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CMS Certification Number (CCN): 245317   

April 18, 2016

Ms. Megan Diamond,  Administrator

Good Samaritan Society - Comforcare

1201 17th Street NE

Austin, MN  55912

Dear Ms. Diamond:

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 March 31, 2016 the above facility is certified for:    

  45 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 45 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,

          

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112       

Fax: (651) 215-9697   

     
Protecting, maintaining and improving the health of all Minnesotans

An  equal opportunity employer



Electronically delivered

April 18, 2016

Ms. Megan Diamond,  Administrator

Good Samaritan Society - Comforcare

1201 17th Street NE

Austin, MN  55912

RE: Project Number S5317027

Dear Ms. Diamond:

On February 16, 2016, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective March 8, 2016.  (42 CFR 488.422)

This was based on the deficiencies cited by this Department for a standard   survey completed on

January 28, 2016,   and failure to achieve substantial compliance at the Post Certification Revisit (PCR)

completed on March 24, 2016.   The most serious deficiencies at the time of the revisit were found 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 April 5, 2016, 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 March 24, 2016.  We presumed, based on your plan of correction, that your facility had

corrected these deficiencies as of March 31, 2016. Based on our visit, we have determined that your

facility has corrected the deficiencies issued pursuant to our PCR, completed on March 24, 2016, as of

March 31, 2016.  As a result of the revisit findings, the Department is discontinuing the Category 1

remedy of state monitoring effective March 31, 2016.

In addition, this Department recommended to the CMS Region V Office the following actions related to

the remedies outlined in our letter of March 30, 2016.  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 April 28,

2016, 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 April 28, 2016, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective April 28, 2016, is to

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



be rescinded.

In our letter of March 30, 2016,  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 April 28, 2016, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on March 31, 2016, 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.

Feel free to contact me if you have questions.

Sincerely,

          

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112       

Fax: (651) 215-9697   

Good Samaritan Society - Comforcare

April 18, 2016
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Electronically delivered

March 30, 2016

Ms. Megan Diamond, Administrator

Good Samaritan Society - Comforcare

1201 17th Street NE

Austin, MN  55912

RE: Project Number S5317027

Dear Ms. Diamond:

On February 16, 2016, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on January 28, 2016. This survey found

the most serious deficiencies to be a pattern of deficiencies that constituted no actual harm with potential for

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

On March 24, 2016, the Minnesota Department of Health and on March 21, 2016, 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 January 28, 2016.  We

presumed, based on your plan of correction, that your facility had corrected these deficiencies as of March 14,

2016.  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 January 28, 2016.  The deficiency not

corrected is as follows:

F0309 -- S/S: D -- 483.25 -- Provide Care/services For Highest Well Being

The most serious deficiencies in your facility were found 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.

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 April 4, 2016. (42 CFR 488.422)

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:

Protecting, maintaining and improving the health of all Minnesotans

An  equal opportunity employer



• Mandatory Denial of payment for new Medicare and Medicaid admissions effective April 28, 2016.

(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 April 28, 2016.  They will also notify the State Medicaid Agency that they must also deny payment for

new Medicaid admissions effective April 28, 2016.  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, Good Samaritan Society - Comforcare is prohibited from offering or conducting a

Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation Programs for two years

effective April 28, 2016.  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.

APPEAL RIGHTS  

If you disagree with this action imposed on your facility, you or your legal representative may request a

hearing before an administrative law judge of the Department of Health and Human Services, Departmental

Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40, et seq.  You must file

your hearing request electronically by using the Departmental Appeals Board’s Electronic Filing System (DAB

E-File) at   https://dab.efile.hhs.gov no later than sixty (60) days after receiving this letter.  Specific instructions

on how to file electronically are attached to this notice.  A copy of the hearing request shall be submitted

electronically to:

Jan.Suzuki@cms.hhs.gov 

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of October 1,

2014, unless you do not have access to a computer or internet service.  In those circumstances you may call

the Civil Remedies Division to request a waiver from e-filing and provide an explanation as to why you cannot

file electronically or you may mail a written request for a waiver along with your written request for a hearing.  

A written request for a hearing must be filed no later than sixty (60) days after receiving this letter, by mailing

to the following address:

Department of Health & Human Services

Departmental Appeals Board, MS 6132

Director, Civil Remedies Division

330 Independence Avenue, S.W.

Cohen Building – Room G-644

Washington, D.C. 20201

Good Samaritan Society - Comforcare

March 30, 2016
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(202) 565-9462

A request for a hearing should identify the specific issues, 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.  At

an appeal hearing, you may be represented by counsel at your own expense.  If you have any questions

regarding this matter, please contact Jan Suzuki, Principal Program Representative by phone at (312)886-5209

or by e-mail at   Jan.Suzuki@cms.hhs.gov .   

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:

Gary Nederhoff, Unit Supervisor

Minnesota Department of Health

18 Wood Lake Drive Southeast     

Rochester, Minnesota 55904

 Email: gary.nederhoff@state.mn.us

Telephone: (507) 206-2731  Fax: (507) 206-2711

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.  Your

ePoC 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,

Good Samaritan Society - Comforcare

March 30, 2016
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- Submit electronically to acknowledge your receipt of the electronic 2567, your review and

your ePoC submission.

If an acceptable ePoC 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 ePoC 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 ePoC 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 ePoC 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 ePoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, 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 July 28, 2016 (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

Health Regulation Division

P.O. Box 64900

Good Samaritan Society - Comforcare
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St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC 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 electronic 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:

Tom Linhoff, Fire Safety Supervisor

Health Care Fire Inspections

Minnesota Department of Public Safety

State Fire Marshal Division

445 Minnesota Street, Suite 145

St Paul, Minnesota 55101-5145   

Email:   tom.linhoff@state.mn.us

Phone: (651) 430-3012

Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112     Fax: (651) 215-9697 

Good Samaritan Society - Comforcare

March 30, 2016
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 An onsite post certification revisit (PCR) was 
completed on March 25, 2016. The certification 
tags that were corrected can be found on the 
CMS2567B. Also there was one tag not found 
corrected at the time of onsite PCR which is 
located on the CMS2567.  

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.

{F 309}

SS=D

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care.

This REQUIREMENT  is not met as evidenced 
by:

{F 309} 3/31/16

 Based on interview and document review, the 
facility failed to contact the physician for blood 
sugar levels greater than 450, as ordered, for 1 of 
3 residents (R2) reviewed for blood sugar 
monitoring.

Findings include:

R2's Order Summary Report included a diagnosis 
of diabetes mellitus and order's for blood sugar to 
be checked three times a day, also it included 

 Preparation and execution of this 
response and plan of correction does not 
constitute an admission or agreement by 
the provider of the truth of the facts 
alleged or conclusions set forth in the 
statement of deficiencies. The plan of 
correction is prepared and/or executed 
solely because it is required by the 
provisions of federal and state law. For 
the purposes of any allegation that the 
center is not in substantial compliance 

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

03/31/2016Electronically 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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staff to contact the doctor if blood sugar readings 
were less than 70 or greater than 450. On 
3/10/16 R2's morning dose of Lantus insulin was 
increased to eight units daily due to having high 
blood sugar readings.

The American Diabetes Association recommends 
a fasting plasma glucose level of 70-130 (mg/dL= 
Milligrams per Deciliter) and after meals less than 
180 mg/dL.

R2's Medication Administration Record (MAR) 
revealed on 3/11/16 at 5:30 p.m. R2's blood sugar 
was 467 and on 3/17/16 at 5:30 p.m. R2's blood 
sugar was 459. 

R2's progress notes were reviewed with no 
documentation of physician contact regarding 
3/11/16 or 3/17/16 blood sugar levels found.

On 3/25/16 at 10:33 a.m. registered nurse (RN)-A 
was asked if the R2's blood sugar readings of 
467 and 459 had been reported to the doctor and 
RN-A stated, "If I were to talk to the doctor I would 
document it in the progress note."  Again not 
documentation was found in regards to 
notification of the doctor of the blood sugars in 
the 400s. 

On 3/25/16 at 11:17 a.m. the director of nursing 
(DON) stated, "If the documentation isn't in there 
[progress notes], it isn't in there. The doctor will 
just tell us to watch them when it's high."

Focus Audit's completed by the DON which was 
part of the plan of correction having been cited on 
the survey exited 1/28/16 read, "Check the 
resident [R2] and two other diabetic residents to 
ensure appropriate notification of abnormal 

with federal requirements of participation, 
this response and plan of correction 
constitutes the center’s allegation of 
compliance in accordance with section 
7305 of the State Operations Manual

F309 D

R2s physician was notified on 3/31/2016 
at 10:30 am and reviewed blood glucose 
levels.

The MDS coordinators have reviewed all 
residents who require blood glucose 
monitoring to ensure proper physician 
notifications were made when necessary.

The Director of Nursing will provide all 
nurses with reeducation on 3/31/2016 to 
ensure facility policy and procedure for 
physician notification of abnormal glucose 
levels and change in condition protocols.

The Director of Nursing will strengthen the 
audits for R2 and all other residents who 
require blood glucose monitoring to 
ensure appropriate notification of 
abnormal glucose levels was 
communicated to the physician.  These 
audits will be increased to be done daily 
for one month and then weekly times X 4.  
These audits will be done for all blood 
glucose checks done in the facility. 
Results will be taken to quality committee 
for further recommendations.

Completion date will be 3/31/2016.
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glucose levels was communicated to the 
physician." Audit's were completed 3/11/16, 
3/15/16, and 3/22/16 with "yes" box checked for 
each audit date.

On 3/25/16 at 11:30 a.m. the quality assurance 
(QA) coordinator stated all nursing staff were 
trained in reporting blood sugar levels out side of 
parameters to the physician.
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Reg. # Completed 

LSC

ID Prefix Correction
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Electronically delivered

February 16, 2016

Ms. Megan Diamond,  Administrator

Good Samaritan Society - Comforcare

1201 17th Street NE

Austin, MN  55912

RE: Project Number S5317027

Dear Ms.. Diamond:

On January 28, 2016, 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 a pattern of

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

jeopardy (Level E), 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;

Electronic 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;

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. 

Protecting, maintaining and improving the health of all Minnesotans

An equal opportunity employer



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:

   Gary Nederhoff, Unit Supervisor

 Minnesota Department of Health

 18 Wood Lake Drive Southeast     

 Rochester, Minnesota 55904

   Email: gary.nederhoff@state.mn.us

 Telephone: (507) 206-2731         Fax: (507) 206-2711

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 March 8, 2016, the Department of Health will impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.  Your

ePoC 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   

Good Samaritan Society - Comforcare
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  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,

    

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review and

your ePoC submission.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's ePoC

if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has

occurred.

If an acceptable ePoC 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 ePoC 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 ePoC 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 ePoC 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 ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, 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 ePoC, unless it is determined that either correction actually occurred

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

than the latest correction date on the ePoC.

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.

Good Samaritan Society - Comforcare

February 16, 2016

Page   3



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 April 28, 2016 (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 Services

that your provider agreement be terminated by July 28, 2016 (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

   Health Regulation Division

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited deficiencies.

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

Good Samaritan Society - Comforcare

February 16, 2016
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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:

     Tom Linhoff, Fire Safety Supervisor

   Health Care Fire Inspections

   State Fire Marshal Division

   Email:   tom.linhoff@state.mn.us

   Phone: (651) 430-3012  Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

          

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112     Fax: (651) 215-9697   

                  

Good Samaritan Society - Comforcare

February 16, 2016
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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 278

SS=D

483.20(g) - (j) ASSESSMENT 
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the 
resident's status.

A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals.

A registered nurse must sign and certify that the 
assessment is completed.

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment.

Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment; or an individual who 
willfully and knowingly causes another individual 
to certify a material and false statement in a 

F 278 3/8/16

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

02/26/2016Electronically 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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resident assessment is subject to a civil money 
penalty of not more than $5,000 for each 
assessment.

Clinical disagreement does not constitute a 
material and false statement.

This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and interview, the facility 
failed to ensure the Minimum Data Set (MDS) 
included diagnosis of diabetes for 1 of 5 residents 
(R2) reviewed for unnecessary medications. In 
addition, the facility failed to ensure 
documentation supported coding dehydration for 
1 of 1 resident (R68) reviewed for dehydration.  
Findings include: 
R2's quarterly Minimum Data Set (MDS) dated 
11/24/15, section I: active diagnoses, lacked the 
diagnosis of diabetes mellitus. Quarterly MDS's 
dated 8/25/15 and 5/27/15, section I, included a 
diagnosis of diabetes mellitus.

R2's physician orders signed 11/11/15 included a 
diagnosis of "Type 2 Diabetes Mellitus" and 
orders for Novolog Insulin (injectable medication 
to treat diabetes).

On 1/28/15 at 9:42 a.m. registered nurse (RN)-B, 
designated MDS nurse, stated, "In the RAI 
(resident assessment instrument) manual for the 
diagnosis to be coded on the MDS there must be 
physician documentation of the diagnosis in the 
last 60 days and the diagnosis must be active. If 
they don't have it in their dictation notes I can't 
code it. Her [R2] last quarterly was 11/24 and I 
can look back to 9/24. [Physician-A] addressed 
orders in her 11/11 dictation notes, she does not 

 Preparation and execution of this 
response and plan of correction does not 
constitute an admission or agreement by 
the provider of the truth of the facts 
alleged or conclusions set forth in the 
statement of deficiencies. The plan of 
correction is prepared and/or executed 
solely because it is required by the 
provisions of federal and state law. For 
the purposes of any allegation that the 
center is not in substantial compliance 
with federal requirements of participation, 
this response and plan of correction 
constitutes the center�s allegation of 
compliance in accordance with section 
7305 of the State Operations Manual

F 278

R2s MDS was reviewed and amended to 
include the diagnosis of Diabetes.  R68s 
MDS was reviewed and the coding of 
dehydration was removed.  

The MDS coordinators have reviewed all 
residents with the diagnosis of Diabetes 
and Dehydration to ensure the accuracy 
of the MDS.
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list diabetes as a diagnosis. The quarterly on 
8/25; I listed it on the MDS, the 5/27 quarterly 
listed diabetes. [Physician-A] will not address 
anything until the next rounds, we had a lot of 
issues with her [physician-A]."

Centers for Medicare & Medicaid Services 
Long-Term Care Facility Resident Assessment 
Instrument 3.0 User's Manual Version 1.13 dated 
October 2015, section I: Active Diagnoses reads; 
"Intent: The items in this section are intended to 
code diseases that have a direct relationship to 
the resident's current functional status, cognitive 
status, mood or behavior status, medical 
treatments, nursing monitoring, or risk of death. 
One of the important functions of the MDS 
assessment is to generate an updated, accurate 
picture of the resident's current health status." 
Page I-3 indicates, "Medical record sources for 
physician diagnoses include progress notes, the 
most recent history and physical, transfer 
documents, discharge summaries, 
diagnosis/problem list, and other resources as 
available..."
R68's significant change MDS dated 1/4/16 
indicated during the assessment period R2 was 
dehydrated. The associated care area 
assessment (CAA) indicated only symptom of 
dehydration was "newly present constipation, 
fecal impaction" and decrease in fluid intake. 
Progress notes reviewed during the MDS 
assessment period of 12/30/15 through 12/4/15 
lacked documentation of signs and symptoms of 
dehydration.
During an interview on 1/27/16, at 7:55 a.m. 
registered dietician RD indicated she was not 
aware R68 was assessed to have hydration and 
was not aware of any decrease fluid intake from 
baseline.  RD explained dehydration is assessed 

MDS coordinators received education 
from the Director of Nursing on 2/16/2016, 
regarding correct interpretation of the RAI 
Manual for the coding of Dehydration and 
Diabetes. 
 
R2 and any resident with a new diagnosis 
of diabetes or dehydration will be audited 
weekly x4 to ensure accuracy of the MDS.  
Results will be taken to quality committee 
for further recommendations.
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through labs, fluid intake and output, and 
appearance of skin. 
During an interview on 1/27/16, at 8:19 a.m. MDS 
registered nurse (RN)-B stated dehydration was 
coded because resident started taking more 
narcotic pain medication and was eating and 
drinking less. RN-B stated there was not a 
physician's evaluation or diagnosis of 
dehydration. RN-B stated there was not an 
assessment completed for dehydration. 
During an interview on 1/27/16, at 9:56 a.m. 
RN-B indicated after reviewing the direction in the 
RAI manual there was not documentation to 
support the coding of dehydration on the MDS. 
The Resident Assessment Instrument (MDS 
instruction book) included the direction to code 
dehydration on the MDS. "check this item 
[dehydrated] if the resident presents with two or 
more of the following potential indicators for 
dehydration: 1. Resident takes in less than the 
recommended 1500 ml of fluids daily. 2. Resident 
has one or more potential clinical signs of 
dehydration, including but not limited to dry 
mucous membranes, poor skin turgor, cracked 
lips, thirst, sunken eyes, dark urine, new onset of 
confusion or increased confusion, fever, or 
abnormal lab values. 3 Resident's fluid loss 
exceeds the amount of fluids he or she take in."

F 279

SS=D

483.20(d), 483.20(k)(1) DEVELOP 
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care.

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 

F 279 3/8/16
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medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment.  

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practicable physical, mental, and 
psychosocial well-being as required under 
§483.25; and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and record 
review, the facility failed to update the care plan 
to include the use of Coumadin for 1 of 5 
residents (R48) reviewed for unnecessary 
medications.

Findings include:

R48's Admission Record, dated 8/26/15, included 
diagnoses of hemiplegia (paralysis on one side of 
the body) and hemiparesis (weakness of the 
entire left or right side of the body) following 
cerebral infarction (a type of stroke resulting from 
a blockage in the blood vessels supplying blood 
to the brain) and essential hypertension. 

R48's Order Listing Report, dated 1/22/16, 
indicated an order by the physician for Coumadin 
(a blood thinning medication). It stated to give 5 
milligrams (mg) by mouth one time a day every 
Sunday, Monday, Wednesday, Thursday, Friday 
and Saturday.

 F 279

R48s care plan was reviewed and revised 
on 2/24/2016 to include the use of 
anticoagulant medication and monitoring 
for side effects.

All residents on anticoagulant therapy will 
have had their care plan reviewed and 
updated as appropriate.

All nurses will be reeducated on care 
planning for anticoagulation therapy by 
3/8/2016.

Health Information Management Director 
will audit the care plans of R48 and all 
new residents receiving anticoagulant 
therapy weekly x4 to ensure that the 
residents care plan reflects their treatment 
and interventions to monitor side effects.  
Results will be taken to quality committee 
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R48's care plan, dated 8/26/15, did not indicate 
the resident was taking Coumadin nor any 
interventions for possible medication induced 
bleeding, bruising, etc.

R48's Treatment Record, dated 1/1/16 through 
1/28/16 did not indicate that she had been 
receiving Coumadin medication. 

When interviewed on 1/27/16 at 12:44 p.m. 
Registered Nurse (RN)-B stated that the fact R48 
had been receiving Coumadin medication it 
should have been care planned. She stated that 
her care plan should have contained information 
on the risk for bleeding with the use of this 
medication. 

Review of the policy titled Care Plan (issued 
February 2013), it stated that residents would 
receive and be provided the necessary care and 
services to attain or maintain the highest 
practicable well-being in accordance with the 
comprehensive assessment. It stated that each 
resident would have an individualized 
comprehensive plan of care that would achieve 
and maintain the resident's needs.

for further recommendations.

F 280

SS=D

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

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
incapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment.

A comprehensive care plan must be developed 
within 7 days after the completion of the 

F 280 3/8/16
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comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure blood sugar 
monitoring parameters were care planned as 
ordered by the physician for 1 of 5 residents (R2) 
reviewed for unnecessary medications.

Findings Include:

R2's current physician orders signed 1/13/16 
included an order that read, "notify physician if 
blood sugar less than 60 or greater than 450."  
Per physician orders R2's blood sugar was to be 
checked three times daily and as needed for 
hypoglycemia (low blood sugar) symptoms. R2's 
Admission Record revealed a diagnosis of Type 2 
Diabetes Mellitus (metabolic disorder with insulin 
resistance).

R2's medication administration record (MAR), 
treatment administration record (TAR), and care 
plan lacked the physician ordered blood sugar 
parameters. R2's MAR revealed blood sugar 
levels were checked three times a day at 7:30 

 F 280 

R2s care plan was reviewed and revised 
on 2/24/2016 to reflect the physician�s 
parameters for notifying of high and low 
blood sugars.

The MDS coordinators have reviewed all 
residents who receive insulin and to 
ensure parameters were included in the 
care plan/MAR/TAR.

The DNS will provide all nurses with 
reeducation by 3/8/2016 on the facility 
process for obtaining, care planning and 
documenting parameters for blood 
glucose results.

The Director of Nursing will audit the care 
plans for R2 and all residents who are 
diabetic to ensure parameters are 
included in the care plan/MAR/TAR 
weekly x4.  Results will be taken to quality 
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a.m., 11:00 a.m., and 5:30 p.m.

On 1/27/16 at 7:18 a.m. registered nurse (RN)-A 
stated, "She [R2] gets a regular dose of six units 
Lantus [insulin] every am, she also gets Novolog 
eight units every morning plus sliding scale 0-299 
zero, over 300 four units. Blood sugars for every 
meal. I don't think there is parameters, she goes 
up and down, it doesn't say to call the doctor for 
over X amount."

Facility policy, Physician/Practitioner Orders 
dated September 2012 reads: "Maintaining 
Physician/Practitioner Orders 2. 
Transcribing/Processing orders. Orders are 
processed and transcribed into PCC (point click 
care, [electronic medical record]) immediately 
upon receipt of an order...5. eMAR/eTAR 
(electronic medical administration 
record/electronic treatment record) 
administration. Once the order is entered into 
PCC, depending on order category, the order will 
populate the appropriate electronic document 
location within the application."

committee for further recommendations.

F 282

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

F 282 3/8/16

 Based on interview, and document review, the 
facility failed to ensure weights were obtained as 
ordered by the physician for 1 of 5 residents (R2) 

 F 282

R2s weight was checked on 1/27/2016 
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reviewed for unnecessary medications. 

Findings Include:

R2's Admission Record included diagnoses of 
type 2 diabetes, hypothyroidism, anxiety, 
depression, and bullous pemphigoid (rare skin 
condition that causes large fluid filled blisters.)

R2's current physician orders included weekly 
weights per doctor request, Lantus and Novolog 
insulin, Zyprexa (anti-psychotic medication), 
prednisone (corticosteroid medication), and zoloft 
(antidepressant medication).

R2's medication administration record (MAR) 
revealed, "weekly weights one time a day every 
Wednesday for doctor request" signed off 
"administered" for Wednesdays from 12/2/15 
through 1/20/15. 

R2's electronic medical record revealed only two 
weights, December (no date shown) 142.2 
pounds, 1/13/16 143.3 pounds had been 
documented.

On 1/27/16 at 7:18 a.m. registered nurse (RN)-A 
stated, "In POC (point of care) the aides chart 
weights and it should be in PCC (point click care 
[electronic medical record]). She has a weight 
today."

On 1/27/16 at 10:57 a.m. RN-B, a nurse 
manager, reviewed R2's weights and stated, "I 
guess they are not done weekly."

On 1/27/16 at 10:09 a.m. the dietary manger 
stated, "She [R2] is a monthly weight. Everyone 
here is a monthly weight."

and has been stable with no significant 
changes in the past year.

The Dietary Manager will review all 
residents to ensure weight has been 
completed and documented as ordered.

All certified nursing assistants and nurses 
will be reeducated on facility protocols by 
3/8/2016 to ensuring weights are done 
weekly or more frequently per physicians 
order.

The Dietary Manager will audit R2 and all 
other residents weekly x4 and monthly x3 
to ensure weights are completed and 
documented.  Results will be taken to 
quality committee for further 
recommendations.
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R2's physician/facility medical director was 
unavailable to interview in regards to his order for 
weekly weights.

A policy was requested and not provided.

F 309

SS=D

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care.

This REQUIREMENT  is not met as evidenced 
by:

F 309 3/8/16

 Based on interview, and document review, the 
facility failed to contact the physician for blood 
sugar levels greater than 450, as ordered, for 1 of 
5 residents (R2) reviewed for unnecessary 
medications.

Findings Include:

R2's current physician orders signed 1/13/16 
included an order that read, "notify physician if 
blood sugar less than 60 or greater than 450." 
Per physician orders R2's blood sugar was to be 
checked three times daily and as needed for 
hypoglycemia symptoms. R2's Admission Record 
revealed a diagnosis of Type 2 Diabetes Mellitus 
(metabolic disorder with insulin resistance). 

R2's medication administration record (MAR) 

 F 309 

R2s physician was notified and reviewed 
blood glucose levels.

The MDS coordinators have reviewed all 
residents who require blood glucose 
monitoring to ensure proper physician 
notifications were made when necessary.

The Director of Nursing will provide all 
nurses with reeducated by 3/8/2016 to 
ensure facility policy and procedure for 
physician notification of abnormal glucose 
levels and change in condition protocols.

The Director of Nursing will conduct of 
audits for R2 and random other diabetic 
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revealed blood sugar levels were checked three 
times a day at 7:30 a.m., 11:00 a.m., and 5:30 
p.m.  R2's December 2015 MAR revealed five 
blood sugar readings greater than 450. January 
2016 MAR revealed five blood sugar readings 
greater than 450. However, these high readings 
had not been communicated with the physician 
even though a doctors order was in place at 
these times. 

On 1/27/16 at 7:18 a.m. registered nurse (RN)-A 
stated, "She [R2] gets a regular dose of six units 
Lantus [insulin] every am, she also gets Novolog 
eight units every morning plus sliding scale 0-299 
zero, over 300 four units. Blood sugars for every 
meal. I don't think there is parameters, she goes 
up and down, it doesn't say to call the doctor for 
over X amount. She usually is ok when she runs 
high. Functions best at around 250. She may 
have some high readings but she is ok. We don't 
recheck the blood sugar."

On 1/27/16 at 10:57 a.m. RN-B, a nurse 
manager, reviewed R2's progress notes and 
verified the physician was not contacted for the 
10 blood sugars over 450 for the months of 
December and January.

On 1/28/16 at 11:32 a.m. the director of nursing 
stated, "Generally I would expect them [nursing 
staff] to notify the doctor. For anything that read 
high on the meter which is way too high. Some of 
our people [residents] run into the 300's, anything 
higher than that. I would let the physician know 
about 450, 500 range. For [R2] I would expect 
them to contact the physician."

Facility policy, Blood Glucose Monitoring, 
Disinfecting and Cleaning dated September 2012 

resident�s to ensure appropriate 
notification of abnormal glucose levels 
was communicated to the physician.  
These audits will be done weekly X 4 and 
then monthly X 3.  Results will be taken to 
quality committee for further 
recommendations.
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reads: "General Procedures 1. Verify that the 
physician's orders include blood glucose high and 
low parameters and when to notify the resident's 
physician...12. Notify physician if necessary per 
parameters.

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 3/8/16

 Based on observation and interview, the facility 
failed to secure sharps and chemicals from 
cognitively impaired residents from access in 3 of 
3 soiled utility rooms in the facility. 

Findings include:

During initial tour of the Lodge unit on 1/25/16 at 
12:00 p.m. observations were made of the soiled 
utility room. The room was unlocked and  stored 
a large red hazardous waste bucket in the room 
on the floor near the door that contained a 
container of sharps (needles, syringes, etc). 
There was also a large container of bleach wipes 
on top of the counter that was within reach.

Observations were made on 1/26/16 at 7:30 a.m. 
and again at 11:30 a.m. on the Lodge unit, the 
utility room was unlocked and there was a large 

 F 323 

The red hazardous waste bins have been 
put in the locked garage until key pad 
locks can be installed on the soiled utility 
rooms. New keypad locks will be installed 
on all dirty utility rooms to keep hazardous 
waste and cleaning chemicals secured 
from residents by 3/8/2016 and bins will 
be moved into the soiled utility rooms.

All residents were identified as having the 
potential to be affected.

DNS will provide education for all staff 
regarding facility procedure for storage 
and disposal of hazard waste by 3/8/2016.

Environmental Services Director will 
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container of bleach wipes sitting on top of the 
counter near the door as well as a large 
hazardous waste container that contained a 
container of sharps. 

Observations on 1/26/16 at 8:15 am on the 
Healing grace unit, the soiled utility room was 
observed to be unlocked and stored a hazardous 
waste container near the door that contained a 
container of sharps.

Observation on the Garden unit on 1/26/16 at 
10:32 a.m.,  were made of the soiled utility room 
that stored a large hazardous waste container on 
the floor that contained a sharps container. There 
was also a large container of bleach wipes that 
were placed on the counter top. 

There were several cognitively impaired residents 
who resided on these units and potentially had 
access to the sharps and bleach wipes which 
both could cause harm to the resident.  

During a tour with employee-A responsible for 
laundry/housekeeping on 1/27/16 at 9:00 a.m., 
the Healing Grace soiled utility room was found to 
be unlocked. There was a large red bin that 
contained sharps containers in the bin. A tour of 
the Lodge soiled utility room was found to be 
unlocked. It had a large container of bleach wipes 
that were placed on a shelf. There was a large 
red hazardous waste container on the floor that 
contained sharps containers. A tour of the Garden 
unit soiled utility room was found to be unlocked. 
It contained a large red hazardous waste bin in 
the room. It revealed opened sharps containers in 
the bin which were scattered all over the bottom 
of the bin. When asked if there was the potential 
of anyone getting in to this bin, employee-A 

conduct audits to ensure proper storage 
and disposal of hazard waste weekly X 4.  
Results will be submitted to Quality 
Committee for further recommendations.
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stated, "...if someone really wanted to get to the 
needles."

When interviewed on 1/27/16 at 1:30 p.m., the 
Director of Nursing (DON) stated that when 
sharps were to be disposed they were placed in a 
sealed sharps container and then placed in a 
biological waste bin. They were to be picked up 
once a month. The DON stated that until they 
were to be picked up, the sharps were stored in 
the utility rooms.

When interviewed on 1/28/16 at 11:07 a.m., the 
Director of Nursing stated maybe the reason the 
sharps container was open was that it had not 
been shut properly. She stated that they did take 
the biological waste bin that contained all the 
loose needles and placed it in the locked garage. 
They did contact Stericycle to have the bin picked 
up. The DON also stated that the bleach wipes 
found in the soiled utility room should have been 
locked away. She stated that the doors to the 
soiled utility rooms should have been locked. She 
stated that they could certainly find a locked place 
for the sharps containers to be stored in.

Review of the facility policy titled, Needle or 
Sharps Disposal (revised 6/2014), it stated that 
sharps devices such as needles would not be 
discharged in the regular trash. It stated that 
proper needle disposal containers would be used 
for disposal. 

A policy on hazardous chemicals was requested 
but none provided.

F 328

SS=D

483.25(k) TREATMENT/CARE FOR SPECIAL 
NEEDS

F 328 3/8/16
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The facility must ensure that residents receive 
proper treatment and care for the following 
special services:
Injections;
Parenteral and enteral fluids;
Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;
Tracheal suctioning;
Respiratory care;
Foot care; and
Prostheses.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure proper 
administration of an insulin pen for 1 of 1 resident 
(R48) reviewed for insulin administration.
Findings include:
R48 had been observed on 1/27/16 at 7:45 a.m., 
Licensed Practical Nurse (LPN)-B entered their 
room to give insulin injection. LPN-B introduced 
herself, washed her hands and prepared the 
supplies needed in order to get a blood sugar 
reading and then administer insulin using a 
Novolog FlexPen (pre-filled syringe with insulin). 
LPN-B then proceeded to take R48's blood sugar 
reading. LPN-B got a reading of 179. She stated 
based on that reading that R48 was to be given 
an extra two units of Novolog (a fast-acting insulin 
that works very quickly) insulin due to an order for 
a sliding scale dosing schedule (used in order to 
calculate how much insulin to give based on a 
particular blood sugar reading). LPN-B took the 
cap off of the insulin pen and wiped with an 
alcohol pad. She then affixed a needle to the pen. 
LPN-B then proceeded to draw up fourteen units 
of insulin in the pen. LPN-B wiped an area on 

 F 328

R3 immediate re-education was provided 
for the nurse identified (LPNB) by the staff 
development nurse on the correct use of 
an insulin pen on 2/29/2016 date.

All residents using an insulin pen were 
identified as being at risk. 
 
Staff education for all nurses will be 
completed by 3/8/2016 on procedure for 
using insulin pens.
Staff Development nurse will conduct 
observation audits of insulin 
administration using insulin pens for R3 
and random other residents.  These 
audits will be done twice a week for four 
weeks. Results will be taken to quality 
committee for further recommendations.
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R28's  left arm and administered the insulin.  
When asked on 1/27/16 at 7:50 a.m., why she did 
not prime the insulin pen, LPN-B stated that she 
was not sure if she needed to prime the FlexPen 
(a procedure that is performed that releases a 
small amount of insulin into the pen to help get rid 
of air bubbles that may be in the pen and needle. 
Air bubbles can affect the flow of insulin and 
accurate dose injected) before each 
administration or not. LPN-B stated that she knew 
that the nursing staff would prime the insulin pens 
when there was a new insulin pen but not after an 
insulin pen had already been used the first time. 
When interviewed on 1/28/16 at 11:07 a.m., the 
Director of Nursing (DON) stated that the nursing 
staff was supposed to prime the pens 
(FlexPen)according to the manufacturer's 
instructions. She stated that the insulin pens 
(FlexPen) were recently introduced in to the 
facility and have been present for the past five to 
six months. The DON stated when the pens first 
arrived she went over the instructions with the 
nursing staff that was present that day of the 
education. She stated that the nurses that were 
present for that education would then pass on the 
instructions to the rest of the nursing staff who 
were not present. 
When asked for a policy on insulin pens, the 
DON provided a copy of the instructions that were 
used in order to education the nursing staff when 
the insulin pens first arrived at the facility. How to 
Use Insulin Pens (no date) stated to look at the 
dose window and turn the dosage know to 2 (two) 
units. It stated to hold the pen with the needle 
pointed upwards, press the button until at least a 
drop of insulin appeared. This was called  the 'air 
shot' or safety shot. Repeat this step if needed 
until a drop appeared.
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F 329

SS=D

483.25(l) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS

Each resident's drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without adequate 
indications for its use; or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued; or any 
combinations of the reasons above.

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record; and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs.

This REQUIREMENT  is not met as evidenced 
by:

F 329 3/8/16

 Based on interview and document review, the 
facility failed to ensure ongoing monitoring of 
therapeutic blood levels of long term use of 
thyroid medicaiton for 1 of 5 residents (R3) 
reviewed for unnecessary medications. 

Findings include:
R3 had a diagnosis of hypothyroidism that 

 F 329

The physician for R3 was notified and 
ordered yearly TSH level every February 
and care plan was updated.

MDS nurses will review labs of residents 
taking thyroid stimulating hormones and 
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required long-term medication treatment of 
levothyroid that required routine lab monitoring for 
therapeutic levels of the thyroid stimulating 
hormone (TSH). Also a TSH level was not 
obtained to determine effectiveness of the thyroid 
medication prior to adding an antidepressant 
medication to R3's medication regimen. 
R3 was admitted to the facility on 3/4/15 with 
diagnoses that included hypothyroidism (low 
thyroid function) according to the facility 
Admission Record. R3's record indicated last 
TSH blood level was within normal range at 3.1 
mlU/L  (milli-international units per liter) obtained 
on 7/21/14.
R3's hospital discharge summary dated 3/4/15 
included, "Hypothyroidism. Clinically euthyroid. 
Levothyroxine (replacement for hormone normally 
produced by the thyroid) 75 micrograms (mcg) 
once daily will be considered."  
R3's current signed physician orders included 
levothroid 75 micrograms (mcg) one time daily for 
hypothyroidism.  Physician orders also included 
antidepressant Zoloft.  
R3's physician visit dated 5/1/15 included, 
"hypothyroidism. Continue levothyroxine. Labs 
are followed."  The visit note further read, "She 
[R3] is more weepy today and emotional. 
Daughters report that they have noted more 
anxiety." The physician indicated diagnosis of 
depression/anxiety and initiated Zoloft 25 mg. It 
was not evident in the record, a TSH level was 
obtained to determine effectiveness of the thyroid 
medication prior to the initiation of the 
antidepressant as low thyroid hormone can cause 
symptoms of depression. 
R3's physician visit dated 7/1/15 reported, 
"Hypothyroidism. Continue levothyroxine. Annual 
labs will be ordered at next certification visit."
R3's physician visit dated 9/2/15 reported, 

contact their primary physicians for lab 
parameters for their residents as 
appropriate.

Director of Nursing will provide 
reeducation for all nurses by 3/8/2016 
regarding reviewing, monitoring and 
reporting labs to physicians.

The nurse managers will review labs for 
all residents taking thyroid stimulating 
hormones and make sure that they have 
current labs. Audits will be done weekly 
x4.  Results will be taken to quality 
committee for further recommendations.
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"Hypothyroidism.  Her last TSH was at goal."  The 
visit note reported R3 becomes weepy when 
talking about husband. It was not evident the 
annual TSH labs were ordered or obtained as per 
the 7/1/15 visit note. 
R3's physician visit dated 11/4/15 reported, 
"Hypothyroidism. Her last TSH was at goal within 
the year."  The visit note also indicated R3 had a 
weight loss of four pounds in six months. The 
record did not reflect a TSH level had been 
obtained since 7/21/14.
R3's Zoloft increased to 50 mg daily on 11/13/15 
for increased signs and symptoms of depression. 
It was not evident in the record; a TSH level was 
obtained to determine effectiveness of the thyroid 
mediation prior to the increase of the 
antidepressant medication. 
R3's physician visit dated 1/6/16 reported, 
"History of hypothyroidism.  She has an annual 
TSH that has been at goal." According to the 
record, the last TSH obtained was 7/21/14.
During an interview on 1/28/16, at 9:50 a.m. the 
director of nursing (DON) indicated the facility 
does not have standing orders for laboratory 
monitoring and stated the physician handles all of 
the labs as needed.  The DON explained nursing 
suggests labs when needed. 
During an interview on 1/28/16, at 11:43 a.m. the 
consulting pharmacist (CP) stated, TSH levels 
are typically done annually, but really depends on 
the person. CP stated, generally if someone has 
a diagnoses of hypothyroidism a TSH level 
should be checked prior to starting someone on 
an antidepressant. 
The physician was not available for an interview 
to determine the lack of TSH level for past 18 
months to determine if thyroid level 
subtherapeutic which could cause depression 
symptoms. 
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Facility policy Laboratory Services dated 
September 2012 included, "Clinical laboratory 
services will be provided or obtained to meet 
resident needs. The center assumes the 
responsibility for the quality, standards and 
timelines of these services."
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