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E 000 Initial Comments E 000

 On 3/21/22 through 3/24/22, a survey for 
compliance with Appendix Z, Emergency 
Preparedness Requirements, §483.73(b)(6) was 
conducted during a standard recertification 
survey. The facility was IN compliance.

The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form.  Although no plan of 
correction is required, it is required that the facility 
acknowledge receipt of the electronic documents

 

F 000 INITIAL COMMENTS F 000

 On 3/21/22 through 3/23/22, a standard 
recertification survey was conducted at your 
facility. A complaint investigation was also 
conducted. Your facility was found to be NOT in 
compliance with the requirements of 42 CFR 483, 
Subpart B, Requirements for Long Term Care 
Facilities. 

The following complaint was found to be 
UNSUBSTANTIATED: H5376033C (MN80515). 

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Departments 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 
onsite revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained.

 

F 641 Accuracy of Assessments F 641 4/30/22
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/23/2022Electronically Signed
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 641 Continued From page 1 F 641
CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  
The assessment must accurately reflect the 
resident's status.
This REQUIREMENT  is not met as evidenced 
by:

SS=B

 Based on observation, interview and document 
review, the facility failed to ensure the Minimum 
Data Set (MDS) assessment was accurately 
coded for restraints for 4 of 4 residents (R9, R20, 
R22, R18) when the MDS indicated the use of 
bed rail restraints when restraints were not being 
used. 

Findings include: 

R9's Resident Face Sheet printed 3/23/22, 
identified diagnoses including anxiety disorder, 
dementia without behavioral disturbance and 
adult failure to thrive. 

During an observation on 3/21/22, at 2:39 p.m. 
R9's bed was observed to have two grab bars. 

R9's significant change Minimum Data Set (MDS) 
assessment dated 12/31/21 indicated in the MDS 
section restraints and alarms that R9 used a bed 
rail daily. 

R9's medical record was reviewed and lacked 
any evidence R9's grab bars were used as a 
restraint.  

R9's physical restraint care area assessment 
(CAA) dated 1/7/22 included, "[R9] has bilat [sik] 
grab bars, less than half the length of the bed, 
which she uses for positioning and balance 
during repositioning and care in bed. They do not 

 The MDS coordinator modified R9’s MDS 
with ARD of 12/31/21. The modification 
will include coding item P0100A bed rail 
as not used.
The MDS coordinator modified R20s MDS 
with ARD of 2/15/22. The modification will 
include coding item P0100A bed rail as 
not used.
The MDS coordinator modified R22’s 
MDS with ARD of 3/11/22. The 
modification will include coding item 
P0100A bed rail as not used.
The MDS coordinator modified R28’s 
MDS with ARD of 3/10/22. The 
modification will include coding item 
P0100A bed rail as not used.
The MDS coordinator was re-educated on 
accurately coding section P0100A on 
3/22/22 by the Director of Quality. All 
residents who utilize “bed rails” will have 
section P of their MDS reviewed going 
back three months for accuracy by the 
MDS coordinator. MDS audits will be 
completed by the Administrator or 
designee, 2 records will be audited per 
week for 2 weeks then 1 record weekly for 
2 weeks, then 2 records per month 
ongoing for coding accuracy. The auditing 
results will be reported at the quarterly 
QAPI meetings for recommendations and 
ongoing monitoring.
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F 641 Continued From page 2 F 641
restrict her vision or ability to get out of bed, 
enhancing movement in bed ..."

During an interview on 3/23/22, at 10:39 a.m. 
registered nurse (RN)-A verified R9's significant 
change MDS dated 1/7/22, was coded as R9 had 
a bed red that was used daily as a restraint.

R20's Resident Face Sheet printed 3/23/22, 
identified diagnoses including anxiety disorder, 
dementia with behavioral disturbance and major 
depressive disorder. 

During an observation on 3/21/22, at 3:01 p.m. 
R20's bed was observed to have two grab bars. 

R20's quarterly Minimum Data Set (MDS) 
assessment dated 2/15/22 indicated in the MDS 
section restraints and alarms that R20 used a 
bed rail daily. 

R20's medical record was reviewed and lacked 
any evidence R20's grab bars were used as a 
restraint.  

R20's General Nurse's Observation dated 
11/24/21 included, " ...The resident grabs onto the 
bars independently when turning and 
repositioning ...The mobility bars do not impede 
the resident's freedom of movement or obstruct 
her view ..."                              

During an interview on 3/23/22, at 10:39 a.m. 
RN-A verified R20's quarterly MDS dated 2/15/22, 
was coded as R22 had a bed red that was used 
daily as a restraint.

R22's Resident Face Sheet printed 3/23/22, 
FORM CMS-2567(02-99) Previous Versions Obsolete TDF311Event ID: Facility ID: 00917 If continuation sheet Page  3 of 13
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F 641 Continued From page 3 F 641
identified diagnoses including dementia without 
behavioral disturbance and major depressive 
disorder. 

During an observation on 3/21/22, at 2:34 p.m. 
R22's bed was observed to have two grab bars. 

R22's significant change/5-day Minimum Data 
Set (MDS) assessment dated 3/11/22, indicated 
in the MDS section restraints and alarms that R22 
used a bed rail daily. 

R22's medical record was reviewed and lacked 
any evidence R22's grab bars were used as a 
restraint.  

R22's physical restraint care area assessment 
(CAA) dated 2/9/22 included, "[R22] uses mobility 
bars to assist her with bed mobility and transfers. 
The bars do not impede her ability to get up from 
the bed so do not functions as restraints ..."

During an interview on 3/23/22, at 10:39 a.m. 
RN-A verified R22's significant change/5-day 
MDS dated 3/11/22, was coded as R22 had a bed 
red that was used daily as a restraint.

R28's Resident Face Sheet printed 3/23/22, 
identified diagnoses including bipolar disorder, 
borderline personality disorder and anxiety 
disorder, dementia with behavioral disturbance 
and major depressive disorder. 

During an observation on 3/21/22, at 2:37 p.m. 
R28's bed was observed to have no grab bar or 
bed rails on her bed.  

R28's annual Minimum Data Set (MDS) 
assessment dated 3/10/22 indicated in the MDS 
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F 641 Continued From page 4 F 641
section restraints and alarms that R28 used a 
bed rail daily. 

R28's medical record was reviewed and lacked 
any evidence R28 had grab bars or a bed rail. 

R28's General Nurse's Observation dated 
10/1/201 included, " ...She does not have grab 
bars on her bed and has no interest in them ..." 

During an interview on 3/23/22, at 10:39 a.m. 
RN-A verified R28's annual MDS dated 3/10/22 
was coded as R28 had a bed red that was used 
daily as a restraint. RN-A stated she was in error 
about the definition of a restraint. RN-A stated 
she thought the mobility rails counted as bed 
rails, she was just saying there was a bed rail in 
place for the resident and did not mean to count it 
as a restraint. RN-A stated she thought she would 
get into trouble if she did not mark the bed rail. 
RN-A verified R9, R20, R22 and R28's MDS's 
were coded in error to reflect restraints. 

The Centers for Medicare and Medicaid Services 
(CMS) Long-Term Care Facility Resident 
Assessment Instrument 3.0 User's Manual, dated 
10/2019, identified a section labeled, "Section 
P0100: Physical Restraints" Physical restraints 
are any manual method or physical or mechanical 
device, material or equipment attached or 
adjacent to the resident's body that the individual 
cannot remove easily, which restricts freedom of 
movement or normal access to one's body.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

F 812 4/30/22
SS=F
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F 812 Continued From page 5 F 812

§483.60(i)(1) - Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities.
(i) This may include food items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations.
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices.
(iii) This provision does not preclude residents 
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 
serve food in accordance with professional 
standards for food service safety.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure their hot water 
temperature dishwasher had hot enough water to 
sanitize the dishes for all 27 residents who ate 
food from the kitchen. In addition, the facility 
failed to ensure perishable food items were 
discarded when past their expiration dates for 3 
of 3 kitchen refrigerators and 1 of 2 walk-in 
coolers. Also, the facility failed to ensure 
perishable items were dated, labeled and not 
stored beyond their expiration date for 1 of 2 
dinette refrigerators. 

Findings include:  

During observation on 3/21/22, at 1:19 p.m. 
dietary aide (DA)-A ran a load of dishes through 
the facility's hot water temperature dishwasher. 
There was a soap dispenser and a rinse aide 
piped into the dishwasher. The dishwasher's 

 On 3/21/2022 the dietary department 
started using Sunburst No-BAC detergent 
and disinfectant according to label 
directions to disinfect all of the silverware, 
cups, tableware, and cookware. The 
disinfecting protocol and alerting 
maintenance immediately is in place and 
to be utilized anytime dish machine 
temperatures do not reach 160 F. Dietitian 
educated dietary staff to test dishwasher 
temperature after each meal and before 
running dirty dishes. Staff were 
re-educated on proper dishwasher 
temperatures and to use dishwasher 
temperature log as their guide. Dish 
machine temperature audits will be 
completed by the Administrator or 
designee 2 times per week for 2 weeks, 
then 1 time per week for 1 month, then 1 
time per month ongoing to ensure 
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F 812 Continued From page 6 F 812
thermometer did not read throughout the wash. 
DA-A stated the thermometer had been broken 
for about a month. Instead, they relied on a 
dishwasher thermometer disc, which was placed 
on the rack and run through a few times a day to 
ensure the hot water reached an appropriate 
level. DA-A ran a rack of dishes through and the 
thermometer read 122 degrees Fahrenheit (F). A 
second load ran at 128 degrees F. DA-A stated 
an earlier load had read at 130 degrees. DA-A 
stated 120 degrees was how hot it needed to be. 
A label on the machine identified if using hot 
water to sanitize, the temperature needed to 
reach 180 degrees for final sanitizing rinse 
minimum and rinse tank minimum temperature 
should be 160 degrees. Therefore, the 
temperature the thermometer should read when 
placed on the rack would be a minimum of 160 
degrees. DA-A did not know why the label 
indicated their thermometer should read 160 
degrees. DA-A was shown a Dishwasher 
Temperature Log, which was posted on the wall 
and indicated the minimum temperature for the 
dishwasher should be at least 160 degrees. DA-A 
stated it only needed to be 120 degrees. DA-A 
stated the dishes which had just been run through 
the machine belonged to their assisted living and 
not the skilled nursing facility. The soap and rinse 
aide which were piped into the dish machine were 
noted to be, Sunburst Applause Heavy Duty 
Warewash detergent and Sparkle drying agent. 
Neither contained any chemical sanitizer, which 
was verified by DA-A. 

The Dishwasher Temperature Log for March 
2022, identified a final rinse temperature below 
160 3 times, each on the evening shift. 

During an observation on 3/21/22, at 1:56 p.m. 

compliance. This will include documenting 
a corrective action process if dish 
machine temperatures are below required 
levels. The monitoring results will be 
reported at the quarterly QAPI for review 
and recommendations for ongoing 
auditing.
3/21/22 – General Parts were called for 
repairs on dish machine.
On 4/6/22, General Parts arrived on site 
to start repairs on dish machine.
On 4/7/22, Dalco Sunburst Chemical 
service technician serviced the dish 
machine by adjusting the heat booster. 
Still waiting for repair on dish machine 
gasket.
On 4/13/22, General Parts arrived on site 
to continue repairs on dish machine.
On 4/18/22, Dalco Sunburst Chemical 
service technician, tested dish machine. 
On inspection, dish machine 
temperatures were tested three times and 
results were 160, 161 and 166 at 
12:15pm.
On 4/20/22, a policy was reviewed and 
revised on dish machine use and 
compliance with safety temperatures 
guidelines. An additional policy was 
created for manual dish washing. 
On 4/21/22, the revised dish machine 
policy was distributed to staff. The policy 
will be posted on communication bulletin 
board directly above the dish machine 
temperature log.

On 3/22/22 all outdated foods were 
removed from the dinette kitchen 
refrigerator and freezer.
On 3/22/22 dietitian checked dry storage 
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F 812 Continued From page 7 F 812
the dirty dishes from the skilled nursing facility 
(SNF) dining room were brought to the dirty dish 
area. DA-B ran the  plates, divided plates, bowls 
and cups through the dishwasher. The 
temperature read 137.8 degrees. DA-B stated the 
dishwasher was a high temperature dishwasher 
and the 137.8 degrees was a good temperature. 
The dishes were placed on drying rack and at 
2:18 p.m. were delivered by DA-A to the 
kitchenette on the nursing floor and plates were 
placed in a plate dispenser and cups into a 
cupboard. 

When interviewed on 3/21/22, at 1:58 p.m. the 
dietician stated the dishwasher was a hot water 
temperature dishwasher and was not aware of 
any concerns about the temperature getting hot 
enough to sanitize the dishes. 

When interviewed on 3/22/22, at 4:20 p.m. 
Cook-A stated the dishwasher temperature 
should reach 160 degrees and if it did not, they 
should not use the dishes and would notify 
maintenance. Cook-A was not aware of any 
concerns with the dishwasher temperatures, but 
knew a part had been ordered for the 
temperature gauge.  

During an observation on 3/21/22, at 5:04 p.m. 
the evening meal was brought to the kitchenette 
and placed on the steam table. At 5:12 p.m. 
cook-A removed the cover from the plate server 
and started serving food on the un-sanitized 
plates. The service was stopped by the surveyor. 
The dietician stated they would normally serve on 
the unsanitized dishes, as they have no other way 
to sanitize the dishes. The dietician was unaware 
the dishwasher had not been working properly. 
The dietician stated the facility does not have a 

for outdated product. Two products were 
found that were beyond Best By date. 
Items were removed.
Upon receiving CMS 2567 report on 
4/15/22, more items were listed as being 
expired. The dietitian immediately notified 
staff to have these items removed from 
the kitchen refrigerator and walk-in cooler. 
All staff were re-educated on proper food 
storage guidelines, proper labeling of food 
and discarding of outdated products. On 
4/20/22, the following policies were 
reviewed and edited as needed: 
Perishable Food Storage Policy, 
Non-Perishable Food Storage Policy, and 
Cooling Food Policy. Administrator or 
designee will complete stored food audits 
2 times per week for 2 weeks, then 1 time 
per week for 1 month, then 1 time per 
month ongoing to ensure compliance. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring.
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F 812 Continued From page 8 F 812
three compartment sink or any way to sanitize the 
dishes, then directed staff to use paper plates for 
this service.  
 
When interviewed on 3/21/22, at 5:42 p.m. 
maintenance (M)-A stated he was not aware the 
dishwasher in the kitchen was broken and that his 
environmental service director (ESD) would have 
record of anything broken down in facility. M-A did 
not know if there were any logs of things needing 
repair and that he was just told in verbal report 
what needed to be done.  

When interviewed on 3/21/22, at 6:02 p.m. the 
dietician stated the yellow disk thermometer 
tested the highest overall temperature of the 
water. The dietician stated the temperature 
should reach 160 degrees F with plate guard and 
180 degrees F without it. The dietician stated the 
facility checks the temperatures after every meal 
and should be 160 degrees F. The dishwasher 
had been broken for a couple of weeks and it had 
been, "iffy." Dietary staff were to inform the 
environmental services director (ESD) and M-A if 
anything breaks down in the kitchen.  

When interviewed on 3/21/22, at 5:50 p.m. the 
administrator stated she did not know anything 
about a broken dishwasher and it was the first 
time finding out about it. The administrator stated 
ESD checks hot water temperatures during the 
day and handles all of repairs and ordering parts 
for facility.

When interviewed on 3/22/22, at 12:50 p.m. the 
dietician stated they had started using Sunburst 
No-BAC detergent and disinfect according to 
label directions to disinfect all of the silverware, 
cups, table ware as well as pots/pans. They 

FORM CMS-2567(02-99) Previous Versions Obsolete TDF311Event ID: Facility ID: 00917 If continuation sheet Page  9 of 13



A. BUILDING ______________________
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/24/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245376 03/23/2022
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

433 MILL STREET
ZUMBROTA CARE CENTER ZUMBROTA, MN  55992

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 812 Continued From page 9 F 812
sanitized all of the dishes last night and have a 
protocol in place until a sanitizing agent can be 
added to the dishwasher cycle. 

When interviewed on 3/22/22, at 1:37 p.m. the 
ESD produced multiple receipts for the 
dishwasher repair. The heater and electric wiring 
had been repaired 4 times since 2019. The last 
time the heater was replaced was on 2/4/22. A 
new heater/temperature gauge was ordered on 
3/2/22, and were on back order. The ESD did not 
know how the kitchen sanitized dishes while 
waiting for parts/repair. 
 
When interviewed on 3/23/22, at 11:40 a.m. the 
administrator stated they did not have any 
policies related to the dishwasher or sanitizing 
dishes.

During an observation with cook-A on 3/21/22, at 
12:48 p.m. the following items were noted to be 
expired and not labeled correctly in kitchen 
refrigerators:
-opened ham stock base expired on 6/25/19; 
handwritten date of 1/12 (no year).
-opened chicken stock base expired on 4/9/20; 
handwritten date of 10/22 (no year).
-opened turkey stock base expired on 9/17/21; no 
handwritten date on container when opened.
-opened roasted garlic base expired on 9/16/21; 
handwritten date 11/19 (no year).
-opened beef stock base handwritten date 9/2 (no 
year). 
-opened vegetable stock base expired on 
3/15/21; handwritten date of 6/3 (no year).
-opened buttermilk ranch best used by dated 
10/14/21; no handwritten date on container when 
opened. 
-opened unknown luncheon meat dated 3/4 and 
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3/6 (no year). 
-unopened bologna with use by date of 12/23/21.
-unopened hard boiled eggs with use by date 
3/16/22.

When interviewed on 3/21/22, at 1:00 p.m. 
cook-A confirmed the stock bases get used at 
least twice weekly. She verified opened items in 
refrigerator were expired and facility uses stock 
bases at least twice weekly. C-A stated facility's 
food supplier is Upper Lakes and sometimes 
receives expired foods. She was unable to state if 
the supplier took the expired food delivered back 
or not. 

During an observation on 3/21/22, at 1:15 p.m. 
the following items were noted to be expired in 
the walk in cooler:
-chicken base stock expired on 7/21/20
-roasted garlic base expired on 9/16/21

When interviewed on 3/21/22, at 1:20 p.m. 
cook-B stated, food should be dated when the 
supplier delivers it and again when opened by 
dietary staff. 
  
During an observation on 3/21/22, 2:34 p.m. the 
following items were noted to be undated, 
unlabeled, and expired in the dinette kitchen 
refrigerator:
-undated and unlabeled slice of pie in door.  
-R10 undated and unlabeled French toast sticks 
in door.
-opened ketchup expired on 11/28/21 in door.
-opened herring cutlets with mold
-opened blue cheese salad dressing expired on 
3/15/21 in door. 
-R23 opened redi whip expired 10/2021; 
handwritten opened date 6/7 (no year).
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F 812 Continued From page 11 F 812
-opened buffalo sauce with no expiration date or 
date opened.
-opened smoothie from next step nutrition with 
straw; 80% drank, no name or date.

During an observation on 3/21/22, at 2:34 p.m. 
the following items were noted to be undated, 
unlabeled, and expired in the dinette kitchen 
freezer:
-opened Tom & Jerry's ice cream expired on 
6/23/21; unlabeled.  
-opened Blue Bunny ice cream expired on 
3/13/22.
-R10 undated and unlabeled French toast sticks 
in door.  
 
When interviewed on 3/22/22, 9:44 a.m. C-B 
stated the expired food had been removed and 
discarded. 

A policy for rotating food inventory, or expired 
food was requested, but not provided by the 
facility. 

A Food and Drug Administration (FDA) Code 
2017 included, "Adequate cleaning and 
sanitization of dishes and utensils using a 
ware-washing machine is directly dependent on 
the exposure time during the wash, rinse, and 
sanitizing cycles. Failure to meet manufacturer 
and Code requirements for cycle times could 
result in failure to clean and sanitize. For 
example, high temperature machines depend on 
the buildup of heat on the surface of dishes to 
accomplish sanitization. If the exposure time 
during any of the cycles is not met, the surface of 
the items may not reach the time-temperature 
parameter required for sanitization. Contact time 
is also important in ware-washing machines that 
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use a chemical sanitizer since the sanitizer must 
contact the items long enough for sanitization to 
occur. In addition, a chemical sanitizer will not 
sanitize a dirty dish; therefore, the cycle times 
during the wash and rinse phases are critical to 
sanitization."
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K 000 INITIAL COMMENTS K 000

 FIRE SAFETY

An annual Life Safety recertification survey was 
conducted by the Minnesota Department of 
Public Safety, State Fire Marshal Division on 
03/22/2022. At the time of this survey, 
ZUMBROTA CARE CENTER was found not in 
compliance with the requirements for participation 
in Medicare/Medicaid at 42 CFR, Subpart 
483.70(a), Life Safety from Fire, and the 2012 
edition of National Fire Protection Association 
(NFPA) 101, Life Safety Code (LSC), Chapter 19 
Existing Health Care and the 2012 edition of 
NFPA 99, Health Care Facilities Code.

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.

UPON RECEIPT OF AN ACCEPTABLE POC, AN 
ONSITE REVISIT OF YOUR FACILITY MAY BE 
CONDUCTED TO VALIDATE THAT 
SUBSTANTIAL COMPLIANCE WITH THE 
REGULATIONS HAS BEEN ATTAINED IN 
ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF 
CORRECTION FOR THE FIRE SAFETY 
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A 
PAPER COPY OF THE PLAN OF CORRECTION 
IS NOT REQUIRED.

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

04/23/2022Electronically 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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K 000 Continued From page 1 K 000
Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH 
DEFICIENCY MUST INCLUDE ALL OF THE 
FOLLOWING INFORMATION:

1. A detailed description of the corrective action 
taken or planned to correct the deficiency.

2. Address the measures that will be put in 
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor 
future performance to ensure solutions are 
sustained.

4. Identify who is responsible for the corrective 
actions and monitoring of compliance.

5. The actual or proposed date for completion of 
the remedy.

ZUMBROTA CARE CENTER is a one-story 
building, with a partial basement  

The building was constructed at ( 3 ) different 
times. The original building was constructed in 
1964 and was determined to be of Type II (000) 
construction, with a partial basement. In 1968, an 
addition was constructed and was determined to 
be of Type II (000) construction, with no 
basement. Finally, in 2014 a 2-story addition was 
constructed and was determined to be of Type II 
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K 000 Continued From page 2 K 000
(000) construction, with no basement. Because 
the original building and the ( 2 ) additions meet 
the construction types allowed for existing 
buildings, those portions of the facility were 
surveyed as one building.

The building is protected by a full fire sprinkler 
system. The facility has a fire alarm system with 
full corridor smoke detection and spaces open to 
the corridors that is monitored for automatic fire 
department notification. 

The facility has a capacity of 40 beds and had a 
census of 27 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is 
NOT MET as evidenced by:

K 324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance 
with NFPA 96, Standard for Ventilation Control 
and Fire Protection of Commercial Cooking 
Operations, unless: 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, 
toasters) are used for food warming or limited 
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply 
with the conditions under 18.3.2.5.3, 19.3.2.5.3, 
or
* cooking facilities in smoke compartments with 
30 or fewer patients comply with conditions under 
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 

K 324 4/30/22
SS=D

FORM CMS-2567(02-99) Previous Versions Obsolete TDF321Event ID: Facility ID: 00917 If continuation sheet Page  3 of 14



A. BUILDING 01 - MAIN BUILDING 01
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/30/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245376 03/22/2022
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

433 MILL STREET
ZUMBROTA CARE CENTER ZUMBROTA, MN  55992

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

K 324 Continued From page 3 K 324
hazardous areas, but shall not be open to the 
corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2

This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of the available 
documentation and staff interview, the facility 
failed to provide confirming documentation that 
the Ansul type fire extinguishing equipment is 
being tested and maintained per NFPA 101 (2012 
edition), Life Safety Code, sections 19.3.2.5, 
9.2.3, NFPA 96 (2012 edition) Standard for 
Ventilation Control and Fire Protection of 
Commercial Cooking Operations, section 11.2, 
and NFPA 17A (2009 edition) Standard for Wet 
Chemical Extinguishing Systems, section 7.5.  
This deficient condition could have an isolated 
impact on the residents within the facility.  

Findings Include:

On 03/22/2022, between 09:00 AM to 01:00 PM, 
it was revealed by a review of available 
documentation that was presented for review 
identified that the six-month required interval 
inspection of the Ansul type fire extinguishing 
equipment system was past due as it should have 
been completed on or before 02/02/2022.

An interview with the Maintenance Director 
verified this deficient finding at the time of 
discovery.

 The Ansul type fire extinguishing 
equipment inspection was held on 
3/28/2022 and passed. Maintenance will 
pre-book 6 month inspections in advance. 
Maintenance to call one month prior to 
inspection to confirm the 6 month 
pre-booked date. Administrator or 
designee will audit to ensure that the 6 
month inspection occurs on time. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring.

K 353 Sprinkler System - Maintenance and Testing K 353 4/30/22
SS=F
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K 353 Continued From page 4 K 353
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems. Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
  a) Date sprinkler system last checked   
_____________________
  b) Who provided system test  
____________________________
  c) Water system supply source  
__________________________
Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler 
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, a review of available 
documentation, and staff interview, the facility 
failed to inspect and maintain the sprinkler 
system per NFPA 101 (2012 edition), Life Safety 
Code, sections 9.7.5, 9.7.7, and NFPA 25 (2011 
edition) Standard for the Inspection, Testing, and 
Maintenance of Water-Based Fire Protection 
Systems, sections 5.1, 5.2. These deficient 
findings could have a widespread impact on the 
residents within the facility.

Findings include:

1. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that in the 
Basement - Kitchen, and Dishwashing Areas, 

 1.The kitchen and dishwashing area 
sprinkler heads that exhibited signs of 
oxidation were changed on 3/29/2022. 
Sprinkler head audits will be completed by 
Maintenance or designee every 6 months 
to ensure compliance. The auditing 
results will be reported at the quarterly 
QAPI meetings for recommendations of 
ongoing monitoring. 
2.Cabling that was attached to the 
sprinkler system in the mill boiler room 
was removed on 3/23/2022. Maintenance 
audited the sprinkler system to ensure 
that no additional cabling was attached to 
the sprinkler system on 3/23/2022. When 
contractors that are running cabling enter 
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K 353 Continued From page 5 K 353
sprinkler heads exhibited signs of oxidation.

2. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that in the 
Basement - Mill Boiler Room, that cabling was 
attached to the sprinkler system.

3. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that in the 
Basement - Auxiliary Elevator Room, that cabling 
was attached to the sprinkler system.

An interview with the Maintenance Director 
verified these deficient findings at the time of 
discovery.

the building maintenance will inform them 
that cabling cannot be attached to the 
sprinkler system and will audit before they 
leave. The auditing results will be reported 
at the quarterly QAPI meetings for 
recommendations and ongoing 
monitoring. 
3.Cabling that was attached to the 
sprinkler system in the auxiliary elevator 
room was removed on 3/23/2022. 
Maintenance audited the sprinkler system 
to ensure that no additional cabling was 
attached to the sprinkler system on 
3/23/2022. When contractors that are 
running cabling enter the building 
maintenance will inform them that cabling 
cannot be attached to the sprinkler 
system and will audit before they leave. 
The auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring.

K 374 Subdivision of Building Spaces - Smoke Barrie
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier 
Doors
2012 EXISTING
Doors in smoke barriers are 1-3/4-inch thick solid 
bonded wood-core doors or of construction that 
resists fire for 20 minutes. Nonrated protective 
plates of unlimited height are permitted. Doors 
are permitted to have fixed fire window 
assemblies per 8.5. Doors are self-closing or 
automatic-closing, do not require latching, and 
are not required to swing in the direction of 
egress travel. Door opening provides a minimum 
clear width of 32 inches for swinging or horizontal 

K 374 4/30/22
SS=E
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K 374 Continued From page 6 K 374
doors. 
19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain the smoke barrier doors 
per NFPA 101 (2012 edition), Life Safety Code, 
sections 19.3.7 and 8.5.4. These deficient 
findings could have a patterned impact on the 
residents within the facility.

Findings include:

1. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that upon 
testing of the 1st floor - W Wing that the smoke 
barrier door assembly did not self-close resisting 
the passage of smoke.

2. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that upon 
testing of the 1st floor - Dining Room smoke 
barrier door assembly, they exhibited an air gap 
greater than 1/8 inch.

An interview with the Maintenance Director and 
Administrator verified these deficient findings at 
the time of discovery.

 1.The 1st floor – west wing smoke barrier 
door assembly was fixed on 3/24/2022 so 
that it self closes to resist the passage of 
smoke. Smoke barrier door audits will be 
completed by Maintenance or designee 
monthly for 3 months to ensure 
alignments don’t slip back out of 
compliance. The auditing results will be 
reported at the quarterly QAPI meetings 
for recommendations and ongoing 
monitoring. 
2.The 1st floor – dining room smoke 
barrier door assembly was fixed on 
3/24/2022 to correct the air gap that was 
greater than 1/8 inch. Smoke barrier door 
audits will be completed by Maintenance 
or designee monthly for 3 months to 
ensure alignments don’t slip back out of 
compliance. The auditing results will be 
reported at the quarterly QAPI meetings 
for recommendations of ongoing 
monitoring.

K 511 Utilities - Gas and Electric
CFR(s): NFPA 101

Utilities - Gas and Electric
Equipment using gas or related gas piping 
complies with NFPA 54, National Fuel Gas Code, 
electrical wiring and equipment complies with 
NFPA 70, National Electric Code. Existing 
installations can continue in service provided no 
hazard to life. 

K 511 4/30/22
SS=E
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K 511 Continued From page 7 K 511
18.5.1.1, 19.5.1.1, 9.1.1, 9.1.2

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain accessibility to electrical 
panels in accordance with NFPA 101 (2012 
edition), Life Safety Code, sections 19.5.1.1 and 
9.1.2, NFPA 70 ( 2011 edition), National Electrical 
Code, section 110.26. This deficient finding could 
have a patterned impact on the residents within 
the facility.

Findings include:

1. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation in the area of 
the Basement - Auxiliary Elevator Room that 
access to the electrical panels existed was 
obstructed.

2. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation in the area of 
the Basement - Biohazard Storage Room that 
access to the electrical panels existed was 
obstructed.

An interview with the Maintenance Director 
verified this deficient finding at the time of 
discovery.

 1.The item/s that were obstructing the 
electrical panels in the basement auxiliary 
elevator room were removed on 
3/22/2022 so that the electrical panels are 
easy to access. Electrical panel audits will 
be completed by the Administrator or 
designee 2 times per week for 2 weeks, 
then 1 time per week for 1 month, then 1 
time per month ongoing to ensure 
compliance. The auditing results will be 
reported at the quarterly QAPI meetings 
for recommendations and ongoing 
monitoring. 
2.The item/s that were obstructing the 
electrical panels in the biohazard storage 
room were removed on 3/22/2022 so that 
the electrical panels are easy to access. 
Electrical panel audits will be completed 
by the Administrator or designee 2 times 
per week for 2 weeks, then 1 time per 
week for 1 month, then 1 time per month 
ongoing to ensure compliance. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring.

K 712 Fire Drills
CFR(s): NFPA 101

Fire Drills 
Fire drills include the transmission of a fire alarm 

K 712 4/30/22
SS=F
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K 712 Continued From page 8 K 712
signal and simulation of emergency fire 
conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
least quarterly on each shift. The staff is familiar 
with procedures and is aware that drills are part of 
established routine.  Where drills are conducted 
between 9:00 PM and 6:00 AM, a coded 
announcement may be used instead of audible 
alarms. 
19.7.1.4 through 19.7.1.7
This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of the available 
documentation and staff interview, the facility 
failed to conduct fire drills per NFPA 101 (2012 
edition), Life Safety Code, sections 19.7.1.4, 
19.7.1.6, 4.7.2, and 4.7.6. These deficient 
findings could have a widespread impact on the 
residents within the facility.   

Findings include:

1. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by a review of available 
documentation that no documentation was 
available or presented for review to confirm that a 
fire drill had been conducted for 1st shift - 4th 
quarter 2021, and for 2nd shift - 2nd quarter 
2021.

2. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed during documentation review 
that the fire drill reports presented for review 
revealed drills were not varied by times and 
conditions in the calendar dates on which drills 
were conducted.
  a. 1st shift - 2nd and 3rd quarter drills were 
conducted on the same calendar date - 27th
  b. 3rd shift - 2nd, 3rd, and 4th quarter drills were 

 1.No documentation available or 
presented for review to confirm that fire 
drills had been conducted for 2nd shift – 
2nd quarter or 1st shift – 4th quarter 2021. 
Administrator and Maintenance will 
ensure that documentation for each fire 
drill conducted will be placed in the Life 
Safety Code binder. Fire drill 
documentation audits will be completed by 
the Administrator or designee 1 time per 
month ongoing to ensure compliance. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring. 
2.The fire drill reports reviewed, revealed 
that drills were not conducted by varied 
times and conditions in the calendar 
dates. Administrator and Maintenance will 
schedule fire drills at varied times and 
calendar dates each month. Fire drill 
documentation audits will be completed by 
the Administrator or designee 1 time per 
month ongoing to ensure compliance. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
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K 712 Continued From page 9 K 712
conducted on the same calendar date - 30th
  c. 9 of 10 documented fire drills were conducted 
in the last week of each respective quarter
  d. 8 of 10 documented fire drills exhibited 
shift-to-shift timestamp separation of less than 
60-minutes - quarter-to-quarter.

An interview with the Maintenance Director 
verified these deficient findings at the time of 
discovery.

monitoring.

K 761 Maintenance, Inspection & Testing - Doors
CFR(s): NFPA 101

Maintenance, Inspection & Testing - Doors 
Fire doors assemblies are inspected and tested 
annually in accordance with NFPA 80, Standard 
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to 
patient rooms and smoke barrier doors, are 
routinely inspected as part of the facility 
maintenance program.  
Individuals performing the door inspections and 
testing possess knowledge, training or experience 
that demonstrates ability. 
Written records of inspection and testing are 
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT  is not met as evidenced 
by:

K 761 4/30/22
SS=D

 Based on observation and staff interview, the 
facility failed to maintain fire door assemblies per 
NFPA 101 (2012 edition), Life Safety Code, 
sections 19.2.2.2, 19.3.6.3.5, 4.6.12, 7.2.1.15, 
and NFPA 80 (2010 edition), sections 5.2.1, 6.1, 
6.1.4.2. This deficient finding could have an 
isolated impact on the residents within the facility.

 The basement kitchen/dishwasher fire 
doors that did not self-close, sealing the 
opening were fixed on 3/24/2022. Fire 
door audits will be completed by 
Maintenance or designee monthly for 3 
months to ensure alignments don’t slip 
back out of compliance. The auditing 
results will be reported at the quarterly 
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K 761 Continued From page 10 K 761
Findings include:

On 03/22/2022, between 09:00 AM to 01:00 PM, 
it was revealed by observation that upon testing 
the Basement - Kitchen / Dishwasher fire doors, 
they did not self-close, sealing the opening.

An interview with the Maintenance Director 
verified this deficient finding at the time of 
discovery.

QAPI meetings for recommendations and 
ongoing monitoring.

K 914 Electrical Systems - Maintenance and Testing
CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade receptacles at patient bed 
locations and where deep sedation or general 
anesthesia is administered, are tested after initial 
installation, replacement or servicing. Additional 
testing is performed at intervals defined by 
documented performance data.  Receptacles not 
listed as hospital-grade at these locations are 
tested at intervals not exceeding 12 months. Line 
isolation monitors (LIM), if installed, are tested at 
intervals of less than or equal to 1 month by 
actuating the LIM test switch per 6.3.2.6.3.6, 
which activates both visual and audible alarm. For 
LIM circuits with automated self-testing, this 
manual test is performed at intervals less than or 
equal to 12 months. LIM circuits are tested per 
6.3.3.3.2 after any repair or renovation to the 
electric distribution system. Records are 
maintained of required tests and associated 
repairs or modifications, containing date, room or 
area tested, and results.
6.3.4 (NFPA 99)
This REQUIREMENT  is not met as evidenced 
by:

K 914 4/30/22
SS=F

 Based on a review of available documentation  Maintenance received the LLSC Form 
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K 914 Continued From page 11 K 914
and staff interview, the facility failed to record 
electrical receptacle testing in resident rooms per 
NFPA 99 (2012 edition), Health Care Facilities 
Code, section(s) 6.3.3.2, 6.3.4.1.4, 6.3.4.2.1.2 
This deficient finding could have a widespread 
impact on the residents within the facility.

Findings include:

On 03/22/2022, between 09:00 AM to 01:00 PM, 
it was revealed by a review of available 
documentation that the documentation presented 
for review did not clearly identify or provide 
confirmation that the physical condition, ground 
continuity, polarity, and ground retention force of 
the individual outlets in resident rooms had been 
completed.

An interview with the Maintenance Director and 
Administrator verified this deficient finding at the 
time of discovery.

4o2 to document the electrical receptacle 
testing in the resident rooms confirming 
the physical condition, ground continuity, 
polarity, and ground retention force of the 
individual outlets has been completed. 
Maintenance will be testing all resident 
room receptacles the week of April 25th – 
29th 2022. Resident room electrical 
receptacle audits will be completed by the 
Administrator or designee on 4/30/22 to 
ensure compliance.
The auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring.

K 923 Gas Equipment - Cylinder and Container Storag
CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and 
ventilated in accordance with 5.1.3.3.2 and 
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or 
within an enclosed interior space of non- or 
limited- combustible construction, with door (or 
gates outdoors) that can be secured. Oxidizing 
gases are not stored with flammables, and are 
separated from combustibles by 20 feet (5 feet if 
sprinklered) or enclosed in a cabinet of 
noncombustible construction having a minimum 

K 923 4/30/22
SS=F
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K 923 Continued From page 12 K 923
1/2 hr. fire protection rating. 
Less than or equal to 300 cubic feet
In a single smoke compartment, individual 
cylinders available for immediate use in patient 
care areas with an aggregate volume of less than 
or equal to 300 cubic feet are not required to be 
stored in an enclosure.  Cylinders must be 
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on 
each door or gate of a cylinder storage room, 
where the sign includes the wording as a 
minimum "CAUTION: OXIDIZING GAS(ES) 
STORED WITHIN NO SMOKING."  
Storage is planned so cylinders are used in order 
of which they are received from the supplier.  
Empty cylinders are segregated from full 
cylinders.  When facility employs cylinders with 
integral pressure gauge, a threshold pressure 
considered empty is established.  Empty cylinders 
are marked to avoid confusion. Cylinders stored 
in the open are protected from weather.
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain medical gas storage per 
NFPA 99 (2012 edition), Health Care Facilities 
Code, sections 5.1.3.3.2(2), 5.1.3.3.4, 5.1.3.3.4.1, 
11.3, 11.3.2, 11.3.2.3, 11.3.4, 11.6.2, 11.6.2.3(3), 
11.6.5, NFPA 55 ( 2010 edition ), Compressed 
Gases and Cryogenic Fluids Code, sections 
7.1.4.2.1, 7.1.8.4, 7.1.8.1, 7.1.8.2. These deficient 
findings could have a widespread impact on the 
residents within the facility.

Findings include:

1. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that on the 1st 

 1&2.Med Gas storage areas in the facility 
are less than or equal to 300 cubic feet.
a.Signage has been placed within the 
utility room corridors to provide an 
indication that Med Gas is being stored 
within the rooms or secondary rooms.
b.Signage has been placed within the 
utility rooms, on the door of the secondary 
rooms to indicate that Med Gas is being 
stored within the rooms.
c.Signage has been placed to identify the 
location of empty/full cylinders in each 
location.
d.The Med Gas room on the west hall has 
been secured.
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K 923 Continued From page 13 K 923
floor - W Wing that the Med Gas Room was a 
storage room inside of the Utility Room.
  a. No identifying signage was observed on the 
Utility Room corridor door to provide an indication 
that Med Gas was being stored within the room 
-or- secondary room
  b. No identifying signage was observed within 
the Utility Room, on the door of the secondary 
room being used as a Med Gas Room
  c. Within the Med Gas Room - there was no 
signage to identify the location of empty/full 
cylinders
  d. The Med Gas Room was found to be 
unsecured

2. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that the W 
Wing Utility Room has a secondary room that is 
in use as a Med Gas Room. The Utility Room 
door the interfaces the corridor did not have 
identifying signage that Med Gas was being 
stored within. The secondary room actually being 
used as the Med Gas Room lacked signage on 
the door, had no distinguishable separation of 
cylinders in the room, and there was no in-room 
signage to identify locations for empty/full 
cylinders.

3. On 03/22/2022, between 09:00 AM to 01:00 
PM, it was revealed by observation that on the 1st 
floor in the Beauty Shop, a Med Gas e-cylinder 
was being stored. Per information provided by 
facility staff, oxygen is not allowed in the Beauty 
Shop.

An interview with the Maintenance Director 
verified these deficient findings at the time of 
discovery.

Med Gas storage audits will be completed 
by the Administrator or designee 2 times 
per week for 2 weeks, then 1 time per 
week for 1 month, then 1 time per month 
ongoing to ensure compliance. The 
auditing results will be reported at the 
quarterly QAPI meetings for 
recommendations and ongoing 
monitoring. 

3.The Med Gas cylinder located in the 
beauty shop has been removed and 
placed in the north hall Med Gas room. 
Signage has been placed on the beauty 
shop door and in the room indicating that 
oxygen cannot be used or stored in the 
beauty shop. Med Gas audits will be 
completed by the Administrator or 
designee 2 times per week for 2 weeks, 
then 1 time per week for 1 month, then 1 
time per month ongoing to ensure 
compliance. The auditing results will be 
reported at the quarterly QAPI meetings 
for recommendations and ongoing 
monitoring.
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