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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245374

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

LAKESIDE MEDICAL CENTER 129 EAST 6TH AVENUE

PINE CITY, MN 55063

3/17/2016
Y2 Y3

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

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0314 Correction

Reg. #
483.25(c)

Completed 

LSC 03/11/2016

ID Prefix  F0356 Correction

Reg. #
483.30(e)

Completed 

LSC 03/11/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO2/4/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 TYBR12EVENT ID:

x
BF/mm     03/24/2016                                     34987                                           03/17/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245374

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

LAKESIDE MEDICAL CENTER 129 EAST 6TH AVENUE

PINE CITY, MN 55063

3/22/2016
Y2 Y3

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

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/11/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/11/2016K0062

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/11/2016K0147

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO2/4/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 TYBR22EVENT ID:

x
TL/mm    03/24/2016                              27200                                                03/22/2016



Electronically delivered

March 24, 2016

Mr. Scott Kallstrom,  Administrator

Lakeside Medical Center

129 East 6th Avenue

Pine City, MN  55063

Re: Reinspection Results - Project Number S5374025

Dear Mr. Kallstrom:

On March 17, 2016 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 February 4, 2016.  At this time these correction orders were found corrected and

are listed on the accompanying Revisit Report Form submitted to you electronically.

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.
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STATE FORM: REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

00451

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

LAKESIDE MEDICAL CENTER 129 EAST 6TH AVENUE

PINE CITY, MN 55063

3/17/2016
Y2 Y3

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).
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ID Prefix  20302 Correction

Reg. #
MN State Statute 
144.6503 Completed 

LSC 03/11/2016

ID Prefix  20900 Correction

Reg. #
MN Rule 4658.0525 
Subp. 3 Completed 

LSC 03/11/2016

ID Prefix  21426 Correction
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MN St. Statute 144A.04 
Subd. 3 Completed 

LSC 03/11/2016
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REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO2/4/2016

Page 1 of 1 TYBR12EVENT ID:

STATE FORM: REVISIT REPORT (11/06)

x
BF/mm      03/24/2016                                           34987                                  03/17/2016
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Bruce Melchert, HFE NEII
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F 000 INITIAL COMMENTS F 000

 Lakeside Medical Center is a Special Focus 
Facility (SFF) and a certification survey was 
conducted on February 1-4, 2016.   

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 314

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable��and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

F 314 3/11/16

 Based on observation, interview, and 
documentation review the facility failed to ensure 
interventions were implemented to promote the 
healing of a pressure ulcer for 1 of 1 residents 

 It is the policy and procedure of Lakeside 
Medical Center to assess and provide 
interventions to promote healing and 
prevention of pressure ulcers.  Pressure 

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

02/25/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 314 Continued From page 1 F 314

(R29) identified with a current pressure ulcer.  

Findings include:

R29's admission Minimum Data Set (MDS) dated 
12/31/15, identified R29's had diagnoses which 
included diabetes mellitus, had an infected 
prosthetic knee joint, was cognitively intact, and 
required limited assistance from staff with 
transferring and extensive assistance with bed 
mobility.  The MDS identified R29 was at risk for 
development of pressure ulcers and had a 
current, unstageable (meaning full-thickness 
tissue loss, in which actual depth of the ulcer is 
completely obscured by slough and/or  in the 
wound bed) right heel pressure ulcer.  The MDS 
also indicated there was a pressure reducing 
device for the R29's bed.  R29's Care Area 
Assessment (CAA) dated 1/6/16, identified R29 
had risk factors of immobility and functional 
limitation in range of motion. 

R29's care plan, initiated on 12/11/15, directed 
staff to float heels off of bed to reduce pressure 
as allows.  The care plan lacked documentation 
related to heel protectors R29 was to wear while 
in bed.  A Kardex report dated 2/2/16, directed 
staff to float heels off of bed to reduce pressure 
as allows.  A physician's progress note dated 
12/22/15, indicated R29 was to continue with 
off-loading (reduction of pressure) of the heel and 
to wear heeled boot at all times in bed. 

During observation on 2/2/16, at 3:08 p.m., R29 
was lying in bed in her room, with both heels 
floated on a pillow but without any blue, soft-foam 
heel protector boots on either heel.  There were 
two, blue, soft-foam heel protector boots set on a 
chair in R29's room.  On 2/3/15, at 10:20 a.m. 

ulcer policy has been reviewed and 
revised. 

 Resident #29 care plan has been 
reviewed and revised. Treatment 
administration record (TAR) and care plan 
were updated to include pressure 
reduction of heels via elevate heels and 
use of pressure reduction mattress.  
Discontinuation order of blue boots due to 
resident refusal was obtained.  Negotiated 
risk agreement was completed between 
facility and resident as she refuses to 
wear the blue boots.  All residents that 
refused recommended treatments by 
provider will have a negotiated risk 
agreement completed.  All residents with 
pressure ulcers are monitored weekly by 
RN for effectiveness of current treatments 
and wound measurements.  R29’s weekly 
wound measurements note that pressure 
ulcer is improving in status and getting 
smaller. Current orders for R29 wound 
care is open to air. Education was 
provided to resident on pressure ulcer 
prevention and healing.  All residents that 
admit to the facility are currently and will 
continue to be educated on pressure ulcer 
prevention. 

Education for nursing staff on wound care 
and pressure ulcer policy has been 
performed.  Facility RN performs weekly 
wound assessment and updates provider 
on progress. 

 Audits have been performed on current 
residents with pressure ulcers to ensure 
compliance.  Any new residents that admit 
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R29 was observed again in bed, with heels 
floated on a pillow, but was not wearing the blue, 
soft-foam heel protector boots while in bed. 

On 2/3/16, at 12:47 p.m. R29 was observed in 
her room, with both heels floated on a pillow while 
lying in bed.  R29 was not wearing the blue, 
soft-foam heel boots.  In the presence of the 
surveyor, the assistant director of nursing 
(ADON) measured R29's pressure ulcer as 0.4 
cm x 0.5 cm in size, with 100% eschar (dead 
tissue that is cast off from the surface of the 
skin).

During an interview on 2/4/16, at 8:28 a.m., R29 
was in the dining area eating breakfast and stated 
"I have never heard" of the blue, soft-foam heel 
protectors when asked if R29 wore these boots.  

An interview on 2/4/16, at 8:46 a.m. with nursing 
assistant (NA)-D stated R29 elevated her feet on 
a pillow while in bed, and was to wear heel 
protectors at bed time. NA-D also acknowledged 
R29 was not offered to wear the blue heel 
protectors while she was in bed.  

The facility wound assessment flow sheet, 
undated, indicated R29's right heel pressure ulcer 
was present upon admission, and measured  1.1 
centimeters (cm) in length x (by) 1.4 cm in width, 
and unstageable.  Review of R29's skin/wound 
note of 12/9/15 indicated the "POC (plan of care) 
wound is left open to air and pressure relieving 
device."  The skin/wound noted dated 12/27/15 
indicated "has boot R29's wears in bed and floats 
heel".  R29's subsequent wound assessment 
flowsheets indicated the following:  

1/6/16, R29's right heel pressure ulcer 

with pressure ulcers will be audited for 
appropriate treatment plan.  Results of 
audits will be reviewed at facility QAPI 
meeting.  

Director of nursing is responsible for 
overall compliance.
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measured 1.1 cm x 1.3 cm���
1/13/16, R29's right heel pressure ulcer 1.1 

cm x  0.7 cm��
1/20/16, R29's right heel pressure ulcer 0.8 

cm x 0.5 cm��
1/27/16, R29's right heel pressure ulcer 0.6 

cm x 0.6 cm���and on
2/3/16, R29's right heel pressure ulcer 0.4 cm 

x 0.5 cm.

The wound documentation indicated R29's right 
heel pressure ulcer was assessed weekly, and 
the current POC (plan of care) "is OTA (open to 
air) and wear right heel protector when in bed."  
The weekly assessments for R29 also directed 
"to float heels if possible to reduce pressure��
pressure relieving device of blue heel protectors."  
The documentation also indicated the R29's 
pressure ulcer was healing.

An interview on 2/4/16, at 12:47 p.m. with 
registered nurse (RN)-B stated "staff should be 
offering" [R29] to wear the blue, soft foam heel 
protectors while in bed.  RN-B verified that staff 
have not been offering R29 the blue, soft foam 
heel protectors.  RN-B stated R29's care plan had 
been altered to reflect offer the blue soft foam 
heel protector boot to reduce pressure as allows 
on 2/3/16. 

A facility policy, Pressure Ulcers, dated 8/27/15, 
indicated resident are assessed and provided 
interventions to promote healing of pressure 
ulcers and to prevent development of pressure 
ulcers.

F 356

SS=C

483.30(e) POSTED NURSE STAFFING 
INFORMATION

F 356 3/11/16
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F 356 Continued From page 4 F 356

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.
o 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.

The facility must, upon oral or written request, 
make nurse staffing data available to the public 
for review at a cost not to exceed the community 
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 consistently post the 
nurse staffing information for 2 of 4 days 
observed.  This had the potential to affect all 33 
residents who resided in the facility, along with 
interested family members and visitors. 

 It is a policy of Lakeside Medical Center 
to post the facility name, current date, the 
total number of actual hours worked of 
RN, LPN, CNAs.  

Nurse Staffing Information- Posted policy 
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Findings include:  

During initial tour on 2/1/16 at 1:15 p.m., the 
facility's nurse staffing information, posted near 
the A/B units' nursing station, was dated 
1/31/2016 (the previous day's date).  The 
"Lakeside Medical Center Nursing Staff Hours 
Report," dated 1/31/16, contained the appropriate 
staffing information as required, but not for the 
current day.  

In an interview on 2/1/2016 at 1:31 p.m., the 
director of nursing (DON) said the facility 
information was "from yesterday," and also "the 
night shift usually changes that."  Subsequently, 
the DON updated information into the computer 
for the current staffing schedule and census, and 
then posted the current information with today's 
date (2/1/16).

During observation on 2/4/2016 at 8:57 a.m. (the 
3rd day of the survey), the facility staffing 
information was posted for 2/3/2016 (the previous 
day).  The posting contained the appropriate 
information, but not the correct date. 

In a subsequent interview on 2/4/2016 at 10:41 
a.m., the DON realized the staff posting was not 
current, and also said "there should be changes 
made when there are call ins."  The DON said 
that changes should be made to made to 
postings as they occur, and that postings were to 
be updated and posted every night for the 
upcoming day.   

A facility policy, "Nurse Staffing Information, 
Posted," effective 7/30/2014, directed  the 
following information would be posted to comply 

was reviewed and updated by the IDT. 
The facility has posted the policy and 
provided education to staff.  Inservice was 
provided to educate all nursing staff on 
2/24/16.

The facility has created an audit to ensure 
that compliance has been obtained and 
maintained.  The audit will be completed 
daily until compliance has been achieved 
for two consecutive weeks. After 
compliance, random audits will be 
performed to ensure compliance.  Audit 
will be reviewed at facility QAPI meeting.

Director of nursing is responsible for 
overall compliance.
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with regulations:  facility name��current date��total 
number and actual hours worked for registered 
and licensed practical nurses, and certified 
nursing assistants��and resident census.  The 
policy further indicated the information "would be 
posted on a daily basis at the beginning of each 
day."
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 2 000Continued From page 1 2 000

Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

On February 1-4, 2016 surveyors of this 
Department's staff, visited the above provider and 
the following correction orders are issued. 
Please indicate in your electronic plan of 
correction that you have reviewed these orders, 
and identify the date when they will be completed.  

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 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 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. 

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

 2 302 MN State Statute 144.6503 Alzheimer's disease 
or related disorder train

ALZHEIMER'S DISEASE OR RELATED 
DISORDER TRAINING:
MN St. Statute 144.6503

(a) If a nursing facility serves persons with 
Alzheimer's 
disease or related disorders, whether in a 
segregated or general unit, the facility's direct 
care staff 
and their supervisors must be trained in dementia 
care.

(b) Areas of required training include:
(1) an explanation of Alzheimer's disease and 
related disorders�
(2) assistance with activities of daily living�
(3) problem solving with challenging behaviors��
and
(4) communication skills.
(c) The facility shall provide to consumers in 
written or electronic form a description of the 
training program, the categories of employees 
trained, the frequency of training, and the basic 
topics covered.
(d) The facility shall document compliance with 
this section.

This MN Requirement  is not met as evidenced 
by:

 2 302 3/11/16

Minnesota Department of Health
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 2 302Continued From page 3 2 302

Based on interview and document review, the 
facility failed to ensure residents and interested 
family were provided information regarding:  the 
Alzheimer's dementia training staff received, who 
received training, how often, and a description of 
the training provided.  This had the potential to 
affect all current and future residents of the facility 
and their families.

Findings include:

A review of employees' dementia care training on 
2/3/2016 at 2:35 p.m. indicated the facility utilized 
a computer-based course "Dementia:  A 
Refresher."  The course's description identified 
the objectives to include:  a description of 
dementia symptoms��how impaired brain function 
impacts daily life��a list of verbal and non-verbal 
communication methods��and problem solving 
methods.  The facility provided evidence that all 
staff in the facility received this training, and that 
the training was required upon hire and annually 
thereafter.  However, there was no indication this 
information was provided to current residents and 
family, in any form, either written or otherwise.

In an interview on 2/3/2016 at 3:08 p.m. dietary 
manager (DM), who provided information 
regarding staff training, stated the facility "does 
not provide" information to consumers about the 
employee's dementia training, regarding the 
topics of the course, who is trained, and the 
frequency of the training.  The DM said "We do 
not provide this."

In an interview on 2/4/2016 at 8:12 a.m., the DM 
stated "a new document" was added "and will 
now be a part of  the admission information." 

Corrected.  Completion date 03/11/2016. 
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SUGGESTED METHOD OF CORRECTION:  
The administrator or designee could review its 
process to ensure:  Alzheimer's training is timely 
completed by both facility and contracted nursing 
staff���and residents and interested others are 
made aware that dementia training is provided to 
staff, who received training, the frequency of 
training, and a description of the training topics.

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

 2 900 MN Rule 4658.0525 Subp. 3 Rehab - Pressure 
Ulcers

Subp. 3.  Pressure sores.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

    A.  a resident who enters the nursing home 
without  pressure sores does not develop 
pressure sores unless the  individual's clinical 
condition demonstrates, and a physician  
authenticates, that they were unavoidable��and 

      B.  a resident who has pressure sores 
receives  necessary treatment and services to 
promote healing, prevent  infection, and prevent 
new sores from developing.

This MN Requirement  is not met as evidenced 
by:

 2 900 3/11/16

Based on observation, interview, and 
documentation review the facility failed to ensure 
interventions were implemented to promote the 

Corrected.  Completion date 03/11/16. 
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healing of a pressure ulcer for 1 of 1 residents 
(R29) identified with a current pressure ulcer.  

Findings include:

R29's admission Minimum Data Set (MDS) dated 
12/31/15, identified R29's had diagnoses which 
included diabetes mellitus, had an infected 
prosthetic knee joint, was cognitively intact, and 
required limited assistance from staff with 
transferring and extensive assistance with bed 
mobility.  The MDS identified R29 was at risk for 
development of pressure ulcers and had a 
current, unstageable (meaning full-thickness 
tissue loss, in which actual depth of the ulcer is 
completely obscured by slough and/or  in the 
wound bed) right heel pressure ulcer.  The MDS 
also indicated there was a pressure reducing 
device for the R29's bed.  R29's Care Area 
Assessment (CAA) dated 1/6/16, identified R29 
had risk factors of immobility and functional 
limitation in range of motion. 

R29's care plan, initiated on 12/11/15, directed 
staff to float heels off of bed to reduce pressure 
as allows.  The care plan lacked documentation 
related to heel protectors R29 was to wear while 
in bed.  A Kardex report dated 2/2/16, directed 
staff to float heels off of bed to reduce pressure 
as allows.  A physician's progress note dated 
12/22/15, indicated R29 was to continue with 
off-loading (reduction of pressure) of the heel and 
to wear heeled boot at all times in bed. 

During observation on 2/2/16, at 3:08 p.m., R29 
was lying in bed in her room, with both heels 
floated on a pillow but without any blue, soft-foam 
heel protector boots on either heel.  There were 
two, blue, soft-foam heel protector boots set on a 
chair in R29's room.  On 2/3/15, at 10:20 a.m. 
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R29 was observed again in bed, with heels 
floated on a pillow, but was not wearing the blue, 
soft-foam heel protector boots while in bed. 

On 2/3/16, at 12:47 p.m. R29 was observed in 
her room, with both heels floated on a pillow while 
lying in bed.  R29 was not wearing the blue, 
soft-foam heel boots.  In the presence of the 
surveyor, the assistant director of nursing 
(ADON) measured R29's pressure ulcer as 0.4 
cm x 0.5 cm in size, with 100% eschar (dead 
tissue that is cast off from the surface of the 
skin).

During an interview on 2/4/16, at 8:28 a.m., R29 
was in the dining area eating breakfast and stated 
"I have never heard" of the blue, soft-foam heel 
protectors when asked if R29 wore these boots.  

An interview on 2/4/16, at 8:46 a.m. with nursing 
assistant (NA)-D stated R29 elevated her feet on 
a pillow while in bed, and was to wear heel 
protectors at bed time. NA-D also acknowledged 
R29 was not offered to wear the blue heel 
protectors while she was in bed.  

The facility wound assessment flow sheet, 
undated, indicated R29's right heel pressure ulcer 
was present upon admission, and measured  1.1 
centimeters (cm) in length x (by) 1.4 cm in width, 
and unstageable.  Review of R29's skin/wound 
note of 12/9/15 indicated the "POC (plan of care) 
wound is left open to air and pressure relieving 
device."  The skin/wound noted dated 12/27/15 
indicated "has boot R29's wears in bed and floats 
heel".  R29's subsequent wound assessment 
flowsheets indicated the following:  

1/6/16, R29's right heel pressure ulcer 
measured 1.1 cm x 1.3 cm���
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1/13/16, R29's right heel pressure ulcer 1.1 
cm x  0.7 cm��

1/20/16, R29's right heel pressure ulcer 0.8 
cm x 0.5 cm��

1/27/16, R29's right heel pressure ulcer 0.6 
cm x 0.6 cm���and on

2/3/16, R29's right heel pressure ulcer 0.4 cm 
x 0.5 cm.

The wound documentation indicated R29's right 
heel pressure ulcer was assessed weekly, and 
the current POC (plan of care) "is OTA (open to 
air) and wear right heel protector when in bed."  
The weekly assessments for R29 also directed 
"to float heels if possible to reduce pressure��
pressure relieving device of blue heel protectors."  
The documentation also indicated the R29's 
pressure ulcer was healing.

An interview on 2/4/16, at 12:47 p.m. with 
registered nurse (RN)-B stated "staff should be 
offering" [R29] to wear the blue, soft foam heel 
protectors while in bed.  RN-B verified that staff 
have not been offering R29 the blue, soft foam 
heel protectors.  RN-B stated R29's care plan had 
been altered to reflect offer the blue soft foam 
heel protector boot to reduce pressure as allows 
on 2/3/16. 

A facility policy, Pressure Ulcers, dated 8/27/15, 
indicated resident are assessed and provided 
interventions to promote healing of pressure 
ulcers and to prevent development of pressure 
ulcers.  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or designee, could review 
all residents at risk for pressure ulcers to assure 
they are receiving the necessary 
treatment/services to prevent pressure ulcers 
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from developing, and to promote healing of 
pressure ulcers.  The director of nursing or 
designee could conduct random audits of the 
delivery of care��to ensure appropriate care and 
services are implemented��to reduce the risk for 
pressure ulcer development. 

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

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 
Prevention And Control

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

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

This MN Requirement  is not met as evidenced 
by:

 21426 3/11/16

Based on interview and documentation review the Corrected.  Completion date 03/11/16. 
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facility failed to ensure the millimeters of 
induration for the tuberculin skin test (TST) were 
documented for 2 of 5 residents (R29 and R32)��
failed to document the TST outcomes for 1 of 5 
residents (R40)��and failed to complete a 
symptom screening for TST on 2 of 5 residents 
(R32 and R40).  In addition, the facility failed to 
ensure 3 employees had complete tuberculosis 
screenings prior to working with residents��2 
employees failed to have TST's completed prior 
to working with residents��1 employee had no 
reading of TST and 1 employee failed to have a 
completed the 2 step TST.  This had the potential 
to affect all 33 residents.

Findings include:

R29 was admitted to the facility on 11/28/15 
according to the admission record.  A Mantoux 
PPD (purified protein derivative) Skin Testing for 
dated 11/28/15 indicated the first and second step 
TST had no millimeters (mm) of induration 
documented which is required per state rule.

R32 was admitted to the facility on 10/2/15 
according to the admission record.  A Mantoux 
PPD Skin Testing form dated 10/2/15 indicated 
the first and second step TST had no mm of 
induration documented which is required per 
state rule.  The form for the symptom screening 
of tuberculosis had not been completed for R32.

R40's was admitted to the facility on 1/20/15 
according to the admission record.  The record 
review included a Laboratory Reports form 
undated that included TST had been completed 
1/20/15 with no reading of negative or positive for 
the results of the first or second step of the TST 
which is required per state rule.  R40's record 
review lack evidence of a symptom screening for 
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tuberculosis.

A review of personnel files for a sample of new 
employee, identified nursing assistant (NA-A) was 
hired on 10/1/15. A review of NA-A personnel file 
lacked documented evidence of a tuberculosis 
symptom screen having been completed.

NA-B was hired on 11/23/15.  A tuberculosis 
screening was not evident in NA-B's personnel 
file and there was no evidence documented that 
NA-B had received the TST.

Recreational therapist (RT) was hired on 8/11/15.  
A tuberculosis screening was not evident in RT's 
personnel file and there was no evidence 
documented that RT had received the TST.

Housekeeper A was hired on 12/28/15.  Although 
a first and second step TST had been 
administered, there was no evidence the reading 
mm of induration had been documented.

NA-C was hired on 8/10/15.  Although a first step 
TST had been completed.  The personnel file 
lack documentation of the second step TST.  

During an interview on 2/4/16, at 8:39 a.m. with 
the director of nursing (DON) stated the standard 
here is to do the symptom screen for everyone.  
The DON verified residents and staff should have 
documented evidence the TST was completed at 
the facility or elsewhere.  The DON stated mm of 
induration should be included in the documenting 
of the results of the TST.    

The facility policy Infection Control TB 
(tuberculosis) Control Plan Tuberculosis 
Screening-Residents undated directed staff to 
record skin test results in millimeters of induration 
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rather than stating a result is positive or negative.  
The policy indicated the size of induration is 
recorded in the resident's medical record and 
immunization record.  In addition, the residents 
should be screened annually and as necessary 
for active signs and symptoms of tuberculosis 
disease.  

The facility policy Infection Control TB Control 
Plan Tuberculosis Screening-Employees undated 
indicated it is the policy of this facility that all 
healthcare workers be tested for tuberculosis 
upon hire and screened annually, unless 
contraindicated.  The policy indicated TST results 
will be documented in the employee's medical 
record, skin test results will be documented in 
millimeters of induration rather than stating result 
is positive or negative.  
  
Suggested Method for Correction:  The 
administrator or designee could review the facility 
system in place to ensure newly admitted 
residents receive screening of TB symptoms and 
the TST as required by state rule.  Revise the 
system as needed and educate staff on the 
system in place.  Monitor and review the delivery 
of the TST and adjust the system as needed.   

Time Period for Correction:  Twenty one (21) days
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