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CMS Certification Number (CCN): 245485   

October 3, 2014

Ms. Kathy Johnson,  Administrator
Johnson Memorial Hospital & Home
1282 Walnut Street
Dawson, Minnesota  56232

Dear Ms. Johnson:

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 September 16, 2014 the above facility is certified for:    

  56 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 56 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 eNotice.

Sincerely,

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
mark.meath@state.mn.us

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

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

 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



Electronically delivered
October 3, 2014

Ms. Kathy Johnson,  Administrator
Johnson Memorial Hospital & Home
1282 Walnut Street
Dawson, Minnesota  56232

RE: Project Number S5485024

Dear Ms. Johnson:

On August 17, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard   survey, completed on August 7, 2014.  This survey
found the most serious deficiencies to be a pattern of deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level E), whereby corrections
were required.

On October 1, 2014, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on September 6, 2014 the Minnesota Department of Public Safety
completed a PCR to verify that your facility had achieved and maintained compliance with federal
certification deficiencies issued pursuant to a standard survey, completed on August 7, 2014.  We
presumed, based on your plan of correction, that your facility had corrected these deficiencies as of
September 16, 2014.  Based on our PCR, we have determined that your facility  has corrected the
deficiencies issued pursuant to our standard survey, completed on August 7, 2014, effective September 16,
2014 and therefore remedies outlined in our letter to you dated August 17, 2014, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this
visit with the President of your facility's Governing Body.
     
Feel free to contact me if you have questions related to this  eNotice.

Sincerely,

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
mark.meath@state.mn.us

Telephone: (651) 201-4118       
Fax: (651) 215-9697
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Electronically delivered
August 17, 2014

Ms. Kathy Johnson,  Administrator
Johnson Memorial Hospital & Home
1282 Walnut Street
Dawson, Minnesota  56232

RE: Project Number S5485024

Dear Ms. Johnson:

On August 7, 2014, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.  This survey found the most serious deficiencies in your facility to be a pattern of
deficiencies that constitute no actual harm with potential for more than minimal harm that is not
immediate jeopardy (Level E), as evidenced by the attached CMS-2567 whereby corrections are
required.  A copy of the Statement of Deficiencies (CMS-2567) is enclosed.    

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

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

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

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

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

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

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

Gail Anderson, Supervisor
Fergus Falls Survey Team
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health

Phone: (218) 332-5140
Fax: (218) 332-5196

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 September 16, 2014, the Department of Health will
impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

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

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

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

Johnson Memorial Hospitaol & Home
August 17, 2014
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 - 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
  imely.  The plan of correction will serve as the facility’s allegation of compliance; and,
    
 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

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

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    
 488.417 (a));

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.   
Your signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance.  In order for your allegation of compliance to be acceptable to the Department, the ePoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification.  A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as
of the latest correction date on the approved ePoC, unless it is determined that either correction actually

Johnson Memorial Hospitaol & Home
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occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

Original deficiencies not corrected

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

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 November 7, 2014 (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 February 7, 2015 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action
is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.
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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 an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable 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
   pat.sheehan@state.mn.us
   Telephone:  (651) 201-7205
   Fax:  (651) 215-0525

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

Sincerely,   

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring   
Telephone: (651) 201-4118     Fax: (651) 215-9697
Email: mark.meath@state.mn.us                                        
        5485s14
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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 164

SS=E

483.10(e), 483.75(l)(4) PERSONAL 
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and 
confidentiality of his or her personal and clinical 
records.

Personal privacy includes accommodations, 
medical treatment, written and telephone 
communications, personal care, visits, and 
meetings of family and resident groups, but this 
does not require the facility to provide a private 
room for each resident.

Except as provided in paragraph (e)(3) of this 
section, the resident may approve or refuse the 
release of personal and clinical records to any 
individual outside the facility.

The resident's right to refuse release of personal 
and clinical records does not apply when the 
resident is transferred to another health care 
institution; or record release is required by law.  

F 164 9/16/14

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

08/28/2014Electronically 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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The facility must keep confidential all information 
contained in the resident's records, regardless of 
the form or storage methods, except when 
release is required by transfer to another 
healthcare institution; law; third party payment 
contract; or the resident.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to ensure specialized 
medical services remained confidential for 3 of 3 
residents (R13, R14, R23) in the facility.

Findings include:

On 8/4/14, at 8:00 p.m. a maroon colored medical 
record binder, labeled with R13's name and room 
number was observed on the top shelf of a chart 
rack at the nursing station located at the entrance 
of the facility. The chart rack was located against 
the wall of the nursing station, which was open 
and visible upon entrance to the facility. The chart 
rack contained several maroon colored three 
ringed binders which held resident medical 
records. All of the binders were placed in the rack 
with the spine of the binder facing the nurses 
station. On the spine of R13's chart a label with 
the words, "Rice Hospice", written in bold black 
ink on a square shaped, bright green colored 
label located at the bottom of the spine of R13's 
medical record. On the same chart rack,  another 
maroon colored medical record binder, labeled 
with R23's name and room number on the spine, 
included a rectangular bright green sticker label 
with printed words "Rice Hospice" in black. 

During observations on 8/5/14, and 8/6/14, R13 

 Residents R13, R14, and R23:
Signage on the visible charts at nurse�s 
station 1 that specified  hospital  and 
 hospice  were removed from the outside of 
the resident�s charts. 

Other Residents:
Director of Older Adult Services assessed 
all of the resident�s charts and no other 
resident�s chart specified any specialized 
medical services on the outside. 

Systemic Changes:
No chart will specify any specialized 
medical services on the outside. Station 
assistant and nurses will be educated 
regarding HIPPA and confidentiality 
regarding resident�s medical charts. 
Education will occur during monthly staff 
meeting in September.  Hospice  will be 
specified by a hospice card on the inside 
of the chart. All other specialized medical 
services information will also remain 
inside the chart of each resident.

Monitor: 
Station assistant will do a weekly audit for 
two months on Mondays to ensure 
resident information remains confidential. 
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and R23's charts were located on the chart rack 
at the nursing station with the labels present and 
visible.

On 8/6/14, at 12:57 p.m. interview with the station 
assistant (SA)-A revealed it was the facility's 
usual practice to have labels on the residents' 
chart spines who receive Hospice care. The SA-A 
stated the labeling of the chart was done upon 
admission to hospice services. SA-A stated 
anyone who entered the facility via the front 
entrance was able to see all resident charts at the 
nursing station. SA-A further indicated the visitors 
had to pass by the nursing station in order to 
navigate the facility and therefore be able to see 
the residents' charts and who was receiving 
hospice services.  

On 8/6/14, 1:03 p.m. director of nursing (DON) 
verified the presence of the hospice labels and 
stated she had questioned this practice in the 
past as a possible violation of privacy. However 
as this was the facilities practice no change had 
been made. DON also verified anyone who 
entered the facility would have to pass the 
nursing station, thus were able to see resident 
charts and be able to identify R13 and R23's as 
receiving hospice services.
During observation on 8/5/14, at 4:13 p.m. R14's 
medical chart was observed to have a white sign 
on the spine of the chart with hand written black 
letters, "Hosp.," identifying R14 was in the 
hospital. The white piece of paper covered R14's 
name, however, did not cover R14's room 
number. 

During an interview on 8/6/14, at 12:55 p.m. SA-A 
confirmed the facility placed the sign on the spine 
of R14's medical record. SA-A also confirmed the 

Then do the same audit monthly on the 
first Monday of the month for four more 
months. Reports of the audits will be 
taken to QA on a quarterly basis for 
review and possible suggestions. 

Completion Date:
September 16, 2014.
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sign was highly visible to anyone walking by the 
nurses station, which was located directly inside 
of the main entrance to the facility. The SA stated 
due to the room number not being covered up by 
the sign, R14 would still be identified as the 
names are placed at each room.

During interview on 8/6/14, at 1:00 p.m. the 
director of nursing (DON) confirmed the sign 
should not have been placed on the spine of 
R14's medical record. DON confirmed the 
medical records located on the two chart racks 
directly behind the nurses station would be visible 
to anyone who would pass by the nurses' station. 

The facility's Storage of Active Medical Record In 
The Care Center policy dated 5/02, directed all 
charts were expected to be secured and 
confidential.

F 282

SS=D

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

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

This REQUIREMENT  is not met as evidenced 
by:

F 282 9/16/14

 Based on observation, interview and document 
review, the facility failed to follow the wound 
treatment care plan for 1 of 1 resident (R2) 
reviewed for pressure ulcers.

Findings include:

The physician's orders dated 8/7/14, identified 

 Resident R2:
Wound Care Nurses corrected the orders 
and the treatment sheets to match the 
wound care that was actually being 
completed. 

Other Residents:
There were no other residents affected as 
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R2's diagnoses to include decubitus ulcer, 
diabetes mellitus, severe multiple sclerosis, 
osteomyelitis, total urethral necrosis. The orders 
directed to cleanse right R2's buttock wound with 
NACL (sodium chloride wound cleanser) twice 
daily and as needed, to pack the wound with 
gauze, apply skin prep to the surrounding skin, 
apply calmo (an ointment) and cover with ABD 
(abdominal pad); orders further directed to 
cleanse R2's labia with NACL, cover with NACL, 
apply bactroban (an antibacterial ointment), and 
cover the area with KerraMax dressing (a 
super-absorbent heavy exudate dressing) every 
shift.

The care plan dated 6/4/14, identified R2 had 
pressure ulcers, was immobile due to MS and 
dependent on staff for all bed mobility and 
repositioning. R2 was identified to have a stage 
four pressure ulcer on the right buttock, was 
identified as high risk for pressure ulcers; R2 was 
always incontinent with interventions of, but not 
limited to: dressing change to existing pressure 
ulcers as ordered per MD, see nursing treatment 
sheet for current treatment plan. The care plan 
did not identify changes to R2's wound treatment.

During observation of a stage four wound 
dressing treatment on 8/6/14, at 7:27 a.m. 
registered nurse (RN)-A was observed to wash 
hands and apply gloves appropriately. RN-A 
removed the old dressing from the right buttock 
wound, removed her gloves and washed her 
hands appropriately (hand hygiene) and then 
cleansed R2's buttocks with Tena wash cream 
and a wash cloth. RN-A pat dried the area with a 
clean cloth, performed appropriate hand hygiene 
and cleansed the right buttock area with NACL. 
After hand hygiene RN-A cut gauze packing, 

there are no other residents with pressure 
ulcers at this time. 

Systemic Changes:
Once a new order is initiated regarding 
the treatment of a pressure ulcer, the skin 
care nurses will visually confirm that the 
orders and the treatments match. If the 
order and treatments performed do not 
match at any time, wound care 
nurses/nurse performing wound care will 
clarify the order so they match. Education 
will be done at our September nurse's 
meeting regarding wound care orders as 
well as changing and transcribing orders 
protocol. 

Monitor:
Weekly audit performed by one nurse 
comparing orders to what treatment is 
actually being done for two months and 
then monthly for four months. Reports of 
the audits will be taken to QA on a 
quarterly basis for review and possible 
suggestions. 

Completion Date:
September 16, 2014
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applied Aquaphore ointment into gauze packing 
and placed the packing into the right buttock 
wound. RN-A was further observed to swab 
betadine around the outside of the right buttock 
wound skin surface. After hand hygiene, RN-A 
cleansed R2's labia with NACL, applied 
Aquaphore ointment to labia skin area, performed 
hand hygiene and then covered the right buttock 
and labia wounds with sorbalgon calcium alginate 
dressing, applied and ABD pad with tape. RN-A 
then applied calmo to buttocks, then performed 
hand hygiene. 
- Although RN-A performed appropriate hand 
hygiene during the observation, the dressing 
change did not match the treatment directed by 
the physician's orders. Such as R2 did not have 
an order to apply Aquaphore ointment to gauze 
packing for right buttock wound, to apply betadine 
around outside of right buttock wound, to apply a 
sorbalgon calcium alginate dressing over the right 
buttock wound or an order to apply Aquaphore 
ointment to labia instead of bactroban ointment. 
At the time of the observation, RN-A verified the 
findings and stated, "Usually our physician will let 
us decide what to do for dressing change, as we 
are wound care nurses."

An undated note provided by the facility, indicated 
since 2012 Johnson Memorial Health Services 
has two fully qualified and certified wound care 
nurses. The two nurses were identified as RN-A 
and RN-B. The note indicated the two nurses 
were "empowered to write orders for skin care 
and wound care patients" and residents of 
Johnson Memorial Health Services. The note was 
signed by the medical director. However R2's 
physician orders had no orders written to indicate 
a change in wound treatment orders from the 
current physician orders dated 8/7/14.
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On 8/7/14, at 8:27 a.m. when registered nurse 
(RN)-B was asked what the process was when a 
wound care nurse decided a change in wound 
treatment was needed, RN-B stated first a skin 
assessment should be completed, then "get a 
hold of the provider" and explain "why we would 
like to make changes to the dressing change." 
RN-B stated if the provider approved the 
changes, the facility would "obtain an order" for 
the change from the provider and inform other 
staff of the change.  

On 8/7/14, at 9:16 a.m. the director of nursing 
(DON) stated it was the DON's expectation staff 
would follow exactly what was on the orders for 
wound treatments, or if non-prescription would 
write the nursing order for it. DON stated they 
would expect the wound care nurses to notify the 
physician of any changes made to wound 
treatment dressing changes. At the time a policy 
for physician orders was requested, but none was 
provided.

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 

F 314 9/16/14
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by:
 Based on observation, interview and document 
review, the facility failed to provide the ordered 
wound dressing treatment to prevent the potential 
progression of a pressure ulcer for 1 of 1 resident 
(R2) reviewed for pressure ulcers.

Findings include:

R2's quarterly Minimum Data Set (MDS) dated 
6/3/14, identified R2 was cognitvely intact and 
required total assistance with all activities of daily 
living (ADL's).  The MDS indicated R2 did have a 
stage four pressure ulcer, which was present on 
admission.

The physician's orders dated 8/7/14, identified 
R2's diagnoses to include decubitus ulcer, 
diabetes mellitus, severe multiple sclerosis (MS), 
and osteomyelitis. The orders directed to cleanse 
right R2's buttock wound with NACL (sodium 
chloride wound cleanser) twice daily and as 
needed, to pack the wound with gauze, apply skin 
prep to the surrounding skin, apply calmo (an 
ointment) and cover with ABD (abdominal pad); 
orders further directed to cleanse R2's labia with 
NACL, cover with NACL, apply bactroban (an 
antibacterial ointment), and cover the area with 
KerraMax dressing (a super-absorbent heavy 
exudate dressing) every shift.

During observation of a stage four wound 
dressing treatment on 8/6/14, at 7:27 a.m. 
registered nurse (RN)-A was observed to wash 
hands and apply gloves appropriately. RN-A 
removed the old dressing from the right buttock 
wound, removed her gloves and washed her 
hands appropriately (hand hygiene) and then 
cleansed R2's buttocks with Tena wash cream 

 Resident R2:
Wound Care Nurses corrected the orders 
and the treatment sheets to match the 
wound care that was actually being 
completed. 

Other Residents:
There were no other residents affected as 
there are no other residents with pressure 
ulcers at this time. 

Systemic Changes:
Once a new order is initiated regarding 
the treatment of a pressure ulcer, the skin 
care nurses will visually confirm that the 
orders and the treatments match. If the 
order and treatments performed do not 
match at any time, wound care 
nurses/nurse performing wound care will 
clarify the order so they match. Education 
will be done at our September nurse's 
meeting regarding wound care orders as 
well as changing and transcribing orders 
protocol.

Monitor:
Weekly audit performed by one nurse 
comparing orders to what treatment is 
actually being done for two months and 
then monthly for four months. Reports of 
audits will be taken to QA on a quarterly 
basis for review and possible suggestions.

Completion Date:
September 16, 2014
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and a wash cloth. RN-A pat dried the area with a 
clean cloth, performed appropriate hand hygiene 
and cleansed the right buttock area with NACL. 
After hand hygiene RN-A cut gauze packing, 
applied Aquaphore ointment into gauze packing 
and placed the packing into the right buttock 
wound. RN-A was further observed to swab 
betadine around the outside of the right buttock 
wound skin surface. After hand hygiene, RN-A 
cleansed R2's labia with NACL, applied 
Aquaphore ointment to labia skin area, performed 
hand hygiene and then covered the right buttock 
and labia wounds with sorbalgon calcium alginate 
dressing, applied and ABD pad with tape. RN-A 
then applied calmo to buttocks, then performed 
hand hygiene. 
- Although RN-A performed appropriate hand 
hygiene during the observation, the dressing 
change did not match the treatment directed by 
the physician's orders. Such as R2 did not have 
an order to apply Aquaphore ointment to gauze 
packing for right buttock wound, to apply betadine 
around outside of right buttock wound, to apply a 
sorbalgon calcium alginate dressing over the right 
buttock wound or an order to apply Aquaphore 
ointment to labia instead of bactroban ointment. 
At the time of the observation, RN-A verified the 
findings and stated, "Usually our physician will let 
us decide what to do for dressing change, as we 
are wound care nurses."

R2's Treatment Sheet dated 8/14, directed to 
cleanse the right wound with NACL BID (twice 
daily) and PRN (as needed), pack with gauze, 
apply skin prep to surrounding skin, apply calmo 
and cover with ABD and cleans labia with NACL 
and apply Aquaphor and cover with Kerramax 
dressing every shift. A line had been drawn 
through the words "cover with NACL" and the 
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word "bactroban," Aquaphor had been hand 
written in above bactroban. Although these 
changes were made on R2's Treatment Sheet, 
the physician orders dated 8/7/14, did not indicate 
the above noted changes.

The care plan dated 6/4/14, identified R2 had 
pressure ulcers, was immobile due to MS and 
dependent on staff for all bed mobility and 
repositioning. R2 was identified to have a stage 
four pressure ulcer on the right buttock, was 
identified as high risk for pressure ulcers; R2 was 
always incontinent with interventions of, but not 
limited to: dressing change to existing pressure 
ulcers as ordered per MD, see nursing treatment 
sheet for current treatment plan. The care plan 
did not identify changes to R2's wound treatment.

R2's Wound Assessment Report dated 8/1/14, 
identified stage four pressure ulcer right buttock 
measured: length 2.00 cm (centimeters), width 
0.80 cm and depth 0.70 cm, wound bed epithelial 
tissue 75 percent, slough 25 percent and wound 
edges border definition distinct, outline clearly 
visible and description macerated.

An undated note provided by the facility, indicated 
since 2012 Johnson Memorial Health Services 
has two fully qualified and certified wound care 
nurses. The two nurses were identified as RN-A 
and RN-B. The note indicated the two nurses 
were "empowered to write orders for skin care 
and wound care patients" and residents of 
Johnson Memorial Health Services. The note was 
signed by the medical director. However R2's 
physician orders had no orders written to indicate 
a change in wound treatment orders from the 
current physician orders dated 8/7/14.
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On 8/7/14, at 8:27 a.m. when registered nurse 
(RN)-B was asked what the process was when a 
wound care nurse decided a change in wound 
treatment was needed, RN-B stated first a skin 
assessment should be completed, then "get a 
hold of the provider" and explain "why we would 
like to make changes to the dressing change." 
RN-B stated if the provider approved the 
changes, the facility would "obtain an order" for 
the change from the provider and inform other 
staff of the change.  

On 8/7/14, at 9:16 a.m. the director of nursing 
(DON) stated it was the DON's expectation staff 
would follow exactly what was on the orders for 
wound treatments, or if non-prescription would 
write the nursing order for it. DON stated they 
would expect the wound care nurses to notify the 
physician of any changes made to wound 
treatment dressing changes. At the time a policy 
for physician orders was requested, but none was 
provided.

F 441

SS=D

483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 

F 441 9/16/14
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(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to ensure proper infection 
control practices were implemented to prevent 
the potential spread of infection and blood borne 
pathogens, when transporting linens visibly soiled 
with blood. This practice had the potential to 
affect all 52 residents residing in the facility and 
facility staff.

Findings include:

During observation on 8/6/14, at 7:27 a.m. 
registered nurse (RN)-A had cleansed R2's 

 Resident R2:
Re-educated staff member on blood 
borne pathogens and proper PPE use. 

Other Residents:
There were no other residents affected. 

Systemic Changes:
Educate all staff members on blood borne 
pathogens and proper PPE use to prevent 
contamination of residents and personnel 
at our monthly staff meeting in 
September. Require all staff to complete 
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buttocks with Tena wash cream and had used a 
clean hand towel to pat dry the skin on R2's 
buttocks. R2's buttocks had an area of irritated 
red skin that was bleeding when RN-A patted the 
skin dry with a hand towel, causing visible blood 
to be on the hand towel. At 7:48 a.m. nursing 
assistant (NA)-A carried the hand towel with 
visible blood out of R2's room with bare hands 
(no gloves on). NA-A carried the blood soiled 
hand towel down the hallway and placed the hand 
towel in a plastic bin for soiled linens. NA-A had 
not placed the hand towel with visible blood in a 
plastic bag to transport from R2's room down the 
hallway and had placed the towel in a bin used for 
other soiled linens. NA-A verified at the time.

On 8/6/14, at 1:42 p.m. the director of nursing 
(DON) stated she expected staff to "definitely" 
wear gloves when handling blood soiled linens. 
DON stated usually if blood were on linens, staff 
would have to handle the linens differently than, 
"Just throwing" the blood soiled linens in the linen 
bins. DON stated, "They would have to be 
bagged separate."

Document review of the facility policy INFECTION 
CONTROL LINEN dated 7/14, read "POLICY: 
Linen will be handled in a way so as to prevent 
contamination with dirty linen and maintain 
cleanliness of clean linen. PURPOSE: To collect 
dirty linen and prevent contamination of residents 
and personnel. To store clean linen and prevent 
contamination. PROCEDURE: 9. If linen or 
clothing has blood on it, put in impervious clear 
plastic bag, take directly to laundry and notify 
laundry staff of blood. b. Use disposable gloves 
when handling bloody linens."

the Healthcare Academy lessons 
 Breaking the chain of infection  and 
 Understanding blood borne pathogens  by 
September 30, 2014. 

Monitor:
The nurses will complete an observational 
audit of five staff following proper blood 
borne pathogens and infection control 
technique weekly for two months and then 
monthly for four months.Reports of the 
audits will be taken to QA on a quarterly 
basis for review and possible suggestions. 

Completion Date:
September 16, 2014.
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Electronically delivered
August 17, 2014

Ms. Kathy Johnson,  Administrator
Johnson Memorial Hospital & Home
1282 Walnut Street
Dawson, Minnesota  56232

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5485024

Dear Ms. Johnson:

The above facility was surveyed on August 4, 2014 through August 7, 2014 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules.   At the time of the
survey, the survey team from the Minnesota Department of Health, Compliance Monitoring Division,
noted one or more violations of these rules that are issued in accordance with Minnesota Stat. section
144.653 and/or Minnesota Stat. Section 144A.10.  If, upon reinspection, it is found that the deficiency
or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

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

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/infobul.htm .  The State licensing orders are delineated
on the attached Minnesota Department of Health orders being submitted to you electronically. 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.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________
 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



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.    

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. 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 Gail Anderson by phone at (218)
332-5140 or email: gail.anderson@state.mn.us   

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 eNotice.

Sincerely,

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
mark.meath@state.mn.us

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