are issued.  When 

corrections are completed, please sign and date, 

make a copy of these orders, and return the 

original to the Minnesota Department of Health, 

Division of Compliance Monitoring, Licensing and 
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Certification Program, 3333 West Division St, 

Suite 212, St Cloud, MN 56301.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 

Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 

receive nursing care and treatment, personal and 

custodial care, and supervision based on 

individual needs and preferences as identified in 

the comprehensive resident assessment and 

plan of  care as described in parts 4658.0400 and 

4658.0405.  A nursing home resident must be out 

of bed as much as possible unless  there is a 

written order from the attending physician that the 

resident must remain in bed or the resident 

prefers to remain in bed.  

This MN Requirement  is not met as evidenced 

by:

 2 830

Based on observation, interview, and document 

review, the facility failed to ensure safe use of a 

rolling wheeled seated walker for 1 of 1 resident 

(R12) with a rolling walker; and failed to ensure 1 

of 3 residents (R30) in the sample received 

adequate supervision and assistive devices to 

prevent accidents. 

Findings include:

WHEELED WALKER:

R12's quarterly Minimum Data Set (MDS), dated 

10/27/14, identified she had intact cognition, 

required extensive assist of one staff for 

transfers, walks in room, corridor, and had no 
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falls since last assessment.

Review of the facility quarterly safety risk 

assessment dated 10/27/14, identified R12 was 

at high risk for falls. The facility functional and 

balance assessment dated 10/27/14, identified 

R12 was able to walk with staff assist and 

required the use of a walker.

During observations on 12/09/14, at 9:03 a.m., 

R12 was observed sitting on a wheeled  walker 

seat, while nursing assistant -A (NA-A) pushed 

R12 backwards from the dining room to R12's 

room which was located at the far end of 100 

wing hallway, which was approximately 100 feet. 

During interview at that time, R12 stated, "My 

arms got tired so I sat down and she pushed me.  

I usually don't sit on there.  I usually walk."  NA-A 

during this time stated she (R12) was tired does 

not walk by herself, so she had R12 sit down on 

the walker and get pushed.   

During interview on 12/9/14, at 3:00 p.m., R12 

stated she ambulates with the wheeled walker in 

the hallway with staff help, when she is tired of 

walking she sits on the walker seat and staff push 

her in the walker.   

The above observation was discussed  on 

12/10/14, at 1:50 p.m., with the physical 

therapist-A (PT-A) who stated the only reason a 

seat was on wheeled walkers was for a resident 

to sit, if they became tired while walking. They 

could stop, put on the walker brakes,  and sit 

down on the seat to rest before walking again. 

PT-A stated it was dangerous to be seated on the 

wheeled walker and pushed backwards.  Seated 

wheeled walker were not to be used as a 

transport device, and only used for mobility

Minnesota Department of Health
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During interview on 12/10/14, at 2:03 p.m., PT-A 

stated she expected staff to provide a wheelchair 

to transport R12 when too tired to walk, and use 

use the walker to transport R12.   

During interview on 12/10/14, at 2:33 p.m., PT-A 

stated the walker R12 used was a Midline Deluxe 

Rolling Walker. 

During interview on 12/11/14, at 8:30 a.m., NA-C 

stated R12 usually ambulated with the wheeled 

walker to the dining room for lunch.  When R12 

became tired while ambulating, she sits down in a 

wheelchair which staff pulled behind while 

ambulating with R12.  

Review of manufacturer ' s instructions for Midline 

Deluxe Rolling Walker dated 1/23/09, safety 

instructions page 5 included the following:  

"Walkers are for individual use only and are NOT 

to be used as a wheelchair. DO NOT attempt to 

move the walker while you or anyone is sitting on 

the seat.

DO NOT self-propel the walker while seated.

Serious injury to you and/or damage to the walker 

frame or wheels may result from improper use.

DO NOT use the seat to transport people or 

objects.  DO NOT use the seat to carry or move 

anything." 

"DO NOT use the walker as a wheelchair."

Operating Instructions page 13 included the 

following: 

Using as a seat: Push the walker into the position 

where you want to sit.

LOCK the brakes BEFORE sitting.

Safety Warnings:  Also See Safety Instructions.

"Before using the seat portion of your walker, 

ALWAYS lock the brakes FIRST.

DO NOT navigate the walker while sitting on the 

seat.  The brakes should always be locked when 

Minnesota Department of Health
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the seat is being used.  Risk of fall and serious 

injury may result if brakes are NOT locked while 

the user is sitting on the seat."

Review of facility policy for Walker, Ambulating 

With, dated 2008, made no mention of using a 

wheeled walkers with a seat as a transportation 

device.

During interview on 12/11/14, at 10:20 a.m., 

director of nursing stated she expected staff not 

to use the seated wheeled walker for transport 

and not to transport the resident backwards.  

Staff should have used a wheelchair when R12 

was tired ambulating and not the wheeled walker 

for transportation which was not safe for R12. 

 PERSONAL ALARM:

R30 had diagnosis that included dementia, 

psychosis, anxiety and depression according to 

facility face sheet.  R30's quarterly Minimum Data 

Set (MDS), dated 10/17/14, identified cognitively 

impairment, required extensive assist of two staff 

for bed mobility and transfers, and had two falls 

since last assessment with no injury. 

The facility quarterly safety risk assessment 

dated 10/17/14,  identified R30 was at high risk 

for falls.  The facility functional and balance 

assessment dated 10/17/14, identified R30 had 

poor balance, and was not steady to stand, walk, 

transfer, or toilet.

During observations on 12/10/14, at 8:40 a.m., 

R30 sat in a wheelchair in the dining room 

feeding self breakfast.  At that time, activity 

aide-A (AA-A) sat down to assist R30 with 

Minnesota Department of Health
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breakfast.  R30 had a personal alarm box in small 

cloth pouch clipped to the back of wheelchair, 

with the alarm cord was clipped to the back of 

wheelchair.  The personal alarm cord was not 

connected to R30.  During interview at that time, 

AA-A stated she not aware of what the personal 

alarm box was for R30. 

During interview on 12/10/14, at 8:44 a.m., 

registered nurse-B (RN-B) confirmed the 

wheelchair personal alarm was not connected to 

R30 and RN-B connected the personal alarm 

cord to the back of R30's shirt.  

R30's care plan dated 10/20/14, identified R30 

was at high risk for falls related to being unaware 

of safety needs, confusion, psychoactive 

medications, wandering, gait/balance problems, 

and incontinence.  The goal was that R30 would 

not sustain serious injury through the review date. 

The interventions for this problem were to keep 

the environment safe with bilateral fall mats on 

the floor, anti-rollback device on wheelchair and 

personal alarm on R30's wheelchair.

Document review of resident incident reports 

from 7/25/14 to 11/29/14, a period of six months, 

revealed R30 had 5 falls with no injury.   Review 

of the most recent fall which occurred on 

11/29/14, at 6:45 p.m., indicated R30 attempted a 

self- transfer out of recliner and fell. The incident 

report identified R30's personal alarm was not in 

place. 

During interview on 12/11/14, at 11:30 a.m., the 

director of nursing identified R30 had a history of 

falls and was a high falls risk. She stated R30 had 

a fall on 11/29/14, and the personal alarm was 

not connected to R30 when the fall occurred.  

She verified the alarms was used as an 

Minnesota Department of Health
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intervention for R30's falls, and expected staff to 

connect and use the personal alarm while R30 

was in a wheelchair.   

SUGGESTED METHOD OF CORRECTION:   

The administrator could  monitor and educate all 

staff to ensure they were aware of potential 

accident hazards, and use equipment per 

manufacture recommendations and implement 

fall intervention. The administrator or designee 

could monitor to ensure compliance.    

TIME PERIOD FOR CORRECTION: Twenty One 

(21) days.

 21426 MN St. Statute 144A.04 Subd. 4 Tuberculosis 

Prevention And Control

(a) A nursing 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.

 21426
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This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to ensure 2 of 5 new hired 

employees (E-M, E-O) received the second step 

of the tuberculin skin tests (TST).  

Findings include:

Review of the employee health records identified 

E-O had hire date of 9/24/14. E-O received first 

step tuberculin skin test on 9/24/14, which was 

read on 9/27/14, as 0 millimeters.  There was no 

evidence that a second step TST was 

administered.

Review of employee health records identified E-M 

was hired on 8/6/14.  The E-M received first step 

tuberculin skin test on 8/6/14, which was read on 

8/8/14, as 0 millimeters.  The second step 

tuberculin skin test was administered on 12/8/14, 

first day of the survey.

Document review of facility tuberculosis 

screening-employees policy dated 2010, revealed 

page 6.31,  " It is the policy of this facility that all 

healthcare workers be tested for tuberculosis 

upon hire and yearly thereafter, unless 

contraindicated.  Initial testing will be a two-step 

procedure with the first dose given prior to 

beginning work and the second  " booster "  dose 

given 7-21 days after the first, if the first dose is 

negative along with an employee risk screening 

tool. "  

During interview on 12/10/14, at 1:00 p.m., 

director of nursing verified E-M and E-O lacked 

second step tuberculin skin tests.  Director of 

nursing stated the facility policy was to administer 
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first step tuberculin skin tests and read the results 

before new hired employees could start work.  

The director of nursing stated she expected the 

second step skin test be administered within two 

weeks of the first test.  Director of nursing verified 

she was responsible for the tuberculosis infection 

control program.

SUGGESTED METHOD OF CORRECTION:   

The director of nursing could ensure new hired 

employees received two step tuberculin skin tests 

timely.  The director of nursing could inservice 

new hired  employees regarding  importance of 

two step tuberculin skin tests and monitor for 

compliance.  

TIME PERIOD FOR CORRECTION: Twenty One 

(21) days.
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