DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID:  TO4K
Facility 1D: 00120

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L(LB)
(L1) 245398 (L3) PARKER OAKS COMMUNITIES INC
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 211 6TH STREET NORTHWEST 3. Termination 4 CHOW
(L2) 187918900 (L5) WINNEBAGO, MN (L6) 56098 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L)
8. Fulls After Complai
(L9)  04/20/2008 01 Hospital 05 HHA 09 ESRD 13PTIP 22CLIA ull Survey After Complaint
6. DATE OF SURVEY 03/25/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
e FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: _ (L10 03 SNF/NF/Distinct 07 X-Ray 11 ICF/1ID 15 ASC
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
To  (0): Compliance Based On: _ -
p : 3. 24HourRN 7. Medical Director
12.Total Facility Beds 35 (L18) 1. Acceptable POC __ 4 7-Day RN (Rural SNF) __8. Patient Room Size
__ 5. Life Safety Code ___ 9. Beds/Room
13.Total Certified Beds 35 (L17) B.  Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: A* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1ID 1861 (€) (1) or 1861 (j) (1): (L15)
35
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Connie Brady, HFE NEII 04/01/20103 ) Mark Meath, Program Specialist 05/22/2013
(L20)

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

19. DETERMINATION OF ELIGIBILITY

X 1. Facility is Eligible to Participate
2. Facility is not Eligible

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

(L21)
22. ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY
12/01/1986 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot involntary 1ermination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L2n) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31) Posted 5/31/2013 ML
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
03/01/2013
(L32) (L33) DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  TO4K
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00120
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

On March 25, 2013, a Post Certification Revisit was completed to verify correction of deficiencies issued pursuant to the January 7, 2013 standard survey and not corrected at the time of
the March 1, 2013 PCR. The March 25, 2013 PCR verfied correction as of March 25, 2013. Refer to the CMS 2567b form for health only.

Effective March 25, 2013, the facility is certified for 35 skilled nursing facility beds.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CMS Certification Number (CCN): 24-5398

May 22, 2013

Mr.. Christopher Knoll, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest

Winnebago, Minnesota 56098

Dear Mr.. Knoll:

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 25, 2013 the above facility is certified for:
35 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 35 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.

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

Sincerely,
TVlant_ Tvieatl

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 8427
April 3, 2013

Mr.. Christopher Knoll, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest

Winnebago, Minesota 56098

RE: Project Number S5398024
Dear Mr.. Knoll:

On March 13, 2013, This Department recommended to the Centers for Medicare and Medicaid Services
(CMS) the following enforcement remedy for imposition:

» Mandatory denial of payment for new Medicare and Medicaid admissions effective April 7,
2013. (42 CFR 488.417 (b))

In accordance with Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(1)(b) and
1919(f)(2)(B)(iii)(1)(b), your facility is prohibited from conducting Nursing Aide Training and/or
Competency Evaluation Programs (NATCEP) for two years from April 7, 2013.

This was based on the deficiencies cited by this Department for a standard survey completed on January
7, 2013 and failure to achieve substantial compliance at the Post Certification Revisit (PCR) completed
on March 1, 2013. 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 March 25, 2013, 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 1, 2013. We presumed, based on your plan of correction, that your facility
had corrected these deficiencies as of February 7, 2013. Based on our visit, we have determined that
your facility has corrected the deficiencies issued pursuant to our PCR, completed on March 1, 2013, as
of March 25, 2013. As a result of the revisit findings, this Department recommended to the CMS
Region V Office the following actions related to the remedies outlined in our letter of March 13, 2013.
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 7,
2013, be rescinded. (42 CFR 488.417 (b))

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Parker Oaks Communities Inc
April 3, 2013
Page 2

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective April 7, 2013, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective April 7, 2013, is to
be rescinded.

In our letter of March 13, 2013, we advised you that, in accordance with Federal law, as specified in
the Act at Section 1819(f)(2)(B)(iii)(1)(b) and 1919(f)(2)(B)(iii)(1)(b), your facility was prohibited from
conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years
from April 7, 2013, due to denial of payment for new admissions. Since your facility attained
substantial compliance on March 25, 2013, 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.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions related to this letter.

Sincerely,

“Monl Vieatts

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, MN 55164-0900

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

Enclosure

cc: Licensing and Certification File
5398r2_13.rtf



Form Approved
OMB NO. 0938-0390

Department of Health and Human Services
Centers for Medicare & Medicaid Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider / Supplier / CLIA / (Y2) Multiple Construction
Identification Number A. Building

245398 B. Wing

(Y3) Date of Revisit
3/25/2013

Street Address, City, State, Zip Code

211 6TH STREET NORTHWEST
WINNEBAGO, MN 56098

Name of Facility

PARKER OAKS COMMUNITIES INC

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0323 03/25/2013 ID Prefix ID Prefix
Reg. # 483.25(h) Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/ MK 04/03/2013 28591 03/25/2013
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: TO4K13



AH Form Approved
4/3/2013

State Form: Revisit Report

(Y1)  Provider / Supplier / CLIA /
Identification Number

00120

(Y2) Multiple Construction

A. Building
B. Wing

(Y3) Date of Revisit
3/25/2013

Name of Facility

PARKER OAKS COMMUNITIES INC

Street Address, City, State, Zip Code

211 6TH STREET NORTHWEST
WINNEBAGO, MN 56098

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

(Y4)  ltem (Y5)  Date (Y4) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 20830 03/25/2013 ID Prefix ID Prefix
Reg. # MN Rule 4658.0520 Subp. 1 Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
04/03/2013
State Agency MM/ MK /03/ 28591 03/25/2013
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

STATE FORM: REVISIT REPORT (5/99)

Page 1 of 1

Event ID: TO4K13



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  TO4K
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00120
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 7 (L8)
(L1) 245398 (L3) PARKER OAKS COMMUNITIES INC
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 211 6TH STREET NORTHWEST 3. Termination 4 CHOW
(L2) 187918900 (L5) WINNEBAGO, MN (L6) 56098 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full's After C laint
(L9) 04/20/2006 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA di survey After Complain
6. DATE OF SURVEY 03/01/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10NF 14 CORF
. FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: o (L10) 03 SNF/NF/Distinct 07 X-Ray 11 ICF/IID 15 AsC
0 Unaceredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
i Program Requirements 2. Technical Personnel 6. Scope of Services Limit
To  (b): Compliance Based On: - -
ompliance Based On: 3. 24 HourRN __ 7. Medical Director
12.Total Facility Beds 35 (LI18) 1. Acceptable POC __ 4. 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code ___ 9. Beds/Room
13.Total Certified Beds 35 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 11D 1861 (e) (1) or 1861 (j) (1): (L15)
35
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Mary Whitlock, HFE NEII 03/15/2013 Mark Meath, Program Specialist 04/07/2013
(L19) (L20)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

21. 1. Statement of Financial Solvency (HCFA-2572)

RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible E—
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY & INVOLUNTARY

12/01/1986 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot fnveluntaty Termnation OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31) P d
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
03/01/2013
(L32) (L33) DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: TO4K
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00120
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5398

On March 1, 2013, a Post Certification Revisit (PCR) was completed by the Department of Health and February 8, 2013, the Minnesota
Department of Public Safety completed a PCR. Based on the PCR, it has been determined that the facility has not achieved substantial
compliance with the health deficiencies pursuant to the January 1, 2013 standard survey. Refer to the CMS-2567 (For health), CMS
2567b for both health and life safety code.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

NOTICE OF ASSESSMENT FOR NONCOMPLIANCE WITH CORRECTION ORDERS
FOR NURSING HOMES

Verbally informed provider on 03252013
Scanned to provider 04012013

Mr. Christopher Knoll, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest

Winnebago, Minnesota 56098

Re: Project # S5398024
Dear Mr. Knoll:

On March 1, 2013, survey staff of the Minnesota Department of Health, Licensing and Certification Program
completed a reinspection of your facility, to determine correction of orders found on the survey completed on
January 7, 2013 with orders received by you on January 25, 2013.

State licensing orders issued pursuant to the last survey completed on January 7, 2013 and found corrected at
the time of this March 1, 2013 revisit, are listed on the attached Revisit Report Form.

State licensing orders issued pursuant to the last survey completed on January 7, 2013, found not corrected at
the time of this March 1, 2013 revisit and subject to penalty assessment are as follows:

20830 - MN Rule 4658.0520 Subp. 1 - $350.00 - Adequate And Proper Nursing Care; General

The details of the violations noted at the time of this revisit completed on March 1, 2013 (listed above) are on
the attached Minnesota Department of Health Statement of Deficiencies-Licensing Orders Form. Brackets
around the ID Prefix Tag in the left hand column, e.g., {2 ----} will identify the uncorrected tags. It is not
necessary to develop a plan of correction, sign and date this form or return it to the Minnesota Department of
Health if there are no new orders issued.

Therefore, in accordance with Minnesota Statutes, section 144A.10, you will be assessed an amount of $350.00
per day beginning on the day you receive this notice.

The fines shall accumulate daily until written notification from the nursing home is received by the Department
stating that the orders have been corrected. This written notification shall be mailed or delivered to the
Department at the following address, Maria King Minnesota Department of Health Mankato Place 12 Civic
Center Plaza Suite #2105 Mankato Minnresota 56001-7789. If you have questions regarding the written
notification, Maria can be reached at (507) 344-2716.

When the Department receives notification that the orders are corrected, a reinspection will be conducted to

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Parker Oaks Communities Inc
Page 2

verify that acceptable corrections have been made. If it is determined that acceptable corrections have not been
made, the daily accumulation of the fines shall resume and the amount of the fines which otherwise would have
accrued during the period prior to resumption shall be added to the total assessment. The resumption of the fine
can be challenged by requesting a hearing within 15 days of the receipt of the notice of the resumption of the
fine.

If the accumulation of the fine is resumed, the fines will continue to accrue in the manner described above until
a written notification stating that the orders have been corrected is verified by the Department.

The costs of all reinspections required to verify whether acceptable corrections have been made will be added to
the total amount of the assessment.

You may request a hearing of any of the above noted penalty assessments provided that a written request is
made within 15 days of the receipt of this Notice. Any request for a hearing shall be sent to Mary Henderson,
Minnesota Department of Health, Licensing and Certification Program, Division of Compliance Monitoring,
P.O. Box 64900, St. Paul, Minnesota 55164-0900.

Once the penalty assessments have been verified as corrected the facility will receive a notice of the total
amount of the penalty assessment including the costs of any reinspections.

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

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

Sincerely,

“Woal Tastty

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

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

Enclosure

cc:  Licensing and Certification File
Maria King, Mankato District Office Survey and Review Unit
Shellae Dietrich, Licensing and Certification Program
Penalty Assessment Deposit Staff
5398r13LicPALtr.rtf



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 8335
March 13, 2013

Mr. Christopher Knoll, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest
Winnebago, Minnesota 56098

RE: Project Number S5398024
Dear Mr. Knoll:

On January 22, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on January 7, 2013. This
survey found the most serious deficiencies to be isolated deficiencies that constituted actual harm that
was not immediate jeopardy (Level G), whereby corrections were required.

On March 1, 2013, the Minnesota Department of Health and on February 8, 2013, 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 7, 2013. We presumed, based on your plan of correction, that your facility had
corrected these deficiencies as of February 7, 2013. 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 7, 2013. The deficiency not corrected is as follows:

F0323 -- S/S: D -- 483.25(h) -- Free Of Accident Hazards/supervision/devices

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.

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:

» Mandatory Denial of payment for new Medicare and Medicaid admissions effective April 7,
2013. (42 CFR 488.417 (b))

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Parker Oaks Communities Inc

March 13, 2013

Page 2

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
admissions is effective April 7, 2013. They will also notify the State Medicaid Agency that they must
also deny payment for new Medicaid admissions effective April 7, 2013. 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, Parker Oaks Communities Inc is prohibited from offering or
conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation
Programs for two years effective April 7, 2013. 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.

A copy of the Statement of Deficiencies (CMS-2567) and the Post Certification Revisit Form
(CMS-2567B) from this visit are enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.
A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.
Such a request may be made to the Centers for Medicare and Medicaid Services at the following
address:

Department of Health and Human Services

Departmental Appeals Board, MS 6132

Civil Remedies Division

Attention: Oliver Potts, Chief

330 Independence Avenue, SE

Cohen Building, Room G-644

Washington, DC 20201

A request for a hearing should identify the specific issues and the 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. You do not need to submit records or other documents with your hearing
request. The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing. The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, lllinois. You may be represented by counsel at a hearing at your own
expense.
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DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Maria King

Minnesota Department of Health
Mankato Place

12 Civic Center Plaza, Suite #2105
Mankato, Minnesota 56001-7789

Telephone: (507) 344-2716
Fax: (507) 344-2723

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely. The plan of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedy be imposed:
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* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of 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 7, 2013 (six months after the identification
of noncompliance) if your facility does not achieve substantial compliance. This action is mandated by
the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR
Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900
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This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

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

Sincerely,

ok, Maeatdy

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

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

Enclosure

cc: Licensing and Certification File
5398r113.rtf
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Correction Correction Correction
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Correction Correction Correction
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Reg. # Reg. # Reg. #
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NO
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{F 000} | INITIAL COMMENTS {F 000}

The facility's plan of cerrection {(POC) will serve
as your allegation of compliance upen the
Department's aceeptance. 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 on-site
revislt of your facllity may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.

F 923 | 483.25(h) FREE OF ACCIDENT F 323
5850 | HAZARDS/SUPERVISION/DEVICES e . S |

The faciiity must ensure that the resident
environment remalng as free of accldent hazards
as is possible; and each resident receives
adequate supervision and assistance devices to

prevent accidents. :

Packer Oaks Communities Inc.

e

L U
- :

This REQUIREMENT is not met as evidenced . Fmg:l{
by: sy VT .
Based on observation, interview and decument Parker Oaks Communities Inc.

review, the facility failed to provide the necessary
care and services to maintain a safe anvironment
for 1 of 1 resident (R7) who smoked cigareties.

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,

Findings include:

R7 continued to smroke without direct supervision
of facility staff and often refused to utliize a
smoking apron. R7's cigarettes were not hging
kept in the medication cart per the plan of
corrsction..

LABORATOR R P BERENTATIVE'S SIGNATURE TITLE . (x5) DATE
s Q !\.v-.‘\\\\\ shvoator 03/15/2013

Any deficlency ststament ending with e)\ antsrisk (*) denotos a defigloncy which the Inslilulion may be excunad from comecting providing it Is datarmingd that
othir safegua)r'ds provide auﬂ!cnrgm protection to ihe pationts. (See Instructions.) Except for nursing homes, the findings slated above are distlesabla 20 days
follzwing the date of survey whether or nat 8 plan of carraction Is provided, For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date theee documents are made evailable (o the faciity. |f deflclensles are cltad, an approved plen of sorractlon ia requisile Lo contlaved
program participation,

¢ lecepiid Mg E'Agj/;.o 113

C

o,
i
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F 323 | Continued From page 1 F328) .
During interview with the director of nurging R7 has had a comprehensive
{DON) on 3/1/13 at 12:38 p.m., the DON siated assegsment done on 3/6/13 to
the facility now kept R7's cigarettes in the update her current status, R7 is the
medication cart and that facllity staff supervised . a
her st all times when she was smoking. Duting only smoker in _the facility and has
the Intarview, the DON had a cigarette pouch had a full smoking assessment
sitling on the desk in her office. When asked done on 3/6/13. The resident’s
aboul . the DON slaed “hoss arethe cgarstes family has been informed that it is
‘ imperative that they bring smoking
During observations of R7 on 3/1/13 at paraphemalia to staff and have
approximately 12:56 p.m., the resldent was signed a statement on 3/15/13
seated in & ¢hair In her room with a pack of .
clgarettes observed on her bedslde table, When stating they are aware, Parker Oaks
questioned about use of the smoking apron and has noted all clothes with cigarette
aupervislon, R7 sald that she had to "do it just for burmns to vetify no new bums have
today and then it will go back to normal." When  been acquired. Staff will

aaked wha had told her that, R7 Identified the

administrator. accompany resident 100 percent of

the time to ensure safe smoking

Review of R7's record indicated R7 had tried practices, Treatment sheets have
using electronic cigarettes, but had then refused been updated to direct staff

to use them. In addition, the record indicated the P  direct staifto
resident's smoking materlals were to be stored in check for smoking paraphernalia
the firet floor medication cart, and that staff were on AM and PM shifts daily,
supposed to supervise her whan she went Smoking paraphernalia will be

outside to smoke, bacause she continued to be . .
non-compllant with the smoking apron. There stored in & central location away
were several nurses’ notas in the record about from resident.

R7'as refusals to keep her cigareties in the
medication cart, her going out to smoke without
supervislon, and her refusal to wear the smoking
apron.

During interview with the DON on 3/1/13 at
approximately 1:00 p.m., she was informed that
R7 had a pack of clgarettes on the the bedside

FORM CIAS-2587(02.99) Previous Verslons Obaoleta Evant 1D} TO4KT2 Facllty ID: 00720 If continuation sheel Page 2 of 4
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Continued From page 2

table In her room. The DON sfated, "the famlly
must have just brought them to R7".

During an interview with an assisted living staff,
staff-A on 3/1/13 at 1:10 p.m., staff=A stated she
had noticed that facility staff had started to go out
with R7 more routinely, but that ahe (staff-A) had
stlll seen R7 smoking outside by herself at times
without staff supervision,

Interview with licenged practical nurse (LPN)-Aon
3/113 at 1:15 p.m,, verified that R7 goes out by
herself lo smoke, LPN-A stated that the staff
know that R7 Is not supposed {o go outside and
smoke unsupenvised, but that R7 continued to do
s0 and refused to wear the smoking apron.
LPN-A also said that R7 kept her cigareftes in her
room. LPN-A sald the staff attempted to keep
the resident's cigarettes in the medication cart,
but R7 had requested them back so they had
given them back to her. LPN-A further verified
that staff weran't golng outside with R7 each time
she went outside to smoke. She said, "we can't,
we don't have the ataff to go with her everylime
she goes out and they just cut our hours agaln.
The staff kept her clgarettes In the medication
cart maybe a week or so then R7 had them back
in her possesslon.”

During an interview with trained medication aid
{TMA)-A an 3/1/18 at 1:20 p.m,, TMA-A stated
that R7 refused the smoking apron for a lot of
staff but she will put It on for her sometimes,
TMA-A further verified that R7 kept cigarettes in
her room and that somaone did not always 9o out
with her when she smoked.

The LON and adminlstrator were interviawed on
3/4/13 at 1:30 p.m. The DON stated R7's
"cloarettes are always In my office with her lighter,
and in the evening her cigarettes are keptin the

F 323

I : _
Staff will be educated on the

importance of having someone
supervise the resident, Education
will be finished on 3/20/13. The
following will be audited daily x1
week. 3x a week or uantil 100
percent compliance is met,

Date Compliant: 3/20/13
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medication cart." The administrator stated that
staff who smoke always come to get R7 when
they take a clgarette break. e further added that
he knows far certain that he has staff on duty 7
days a week/24 hours a day who are smokers
themselves and that those staff always offerto
take R7 with them when they emoke In order to
supervise her. The DON stated that in her
opinten RY understood the smaking contract that
she'd signed. Both the DON and administrator
staled that R7 either weara her apron, oris
supervised by staff, at all time when she s
smaking.

During 2 telephone interview with the social
services designee (S8D) on 3/1/13 at 2:00 p.m.,
the SSD stated the only staff who take R7 outside
to smoke were the administrator and her. The
58D stated that she would routinely put the
smoking apron on R7 when she took her oulside
to smoke, but that she does not stay and
supervise her. The 88D acknowledged that that
R7 was capable of removing the smoking apron.
fn additlon, the SSD statad that somatimes the
adminlster would sit with R7, and stated staff
didn't always alt outside with her byt verified
some staff did take her out with them when they
want out to smoke. She further stated that R7
had bagun smoking more slihce this all came up.
The 88D stated, "when R7 refused tha amoking
apron and went out by herseif fo smoke without
aupervision, we explained to R7 that It wasa not
safe for her, but it was her right to refuse." The
88D verifiad that R7 probably wasn't eafe If she
dldn't wear the smoking apron.
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Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
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(Y1)  Provider / Supplier / CLIA / (Y2) Multiple Construction (Y3) Date of Revisit

Identification Number
245398

A. Building

B. Wing

01 - MAIN BUILDING 01

2/8/2013

Name of Facility

PARKER OAKS COMMUNITIES INC

Street Address, City, State, Zip Code

211 6TH STREET NORTHWEST
WINNEBAGO, MN 56098

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 02/07/2013 ID Prefix 01/15/2013 ID Prefix 01/23/2013
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Ko0011 LSC K0025 LSC K0029
Correction Correction Correction
Completed Completed Completed
ID Prefix 01/30/2013 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC K0062 LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/PS 03/11/2013 25822 02/08/2013
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/3/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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(Y2) Multiple Construction

A. Buildin
B. Wing

9

(Y3) Date of Revisit
3/1/2013

Name of Facility

PARKER OAKS COMMUNITIES INC

Street Address, City, State, Zip Code

211 6TH STREET NORTHWEST
WINNEBAGO, MN 56098

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4)  Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 20265 03/01/2013 ID Prefix 20555 03/01/2013 ID Prefix 20895 03/01/2013
Reg. # MN Rule 4658.0085 Reg.# MN Rule 4658.0405 Subp. 1 Reg. # MN Rule 4658.0525 Subp. 2.B
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix 21325 03/01/2013 ID Prefix 21415 03/01/2013 ID Prefix 21540 03/01/2013
Reg.# MN Rule 4658.0725 Subp. 1 Reg. # MN Rule 4658.0815 Subp. 2 Reg. # MN Rule 4658.1315 Subp. 2
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
03/13/2013
State Agency MM /MK 13/ 28588 03/01/2013
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/7/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issuad
pursuant to a survey. if, upon reinspection, it is
found that the deficiency or deficlencles cited
hereln are not corrected, a fine for each violatlon
not corrected shall be assessed in agcordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health,

Determination of whether & violation has been
corrected requilres compllance with all
requirements of the rule provided at the tag
number and MN Rule number Indicated below,
When a rule contains several items, failure to
tomply with any of the ltems will ba eonsidered
lack of compliance. Lack of compliance upon
re-inspection with any llem of muiti-part rule will
result In the assessment of a fine even if the item
that was violated during the Inltisl inspection was
sorrecled.

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

INITIAL COMMENTS:
On March 1, 2013 surveyers of thls Dapartment's
staff, visited the above provider and the following
correction order wag re-Issued, When the
correction is completed. please sign and date,
make a copy of these orders and retum the
original to the Minnesota Department of Mealth,
Divigion of Compllance Menitoring, Licensing and
M
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Certlfication Program; 12 Civie Center Plaza,
Suite 2106, Mankato, Minnesota 66001

MN Rule 4658.0520 Subp. 1 Adequate and
Proper Nursing Care; General

Subpart 1. Care in general. A resident must
receive nursing oare and treatment, personal and
sustodial care, and suparvigion based on
individual needs and preferences as identified in
the comprehensive resident aaseasment and
plan of care as described in parts 4668.0400 and
4658.0405, A nursing home resident must be out
of bed as much as possible unless thereis a
written order from the attending physician that the
resident must remain in bed or the resident
prefera (o remaln In bed.

This MN Requirement is not met as evidenced
by:

Based on observation, Interview and document
review, the facllity falled to provida the nacassary
care and services to maintain a safe envircnment
for 1 of 1 residant (R7) who smoked cigarettes.

Findings Inctude:

R7 continued to smaoke without diract supervision
of facllity staff and often refused to utilize a
smoking apron. R7's clgarettes were not kelng
Kept in the medication cart per the plan of
correction..

During interview with the director of nuraing
(DON) on 3/1/13 at 12:35 p.m., the DON stated
the facility now kept R7's ¢igarsties in the
medication cart and that facility staff supervised
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her at all times when she was smoeking. During
the Interview, the DON had a cigarette pouch
sitting on the desk In her office. When asked
about it, the DON stated "those are the cigarettes
we took out of her (R7's) room."

During observations of R7 an 3/1/13 at
approximately 12:55 p.m,, the regident was
gested in a chair in her raom with a pack of
cigarettes observed on her badside table, When
questioned about use of the smoking apron and
supervision, R7 gaid that she had to "do [f Just for
today and then it will go back to normal,” When
asked wha had told her that, R7 Iidentified the
administrator.

Review of R7's record indicated R7 had tried
using electronic cigarettes, buf had then refused
to use them, In addRtlon, the record Indicated the
resident's smoking materials were to be stored In
the firet floor medication cart, and that staff were
supposed to supervise her when she went
outside to smoke, bacause she continued to be
non-compliant with the smoking apron. There
were several nurses' notes in the record about
R7's refusals to keep her cigareties in the
medication cart, her geing out to smoke without
supervigion, and her refusal to wear the smoking
apron.

During interview with the DON en 3/1/13 at
approximately 1,00 p.m., she was Informad that
R7 had a pack of cigarettes on the the bedslde
fable In her room, The DON stated, "the family
must have Just brought them te R7",

During an interview with an asslsted iving staff,
staff-A on 3/1/13 at 1:10 p.m., staff-A stated she
had noticed that facility staff had started to go out
with R7 mare routinely, but that she (staff-A) had
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slill sean R7 smoking outside by herself at imes
without staff supenvision,

Interview with licensed practical nurse (LPN)-A on
3413 at 1:15 p.m,, verfied that R7 goes out by
herself to smoke., LPN-A stated that the staff
know that 7 is not supposed to go outside and
smoke unsupervised, but that R7 continued to do
$0 and refused to wear the smoking apron,
LPN-A glaq sgid that R7 kept her cigarettes in her
room. LPN-A sald the staff attempted to keep
the resident's cigarettes in the medioation ¢ar,
but R7 had requested them back so they had
given them back to her. LPN-A further verifiod
that staff weren't going outside with R7 each fime
she went outside {0 smoke. She said, "we can't,
we don't have the staff fo go with har every time
she goes out and they just cut our hours again.
The staff kept her cigarettes in the medication
cart maybe a week or so then R7 had them-back
in her possession."

During an interview with {rained medication aid
(TMA)-A on 3/1/13 at 1:20 p.m,, TMA-A stated
that R7 refused the smoking apron for a lot of
staff but she will put it on for her sometimes.
TMA-A further verified that R7 kept cigarettes in
her room and that someone did not always go out
with her when she smoked.

The BON and administrator were interviewad on
3/M1/13 at 1:30 p.m. The DON stated R7's
"cigareltes are always in my office with her lighter,
and In the evening her cigarsttes are kept in the
medication cart.” The administrator stated that
staff who smoke always come to get R7 when
they take a clgarette break. He further added that
he knows for cerlain that he has staff on duty 7
days a week/24 hours a day who are smokers
themselves and that those staff always offer to
take R7 with them when they smoke in order to
supervise her, The DON stated that in her
oplnlon R7 underalood the smoking contract that
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she'd signed. Both the DON and administrator
stated that R7 either wears her apron, oris
supervised by staff, at all time when she is
smoking.

During a telephone interview with the sacial
services designee (SSD) on 3/1/13 at 2:00 p.m,,
the 88D stated the only staff who take R7 outside
to smoke were the administrator and her. The
88D stated that she would routinely put the
smoking apron an R7 when she took her outside
to smoke, but that she does not stay and
supervise her. The 38D acknowiedged that that
R7 was capable of removing the emoking apran.
In addition, the SSD stated that sometimes the
administer would sit with R7, and stated staff
didn't always sit outslds with her but verified
some staff did take her out with them when they
went out to smoke. She further stated that R7
had begun smoking more since this all came up.
The S8D stated, "when R7 refused the smoking
apron and want out by herself to smoke without
supervision, we expiained to R7 that It was not
gafe for her, but it was her right to refuse." The
58D verified that R7 probably wasnt safe if she
didn't wear the smoking apron.

SUGGESTED METHOD OF CORRECTION: The
administrator and director of nursing could
review and revice palicies, and could re-educate
staff to ensure that all residents are assessed
and provided necessary supervision, ¢are and
services, They could develop a monitoring
system fo ensure ongoing compliance,

TIME PERIOD FOR CORRECTION: Saven (7)
days.
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MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: TO4K
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00120
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L(LS)
(L1) 245398 (L3) PARKER OAKS COMMUNITIES INC
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 211 6TH STREET NORTHWEST 3. Termination 4. CHOW
(L2) 187918900 (L5) WINNEBAGO, MN (L6) 56098 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full Survey After Complaint
(L9)  04/20/2006 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 01/07/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: ) 03 SNF/NF/Distinet 07 X-Ray 11 IMR 15 ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. Tn Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 35 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 35 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF IMR 1861 (e) (1) or 1861 (j) (1): (L15)
35
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
At the time of the January 7, 2013 standard survey. survey the facility was not in substantial compliance with Federal participation requirements. Please refer to the
CMS-2567 for both health and life safety code along with the facility's plan of correction. Post Certification Revisit to follow.
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Mary Whitlock, HFE NEII 02/15/2013 Mark Meath, Program Specialist 02/28/2013
(L19) (L20)

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

19. DETERMINATION OF ELIGIBILITY

1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

22. ORIGINAL DATE

23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
12/01/1986 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 9127
January 22, 2013

Ms. Dorothy Baker, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest
Winnebago, Minnesota 56098

RE: Project Number S5398024
Dear Ms. Baker:

On January 7, 2013, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constitute actual harm that is not immediate jeopardy (Level G), as evidenced by the attached
CMS-2567 whereby corrections are required. A copy of the Statement of Deficiencies (CMS-2567) is
enclosed.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

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

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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Page 2
Potential Conseqguences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

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

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Maria King

Minnesota Department of Health
Mankato Place

12 Civic Center Plaza, Suite #2105
Mankato, Minnesota 56001

Telephone: (507) 344-2716
Fax: (507) 344-2723
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 February 16, 2013, the Department of Health will
impose the following remedy:

» State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by February 16, 2013 the following remedy will be
imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)
A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;
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- 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,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your PoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE
Upon receipt of an acceptable PoC, an onsite 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 plan of correction.
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If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as
of the latest correction date on the approved PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by April 7, 2013 (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 7, 2013 (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.
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INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

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

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205

Fax: (651) 215-0541
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Feel free to contact me if you have questions related to this letter.

Sincerely,

ok, Meatdy

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
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The facility's plan of correction (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 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 1671 483.10(b)(11)} NOTIFY OF CHANGES F 157 ! ;
ss=D [ (INJURY/DECLINE/ROOM, ETC) 1
A facility must immediately inform the resident; F—157

consult with the resident's physician; and if
known, notify the resident's legal representative See F — 309
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an -
existing form of treatment due to adverse

consequences, or to commence a new form of é) - ,
treatment); or a decision to transfer or discharge >~ - '
the resident from the facility as specmed in V RECE‘VED
SA83.12(2) o < FEB D 4 203

The facility must also promptly noiify the resident s .

and, if known, the resident's legal representative § Minnesoﬁa[r)]igi (;)f Health

or interested family member when there is a
change in room or roommate assignment as___. 7

specified in §483.15(e)(2); (o[,q_ch \

ABORATORY DIRECTOR'S O, "F‘ROVIC)ERISURP\} R REPRESGENTATIVE! URE TITLE ' (X6} bATE
- = AJ\M\ ™. D.. - ] - 13

\ny deficiency statement ending with an asterisk (*) de\otes a deficiency which the Institution may be excused from correcting providing it is determined that
ither safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ollowing 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
fays following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of cotrection is requisite to continued

yogram participation,

/‘/6:}6

{
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| this section.

resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.,

This REQUIREMENT is not met as evidenced
by:

Based on document review and interview, the
facility failed to notify the physician when a
resident experienced abnormal bleeding from the
gastrointestinal tract for 1 of 3 resident (R38)
reviewed for hospitalization,

The findings include:

R39 was admitted to the facility with anemia (low
iron levels in the blood-identified by laboratory
values of low hemeglobin and hematocrit). The
resident subsequently experienced blood in his
feces during bowel movements. The physician
was not notified of this change in the resident's
condition.

R38 was admitted to the facility from the hospital
on 12/4/12, following repair of a fractured left hip.
Review of medical record documents provided to
the facility from the hospital, revealed R39 had a
low hemoglobin and hematocrit upon admission
to the nursing home. The hospital records
indicated R39 had a hemoglobin of 13.3 (normal
value would be 13.5 to 17.5 for males) on the day
of admission to the hospital 11/26/12. However,
further review of the hospital records indicated
R39's hemogiobin values dropped and continued

RECEIVED

FEB 0 & 700

Ith
innesota Dept of Hea
Min Mankato
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to be below the normal reference range during his
stay at the hospital. Documented lab values
included a hemoglobin of 11.8 and a hematocrit
of 35.6 (normal reference value 38.8 {o 50) on
11/27/12; hemoglobin of 8.8 and hematocrit of
27.7 on 11/28/12; hemoglobin of 9.7 and
hematocrit of 29.7 on 11/29/12; hemoglobin of
8.4 and hematocrit of 27 on 11/30/12; hemoglobin
of 8.1 and hematocrit of 24.8 on 12/2/12; and on
12/4112, the day of the resident's admission to the
nursing home, documents indicated the resident's
hemoglobin was 7.7 and hematocrit was 23.6.

The hospitat record documents also indicated
R39 upheld Jehovah Withess religious bealiefs
and had refused blood products to treaf the
anemia. However, review of the hospital reports
confirmed R39 had received an oral iron
supplement while hospitalized. R39 had received
ferrous sulfate 324 mg (milligrams) twice a day
on 11/28/12, 14/ 29/12, 11/30/12 and 12/1/12.
The medication had then been switched to
Niferex 150 mg daily and the resident had
received that medication on 12/2/12 and 12/3/12.
Review of the nursing home record revealed R39
received no iron supplementation following
admission to the nursing home. In addition, there
was no documentation the facility had contacted
the physician regarding the use of any iron

supplements for R§9 while at the nursing home. RECE‘VED

Review of the nursing home nurses notes

revealed an entry dated 12/5/12, "to commode for FEB O & 208

BM [bowel movement]. Passed an almost black ith
moderate BM with dark red bilood passed also, Minnesota Dept of Hea
less than 30 cc [cubic centimeters)." There was Mankato

no documentation in the medical record
demonstrating the physician had been made

ZORM CMS-2667(02-99) Pravious Versions Obsolele Event ID: TO4KT4 Facility ID: 00120 If continuation sheet Page 3 of 27
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aware of R39's dark and bloody stool. On
12/8/12, there was again documentation of a dark
bloody stool, "up to commode per stand-up lift for |
BM [bowel movement]. Passed a large stool with
blood accompanying it." Again, there was no
documentation the facility notified the physician of
the bloody stool,

On 12/16/12, the nurses' notes revealed R39 had |
a fever of 103.3 degrees Fahrenheit (F) at the
time of his morning cares and was unable to
follow directions. The next entry in the notes was
at 4:00 p.m. when the nurse documented,
"Resident up in bed denies pain at this point in
time. Shows signs of decreased fevel of
consciousness, temp. 100.8, skin warm, dry and
pale in color, BP [blood pressure] 78/55, shows
no signs of anxiety or respiratory distress,
oxygenation 92% at 2 liters per minute.
Respirations 16, consumed 10% of dinner. Sent
to ER [emergency room] to treat and evaluate.”
The resident had not returned to the faciiity.

When interviewed on 1/4/13, at 2;15 p.m. the
director of nursing (DON}) stated the resident had
been transferred to the hospital and had died
there. When asked abouf R39's fow hemoglobin
and hematocrit at the time of his admission, the
DON acknowledged that when staff had noticed
no iron supplement was ordered, she would have :
expected the nursing staff to call the physician to

clarify whether iron supplementation should be RECEIVE‘D
provided to the resident. The DON also added
that she'd been unaware R39 had experienced FEB 0 & 201

dark and bloody stools while at the facility. She ith
stated she would have expected the nurses to Minnesota Dept of Heaitn
call the physician to report the abnormal stools. Mankato
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The facility's policy and procedure, Physician
Communication Policy and Procedure, included:
"It is the policy of Parker Oaks Communities to-
communicate changes in residents' condition to
the MD in a timely manner, so that the highest
quality of care possible can be delivered. It is the
responsibility of the licensed charge nurse to give
notification of resident status." Situations listed
in the policy as to when the physician would be
telephoned included abnormal bleeding. :
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279| ,
$5=D | COMPREHENSIVE CARE PLANS

F-279

A facility must use the resuits of the assessment
to develop, review and revise the resident's |

comprehensive plan of care. Ttis the policy of Parker Oaks

The facility must develop a comprehensive care Communities Inc. to develop

plan for each resident that includes measurable comprehensive care plans based on
objectives and timetables to meet a resident's assessment and to review and revise
medical, nursing, and mental and psychosocial . *s and
needs that are identified in the comprehensive the care plan as needed, R26°s

similar concerns related to sleep and

assessment.

sleep meds have been reviewed and
The care plan must describe the services that are updated on 1/29/13 by D.O.N
tq be furnishgd to attain or maintain the resident's , .' specifically in regards to sleep
highest practicable physical, mental, and hygiene. Sleep diaries for residents

psychosocial well-being as required under
§483.25; and any servi?:es that would otherwise who take any medication to aid sleep
be required under §483.25 but are not provided have been completed on 2/1/13to |
due to the resident's exercise of rights under ensure lowest effective dose is bemg
§483.10, including the right to refuse treatment " administered.

under §483.10(b)(4). RECEIVED

g}l’w:is REQUIREMENT is not met as evidenced FEB 0 & 200
Based on document review and interview, the Minnesota Dept of Health
ankato
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facility failed to develop a comprehensive care
plan for 1 of 10 residents (R26) in the sample
reviewed for unnecessary medication use.

Findings include:

R26 did not have a comprehensive care plan
developed within 21 days of admission.

'R26 was admitted to the facility on 11/28/12 with

diagnoses including: dementia, panic attacks,
hypothyroidism, chronic anemia, anxiety,
cardiomegaly, hypercholesterolemia,
hypertension and depression.

Medical record review for medication usage
indicated R26 raceived medications including
Lasix (a diurstic), Lisinopril and Metoproiol
(antihypertensives), Levothyroxine (thyroid
medication), Latvian (anti-anxiety), Zoloft and
Trazadone (antidepressants) and Fergon (iron).
During additional review of the record to
determine whether there were adequate
indications for use, or regular monitoring for
efficacy/side effects, it was noted there was had
been no comprehensive care plan developed for
the resident. Only a ‘daily needs/functional care
plan," a check list of ADL's (activities of daily
living), communication, hearing, vision, cognition
and behavioral symptoms was available in the
medical record. No comprehensive care plan had
been developed to determine interventions for the
resident's care.

The director of nursing was interviewed on 1/3/13
at 8:35 p.m. She verified there had been no
comprehensive care plan developed for R26
since admission admission 34 days prior.

Nursing staff members will be
required to attend a mandatory in

i service on 2/7/13 that will cover the
following topics, development,
review, and revision of the resident’s
care plan, Education will also
include the assessment process and
using the care plan for providing
resident cares, D.ON or AD.O.N is
responsible for overall compliance of
this regulation.

'Random weekly audits with 25% of

performed for one month and bi-
weekly for the next month or until
compliance is met on care plans,
assessment content, and provisions
of cares according to the care plan.
Results will be reviewed by the
Quality Council and changes made

- based on audit results will be

| recommended.

Date Compliant: 2/7/13

RECEIVED

FEG 0 & 208

Minnesota Dept of Health
Mankato

residents’ chatts being pulled will be
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-reviewed for hospitalization. These factors

-| pain related to a dental condition for 1 of 3

Each resident must receive and the facility must
provide the necessary care and services fo 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:

Based on document review and interview, the
facility failed to seek medical direction and/or
treatment for abnormal bleeding from the
gastrointestinal (Gl) tract for 1 of 3 resident (R39)

resulted in harm for R39, who required
hospitalization for this issue and later died. In
addition, the facility failed to recognize and treat

resldents (R30) reviewed for dental services.
The findings include:

R39 was admitted to the facility with anemia (low
iron levels in the blood-identified by laboratory
values of low hemeglobin and hematocrit). The
resident subsequently experienced blood in his
feces during bowel movements. The facility did
not seek direction or treatment for this condition.

R39 was admitted to the facility from the hospital
on 12/4/12, following repair of a fractured left hip.
Review of medical record documents provided to

the facility from the hospital, revealed R39 had a FER 0 & 201

low hemoglobin and hematocrit upon admission

to the nursing home. The hospital records Minnesota Dept of Heaith
Mankato
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- being. Since the survey team exited

It is the intent of the Parker Oaks
Communities Inc. to provide
care/services for the highest well

the facility R39 has passed away.
R30’s care plan has been updated on
2/1/13 to reflect family declines for
further dental exams. Facility will
| continue to offer exams annually and -
i as needed.

The facility protocol states all
significant changes in condition must
be reported to resident’s primary
physician, All nursing staff members
will be required to attend an in
service session on 2/7/13 that will
cover the following topic physician
notification of changes in condition.
 Staff members who are unable to .
- attend will be required to meet with |
D.O.Nor A.D.O.N to go over i
information on an individual basis.

RECEIVED
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| was no documentation the facility had contacted

indicated R39 had a hemoglobin of 13.3 (normal
value would be 13.5 to 17.5 for males) on the day
of admission to the hospital 11/26/12. However,
further review of the hospital records indicated
R39's hemoglobin values dropped and continued
to be below the normal reference range during his
stay at the hospital. Documented lab values
included a hemoglobin of 11.8 and a hematocrit
of 35.6 (normal reference value 38.8 to 50) on
11/27/12; hemoglobin of 8.8 and hematocrit of
27.7 on 11/28/12; hemoglobin of 9.7 and
hematocrit of 29.7 on 11/29/12; hemoglobin of
8.4 and hematocrit of 27 on 11/30/12; hemoglobin
of 8.1 and hematocrit of 24.8 on 12/2/12; and on
12/4/12, the day of the resident's admission to the
nursing home, documents indicated the resident's
hemoglobin was 7.7 and hematocrit was 23.6.

The hospital record documents also indicated
R39 upheld Jehovah Witness religious beliefs
and had refused blood products to treat the
anemia. However, review of the hospital reports
confirmed R39 had received an oral iron
supplement while hospitalized. R39 had received
ferrous sulfate 324 mg (milligrams) twice a day
on 11/28/12, 11/ 29112, 11/30/12 and 12/1/12.
The medication had then been switched to
Niferex 160 mg daily and the resident had
received that medication on 12/2/12 and 12/3/12.
Review of the nursing home record revealed R39
received no iron supplementation following
admission to the nursing home. In addition, there

the physician regarding the use of any iron FERB 0 & 2013
supplements for R39 white at the nursing home.

Minnesota Dept of Health
Review of the nursing home nurses notes Mankato

revealed an entry dated 12/5/12, "to commode for
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This will be audited weekly for one
month and bi-weekly for the next 2 |
months or until compliance has been!
'met. The D.O.N or designee will
randomly audit nursing
docimentation for changes in
condition to assure residents status
are appropriately being documented
and changes reported. Results of the
auditing will decide future

-compliance monitoring and training,

: Results will be presented at quarterly

Quality Council meetings. Quality

Council Committee will re-evaluate -

the need and frequency for continued}

compliance with this regulation. !

Date Compliant: 2/7/13

RECEIVED
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BM [bowel movement], Passed an almost black
moderate BM with dark red blood passed also,
less than 30 cc [cubic centimeters]." There was
no documentation in the medical record
demonstrating the physician had been made
aware of R39's dark and bloody stool. On
12/8/12, there was again documentation of a dark

bloody stool, "up to commode per stand-up lift for (
BM {bowel movement]. Passed a large stool with

blood accompanying it." Again, there was no
documentation the facility notified the physician of
the bloody stool.

On 12/16/12, the nurses' notes revealed R39 had
a fever of 103.3 degrees Fahrenheit (F) at the
time of his morning cares and was unable to
follow directions. The next entry in the notes was
at 4:00 p.m. when the nurse documented,
"Resident up in bed denies pain at this point in
time. Shows signs of decreased level of
consciousness, temp. 100.8, skin warm, dry and
pale in color. BP [blood pressure] 78/55, shows
no signs of anxiety or respiratory distress,
oxygenation 92% at 2 liters per minute.
Respirations 16, consumed 10% of dinner. Sent
to ER [emergency room] to treat and evaluate.”
The resident had not returned to the facility.

When interviewed on 1/4/13, at 2:15 p.m. the
director of nursing (DON) stated the resident had F D
been transferred to the hospital and had died ~4
there. When asked about R39's low hemoglobin RE QE\V -
and hematocrit at the time of his admission, the

DON acknowledged that when staff had noticed feg 0 i 2013
no iron supplement was ordered, she would have L of Health
expected the nursing staff to call the physician to Minnesota [ep

clarify whether iron supplementation should be Mankato

provided to the resident. The DON also added
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that she'd been unaware R39 had experienced
dark and bloody stools while at the facility. She
stated she would have expected the nurses to

call the physician to report the abnormal stools.

The facility's policy and procedure, Physician
Communication Policy and Procedure, included:
"It is the policy of Parker Oaks Communities fo
communicate changes in residents’ condition to
the MD in a timely manner, so that the highest
quality of care possible can be delivered. It is the
responsibility of the licensed charge nurse to give
notification of resident status.” Situations listed in
the policy as to when the physician would be
telephoned included abnormal bleeding.

The facility failed to evaluate and monitor R30's
complaints of tooth pain.

R30 was admitted to the facility on 5/2/08 with
diagnoses including but not limited to Parkinson's
disease and dementia. The quarterly minimum
data set (MDS) dated 6/28/12 identified the
resident experienced, "Mouth or facial pain,
discomfort, or difficulty with chewing".
Interventions on R30's plan of care, last reviewed
1/2M13, included: "Staff offer dental exams
annually & PRN (as needed)”,

During an interview with R30 on 1/2/13 at 11:55 . S
a.m., R30 reported she'd experienced tooth pain RECE‘VED

on the lower left (L) side of her mouth. R30

| stated she had been having the pain prior to the CEB 0 b 701
interview and had reported it to staff, however )
was unsure how fong ago the pain had Initially Minnesota Dept of Health
started. During the course of the interview, Mankato

licensed practical nurse (LPN)-Z entered R30's
room to administer medication. R30 reported the
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dental pain to LPN-Z at that time. LPN-Z
acknowledged R30's report of dental pain and
indicated she would-lock into getting R30 some
Tylenol.

The resident's record was reviewed. An
interdisciplinary note dated 12/14/12 included:
"Resident ¢/o (complained of) tooth pain (arrow
pointing up} (L) side, call placed to dentist, they
weren't open so message was left for Monday."

The pain monitoring flow shests for December
2012, and January 2013, included no record of
the resident's complaints of pain from 12/14/12,
or 1/02/13.

When interviewed on 1/7/13 at 10:19 a.m., the
director of nursing (DON) confirmed that R30's
compiaints of pain to the nurse on 1/2/13 should
have been documented with a chart note, and on
the pain monitoring flow sheet, and that there
should have been follow up with the resident.

When interviewed on 1/7/13 at 11: 05 a.m.,
LPN-Z confirmed that R30 had complained of
tooth pain last week on 1/2/13. LPN-Z verified
that she had not followed-up on the dental pain,
nor attempts to contact R30's daughter about a
potential dental appointment, until just that

morning (1/7/13}. :
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F 318 RECE\V ED
$s=p | IN RANGE OF MOTION
: pig 0 b 200
Based on the comprehensive assessment of a ith
resident, the facility must ensure that a resident asold Dept of Hea
with a limited range of motion receives Minne Mankato

appropriate treatment and services to increase
‘range of motion and/or to prevent further
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| It is the intent of the Parker Oaks

This REQUIREMENT s not met as evidenced Communities Inc. to provide daily
by: o cares in accordance with resident’s
Based on observation, interview and document lan of care. R27 and similarl
review, the facility failed to ensure each resident plan of care. and similarly
received range of motion services to maintain affected residents have been
function for 1 of 3 residents (R27) reviewed in the evaluated by Physical Therapy on
sample for range of motion. - 2/1/13 with recommendations for

range of motion made. Care plans

indings include:
Findings include have been updated to reflect

R27 had limited range of motion (ROM) in his | appropriate restorative therapy :
upper extremities and the facility did not provide ; guidelines. ’
ROM services.

Delivery of care will be audited with|

Duri bservation of R2 113112 25 . .«
uring an obsarvation of R27 on ats all residents receiving Range Of

p.m., the resident was observed to have a wrist

and knuckle contracture on the left hand. The Motion modalities being
resident was not observed to utilize a splint. recommended from Physical
R27's diagnoses included generalized " Therapy with direct observational
S clagnoses Included generalized weakness audits of care being provided. Audits
st i ! :
and history of a cerebral vascular accident (CVA) will be completed by D.O.N or

with left sided hemiparesis. . )
designee 3x a week on morning and

The quarterly minimum data set (MDS) dated evening shifts for one month results
11/8/12, identified R27 as requiring extensive of audits will be presented to the
assistance for most activities of daily living : ‘ : : .
(ADL's). In addition, R27 was identified with Quality Council Committee for
functional limitatioris of one side, for both upper ongoing review and

and fower extremities. recommendations.

Review of the plan of care dated 5/16/12, Date Compliant: 2/7/13

identified the resident as having an alteration in
ADL's related to generalized weakness, activity
intolerance secondary to a history of a CVA, with
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left sided hemiparesis and significant right sided
weakness. The care plan indicated the resident
required extensive assistance with all ADL's.

Review of the "Restorative Care Program” notes
dated §/22/12, inciuded a program to maintain
R27's functional motion in the upper extremities.
The program included directions for passive
range of motion to both arms 3 times weekly; and
to provide movement in both arms, one at a time,
gently forwards, inwards, backwards and to the
sides 5 times each. This program had been
recommended by the Occupational Therapist
when formal therapy services had been
discontinued,

Although observations were made throughout the
survey 1/2, 1/3 and 1/4/13, R27 was not
observed to receive any restorative exercises.

During interview with registered nurse (RN)-A at
6:35 p.m. on 1/3/12, she stated she thought the

facility therapy department provided restorative

services for the resident, but was unsure.

During interview with nursing assistant (NA)-A at
6: 45 p.m. on 1/3/12, she stated she was
unaware of who was responsible for providing
restorative nursing for R27. She further confirmed
she had never observed the services being
provided.

During interview with the director of nursing
(DON) at 7:00 p.m. on 1/3/12, she indicated the
nursing assistants were responsible for providing
restorative services for R27. When questioned
about which days the resident was supposed to
be recelve such exercises, the DON was unable
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to provide that information. The DON further
confirmed that R27's ROM program may not be
gelling done because there had been no days or
times designated for the staff to provide the
services.

During interview with licensed practical nurse
(LPN)-B at 7:15 p.m. on 1/3/12, she stated she
thought the licensed staff provided R27's ROM
services and that it would be noted on the
resident's treatment sheet. However, when
LPN-B reviewed R27's treatment sheet with the
surveyor, she confirmed the treatment sheets did
not indicate that any services were being
provided by the licensed staff. LPN-B also
confirmed she had not been providing these
setvices for R27.

During interview with NA-B at 7:52 a.m. on
1/4/12, she stated she works routinely with R27
and has never provided the ROM exercises. She
verified she had been unaware of the
recommendations.

During interview with NA-C at 8:00 a.m. on
1/4/12, she stated she was unaware of who was
responsible for providing ROM to residents and
confirmed that she had never provided ROM for

Rar RECEIVED

During interview with the facility's Occupational :
Therapist at 10:00 a.m. on 1/4/12, she confirmed FEB 0 & 2013

R27 had impairments of the upper extremities .

and that the facility staff should be following her Minnesota Dept of Health
recommendations for restorative nursing to Mankato
maintain the resident's functional motion.

F 323 | 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES

‘ORM CMSB-2567(02-99) Previous Versions Obsolete Event ID: TO4K11 Facillty 1D: 60120 If continuation sheet Page 14 of 27




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

PRINTED: 01/22/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245398

(X2) FULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A, BUILDING
B. G
N 01/07/2013

NAME OF PROVIDER OR SUPPLIER

PARKER OAKS COMMUNITIES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
211 6TH STREET NORTHWEST

WINNEBAGOQ, MN 56098

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:

Based on observation, interview and document
review the facility failed to provide adequate
supervision in order to prevent accidents for 1 of
3 residents in the sample { R7) who was identifled
as being potentially unsafe with smoking.

Findings include:

R7 was observed to have what appeared to be
cigarette burn holes in her clothing, Although
facility staff acknowledged the resident's potential
for unsafe smoking, they had not implemented
supervision of her smoking to prevent accidents.

R7 was admitted to the facility 8/24/11 with
diagnosis including chronic tobacco abuse,
chronic obstructive pulmonary disease, dementia
and anxiety,

During interview and observation of R7 on 1/2/13,
at 11:16 a.m. it was noted that she had numerous
cigarette burn holes in her slacks. When asked
what had happened, she stated she didn't know
how the holes got there and aiso stated that her
son told her he was going to take her cigarettes
away from her because of the holes. R7 was

F.-323
i

It is the intent of Parker Oaks
Communities Inc. to 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.

R7’s care plan has been updated to
reflect current status. R7 has been
informed of facility policy and
procedure. The facility has got a

! contract with the resident to ensure

the safety of the resident. The
resident acknowledges the contract
and will comply with the contract.

~ Electronic Cigarettes will be used by

the resident.

Random observational audits will be
completed weekly for one month to

 ensure safe smoking practices are

being followed. Staff will be
“educated on the new smoking
contract on 2/7/13.

Date Compliant: 2/7/13
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-practices, resident has been instructed and

noted to have a pack of cigarettes and a fighter In
her pocket. During additional observations on
1/3/13 and 1/4/13, R7 was noted to have small
holes in the slacks she was wearing.

R7's record was reviewed. The quarterly
Minimum Data Set (MDS) dated 8/30/12,
indicated a BIMS (Brief Interview for Mental
Status) score of 6 which indicated the resident
had severe cognitive impairment. A subsequent
quarterly MDS dated 11/29/12, indicated a BIMS
score of 00 which also indicated severe cognitive
impairment.

An initial smoking evaluation dated 8/24/11,
indicated R7 was alert and oriented to person,
place and time, does not want to quit smoking,
had been informed of the facility's smoking policy,
followed the facility smoking policy (smokes in
designated areas, follows schedule, does not
smoke when oxygen is present etc.), can safely
utilize the lighter/matches and light smoking
material, does not use a smoking apron and
demonstrates safe smoking practices with other
residents. The evaluation identified R7 as being
independent. An updated smoking assessment
dated 9/25/12, indicated: "Other: Burning hdles in
clothing - must now wear smoking apron when
she goes outside." A nurse's note from 9/25/12
included, "As a result of unsafe smoking

educated on proper use of smoking apron and
why itis needed to maintain her safety. Resident
is AAO x 3 (alert and orientated to person, place
and time) and states she wishes to continue
smoking. She verbalized that she understands
why she needs to wear the apron. Staff will
monitor that she wears the apron and continue to

- RECEIVED
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provide ongoing education to resident." A nurse's
note dated 9/28/12, indicated the resident had
occasionally been non-compliant with the use of
the smoking apron. The note further indicated
staff had explained the risks of not using the
apron to R7, and that she had indicated she knew
this and "doesn't care." Staff was to continue to
provide encouragement to the resident to utilize
the smoking apron. According to a nursing note
from 10/17/12, the resident had been observed
outside smoking without the smoking apron. Staff
had provided education and indicated they would
continue to meonitor.

The resident's care plan was updated 9/25/12 to
include: "Risk for injury RIT (related to) unsafe
smoking practices and occasional
non-compliance with wearing smoking apron."
The approaches included, "Ongoing education
will be provided by staff regarding safe smoking
practices. Staff will encourage resident fo wear
smoking apron every time she goes outside to
smoke."

The facility's SMOKING EVALUATION POLICY
AND PROCEDURE dated 5/14/08 included:
"PURPOSE: Itis the decision of the facility how,
when and where to allow smoking and a decision
by the resident to smoke. However, residents
need to smoke safely and this assessment may

assist the facility in making this decision. RECEIVED

POLICY: ltis the policy that all residents who

want to smoke are evaluated and assessed for EB .
smoking safety. PROCEDURE: 1. The FEB § ¢ 7013
assessment is to be used at the time of Mi

admission and PRN (as needed). 2. The nnesoﬁaaﬁgioof Health

smoking evaluation form will be completed by the
charge nurse, case manager or MDS nurse. 3.
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Form is used to gather information ...when there
is a concern over the resident's behavior and
safety smoking. 4. Include the resident and
responsible party as indicated."

R7 was observed on 1/4/13 at 11:20 a.m., to be
in her room counting her cigarettes. When
questioned by the surveyor at that time, the
resident stated she goes outside "a lot."

During an interview with the director of nursing
(DONj) on 1/4/13 at 11:15 A.M.,, she stated the
resident goes out to smoke whenever she wants
to. She stated that the resident and family had
risks and benefits of unsafe smoking explained to
them and that R7 "does what she wants and
won't let us help her at all." When the DON was
asked about the resident keeping cigarettes and
lighters on her person the DON responded, "I
don't know about that, we have a smoking policy"
and shrugged her shoulders.

On 1/4/13 at 1:30 p.m., R7 was observed going to
the smoking area. This smoking area was located
outside on the backside of the facility. The area
was not near the nursing facility but by the
attached assisted living, R7 did not have the
smoking apron on. She was observed to light and
smoke the entire cigarette without dropping any
ashes In her lap. During this observation, there
were no staff present in the area to supervise.

Licensed practical nurse (LPN)-A was interviewed
on 1/4/13 at 1:30 p.m. LPN-A verified that R7
goes out to smoke a lot, "especially when she's
bored." When asked whether anyone watches
R7 while she smokes, LPN-A stated, "oh no, she
goes by herself." When asked if R7 wears the
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smoking apron, LPN-A stated that R7 was
supposed to wear the apron but often refuses. "If
we put it on her she rips it off."

During interview with the administrator on 1/4/13
at 1:45 p.m., the administrator stated the facility
was currently using the policy from May of 2008,
but that they would be implementing a new
smoking policy going forward.

During an additional interview with the DON on
1/4/13 at 1:55 p.m., the DON verified that R7 may
not be safe to smoke independeritly as evidenced
by the holes in her clothing. She stated that the
resident does not allow staff to sit with her while
she smokes because she is "embarrassed by
that" When asked if they could stand inside the
doorway to observe the resident smoke the DON
stated, "l hate to say this but we don't have
enough staff."

F 3291 483.25(]) DRUG REGIMEN IS FREE FROM F 329
$8=D | UNNECESSARY DRUGS F—329

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any See F-279 -‘
drug when used in excessive dose (including i
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 RE C E IV E L)
should be reduced or discontinued; or any

combinations of the reasons above. FEB 0 & 2083
Based on a comprehensive assessment of a Minnesota Dept of Health
resident, the facility must ensure that residents Mankato

who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
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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 avidanced
by:

Based on interview and document review, the
facility failed to adequately identify, assess, and
monitor clinical indications for continued use of
medications for 1 of 10 residents (R50) reviewed
for unnecessary medication use,

Findings include:

RS0 routinely received an antidepressant
medication and a supplement to help her sleep,
without adequate assessment and monitoring for
the efficacy of these medications. '

R50 was admitted to the facility 12/17/12 with

diagnoses including: Alzheimer's diseass, status o
post fall with resultant fractured ribs, and a history RE C E |V E D

of depression and sleep disturbance secondary to

Alzheimer's disease. FEB 0 & 701
Review of the physician's orders dated 12/20/12, Minnesota Dept of Health
indicated the resident had routine orders to use Mankato

Celexa (an antidepressant) and Melatonin (a
dietary supplement often used to help with sleep)
on a daily basis.
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Review of the record failed to indicate whether
any monitoring had been initiated to determine a
baseline for monitoring efficacy of these use of
the medications.

During interview with the assistant director of
nursing on 1/4/13 at 12:05 p.m., she verifiad that
the facility had not initiated any mood or behavior
monitoring for the use of Celexa, nor had they
completed a base line sleep study in order to
determine the efficacy of the Melatonin usage.
483.30(e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a daily basis:

o Facility name.

o The current date,

o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

- Registered nurses.

- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.

0 Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

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

F 329

' T
F 366 |F—356 i
It is the intent of the Parker Oaks |
Communities Inc. to post daily
| nursing hours in accordance with
federal and state regulation
483.30(e). The facility posted
nursing shift hours will be updated
on 2/7/13. Medical records or
Nursing staff will be responsible for
posting the Nursing Staff |
information. This will be audited by '
 the Administrator on a weekly basis
' %2 weeks by Administrator walking ;
- rounds. !

Lf

Date Compliant: 2/7/13

RECEIVED

The facility must, upon oral or written request, FEB 0 & 2013

make nurse staffing data available to the public .

for review at a cost not to exceed the community Mlnneso{t\? Dept of Health
ankato
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standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to post the required
information for nursing hours on a daily basis at
the beginning of each shift. This had the potential
to affect 28 of 28 residents residing in the facility
at the time of the survey and any members of the
public that wished to view this information.

Findings include:

During the initial tour of the facility at 9:00 a.m. on
1/2/13, and during subsequent observations on
1/3 and 1/4/13, the facllity failed to post the actual
hours worked for ficensed and unlicensed nursing
staff responsible for resident care per shift.

During an interview with the director of nursing
{DON) at 1:05 p.m. on 1/4/13, the DON verified
the staff posting failed to include the hours that
comprised the shifts for the actual nursing hours -
worked. The DON stated, "Corporate just made
us change that; our last form had it on there."
483.55(a) ROUTINE/EMERGENCY DENTAL
SERVICES IN SNFS

The facifity must assist residents in obtaining
routine and 24-hour emergency dental care.

A facility must provide or obtain.from an outside

F 356

F 411 RECEIWVED

FEB 0 &

innesota De
Min Man

pt of Health
kato
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resource, in accordance with §483.75(h) of this }
i i -
part, routine and emergency dental services to The Parker Oaks Communities Inc.

meet the needs of each resident; may charge a

Medicare resident an additional amount for must provide dental services for all

routine and emergency dental services: must if of its residents. In the instance of
necessary, assist the resident in making R32 and R30 and similar affected
appointments; and by arranging for transportation resid .
to and from the dentist's office; and promptly refer w1SIIl ents t-h © ﬁlDOI:{ or,demgnee
residents with lost or damaged dentures to a examine the resident’s mouth to
dentist. detect any oral health problems and
i document results on admission and

_ _ _ . | quarterly assessment on dental health
This REQUIREMENT is not met as evidenced assessment form, The resident and or
by: | family will be asked by the facility

Based on observation, interview and document | . . -
review, the facllity failed to assist 2 of 3 residents - social services designee on an annual

(R32 and R30} in the sample who required dental basis whether they would like us to
services with arrangements for dental services to schedule an annual dental exam,
meet their needs.

All nursing staff members are

The findings Include: , .
required to attend an in-service

R32 complained of tooth/mouth pain and the session on 2/7/13 that will cover the
facility had not evaluated the need for a potential following topic: review of Parker
dental referral. Oaks Communities Inc. oral heal

. alth
During an interview with R32 at 7:30 p.m. on | care protocol, Stafl members who
1/3/12, R32 stated she had upper right tooth pain are unable to attend will be required -
almost all of the time. R32 stated she had been tomeet DLONorADONtogo -
using anbesol (an oral anesthetic) gel for comfort. over information on an individual |
However, R32 stated it was not relieving her pain basis .
anymore. The resident also stated she had ' RECEIVED
recently called her friend to make a dental '
appointment for her, because the facility staff had : FER 0 4 2013
not done so. Observations of the resident's
mouth, at that time, revealed R32 have several ; . Health
chipped and darkened teeth in her mouth. R32 anesoﬁaaigiod

pointed to a tooth in her right upper gum area that

‘ORM CMS-2667(02-99) Previous Verslons Obsolele Event ID: TO4K11 Facility iD; 00120 If continuation sheet Page 23 of 27




PRINTED: 01/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ___OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA -{(X2) MULTIPLE CONSTRUGTION : (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING _
245308 |5 WNS — | 01/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
211 6TH STREET NORTHWEST
PARKER OA_KS COMMUNITIES INC WINNEBAGO, MIN 66098 |
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 411 | Continued From page 23 F 411 _ '
was causing her pain. The area around that tooth | On a monthly basis x2, the D-O.N or\
appeared to be slightly reddened. designee will randomly audit at a
Review of th dent . , : | 25% chart pull of resident records for,
eview of the resident's most current care plan ' . dental health
dated 4/3/12, identified a problem of “Dental completion ogorall ation of
Pain." Approaches included: The resident has a assessments, documentation of
dental visit on 4/2012. Review of notes from a resident/family inquiry regarding
dental appointment visit 4/4/12, identified the desire for annual dental exam date
resident as having several teeth on the maxillary complete 2/7/13. Results will be
that 'hurt to tap on'. A cold check was within summarized at Quality Council

normal ranges of her dental exam. The note

further questioned if possibly the resident was Committee meetings and Quality

having problems with her maxillary sinus. The - Council will evaluate need for.
exam was unable to pinpoint any real problems. - continued compliance monitoring.
The dental notes further indicated that if the D.O.N is responsible for overall
patient developed a continuous foothache or compliance of this re pulation.

swelling the staff was to notify the dental clinic.

Review of the most current oral assessment | Date Compliant: 2/7/13
dated conducted between 12/14 and 12/20/12,
identified the resident as having debris in her
mouth prior to going to bed at night, broken, looss
or carious teeth, inflamed gums, swollen gums,
bleeding gums, oral abscesses, ulcers or rashes.
The assessment also identified the resident as
having mouth pain.

During an interview with the director of nursing .
(DON) at 9:00 a.m. on 1/4/13, the DON verified

there was no other information to specifically - . .
identify the areas of these concerns, nor R}: C E |\/ E. L}
interventions regarding the findings, on the

assessment. FEB 0 4 2013
Review of a nurse's note dated 10/19/12, stated Minnesota Dept of Health
R32 had complained of a toothache indicating it Mankato

had hurt for 3 to 4 days. The note further
indicated that a call was placed to the resident's
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friend to make a dental appointment, Further
review of the medical record revealed that as of
yet, no dental appointment had been made. This
was verified by interview with the DON at 1:00
p.m. on 1/4/13.

A nurse's note entry dated 11/7/12, indicated
R32's gums and tooth on the front upper right
side were painful. The note further indicated the
resident had difficulty swallowing medication,
because she did not want the water she took fo
swallow the medication, to touch the painful areas
in her mouth. No follow up documentation was
found in the medical record regarding the
resident's complaints from 11/7/12.

A nurse's note dated 12/13/12, indicated R32's
physician had advised her to use anbesol to treat
the tooth pain. The physician's instructions were
to see the dentist if the anbesol did not help her
pain.

A nurse's note dated 12/22/12, indicated R32 was
having more tooth/mouth pain, that the anbesol
gel was not helping the resident's pain, and that
the facility staff would make a dental
appointment.

A subsequent nurse's communication note to the
physician dated 12/26/12, indicated the = ; )
resident's right upper gum and mouth hurt "very R E: C E iVE D
badly" and that she was having difficulty o
swallowing, chewing and talking. The nurse's FEB 0 & 2013

note requested something stronger for R32's .

pain. The physician's response included an order Minnesota Dept of Health
for vicodin (a narcotic pain medication) as needed Mankato

(PRN) for the resident's mouth pain. However,
the dentist was not informed of R32's increased
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mouth pain, nor was a referral made.

Interview with the DON at 1:00 p.m. on 1/4/12,
verified that the resident had continued
complaints of mouth pain and that the dentist
should have been notified when R32 was having
Increased mouth pain.

R30 complained of tooth pain and the facility did
not evaluate the need for a potential dental
referral.

R30 was admitted to the facility on 5/2/2008 with
diagnoses including but not limited to Parkinson's
disease and dementia. A quarterly minimum data
set (MDS) dated 6/28/12, indicated, "Mouth or
facial pain, discomfort, or difficulty with chewing."
The care plan last reviewed 1/2/13 included:
"Staff offer dental exams annually & PRN (as
necessary)".

During interview with R30 on 1/2/13 at 11:55
a.m., R30 reported tooth pain on the lower left
side of her mouth. R30 stated she had been
having the pain prior to the interview and had
reported it to staff. She stated she was unsure
how long ago the pain had started. During the
course of the interview, licensed practical nurse
(LPN)-Z entered R30's room to administer
medication. R30 reported the dental pain to
LPN-Z at that time. LPN-Z acknowledged R30's
report of dental pain and indicated she would lock i
into getting R30 some Tylenol. RECEIVED

A nurse's note dated 12/14/12 indicated, FEB 0 & 2013
"Resident ¢/o (complained of) tooth pain (arrow ,

pointing up) (L (left)) sids, call placed to dentist, Minnesota Dept of Health
they weren't open so message was left for Mankato
Monday.™

“GRM CMS-2567(02-99) Previaus Verslons Obsolele Event ID: TO4K1 { Facllity ID: 00120 If continuation sheet Page 26 of 27




PRINTED: 01/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , - OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION . |(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
' A. BUILDING
245398 B WING _ 01/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
_ : 211 6TH STREET NORTHWEST
PARKER OAKS GOMMUNITIES INC WINNEBAGO, MN 56008 |
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D ~ PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE A
DEFICIENCY)
F 411 | Continued From page 26 F411

The pain monitoring flow sheets for December
2012 and January 2013, did not identify R30's
complaints of pain from 12/14/12 or 1/02/13.

The DON was interviewed on 1/7/13 at 10;19
a.m. The DON confirmed that a follow up dental
appointment had not been made for R30. The
DON also confirmed that R30's complaints of
pain to the nurse on 1/2/13 should have been
documented with a chart note, indicated on the
pain monitoring flow sheet and foliowed up on.

LPN-Z was interviewed again on 1/7/13 at 11: 05
a.m. LPN-Z confirmed that R30 had complained
of tooth pain last week on 1/2/13. LPN-Z verified
that she had left a message for R30's daughter
on 1/7/13 to make a dental appointment for her
mother but had not followed-up on the dental
pain, nor contacted R30's daughter, about a
potential dental appointment until that time.

RECEIVED

FEB 0 & 208

Minnesota Dept of Health
Mankato
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FIRE SAFETY _ %
THE FACILITY'S POC WILL SERVE AS YOUR (7

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.

A~VE A3

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,

¢
/

o%d

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety - State
Fire Marshal Division. At the time of this survey,

ety SAFETY
NDEPT. OF FUELY DiviSION

M Parker Oaks Communities Inc. was found not in sﬁf‘.TE FIRE MARS
3 substantial compliance with the requirements for
\ - | participation in Medicare/Medicaid at 42 CFR,
\§ Subpart 483.70(a), Life Safety from Fire, and the
. | 2000 edition of National Fire Protection
{ Association (NFPA) Standard 101, Life Safety
Code (LSC), Chapter 19 Existing Health Care - _
Occupancies. R\:CE\VED
'\ | PLEASE RETURN THE PLAN OF . cep 0 b 200
m CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES Minnesota Dept of Health
( K-TAGS) TO: Markato
Health Care Fire Inspections _
State Fire Marshal Division (_\ D
—2
TITLE (X6) DATE

ABORATORY DIRECTOR'S OR PROVIDER?FPGER REPRESENTATIVE'S Sl ; TURE

- Ad ~~in J—"' -(3

enotes a deficiency which the institution may be excused from correcling providing it is determined thal
lents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
rrection Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
ilable fo the facllity. If deficiencles are cited, an approved plan of carreclion is requlsite to conlinued

Any deficlency stalement ending with an asterisk (*) d
sther safeguards provide sufficient protection to the pa
ollowing the date of survey whether or not a plan of co
lays following the date these documents are made ava

yrogram paricipation.
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THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLL.OWING INFORMATION:

1. A description of what has been, or wili be, done
to correct the deficiency.

2. The actual, or proposed, completion date,

3. The name and/or title of the person
responsible for correction and monltoring to
prevent a reoccurrence of the deficiency.

Parker Oaks Communities Inc. is a 3-story
building with full basement. The building was
constructed in 1965 and was determined to be of
Type lI{111) construction.

The building is fully sprinklered. The facllity has a
fire alarm system with full corridor smoke
detection and spaces open to the corridors, which
is monitored for automatic fire department
notification.

The facility has a capacity of 35 beds and had a
census of 29 at time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
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K 000 | Continued From page 2 K000
NOT MET as evidenced by:
K 011 | NFPA 101 LIFE SAFETY CODE STANDARD Ko11| |[K—11 !
SS=F [ .
If the building has a common wall with a "Parker ities ill
nonconforming building, the common wall Is a fire ' EalkeLhO?lks Cl? mmumttfs 2?3:;
barrier having at least a two-hour fire resistance ave the door between the nuising
rating constructed of materials as required for the home and assisted living fixed on
addition. Communicating openings occur only in 2/7/13. A call has been placed for
corridors and are protected by approved parts and service on 1/11/13 and
self-closing fire doors. 19.1.1.4.1, 19.1.1.4.2 1/29/13. All fire doors in the facility
are checked per monthly fire drill.
Audits will be conducted on every
. fire drill for 3 months to ensure
This STANDARD is not met as evidenced by: ' compliance. -
Based on observation and staff interview, the 'l
facility failed to provide 2-hour rated construction . : |
at the building separation walls in accordance Date Corrdeted: 2/7/13 |
with 2000 - NFPA 101, ssections 19.1.1.4.1 and
8.2.3.2. The deficient practice could affect all 29
residents,
Findings include:
On facllity tour between 8:50 AM and 11:30 AM
on 01/03/2012, observatlon revealed that the 2
hour fire rated building separation wall between
the nursing home and the assisted living building
the double doors do not shut and positively latch.
- RECEIVED
This deficient practice was confirmed by the
Facility Maintenance Director (AN} at the time of FEB 0 & 2013
discovery. -
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 Minnesota Dept of Health
8S8=D Mankato

Smoke batriers are constructed to provide at
least a one half hour fire resistance rating in
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K 025 | Continued From page 3 Ko25(
K-25

accordance with 8.3. Smoke barrlers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systams.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observation, the facility failed to
maintaln smoke barrier wall in accordance with
the following requirements of 2000 NFPA 101,
Section 19.3.7.3, 8.3.2 and 8.3.6. The deficient
practice could affact 15 out of 30 residents.

Findings Includ_e:

On facility tour between 8:50 AM and 11:30 AM
on 01/03/2012, observation revealed that the
smoke barrier by room C305 has an open
penetration around a 3/4 inch conduit and cables
above smoke barrier doors above the lay in
ceiling.

NOTE: All smoke bharriers need to be checked
from exterior wall {o exterior wall,

This deficlent practice was confirmed by the

1/15/13,

Parker Oaks Communities Inc. Chief
Building Engineer has sealed the
open penetration by room C305 and
2™ floor soiled linen room around 3
inch sewer line. All floors of the
facility have been checked for any

. open penetrations and if found have

{ been sealed per code completed on

Date Coryected: 1/15/13

—

RECEIVED

Facility Maintenance Director (AN} at the time of 0
discovery. FEB O b 2
}éggg NFPA 101 LIFE SAFETY CODE STANDARD K 029 Minnesota De ot of Health
h Mankato _ _
If continuation sheet Page 4 of 7
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K — '

One hour fire rated construction (with %4 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extingulshing system
option is used, the areas are separated from
other spaces by smoke resisting partifions and
doors. Doors are self-closing and non-rated or
fleld-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted. 19.3.2.1

This STANDARD Is not met as evidenced by:
Based on observation and staff interview, the
facllity failed to maintain smoke-resisting
partitions and doors in accordance with the
following requirements of 2000 NFPA 101,
Section 19.3.2.1. The deficient practice could
affect 16 out of 29 residents,

Findings include:

On facility tour between 8:50 AM and 11:30 AM
on 01/03/2012, observation revealed that the
following were found:

1. Basement - Walmart storage room over 50
square feet, does not have an automatic door
closer

2. Basement - maintenance storage room next to
linen storage over 60 square feet, does not have
an automatic door closer

3. 2nd floor - soiled linen room has open
penetrations around 3 inch sewer fine.

|Parker Oaks Communities Inc. Chief
Building Engineer has replaced the
hinges on walmart storage door and
maintenance storage door on 1/23/13
to ensure proper self closing. The
self closing hinged doors in the
facility have been added to the
facilities PM program. Random
-audits of self closing doors will be
laudited for onenfonth and thenper

RECEIVED

‘ORM CIMS-2667(02-99) Previous Verslons Obsolete Event ID: TO4K21
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These deficlent practices were confirmed by the
Facility Maintenance Director (AN) at the time of
discovery.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
§8=D K-62
Required automatic sprinkier systems are . .
continuously maintained in reliable operating Patker Oaks communities Inc. Chief ,
condition and are inspected and tested Building engineer has removed the 2
ggrigd;csally. SO g N RIS NFei2As inch rubber tube attached to the fire i
L sprinkler line on 1/8/13. The ]
sheetrock in the Mechanical room in
: the basement will be installed when
This STANDI;ARD is not met as evidenced by: First Choice Security is finished
Based on observation and staff interview, the : : : ' il
facility failed to maintain the fire sprinkler system roplacing the fire pznel‘ E‘ey B
in accordance with the requirements of 2000 need to run wites above the
NFPA 101, Sections 19.3.4.1 and 9.6, as well as sheetrock ceiling. The ceiling will be
1998 NFPA 25, section 2-2.1.1 and 2-2.2. This replaced with 5/8 inch. sheetrock and
deficient practice could affect all 15 out 29 fire proof caulk. The new fire panel
(ealdemts: is to-be completed on 2/1/13 with the
sheetrock cejhnig being complete by
Findings include: 2/7/13. Thé fire sprinkler Jead
ST . : located/behind the dryeps was
n facility tour between 8:50 AM and 11:30 AM - n 1/30/13 by Olympic Fire
on 01/03/2012, observation revealed that the g:p ta e-d 0 /"by e
following were found: : rotection.___—
1. Basement - laundry room, the fire sprinkler ‘Date Completed: 2/7/13
head located behind the dryers was corroded R E: C E lVE D
2. Basement - Mechanical room, half of the B ,
sheetrock ceiling was missing. This would cause Fed 0 4 2013
the delay in the fire sprinklers located in this room »
to have slow activation, Minnesota Dept of Health
Mankato
Event ID: TO4K21 Facility ID; 60120 If continuation sheet Page 6 of 7
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3. 1stfloor - nursing station, there Is a 1/2 inch
rubber tube attached fo the fire sprinkler line
These deficlent practices were confirmed by the
Facility Maintenance Director (AN) at the time. &f
discovery.
*TEAM COMPOSITION*
Gary Schroeder, Life Safety Code Spc.
RECEIVED
¢EB 0 & 208
Minnesota Dept of Health
Mankato
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 9127
January 22, 2013

Ms. Dorothy Baker, Administrator
Parker Oaks Communities Inc

211 6th Street Northwest
Winnebago, MN 56098

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5398024
Dear Ms. Baker:

The above facility was surveyed on January 2, 2013 through January 7, 2013 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules. At the time of the
survey, the survey team from the Minnesota Department of Health, Compliance Monitoring Division,
noted one or more violations of these rules that are issued in accordance with Minnesota Stat. section
144.653 and/or Minnesota Stat. Section 144A.10. If, upon reinspection, it is found that the deficiency
or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

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

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

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

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Parker Oaks Communities Inc
January 22, 2013
Page 2

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

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

When all orders are corrected, the order form should be signed and returned to this office at Minnesota
Department of Health, Park Place 12 Civic Center Plaza Suite 2105 Mankato Minnesota 56001. We
urge you to review these orders carefully, item by item, and if you find that any of the orders are not in
accordance with your understanding at the time of the exit conference following the survey, you should
immediately contact Maria King at (507) 344-2716.

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

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

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

Sincerely,

“MWoak Vieatts

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, MN 55164-0900

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

Enclosure(s)
cc: Original - Facility

Licensing and Certification File
5398s13lic.rtf
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2000

Initial Comments
**k*iATTENTION******
NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall he assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.

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

INITIAL COMMENTS:

On January 2, 3, 4 and 7th, 2013 surveyors of
this Department's staff, visited the above provider
and the following correction orders are issued.
When corrections are completed, please sign and
date, make a copy of these orders and return the
original to the Minnesota Department of Health,
Division of Compliance Monitoring, Licensing and

2000

]

)

RECEIVED

FEB 0 & 2013

Minnesota Dept of Health
Mankato

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been assigned to
Minnesota state statutes/rules for Nursing
Homes.

Jdinnesota bepar:ment of Health <2

- —|

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESE% 8,81

TITLE

Ao

R

(X6} DATE

(=173

STATE FORM

6899

TO4KM
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00120 B e 01/07/2013
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PARKER OAKS COMMUNITIES INC ﬁg,ﬁ.ég fgg?ﬁ{, NF%I(‘\;;;{WEST
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2 000 Continued From page 1 2000
Certification Program; 12 Civic Center Plaza, The assigned tag number appears In the
Suite 2105, Mankato, Minnesota 56001 far left column entltied "ID Prefix Tag."
The state statute/rule out of compliance is
listed in the "Summary Statement of
Deficlencies" column and replaces the "To
Comply" portion of the correction order.
This column also includes the findings
which are in violation of the state statute
after the statement, "This Rule is not met
as evidence by." Following the surveyors
findings are the Suggested Method of
Correction and Time period for Correction.
PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE,
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.
2 265 MN Rule 4658.0085 Notification of Chg in 2 265
Resident Health Status '
A nursing home must develop and implement
policies to guide staff decisions to consuit '
physicians, physician assistants, and nurse Y N -
practitioners, and if known, notify the resident's F‘ = C E IVE D
legal representative or an interested family .
member of a resident's acute iliness, serious FEG 04 2013
accident, or death. At a minimum, the director of .
nursing services, and the medical director or an Minnesota Dept of Health
attending physician must be involved in the Mankato
development of these policies. The policies must
have criteria which address at least the
appropriate notification times for:
viinnesota Department of Health
3TATE FORM 6899 TO4K11 If continuration sheet 2 of 30
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1 results in injury and has the potential for requiring

A. an accident involving the resident which
physician intervention;

B. asignificant change in the resident's
physical, mental, or psychosoctal status, for
example, a deterioration in health, mental, or
psychosocial status in either life-threatening
conditions or clinical complications;

C. aneed to alter treatment significantly, for
example, a need to discontinue an existing form
of treatment due to adverse consequences, or to
begin a new form of treatment;

D. adecision to transfer or discharge the
resident from the nursing home; or

E. expected and unexpected resident deaths.

This MN Requirement is not met as evidenced
by:

Based on document review and interview, the
facility failed to notify the physician when a
resident experienced abnormal bleeding from the
gastrointestinal tract for 1 of 3 resident (R39)
reviewed for hospitalization.

The findings include:

R39 was admitted fo the facility with anemia (low
iron levels in the blood-identified by laboratory
values of low hemeglobin and hematocrit). The
resident subsequently experienced blood in his
feces during bowel movements. The physician
was not notified of this change in the resident's
condition.

RECEIVED

FEB 0 & 2013

Minnesota Dept of Health
Mankato

innesota Department of Health

S5TATE FORM
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R39 was admitted to the facility from the hospital
on 12/4/12, following repair of a fractured left hip.
Review of medical record documents provided to
the facility from the hospital, revealed R39 had a
low hemoglobin and hematocrit upon admission
to the nursing home. The hospital records
indicated R39 had a hemoglobin of 13.3 (normal
value would be 13.5 to 17.5 for males) on the day
of admission to the hospital 11/26/12. However,
further review of the hospital records indicated
R39's hemaoglobin values dropped and continued
to be below the normal reference range during his
stay at the hospital. Documented lab values
included a hemoglobin of 11.8 and a hematocrit
of 35.6 (normal reference value 38.8 to 50) on
11/27/12; hemoglobin of 8.8 and hematocrit of
27.7 on 11/28/12; hemoglobin of 9.7 and
hematocrit of 29.7 on 11/29/12; hemoglobin of
8.4 and hematocrit of 27 on 11/30/12; hemoglobin
of 8.1 and hematocrit of 24.8 on 12/2/12; and on
12/4/12, the day of the resident's admission fo the
nursing home, documents indicated the resident's
hemoglobin was 7.7 and hematocrit was 23.6.

The hospital record documents also indicated
R39 upheld Jehovah Witness religious beliefs
and had refused blood products to treat the
anemia. However, review of the hospital reports
confirmed R39 had received an oral iron

_| supplement while hospitalized. R39 had received

ferrous sulfate 324 mg (milligrams) twice a day
on 11/28/12, 11/ 2912, 11/30/12 and 12/1/12.
The medication had then been switched to
Niferex 150 mg daily and the resident had
received that medication on 12/2/12 and 12/3/12.
Review of the nursing home record revealed R39
received no iron supplementation following
admission o the nursing home. In addition, there
was no documentation the facility had contacted
the physician regarding the use of any iron

RECEIVED
FEB 0 4 2013

Minnesota Dept of Healtl
Mankato

Minnesota'Departmenl of Health
3TATE FORM

8499

TO4K11
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supplements for R39 while at the nursing home.

Review of the nursing home nurses notes
revealed an entry dated 12/5/12, "to commode for
BM [bowel movement]. Passed an almost black
moderate BM with dark red blood passed also,
less than 30 cc [cubic centimeters).” Thers was
no documentation in the medical record
demonstrating the physician had been made
aware of R39's dark and bloody stool. On
12/8/12, there was again documentation of a dark
bloody stool, "up to commode per stand-up lift for
BM {bowel movement]. Passed a large stool with
blood accompanying it." Again, there was no
documentation the facility notified the physician of
the bloody stool.

On 12/16/12, the nurses' notes revealed R39 had
a fever of 103.3 degrees Fahrenheit (F) at the
time of his morning cares and was unable to
follow directions, The next entry in the notes was
at 4:00 p.m. when the nurse documented,
"Resident up in bed denies pain at this point in
time. Shows signs of decreased lavel of
consciousness, temp. 100.8, skin warm, dry and
pale in color. BP [blood pressure] 78/55, shows
no signs of anxiety or respiratory distress,
oxygenation 92% at 2 liters per minute,
Respirations 18, consumed 10% of dinner. Sent
to ER [emergency room] to treat and evaluate."
The resident had not returned to the facility.

i)
When interviewed on 1/4/13, at 2:15 p.m. the REL’E‘VED
director of nursing (DON) stated the resident had :
been transferred to the hospital and had died FEB 0 & 201
there. When asked about R39's low hemoglobin
and hematocrit at the time of his admission, the Minnesota Dept of Health
DON acknowledged that when staff had noticed Mankato
no iron supplement was ordered, she would have
expected the nursing staff to call the physician to
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Continued From page 5

clarify whether iron supplementation should be
provided to the resident. The DON also added
that she'd been unaware R39 had experienced
dark and bloody stoals while at the facility. She
stated she would have expected the nurses to
call the physician to report the abnormal stools.

The facility's policy and procedure, Physician
Communication Policy and Procedure, includad;
"It is the policy of Parker Oaks Communities to
communicate changes in residents' condition to
the MD in a timely manner, so that the highest
quality of care possible can be delivered. It is the
responsibility of the licensed charge nurse to give
notification of resident status." Situations listed in
the policy as to when the physician wouid be
telephoned inciuded abnormal bleeding.

SUGGESTED METHOD FOR CORRECTION:
The Director of Nursing could review and revise
the policies and procedures regarding notification
of the physician. All staff involved with notifying
the physician of resident changes could be
educated regarding the procedure. The quality
assurance committee could randomly audit
records to ensure compliance,

TIME PERIOD FOR CORRECTICN: Twenty-one
(21) days.

MN Rule 4658.0405 Subp. 1 Comprehensive
Plan of Care; Development

Subpart 1. Development. A nursing home
must develop a comprehensive plan of care for
each resident within seven days afler the
completion of the comprehensive resident
assessment as defined in part 4658.0400. The
comprehensive plan of care must be developed

2 265
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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, with the participation of the resident,

the resident's legal guardian or chosen

representative.

This MN Requirement is not met as evidenced
by:

Based on document review and interview, the
facility failed to develop a comprehensive care
plan for 1 of 10 residents (R26) in the sample
reviewed for unnecessary medication use,

Findings include:

R26 did not have a comprehensive care plan
developed within 21 days of admission.

R26 was admitted to the facility on 11/28/12 with
diagnoses including: dementia, panic attacks,
hypothyroidism, chronic anemia, anxiety,
cardiomegaly, hypercholesterolemia,
hypertension and depression.

Medical record review for medication usage
indicated R26 received medications including
Lasix (a diuretic), Lisinopril and Metoprolol
(antihypertensives), Levothyroxine (thyroid
medication), Latvian (anti-anxisty), Zoloft and
Trazadone (antidepressants) and Fergon (iron).
During additional review of the record to
determine whether there were adequate
indications for use, or regular monitoring for
efficacy/side effects, it was noted there was had
been no comprehensive care plan developed for
the resident. Only a 'daily needsffunctional care
plan,' a check list of ADL's (activities of daily
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living), communication, hearing, vision, cognition
and behavioral symptoms was available in the
medical record. No comprehensive care plan had
heen developed to determine interventions for the
resident's care.

The director of nursing was interviewed on 1/3/13
at 6:35 p.m. She verified there had been no
comprehensive care plan developed for R26
since admission admission 34 days prior.

SUGGESTED METHOD FOR CORRECTION:
The Director of Nursing could provide education
for the licensed staff regarding the importance of
developing individualized plans of care in a timely
manner to meet the needs of residents. The
Director of Nursing could randomly audit resident
charts to ensure the plans of care were
completed appropriately.

TIME PERIOD FOR CORRECTION: Thirty (30)
days.

MN Rule 4658.0520 Subp. 1 Adequate and 23830
Proper Nursing Care; General

Subpart 1. Care in general. A resident must
receive nursing care and treatment, personal and
custodial care, and supervision based on
individual needs and preferences as identified in .
the comprehensive resident assessment and . e
plan of care as described in parts 4658.0400 and REC‘E‘VE )
4658.0405. A nursing home resident must be out

of bed as much as possible unless thereis a FEg O & 2013
written order from the attending physician that the f Health
resident must remain in bed or the resident Minnesota Dept of be
prefers to remain in bed. Mankato
Ainnesota Department of Health
STATE FORM 6509 TO4KA1 If continuation sheet 8 of 30
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This MN Requirement is not met as evidenced
by:

Based on document review and interview, the
facility failed to seek medical direction and/or
treatment for abnormal bleeding from the
gastrointestinal (GI) tract for 1 of 3 resident (R39)

| reviewed for hospitalization. These factors

resulted in harm for R39, who required
hospitalization for this issue and later died. In
addition, the facility failed to recognize and treat
pain related to a dental condition for 1 of 3
residents (R30) reviewed for dental services.
The findings include:;

R3% was admitted to the facility with anemia (low
fron levels in the blood-identified by laboratory
values of low hemeglobin and hematocrit). The
resident subsequently experienced blood in his
feces during bowel movements. The facility did
not seek direction or treatment for this condition.

R39 was admitted to the facility from the hospital
on 12/4/12, following repair of a fractured left hip.
Review of medical record documents provided to
the facility-from the hospital, revealed R39 had a
low hiemoglobin and hematocrit upon admission
to the nursing home. The hospital records
indicated R38 had a hemoglobin of 13.3 (normal
value would be 13.5 to 17.5 for males) on the day
of admission to the hospital 11/26/12. However,
further review of the hospital records indicated
R39's hemoglobin values dropped and continued
to be below the normal reference range during his
stay at the hospital. Documented lab values
included a hemoglobin of 11.8 and a hematocrit
of 35.6 {normal reference value 38.8 to 50) on
11/27/12; hemoglobin of 8.8 and hematocrit of
27.7 on 11/28/12; hemoglobin of 9.7 and
hematocrit of 29.7 on 11/29/12; hemoglobin of
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Continued From page 9

8.4 and hematocrit of 27 on 11/30/12; hemoglobin
of 8.1 and hematocrit of 24.8 on 12/2/12; and on
12/4/12, the day of the resident's admission to the
nursing home, documents indicated the resident's
hemoglobin was 7.7 and hematocrit was 23.6.

The hospital record documents also indicated
R39 upheld Jehovah Witness religious beliefs
and had refused blcod products fo treat the
anemia. However, review of the hospital reports
confirmed R39 had received an oral iron
supplement while hospitalized. R39 had received
ferrous suifate 324 mg (miliigrams) twice a day
on 11/28/12, 11/ 29/12, 11/30/12 and 12/1/112.
The medication had then been switched to
Niferex 150 mg daily and the resident had
received that medication on 12/2/12 and 12/3/12.
Review of the nursing home record revealed R39
received no iron supplementation following
admission to the nursing home. in addition, there
was no documentation the facility had contacted
the physician regarding the use of any iron
supplements for R39 while at the nursing home,

Review of the nursing home nurses notes
revealed an entry dated 12/5/12, "to commode for
BM [bowel movement]. Passed an almost black
moderate BM with dark red blood passed also,
less than 30 cc [cubic centimeters]." There was
no documentation in the medical record
demonstrating the physician had been made
aware of R39's dark and bloody stool. On
12/8/12, there was again documentation of a dark

-bloody stool, "up to commode per stand-up lift for

BM [bowel movement). Passed a large stool with
blood accompanying it." Again, there was no
documentation the facility notified the physician of
the bloody stool.

On 12/16/12, the nurses' notes revealed R39 had
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a fever of 103.3 degrees Fahrenheit (F) at the
time of his morning cares and was unabile to
follow directions. The next entry in the notes was
at 4:00 p.m. when the nurse documented,
"Resident up in bed denies pain at this point in
time. Shows signs of decreased level of
consciousness, temp. 100.8, skin warm, dry and
pale in color. BP [blood pressure] 78/55, shows
no signs of anxiety or respiratory distress,
oxygenation 92% at 2 liters per minute.
Respirations 16, consumed 10% of dinner. Sent
to ER [emergency room)] o treat and evaluate.”
The resident had not returned to the facility.

When interviewed on 1/4/13, at 2:15 p.m, the
director of nursing (DON) stated the resident had
been transferred to the hospital and had died
there. When asked about R39's low hemoglobin
and hematocrit at the time of his admission, the
DON acknowledged that when staff had noticed
no iren supplement was ordered, she would have
expected the nursing staff to call the physician to
clarify whether iron supplementation should be
provided to the resident. The DON aiso added
that she'd been unaware R39 had experienced
dark and bloody stools while at the facility, She
stated she would have expected the nurses to
call the physician to report the abnormal stools.

The facility's policy and procedure, Physician
Communication Policy and Procedure, included;
"It is the policy of Parker Oaks Communities to
communicate changes in residents' condition to
the MD in a timely manner, so that the highest
quality of care possible can be delivered. It is the
responsibility of the licensed charge nurse to give
notification of resident status." Situations listed in
the policy as to when the physician would be
telephoned included abnormal bleeding.
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The facility failed to evaluate and monitor R30's
complaints of tooth pain.

R30 was admitted to the facility on 5/2/08 with
diagnoses including but not limited to Parkinson's
disease and dementia. The quarterly minimum
data set (MDS) dated 6/28/12 identified the
resident experienced, "Mouth or facial pain,
discomfort, or difficulty with chewing".
Interventions on R30's plan of care, last reviewed
112113, included: "Staff offer dental exams
annually & PRN (as needed)".

During an interview with R30 on 1/2/13 at 11:55
a.m., R30 reported she'd experienced tooth pain
on the lower left (L) side of her mouth. R30
stated she had been having the pain prior to the
interview and had reported it to staff, however
was unsure how long ago the pain had initially
started. During the course of the interview,
licensed practical nurse (LPN)-Z entered R30's
room to administer medication. R30 reported the
dental pain to LPN-Z at that time. LPN-Z
acknowledged R30's report of dental pain and
indicated she would look into getting R30 some
Tylenol.

The resident's record was reviewed. An
interdisciplinary note dated 12/14/12 included:
"Resident ¢/o (complained of) tooth pain (arrow
pointing up) (L) side, call placed to dentist, they
weren't open so message was left for Monday."

The pain monitoring flow sheets for December

2012, and January 2013, included no record of
the resident's complaints of pain from 12/14/12,
or 1/02/13.

When interviewed on 1/7/13 at 10:19 a.m., the
director of nursing (DON) confirmed that R30's
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.cigareite burn holes in her clothing. Although

chronic obstructive pulmonary disease, dementia

Continued From page 12

complaints of pain to the nurse on 1/2/13 should
have been documented with a chart note, and on
the pain monitoring flow sheet, and that there
should have been follow up with the resident.

When interviewed on 1/7/13 at 11: 05 a.m.,
LPN-Z confirmed that R30 had complained of
todth pain last week on 1/2/13. LPN-Z verified
that she had not followed-up on the dental pain,
nor attempts to contact R30's daughter about a
potential dental appointment, until just that
morning (1/7/13).

Also, based on observation, interview and
document review the facility falled to provide
adequate supervision in order to prevent
accidents for 1 of 3 residents in the sample ( R7)
who was identified as being potentially unsafe
with smoking.

Findings include:;
R7 was observed to have what appeared to be

facility staff acknowledged the resident's potential
for unsafe smoking, they had not implemented
supervision of her smoking to prevent accidents.

R7 was admitted to the facility 8/24/11 with
diagnosis including chronic tobacco abuse,

and anxiety.

During interview and observation of R7 on 1/2/13,
at 11:16 a.m. it was noted that she had numerous
cigarette burn holes in her slacks. When asked
what had happened, she stated she didn't know
how the holes got there and also stated that her
son told her he was going to take her cigarettes
away from her because of the holes. R7 was

2830
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noted to have a pack of cigarettes and a lighter in
her pocket. During additional observations on
1/3/13 and 1/4/13, R7 was noted to have small
holes in the slacks she was wearing.

R7's record was reviewed. The quarterly
Minimum Data Set (MDS) dated 8/30/12,
indicated a BIMS (Brief Interview for Mental
Status) score of 6 which indicated the resident
had severe cognitive impairment. A subsequent
quarterly MDS dated 11/29/12, indicated a BIMS
score of 00 which also indicated severe cognitive
impairment.

An initial smoking evaluation dated 8/24/11,
indicated R7 was alert and oriented to person,
place and time, does not want to quit smoking,
had been informed of the facility's smoking policy,
followed the facility smoking policy (smokes in
designated areas, follows schedule, does not
smoke when oxygen is present etc.), can safely
utilize the lighter/matches and light smoking
material, does not use a smoking apron and
demonstrates safe smoking practices with other
residents. The evaluation identified R7 as being
independent. An updated smoking assessment
dated 9/25/12, indicated: "Other: Burning holes in
clothing - must now wear smoking apron when
she goes outside." A nurse's note from 9/25/12
included, "As a result of unsafe smoking
practices, resident has been instructed and
educated on proper use of smoking apron and
why it is needed to maintain her safety. Resident
is AAO x 3 (alert and orientated to person, place
and time) and states she wishes to continue
smoking. She verbalized that she understands
why she needs to wear the apron. Staff will
monitor that she wears the apron and continue to
provide ongoing education to resident." A nurse's
note dated 9/28/12, indicated the resident had
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occasionally been non-compliant with the use of
the smoking apron. The note further indicated
staff had explained the risks of not using the
apron to R7, and that she had indicated she knew
this and "doesn't care.” Staff was to continue to
provide encouragement to the resident to utilize
the smoking apron. According to a nursing note
from 10/17/12, the resident had been observed
outside smoking without the smoking apron. Staff
had provided education and indicated they would
continue to monitor.

The resident's care plan was updated 9/25/12 to
include: "Risk for injury R/T (related to) unsafe
smoking practices and occasional
non-compliance with wearing smoking apron.”
The approaches included, "Ongoing education
will be provided by staff regarding safe smoking
practices. Staff will encourage resident to wear
smoking apron every time she goes outside to
smoke."

The facility's SMCKING EVALUATION POLICY
AND PROCEDURE dated 5/14/08 included:
"PURPOSE: ltis the decision of the facility how,
when and where to allow smoking and a decision
by the resident to smoke. However, residents
need to smoke safely and this assessment may
assist the facility in making this decision.
POLICY: Itis the policy that all residents who
want to smoke are evaluated and assessed for
smoking safety, PROCEDURE: 1. The
assessment is to be used at the time of
admission and PRN (as needed). 2. The
smoking evaluation form will be completed by the
charge nurse, case manager or MDS nurse. 3.
Form is used to gather information ...when there
is a concern over the resident's behavior and
safety smoking. 4. include the resident and
responsible party as indicated.”

Minnesota Dept of Health
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R7 was observed on 1/4/13 at 11:20 a.m., to be
in her room counting her cigarettes, When
questioned by the surveyor at that time, the
resident stated she goes outside "a lot."

During an interview with the director of nursing
(DON) on 1/4/13 at 11:15 AM., she stated the
resident goes out to smoke whenever she wants
to. She stated that the resident and family had
risks and benefits of unsafe smoking explained to
them and that R7 "does what she wants and
won't et us help her at all." When the DON was
asked about the resident keeping cigarettes and
lighters on her person the DON responded, "I
don't know about that, we have a smoking policy"
and shrugged her shoulders.

On 1/4/13 at 1:30 p.m., R7 was observed going to
the smoking area. This smoking area was located
outside on the backside of the facility. The area
was not near the nursing facility but by the
attached assisted living. R7 did not have the
smoking apron on. She was observed to light and
smoke the entire cigarette without dropping any
ashes in her lap. During this observation, there
were no staff present in the area to supervise.

Licensed practical nurse (LPN)-A was interviewed
on 1/4/13 at 1:30 p.m. LPN-A verified that R7
goes out to smoke a lot, "especially when she's
bored." When asked whether anyone watches . - e
R7 while she smokes, LPN-A stated, "oh no, she REG El\/& [J
goes by herself." When asked if R7 wears the

smoking apron, LPN-A stated that R7 was FEB 0 2003

supposed to wear the apron but often refuses. "If

we put it on her she rips-it off." Minnesota Dept of Health
Mankato

During interview with the administrator on 1/4/13
at 1:45 p.m., the administrator stated the facility

Jinnesota Department of Health
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was currently using the policy from May of 2008,
but that they would be implementing a new
smoking policy going forward.

During an additicnal interview with the DON on
1/4/13 at 1:55 p.m., the DON verified that R7 may
not be safe to smoke independently as evidenced
by the holes in her clothing. She stated that the
resident does not alfow staff to sit with her while
she smokes because she is "embarrassed by
that." When asked if they could stand inside the
doorway {o observe the resident smoke the DON
stated, "l hate to say this but we don't have
enough staff.”

SUGGESTED METHOD OF CORRECTION: The
director of nursing or her designee could review
and re-educate staff on policies to ensure that all
residents are assessed and provided necessary
supervision, care and services. The director of
nursing or her designee could develop monitoring
systems fo ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.

MN Rule 4658,0525 Subp. 2.B Rehab - Range of
Motion

Subp. 2.. Range of motion. A supportive program
that is directed toward prevention of deformities
through positioning and range of motion must be
implemented and maintained. Based on the
comprehensive resident assessment, the director
of nursing services must coordinate the
development of a nursing care plan which

B. a resident with a limited range of motion
receives appropriate freatment and services to

2830

2895
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increase range of motion and to prevent further
decrease in range of motion.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure each resident
received range of motion services to maintain
function for 1 of 3 residents (R27) reviewed in the
sample for range of motion.

Findings include:

R27 had limited range of motion (ROM) in his
upper extremities and the facility did not provide
ROM services.

During an observation of R27 on 1/3/12 at 5:25
p.m., the resident was observed to have a wrist
and knuckle contractures on the left hand. The
resident was not observed to utilize a splint.

R27's diagnoses included generalized weakness
and history of a cerebral vascular accident (CVA)
with left sided hemiparesis.

The quarterly minimum data set (MDS) dated
11/8/12, identified R27 as requiring extensive
assistance for most activities of daily fiving
(ADL's). In addition, R27 was identified with
functional limitations of one side, for both upper
and lower extremities.

Review of the plan of care dated 5/16/12,
identified the resident as having an alteration in
ADL's related to generalized weakness, activity
intolerance secondary to a history of a CVA, with
left sided hemiparesis and significant right sided

2

weakness. The care plan indicated the resident

896
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required extensive assistance with all ADL's,

Review of the "Restorative Care Program" notes
dated 5/22/12, included a program to maintain
R27's functional motion in the upper extremities,
The program included directions for passive
range of motion to both arms 3 times weekly; and
to provide movement in both arms, one at a time,
gently forwards, inwards, backwards and to the
sides 5 times each. This program had been
recommended by the Occupational Therapist
when formal therapy services had been
discontinued.

Although observations were made throughout the
survey 1/2, 1/3 and 1/4/13, R27 was not
observed to receive any restorative exercises.

During interview with registered nurse (RN)-A at
6:35 p.m. on 1/3/12, she stated she thought the

facility therapy department provided restorative

services for the resident, but was unsure.

During interview with nursing assistant (NA)-A at
6. 45 p.m. on 1/3/12, she stated she was
unaware of who was responsible for providing
restorative nursing for R27. She further confirmed
she had never observed the services being

provided. RECEIVED

During interview with the director of nursing

(DON) at 7:00 p.m. on 1/3/12, she indicated the : FEB § 4 2013
nursing assistants were responsible for providing

restorative services for R27. When questioned Minnesota Dept of Health
about which days the resident was supposed fo Mankato

be receive such exercises, the DON was unable
to provide that information. The DON further
confirmed that R27's ROM program may not be
getting done because there had been no days or
times designated for the staff to provide the

vinnesota Deparliment of Health .
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services.

During interview with licensed practical nurse
(LPN)-B at 7:15 p.m. on 1/3/12, she stated she
thought the licensed staff provided R27's ROM
services and that it would be noted on the
resident's treatment sheet. However, when ,
LPN-B reviewed R27's treatment sheet with the
surveyor, she confirmed the treatment sheets did
not indicate that any services were being
provided by the licensed staff. LPN-B also
confirmed she had not been providing these
services for R27.

During interview with NA-B at 7:52 a.m. on
1/4/12, she stated she works routinely with R27
and has never provided the ROM exercises. She
verified she had been unaware of the
recommendations.

During interview with NA-C at 8:00 a.m. on
1/4/12, she stated she was unaware of who was
responsible for providing ROM to residents and
confirmed that she had never provided ROM for
R27.

During interview with the facility's Occupational

Therapist at 10:00 a.m. on 1/4/12, she confirmed
R27 had impairments of the upper extremities - e
and that the facility staff should be following her RECEIVED
recommendations for restorative nursing to

maintain the resident’s functional motion. FEB 0 & 7013
SUGGESTED METHOD OF CORRECTION: The Minnesota Dept of Health
Director of Nursing could review and revise Mankato

policies and procedures for range of motion
programs, could educate the appropriate
personnel in any changes, and could appoint a
designee to monitor for ongoing compliance.

finnesota Department of Health
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TIME PERIOD FOR CORRECTION: Thirly (30)
days.

21325 MN Rule 4658.0725 Subp. 1 Providing Routine & | 21325
Emergency Oral Health Ser

Subpart 1. Routine dental services. A nursing
home must provide, or obtain from an outside
resource, routine dental services to meet the
needs of each resident. Routine dental services
include dental examinations and cleanings,
fillings and crowns, root canals, periodontal care,
oral surgery, bridges and removable dentures,
orthodontic procedures, and adjunctive services
that are provided for similar dental patients in the
community at large, as limited by third party
reimbursement policies.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to assist 2 of 3 residents
{R32 and R30) in the sample who required dental
services with arrangements for dental services to
meet their needs.

The findings include:

R32 complained of tooth/mouth pain and the
facility had not evaluated the need for a potential

dental referral. RECEIVED

During an interview with R32 at 7:30 p.m. on

1/312, R32 stated she had upper right tooth pain FEB 0 & 2013

aimost all of the time. R32 stated she had been .

using anbesol (an oral anesthetic) gel for comfort. Minnesota Dept of Health
However, R32 stated it was not relieving her pain - Mankato

anymore. The resident also stated she had
recently called her friend fo make a dental
appointment for her, because the facility staff had

vinnesota De'partment of Health
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not done so. Observations of the resident's
mouth, at that time, revealed R32 have several
chipped and darkened teeth in her mouth. R32
pointed to a tooth in her right upper gum area that
was causing her pain, The area around that tooth
appeared to be slightly reddened.

Review of the resident's most current care plan
dated 4/3/12, identified a problem of "Dental
Pain." Approaches included: The resident has a
dental visit on 4/2012. Review of notes from a
dental appointment visit 4/4/12, identified the
resident as having several feeth on the maxillary.
that 'hurt to tap on'. A cold check was within
normal ranges of her dental exam. The note
further questioned if possibly the resident was
having problems with her maxillary sinus. The

.| exam was unable to pinpoint any real problems.
The dental notes further indicated that if the
patient developed a continuous toothache or
swelling the staff was to notify the dental clinic.

Review of the most current oral assessment
dated conducted between 12/14 and 12/20/12,
identified the resident as having debris in her
mouth prior to going to bed at night, broken, loose
or carious teeth, inflamed gums, swollen gums,
bleeding gums, oral abscesses, ulcers or rashes,
The assessment also identified the resident as
having mouth pain.

During an interview with the director of nursing 3
(DON) at 9:00 a.m. on 1/4/13, the DON verified }'\ECE IVE‘D

there was no other information to specifically
identify the areas of these concerns, nor FER 0 & 2013
interventions regarding the findings, on the -
assessment.

Minnesota Dept of Health
Mankato

Review of a nurse's note dated 10/19/12, stated
R32 had complained of a toothache indicating it

vinnesota Depariment of Health
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had hurt for 3 to 4 days. The note further
indicated that a call was placed to the resident's
friend to make a dental appointment. Further
review of the medical record revealed that as of
yet, no dental appointment had been made. This
was verified by interview with the DON at 1,00
p.m. on 1/4/13.

A nurse's note entry dated 11/7/12, indicated
R32's gums and tooth on the front upper right
side were painful. The note further indicated the
resident had difficulty swallowing medication,
because she did not want the water she took to
swallow the medication, to touch the painful areas
in her mouth. No follow up documentation was
found in the medical record regarding the
resident's complaints from 11/7/12.

A nurse's note dated 12/13/12, indicated R32's
physician had advised her fo use anbesol to treat
the tooth pain. The physician's instructions were
to see the dentist if the anbeso! did not help her
pain.

A nurse's note dated 12/22/12, indicated R32 was
having more tooth/mouth pain, that the anbesol
gel was not helping the resident's pain, and that
the facility staff would make a dental
appointment,

A subsequent nurse's communication note to the
physician dated 12/26/12, indicated the
resident’s right upper gum and mouth hurt "very
badly" and that she was having difficuity
swallowing, chewing and talking. The nurse's
note requested something stronger for R32's
pain. The physician's response included an order
for vicodin (a narcotic pain medication) as needed
(PRN) for the resident's mouth pain. However,

the dentist was not informed of R32's increased

RECEIVED
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mouth paln, nor was a referral made.

Interview with the DON at 1:00 p.m. on 1/4/12,
verified that the resident had continued
complaints of mouth pain and that the dentist
should have been notified when R32 was having
increased mouth pain.

R30 complained of tooth pain and the facility did
not evaluate the need for a potential dental
referral.

R30 was admitted to the facllity on 5/2/2008 with
diagnoses including but not limited to Parkinson's
disease and dementia. A quarterly minimum data
set (MDS) dated 6/28/12, indicated, "Mouth or
facial pain, discomfort, or difficulty with chewing."
The care plan last reviewed 1/2/13 included:
"Staff offer dental exams annually & PRN (as
necessary)".

During interview with R30 on 1/2/13 at 11:55
a.m., R30 reported tooth pain on the lower left
side of her mouth, R30 stated she had been
having the pain prior to the interview and had
reported it to staff. She stated she was unsure
how long ago the pain had started. During the
course of the interview, licensed practical nurse
(LPN)-Z entered R30's room to administer
medication. R30 reported the dental pain to '
LPN-Z at that time. LPN-Z acknowledged R30's RECEIVED
report of dental pain and indicated she would look

into getting R30 some Tylenol. FEB 0 6 208
A nurse's note dated 12/14/12 indicated, Minnesota Dept of Health
“Resident c/fo (complained of) tooth pain (arrow Mankato

pointing up} (L (left)) side, call placed to dentist,
they weren't open so message was left for
Monday."

Jinnesota Depariment of Health
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The pain monitoring flow sheets for December
2012 and January 2013, did not identify R30's
compiaints of pain from 12/14/12 or 1/02/13.

The DON was interviewed on 1/7/13 at 10:19
a.m. The DON confirmed that a follow up dental
appointment had not been made for R30. The
DON also confirmed that R30's complaints of
pain to the nurse on 1/2/13 should have been
documented with a chart note, indicated on the
pain monitoring flow sheet and followed up on.

LPN-Z was interviewed again on 1/7/13 at 11: 05
a.m. LPN-Z confirmed that R30 had complained
of tooth pain last week on 1/2/13. LPN-Z verified
that she had left a message for R30's daughter
on 1/7/13 to make a dental appointment for her
mother but had not followed-up on the dental
pain, nor contacted R30's daughter, about a
potential dental appointment. untii that time.

SUGGESTED METHOD OF CORRECTION: The
Director of Nursing or designee could review the
policies and procedures regarding the acquisition
of dental services for residents. Routine audits of
resident's oral status could be conducted to
ensure dental services were offered If indicated.
The Director of Nursing could provide training for
all personnel to ensure compliance.

TIME PERIOD FOR CORRECTION: Thirty (30)
days.

MN Rule 4658.0815 Subp. 2 Employee
Tuberculosis Program

Subp. 2. Pursuant to Minnesota Rule 4658 0040
and as defined in Minnesota Department of
Health Informational Bulietin 09-02, Minnesota
Rule 4658.0815 Subpart 2 Employee

21325

21415
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Tuberculosis Program is waived.

Conditions of Waiver:

- All paid and unpaid HCWs (as defined in the
"CDC Guidelines") must receive baseline TB
screening. This screening must include a written
assessment of any current TB symptoms, and a
two-step tuberculin skin test (TST) or single
interferon gamma release assay (IGRA) for M.
tuberculosis (e.g., QuantiFERON® TB Gold or
TB Goid - In Tube, T-SPOT ® .TB).

- All paid and unpaid HCWs (as defined in the
"CDC Guidelines") must receive serial TB
screening based on the facility 's risk level: (1)
low risk - not needed; (2) medium risk - yearly; (3)
potential ongoing transmission - consult the
Minnesota Department of Health's TB Prevention
and Control Program at 651-201-5414.

- HCWSs with abnormal TB screening results
must receive follow-up medical evaluation
according to current CDC recommendations for
the diagnosis of TB. See www.cdc.gov/tb

* All reports or copies of HCW TSTs, IGRAs for
M. tuberculosis, medical evaluation, and chest
radiograph results must be maintained in the
HCW ‘s employee file. RE(“; o1 fit

- All HCWSs exhibiting signs or symptoms
consistent with TB must be evaluated by a FEB 0 & Zod
physician within 72 hours, These HCWs must not
return to work until determined to be
non-infectious.

Minnesota Daptl of Flas'y
Manialn

Ainesola Depariment of Health
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This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure new employees received a
two-step tuberculin (TB) skin test (TST) for 4 of 5
new employees (E1, E2, E3 and E4) reviewed
whose work involved direct contact with
residents.

Findings inciude:

E1, was hired 3/28/12 and had not received a
second step TST until 10/15/12,

E2, was hired 4/19/12 and had not received a
second step TST until 11/2/12.

E3, was hired 5/20/12 and had not received a
second step TST until 10/26/12.

E4, was hired 6/21/12. E4 was a rehire who had
a two step TST done 6/5/09. E4 did not have a
new TST upon rehire.

The facility's policy entitled, USE OF ; Sy e
TUBERCULIN SKIN TEST (TST) FOR R = CE:1 S
DIAGNGOSING M. TUBERCULOCSIS INFECTION
IN HCW'S which was not dated, included: "if no ‘ FES § 5 2o
previous TST result, a two-step baseline TST is )
required. If a previous negative TST result was Minnesota Liept of Health
over 12 months before new employment a Mankat.
two-step baseline TST will be done." .

During interview with the office manager/human

Minnesota Department of Health
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resource director on 1/4/13 at 10:00 a.m., she
verifed that the two step TST's were not done
upon hire and she did not know why.

SUGGESTED METHOD FOR CORRECTION;
The Director of Nursing and/or designee could
monitor to assure TB policies and procedures
were developed and implemented to ensure
completion of the two step mantoux for all newly
hired employees, A quality assurance system
could be developed to audit for compliance.

TIME PERIOD FOR CORRECTION:
Twenty-one (21) days.

21540f MN Rule 4658.1315 Subp. 2 Unnecessary Drug | 21540
Usage; Monitoring

Subp. 2. Monitoring. A nursing home must
monitor each resident's drug regimen for
unnecessary drug usage, based on the nursing
home's policies and procedures, and the
pharmacist must report any irregularity to the
resident’s attending physician. If the attending
physician does not concur with the nursing
home's recommendation, or does not provide
adequate justification, and the pharmacist
believes the resident's quality of life is being
adversely affected, the pharmacist must refer the
matter to the medical director for review if the o o
medical director is not the attending physician. if R E CE ,VE L
the medical director determines that the attending

physician does not have adequate justification for FEB 0 4 2013

the order and if the attending physician does not -

change the order, the matter must be referred for Minnesota Dept of Health
review to the Quallty Assurance and Assessment Mankato

{QAA) committee required by part 4658.0070. If
the attending physician is the medical director,
the consulting pharmacist shall refer the matter
directly to the QAA.

Ainnesota Department of Health
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This MN Requirement is not met as evidenced
by: '

Based on interview and document review, the
facility failed to adequately identify, assess, and
monitor clinical indications for continued use of
medications for 1 of 10 residents (R50) reviewed
for unnecessary medication use.

Findings include:

R50 routinely received an antidepressant
medication and a supplement to help her sleep,
without adequate assessment and monitoring for
the efficacy of these medications.

R50 was admitted to the facility 12/17/12 with
diagnoses including: Alzheimer's disease, status
post fall with resultant fractured ribs, and a history
of depression and sleep disturbance secondary to
Alzheimer's disease.

Review of the physician's orders dated 12/20/12,
indicated the resident had routine orders to use
Celexa (an antidepressant) and Melatonin (a
dietary supplement often used to help with sleep)
on a daily basis.

Review of the record failed to indicate whether
any monitoring had been initiated to determine a
baseline for monitoring efficacy of these use of
the medications.

During interview with the assistant director of
nursing on 1/4/13 at 12:05 p.m., she verified that
the facility had not initiated any mood or behavior
monitoring for the use of Celexa, nor had they
completed a base line sleep study in order to
determine the efficacy of the Melatonin usage.
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SUGGESTED METHOD FOR CORRECTION:
The Director of Nursing could review the need for
medication monitoring with the licensed staff
including the State and Federal regulations, She
could randomly audit resident medication orders
to ensure that medications were utilized in
accordance with accepted standards, and to
ensure medications were monitored for potential
adverse effects and efficacy.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
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