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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe HealthofAll Minnesotans

CMS Certification Number (CCN): 245589 October 24, 2017

Mr. Mark Rust, Administrator

Buffalo Lake Health Care Center

703 West Yellowstone Trail, P.O. 368

Buffalo Lake, MN 55314

Dear Mr. Rust:

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 October 6, 2017 the above facility is certified for or recommended for:
49 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 49 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare
and Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health
kate.johnston@state.mn.us

Telephone: (651) 201-3992  Fax: (651) 215-9697

cc: Licensing and Certification File

An equal opportunity employer.
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OF HEALTH

Protecting, Maintaining and Improvingthe HealthofAll Minnesotans

Electronically delivered
October 24, 2017

Mr. Mark Rust, Administrator
Buffalo Lake Health Care Center
703 West Yellowstone Trail, Po 368
Buffalo Lake, MN 55314

RE: Project Number S5589026
Dear Mr. Rust:

On July 31, 2017, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on July 13, 2017. This survey
found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F), whereby corrections
were required.

On August 24, 2017, a surveyor representing the Centers for Medicare & Medicaid Services (CMS)
completed a Federal Monitoring Survey (FMS) of your facility. As the surveyor informed you during the
exit conference, the FMS revealed that your facility continued to not be in substantial compliance. The
FMS found the most serious deficiencies to be widespread deficiencies that constituted no actual harm
with potential for more than minimal harm that was not immediate jeopardy (Level F), whereby
corrections were required.

On September 7, 2017, CMS forwarded the results of the FMS to you and informed you that your
facility was not in substantial compliance with the applicable Federal requirements for nursing homes
participating in the Medicare and Medicaid programs and imposed the following enforcement remedy:

e Mandatory denial of payment for new Medicare and Medicaid admissions effective October
13, 2017. (42 CFR 488.417 (b))

Also, the CMS Region V Office notified you in their letter of September 7, 2017, 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)(!)(b), your
facility is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs
(NATCEP) for two years from October 13, 2017.

On August 28, 2017, the Minnesota Department of Public Health completed a Post Certification Revisit
(PCR) by review of your plan of correction, and on October 16, 2017, 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 July 13, 2017, and
an FMS completed August 24, 2017. We presumed, based on your plan of correction, that your facility

An equal opportunity employer.



Buffalo Lake Health Care Center
October 24, 2017
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had corrected these deficiencies as of October 6, 2017. Based on our visit, we have determined that
your facility has corrected the deficiencies issued pursuant to the standard survey completed on July
13, 2017, and the FMS completed on August 24, 2017, as of October 6, 2017.

As a result of the PCR findings, this Department recommended to the CMS Region V Office the
following actions related to the remedies outlined in their letter of September 7, 2017. The CMS
Region V Office concurs and has authorized this Department to notify you of these actions:

e Mandatory denial of payment for new Medicare and Medicaid admissions, effective October
13, 2017, be rescinded. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective October 13, 2017, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective October 13, 2017, is
to be rescinded.

In their letter of September 7, 2017, CMS advised you that, in accordance with Federal law, as
specified in the Act at Section 1819(f)(2)(B)(iii)(I1)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was
prohibited from conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP)
for two years from October 13, 2017, due to denial of payment for new admissions. Since your facility
attained substantial compliance on October 6, 2017, the original triggering remedy, denial of payment
for new admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded.

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

Feel free to contact me if you have questions.

Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health
kate.johnston@state.mn.us

Telephone: (651) 201-3992  Fax: (651) 215-9697

cc: Licensing and Certification File



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Midwest Division of Survey and Certification
Chicago Regional Office
233 North Michigan Avenue, Suite 600

Chicago, IL 60601-5519 CEMTERS FOR MEDICARE & MEDICAID SERVICES

CMS Certification Number (CCN): 245589

September 7, 2017
By ePOC

Buffalo Lake Health Care Center
Attn: Administrator

703 West Yellowstone Trail, Po 368
Buffalo Lake, MN 55314

Dear Administrator:

SUBJECT: FEDERAL MONITORING SURVEY RESULTS AND
NOTICE OF IMPOSITION OF REMEDY
Cycle Start Date: July 13, 2017

STATE SURVEY RESULTS

On July 11, 2017, a Life Safety Code (LSC) survey and on July 13, 2017, a health survey were
completed at Buffalo Lake Health Care Center by the Minnesota Department of Health (MDH)
to determine if your facility was in compliance with the Federal requirements for nursing homes
participating in the Medicare and Medicaid programs. These surveys found that your facility was
not in substantial compliance with the most serious deficiencies at Scope and Severity (S/S) level
F, cited as follows:

e K363 -- S/S: F -- NFPA 101 -- Corridor - Doors
e K901 -- S/S: F -- NFPA 101 -- Fundamentals — Building System Categories

The MDH advised you of the deficiencies that led to this determination and provided you with a
copy of the survey reports (CMS-2567).

FEDERAL MONITORING SURVEY

On August 24, 2017, a surveyor representing this office of the Centers for Medicare & Medicaid
Services (CMS) completed a Federal Monitoring Survey (FMS) of your facility. As the surveyor
informed you during the exit conference, the FMS revealed that your facility continues to not be
in substantial compliance. The FMS found additional deficiencies, with the most serious cited as
follows:

e K353 --S/S: F-- NFPA 101 -- Sprinkler System — Maintenance and Testing

The findings from the FMS will be posted on the ePOC system.
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ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable
ePOC for the enclosed deficiencies cited at the FMS. An acceptable ePOC will serve as your
allegation of compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your
facility to determine if substantial compliance has been achieved. The failure to submit an
acceptable ePOC can lead to termination of your Medicare and Medicaid participation.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected
by the deficient practice

e How the facility will identify other residents having the potential to be affected by the same
deficient practice

¢  What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur

* How the facility will monitor its corrective actions to ensure that the deficient practice is
being corrected and will not recur

¢ The date that each deficiency will be corrected

® An electronic acknowledgement signature and date by an official facility representative

INFORMAL DISPUTE RESOLUTION

The MDH offered you an opportunity for Informal Dispute Resolution (IDR) following its survey
visits. A request for IDR does not delay the effective date of any enforcement action. However,
IDR results will be considered when applicable.

CMS has established an IDR process to give providers one opportunity to informally refute
deficiencies cited at a Federal survey, in accordance with the regulation at 42 CFR §488.331. To
use this process, you must send your written request, identifying the specific deficiencies you are
disputing to Stephen Pelinski, Branch Manager, at Stephen.Pelinski@cms.hhs.gov. The request
must set forth in detail your reasons for disputing each deficiency and include copies of all
relevant documents supporting your position. A request for IDR will not delay the effective date
of any enforcement action, nor can you use it to challenge any other aspect of the survey process,
including the following:

e Scope and Severity assessments of deficiencies, except for the deficiencies constituting
immediate jeopardy and substandard quality of care

Remedies imposed

Alleged failure of the surveyor to comply with a requirement of the survey process

Alleged inconsistency of the surveyor in citing deficiencies among facilities

Alleged inadequacy or inaccuracy of the IDR process

You must submit your request for IDR within the same ten (10) calendar day timeframe for
submitting your ePOC. You must provide an acceptable ePOC for all cited deficiencies,
including those that you dispute. We will advise you in writing of the outcome of the IDR.
Should the IDR result in a change to the Statement of Deficiencies, we will send you a revised
CMS-2567 reflecting the changes.
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LIFE SAFETY CODE (LSC) WAIVERS

If you request an annual waiver for a LSC deficiency cited during the FMS, the request must
indicate why correcting would impose an unreasonable hardship on the facility; if high cost is the
hardship, you must include recent, bona fide cost estimates. In addition, the request must indicate
how continued non-correction of the deficiency will not pose a risk to resident safety, based on
additional compensating features or other reasons.

Each cited deficiency (other than those which receive annual waivers) must be corrected within a
reasonable timeframe. If a reasonable correction date falls beyond your enforcement cycle’s three
month date, you may request a temporary waiver to allow correction by the reasonable date, and
without the noncompliance leading to the imposition of remedies. Include a request for a
temporary waiver as part of your POC, indicating the basis for the length of correction time
needed, and include a timetable for correction. A temporary waiver may be granted if the POC
date extends beyond your enforcement cycle’s three month date, and if the correction timeframe
is reasonable, in CMS’ judgment. Your enforcement cycle’s three month date is October 13,
2017.

SUMMARY OF ENFORCEMENT REMEDIES
As a result of the survey findings we are imposing the following remedy:

e Mandatory denial of payment for new admissions effective October 13, 2017

The authority for the imposition of remedies is contained in subsections 1819(h) and 1919(h) of
the Social Security Act ("Act") and Federal regulations at 42 CFR § 488 Subpart F, Enforcement
of Compliance for Long-Term Care Facilities with Deficiencies.

DENIAL OF PAYMENT FOR NEW ADMISSIONS

Mandatory denial of payment for all new Medicare admissions is imposed effective October 13,
2017, if your facility does not achieve compliance within the required three months. This action
is mandated by the Act at §1819(h)(2)(D) and §1919 (h)(2)(C) and Federal regulations at 42 CFR
§488.417(b). We will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for all new Medicare admissions is effective on October 13, 2017. We are further
notifying the State Medicaid agency that they must also deny payment for all new Medicaid
admissions effective October 13, 2017.

You should notify all Medicare and Medicaid residents admitted on or after this date of the
restriction. The remedy must remain in effect until your facility has been determined to be in
substantial compliance or your provider agreement is terminated. Please note that the denial of
payment for new Medicare admissions includes Medicare beneficiaries enrolled in managed care
plans. It is your obligation to inform Medicare managed care plans contracting with your facility
of this denial of payment for new admissions.
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TERMINATION PROVISION

If your facility has not attained substantial compliance by January 13, 2018, your Medicare and
Medicaid participation will be terminated effective with that date. This action is mandated by the
Act at §1819(h) and §1919(h) and Federal regulations at 42 CFR §488.456 and §489.53.

We are required to provide the general public with notice of an impending termination and will
publish a notice prior to the effective date of termination. If termination goes into effect, you may
take steps to come into compliance with the Federal requirements for long term care facilities and
reapply to establish your facility's eligibility to participate as a provider of services under Title
XVIII of the Act. Should you seek re-entry into the Medicare program, the Federal regulation at
42 CFR §489.57 will apply.

NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at § 819(f)(2)(B) and §1919(f)(2)(B),
prohibits approval of Nurse Aide Training and Competency Evaluation Programs (NATCEP) and
Nurse Aide Competency Evaluation Programs offered by, or in, a facility which, within the
previous two years, has operated under a §1819(b)(4)(C)(ii)(II) or §1919(b)(4)(C)(ii) waiver (i.e.,
waiver of full-time registered professional nurse); has been subject to an extended or partial
extended survey as a result of a finding of substandard quality of care; has been assessed a total
civil money penalty of not less than $10,483; has been subject to a denial of payment, the
appointment of a temporary manager or termination; or, in the case of an emergency, has been
closed and/or had its residents transferred to other facilities.

If you have not achieved substantial compliance by October 13, 2017, the remedy of denial of
payment for new admissions will go into effect and this provision will apply to your facility.
Therefore, Buffalo Lake Health Care Center will be prohibited from offering or conducting a
NATCEP for two years from October 13, 2017. You will receive further information regarding
this from the MDH. This prohibition is not subject to appeal. Further, this prohibition remains in
effect for the specified period even though selected remedies may be rescinded at a later date if
your facility attains substantial compliance. However, under Public Law 105-15, you may contact
the MDH and request a waiver of this prohibition if certain criteria are met.

APPEAL RIGHTS
This formal notice imposed the following remedy:

e Mandatory denial of payment for new admissions effective October 13, 2017

If you disagree with the findings of noncompliance which resulted in this imposition, you or your
legal representative may request a hearing before an administrative law judge of the Department
of Health and Human Services, Departmental Appeals Board (DAB). Procedures governing this
process are set out in Federal regulations at 42 CFR § 498.

You are required to file your appeal electronically at the Departmental Appeals Board
Electronic Filing System Web site (DAB E-File) at https://dab.efile.hhs.gov/. To file a new
appeal using DAB E-File, you first need to register a new account by: (1) clicking Register on the
DAB E-File home page; (2) entering the information requested on the "Register New Account"
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form; and (3) clicking Register Account at the bottom of the form. If you have more than one
representative, each representative must register separately to use DAB E-File on your behalf.

The e-mail address and password provided during registration must be entered on the login

screen at https://dab.efile.hhs.gov/user sessions/new to access DAB E-File. A registered user's

access to DAB E-File is restricted to the appeals for which he is a party or authorized

representative. Once registered, you may file your appeal by:

¢ Clicking the File New Appeal link on the Manage Existing Appeals screen, then clicking
Civil Remedies Division on the File New Appeal screen.

e Entering and uploading the requested information and documents on the "File New Appeal-
Civil Remedies Division" form.

At minimum, the Civil Remedies Division (CRD) requires a party to file a signed request for
hearing and the underlying notice letter from CMS that sets forth the action taken and the party's
appeal rights. A request for a hearing should identify the specific issues and the findings of fact
and conclusions of law with which you disagree, including a finding of substandard quality of
care, if applicable. It should also specify the basis for contending that the findings and
conclusions are incorrect. The DAB will set the location for the hearing. Counsel may represent
you at a hearing at your own expense.

All documents must be submitted in Portable Document Format ("PDF"). Any document,
including a request for hearing, will be deemed to have been filed on a given days, if it is uploaded
to DAB E-File on or before 11:59 p.m. ET of that day. A party that files a request for hearing via
DAB E-File will be deemed to have consented to accept electronic service of appeal-related
documents that CMS files, or CRD issues on behalf of the Administrative Law Judge, via DAB
E-File. Correspondingly, CMS will also be deemed to have consented to electronic service. More
detailed instructions for using DAB E-File in cases before the DAB’s Civil Remedies Division
can be found by clicking the button marked E-Filing Instructions after logging-in to DAB
E-File.

For questions regarding the E-Filing system, please contact E-File System Support at
OSDABImmediateOffice @hhs.gov.

Please note that all hearing requests must be filed electronically unless you have no access to the
internet or a computer. In those circumstances, you will need to provide an explanation as to
why you are unable to file electronically and request a waiver from e-filing with your written
request. Such a request should be made to:

Department of Health and Human Services
Departmental Appeals Board, MS 6132
Civil Remedies Division

Attention: Nancy K. Rubenstein, Director
330 Independence Avenue, SW

Cohen Building, Room G-644
Washington, D.C. 20201
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A request for a hearing must be filed no later than 60 days from the date of receipt of this
notice. It is important that you send a copy of your request to our Chicago office to the
attention of Tamika J. Brown.

CONTACT INFORMATION
If you have any questions, please contact Tamika J. Brown, Principal Program Representative at
(312) 353-1502. Information may also be faxed to (443) 380-6614.

Sincerely,

Jean Ay, Branch Manager

Long Term Care Certification
& Enforcement Branch

cc: Minnesota Department of Health
Minnesota Department of Human Services
Office of Ombudsman for Older Minnesotans
Stratis Health
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MDH

Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
July 31, 2017

Mr. Mark Rust, Administrator
Buffalo Lake Health Care Center
703 West Yellowstone Trail, PO 368
Buffalo Lake, MN 55314

RE: Project Number S5589026
Dear Mr. Rust:

OnJuly 13, 2017, 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 widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required.

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

An equal opportunity employer.



Buffalo Lake Health Care Center
July 31, 2017
Page 2

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:

Brenda Fisher, Unit Supervisor

St. Cloud A Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Midtown Square

3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301-4557
Email: brenda.fisher@state.mn.us
Phone: (320) 223-7338

Fax: (320) 223-7348

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 August 22, 2017, the Department of Health
will impose the following remedy:

e 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 August 22, 2017 the following remedy will be imposed:

e Per instance civil money penalty. (42 CFR 488.430 through 488.444)
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:



Buffalo Lake Health Care Center

July 31, 2017
Page 3

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,

Submit electronically to acknowledge your receipt of the electronic 2567, your review
and your ePoC submission.

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

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

e 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
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Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

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

Original deficiencies not corrected

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

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 October 13, 2017 (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
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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 January 13, 2018 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

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

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

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

Mr. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division
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445 Minnesota Street, Suite 145
St. Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,
Jf]/mnfc; %&ng)

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File
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On 7/10/17 to 7/13/17, a recertification survey
was completed by surveyors from the Minnesota
Department of Health (MDH). Buffalo Lake
Health Care Center was found to not be in
compliance with the regulations at 42 CFR Part
483, subpart B, requirements for Long Term Care
Facilities.

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 365 483.60(d)(3) FOOD IN FORM TO MEET F 365 8/22/17
ss=D INDIVIDUAL NEEDS

(3) Food prepared in a form designed to meet
individual needs;
This REQUIREMENT is not met as evidenced

by:

Based on observation, interview and document F365- Completion Date: August 22, 2017
review, the facility failed to ensure food was

served in accordance with assessed needs for 1 It is the intent of the Buffalo Lake

of 3 residents (R52) reviewed for nutrition and Healthcare Center to have food prepared
who required their food cut up into smaller pieces. in a form designed to meet individual

needs.
Findings include:
Direct education has been completed with

R52's quarterly Minimum Data Set (MDS) dated the staff responsible for not serving the
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/31/2017

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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5/30/17, identified R52 had severe cognitive
impairment, required supervision with eating and
did not consume a therapeutic diet.

R52's signed physician orders dated 6/7/17,
identified R52 should consume a regular diet
with, "Regular consistency, all meats cut into bite
size pieces for Preventative Health."

R52's care plan dated 4/26/17, identified R52
resided in the nursing home related to, "increased
difficulty with taking care of herself," and listed a
goal to, "tolerate diet a ordered without any
difficulty chewing and/or swallowing." The care
plan listed several interventions to help R52 meet
the identified goal including, " ... on an NDD4
[regular diet] diet per ST [speech therapy]
evaluation and have no trouble chewing her food.
Food should be cut into bite size pieces for her."

During observation of the lunch meal on 7/12/17,
at 11:54 a.m. R52 was seated in the main dining
room with several others at a table. R52 had
regular metal utensils provided and was drinking
coffee using a regular coffee cup. At 12:12 p.m.
trained medication aide (TMA)-A placed a white
card on R52's table which identified her name
and diet, along with blue writing directing staff to,
"cut food into bite size pieces before serving." At
12:19 p.m. dietary aide (DA)-A approached R52
and took her order for the meal which included a
chicken breast topped with mushrooms, baked
potato and green beans. DA-A plated the meal at
a portable steam table and served it to R52 at her
table, however, the chicken breast was served
whole with several mushrooms on top and not cut
up as directed by her meal card and care plan.
DA-A then left the table without offering or
assisting R52 to cut up her provided meat. R52
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correct diet to the resident involved in this
citation.

All dietary staff will be educated on the
need to provide the proper diets to
residents by August 22, 2017.

The dietary manager/designee will
complete weekly walk through audits x 3,
or until compliance is achieved, and
monthly there after x 3 to ensure proper
diets are being provided.

The QA team will be made aware of this
potential concern and any problems or
concerns with this plan will be brought to
the attention of the QA team by the
Dietary Manager/designee for changes
and recommendations.
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picked up a regular fork and began to take
several bites of the baked potato, then used her
butter knife to push the green beans around on
her plate. The surveyor notified licensed practical
nurse (LPN)-A R52's meal was served and not
cut up as directed by her care plan. LPN-A then
offered to cut up R52's chicken breast with R52
replying, "Please do." R52 consumed 100% of
the provided meal after her chicken breast was
cut into smaller, bite sized pieces.

When interviewed on 7/12/17, at 12:25 p.m.
LPN-A stated R52's meal should have been
served cut up into smaller pieces as R52 has
difficulty eating things whole adding there was,
"more with coughing," in the past before her
meals were served cut up into smaller pieces.
Further, LPN-A stated R52 had worked with
speech therapy in the past for these concerns.

During interview on 7/12/17, at 12:33 p.m. DA-A
stated R52 did not need her meats or meal cut up
into smaller pieces as she, "doesn't have one of
the strict diet plans where its chopped.” DA-A
reviewed R52's meal service card (the one
placed on her table prior to the meal being
served) and stated it directs staff to cut her food
up. Further, DA-A stated he typically serves R52's
meats and meals to her whole and not cut up.

R52's ST - Therapist Progress & Discharge
Summary dated 4/28/17, identified R52 had been
treated by speech therapy from 4/4/17, to
4/28/17. R52 was identified to, at times, become
easily distracted and overwhelmed at meals. The
results of her therapy allowed, "Safer swallowing,"
and listed discharge instructions including, " ...
Continue with regular diet with thin liquids cut all
food into bite size pieces encourage oral intake

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:UWD111 Facility ID: 00550 If continuation sheet Page 3 of 5
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and provide different options at meals ...".

A subsequent Clarification Order from speech
therapy dated 4/28/17, signed by R52's physician
directed, "Dietary upgrade Regular diet [with] thin
liquids all foods cut into bite size pieces."

When interviewed on 7/12/17, at 1:44 p.m.
speech therapist (SLP)-A stated R52 was seen by
speech therapy to ensure she was, "safe for the
upgrade in diet textures." SLP-A stated R52 was
easily confused and distracted at meals causing
her to, "pick through her food," and when it was
cut up into smaller pieces she was, "more likely to
eatit." Further, SLP-A stated R52 was not at risk
of choking, however, due to her cognition the staff
should have cut up her food into small, bite sized
pieces to ensure she is eating and getting enough
nutritional intake adding, "that's why its on her
card [meal service card]."

During interview on 7/12/17, at 1:51 p.m. the
director of nursing (DON) stated dietary services
were responsible to plate and serve the correct
diets to each resident. Further, DON stated R52
had a video swallow completed and was not
determined to be at high risk of choking,
however, staff should have ensured her meal was
cut into smaller, bite size pieces as directed by
speech therapy to, "give [R52] the best nutrition
and prevent any type of weight loss and decline."

An undated facility Policy For Assuring Nutritional
Needs Are Being Met identified a goal to, "meet
the nutritional needs of all residents," and
directed, "Dietary will make a tray card, update
diet roster and inform all departments of the diet
order." The policy did not identify a procedure to
ensure residents with food alterations, like cutting
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into smaller pieces, had them consistently
completed.
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FIRE SAFETY

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE

+ CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

i A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on July 11, 2017. At the
time of this survey, Buffalo Lake Healthcare
Center was found not in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101 Life Safety Code (LSC), Chapter 19

. Existing Health Care Occupancies. .

PLEASE RETURN THE PLAN OF s TaYaW
CORRECTION FOR THE FIRE SAFETY Bt ad U1
DEFICIENCIES | boml N & |
(K-TAGS) TO: | |

Health Care Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145

. 8t Paul, MN 55101-5145, or

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/31/2017

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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By email to:
Marian.Whitney@state.mn.us and
Angela.Kappenman@state.mn.us

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

: to correct the deficiency.
2. The actual, or proposed, completion date.

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

as follows:

protected and is of Type 11(000) construction;
protected and is of Type 11(000) construction;
protected and is of Type 11(000) construction;
protected and is of Type 11{000) construction.

' no basement, is fully sprinklered and was

' is properly separated by a two-hour fire wall
rassembly.
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1. A description of what has been, or will be, done

Buffalo Lake Healthcare Center was constructed

The original building was constructed in 1960, it is
one-story, has no basement, is fully fire sprinkler

The 1st Addition was constructed in 1965, it is
one-story, has no basement, is fully fire sprinkler

The 2nd Addition was constructed in 1982, it is
one-story, has no basement, is fully fire sprinkler

The 3rd Addition was constructed in 1993, it is
one-story, has no basement, is fully fire sprinkler

The 4th & 5th Addition was constructed 2012 and
. 2014 resident room additions, is one-story, has

determined to be of Type V (111) construction and
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K 000 Continued From page 2

All additions have been surveyed as one building.

' The facility has a fire alarm system with smoke
detection in the corridors and spaces open to the

' corridors which is monitored for automatic fire
department notification. The facility has a
capacity of 49 beds and had a census of 45 at
time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:
K 363 NFPA 101 Corridor - Doors
SS=F
Corridor - Doors
2012 EXISTING
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
i hazardous areas shall be substantial doors, such
as those constructed of 1-3/4 inch solid-bonded
core wood, or capable of resisting fire for at least
20 minutes. Doors in fully sprinklered smoke
compartments are only required to resist the
passage of smoke. Doors shall be provided with a
' means suitable for keeping the door closed.
There is no impediment to the closing of the
doors. Clearance between bottom of door and
floor covering is not exceeding 1 inch. Roller
latches are prohibited by CMS regulations on
corridor doors and rooms containing flammable
or combustible materials. Powered doors
complying with 7.2.1.9 are permissible. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted.
Door frames shall be labeled and made of steel
or other materials in compliance with 8.3, unless

K 000

K 363

8122117
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the smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.
19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.
This STANDARD is not met as evidenced by:
Based on observation and staff interview the
facility failed to perform the required door
inspections. Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
1-3/4 inch solid-bonded core wood, or capable of
resisting fire for at least 20 minutes. Doors in fully
sprinklered smoke compartments are only
required to resist the passage of smoke. Doors
shalt be provided with a means suitable for
keeping the door closed.
There is no impediment to the closing of the
doors. Clearance between bottom of door and
floor covering is not exceeding 1 inch. Roller
latches are prohibited by CMS regulations on
corridor doors and rooms containing flammable
or combustible materials. Powered doors
complying with 7.2.1.9 are permissible. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates

+ of unlimited height are permitted. Dutch doors

' meeting 19.3.6.3.6 are permitted.
Door frames shall be labeled and made of steel
or other materials in compliance with 8.3, unless
the smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no

K 363

K 363 Completion Date: August 22, 2017

It is the intent of the Buffalo Lake
Healthcare Center to perform the required
door inspections in accordance with NFPA
80, Standard for Fire Doors and Other
Opening Protectives.

A written record of the inspections and
testing will be signed and kept for
inspection by the authority having
jurisdiction.

The Administrator and Maintenance
Supervisor will be responsible for ensuring
that the required annual inspection and
testing is completed.
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restrictions in area or fire resistance of glass or
frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485

j Findings include:

i During documentation review between 8:30 AM

“and 11:30 AM on 07/11/2017, observations and
staff interview revealed the facility failed to
perform the required door inspections according
to NFPA 80, Standard for Fire Doors and Other
Opening Protectives. 7.2.1.15.4 A written record

kept for inspection by the authority having
jurisdiction.

This deficient condition was confirmed by the
Facility Administrator and the Maintenance
Supervisor.
K 901 NFPA 101 Fundamentals - Building System
ss=F Categories

Fundamentals - Building System Categories
. Building systems are designed to meet Category

Categories are determined by a formal and
documented risk assessment procedure
performed by qualified personnel.

Chapter 4 (NFPA 99)

' This STANDARD is not met as evidenced by:
. Based on documentation review and staff
! interview, the facility failed to inspect the building

of the inspections and testing shall be signed and

1 through 4 requirements as detailed in NFPA 99.

K 363

K 901

K 901 Completion Date: August 22, 2017

8/22/17
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systems are designed to meet Category 1 It is the intent of the Buffalo Lake
through 4 requirements as detailed in NFPA 99. Healthcare
Categories are determined by a formal and Center to perform and document the
documented risk assessment procedure required

performed by qualified personnel. The deficient
practice could affect all residents.

. Findings include:

During documentation review between 8:30 AM
and 11:30 AM on 07/11/2017, documentation
review and staff interview revealed the required
risk assessment NFPA 99 had not been started at
the time of the survey.

This deficient condition was confirmed by the
Facility Administrator and the Maintenance
Supervisor.

risk assessment as detailed in NFPA 99.

The Administrator and Maintenance
Supervisor

will be responsible for ensuring that the
required

risk assessment is completed.
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PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically delivered
July 27,2017

Mr. Mark Rust, Administrator
Buffalo Lake Health Care Center
703 West Yellowstone Trail, PO 368
Buffalo Lake, MN 55314

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5589026
Dear Mr. Rust:

The above facility was surveyed on July 10, 2017 through July 13, 2017 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the time of
the survey, the survey team from the Minnesota Department of Health, Health Regulation Division,
noted one or more violations of these rules or statutes that are issued in accordance with Minn. Stat. §
144.653 and/or Minn. Stat. § 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 and/or statute 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 order 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 Minnesota Department of Health State Form and are being delivered 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

An equal opportunity employer.



Buffalo Lake Health Care Center
July 27,2017
Page 2

order. This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are
the Suggested Method of Correction and the 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.

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 Brenda Fisher, Unit Supervisor at
(320) 223-7338 or brenda.fisher@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.

Please feel free to call me with any questions.

Sincerely,

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File
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2000

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:

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

2000

Minnesota Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
Electronically Signed

TITLE (X6) DATE

07/31/17

STATE FORM

6899
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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 7/10/17 to 7/13/17, 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.

THERE IS NO REQUIREMENT TO SUBMIT A
PLAN OF CORRECTION FOR VIOLATIONS OF

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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MINNESOTA STATE STATUTES/RULES.
2 500 MN Rule 4658.0275 Subp. 2 Return of Funds 2500 8/22/17

After Discharge or Death

Subp. 2. Death of a resident. Upon the death of
a resident, a nursing home must convey the
resident's funds, and a final accounting of those
funds, to the individual or probate jurisdiction
administering the resident's estate.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the Corrected
facility failed to ensure remaining personal fund
account balances were distributed to the estate in
a timely manner for 1 of 2 residents (R51)
reviewed who had expired.

Findings include:

R51's Trust - Transaction History report dated
7/12/17, identified R51 expired on 4/13/17.
Further, the report listed a line item labeled,
"Withdrawal - Close out RTF [resident trust
fund]," with 28 dollars ($28) being reimbursed on
6/20/17 (67 days after R51 expired).

A provided copy of a facility cashier's check dated
6/20/17, identified $28.00 was written to a
recipient of, "The Estate of [R51]," with writing in
the memo line of, "Closeout RTF."

When interviewed on 7/12/17, at 9:50 a.m.
licensed social worker (LSW)-A stated R51
expired on 4/13/17, and the estate was not
reimbursed until 6/20/17, when the check was
written. LSW-A stated remaining personal funds

Minnesota Department of Health
STATE FORM 6899 UuwD111 If continuation sheet 3 of 8
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Continued From page 3

were typically reimbursed to the estate’ of
deceased residents, "usually by the end of the
month." LSW-A stated she was unsure why
R51's estate was not reimbursed within 30 days
of her passing adding, "Typically it would be
quicker than that, | really don't know what
happened."

A facility policy on resident trust fund
management was requested, but none was
provided.

SUGGESTED METHOD OF CORRECTION:
The administrator or designee could review and
revise policies and procedures regarding resident
trust accounts to ensure funds are reimbursed
timely. The administrator or designee could then
audit to ensure compliance.

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

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

Subpart 1. Care in general. Aresident 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
plan of care as described in parts 4658.0400 and
4658.0405. A nursing home resident must be out
of bed as much as possible unless there is a
written order from the attending physician that the
resident must remain in bed or the resident
prefers to remain in bed.

2500

2830
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This MN Requirement is not met as evidenced
by:

Based on observation, interview and document Corrected
review, the facility failed to ensure food was
served in accordance with assessed needs for 1
of 3 residents (R52) reviewed for nutrition and
who required their food cut up into smaller pieces.

Findings include:

R52's quarterly Minimum Data Set (MDS) dated
5/30/17, identified R52 had severe cognitive
impairment, required supervision with eating and
did not consume a therapeutic diet.

R52's signed physician orders dated 6/7/17,
identified R52 should consume a regular diet
with, "Regular consistency, all meats cut into bite
size pieces for Preventative Health."

R52's care plan dated 4/26/17, identified R52
resided in the nursing home related to, "increased
difficulty with taking care of herself," and listed a
goal to, "tolerate diet a ordered without any
difficulty chewing and/or swallowing." The care
plan listed several interventions to help R52 meet
the identified goal including, " ... on an NDD4
[regular diet] diet per ST [speech therapy]
evaluation and have no trouble chewing her food.
Food should be cut into bite size pieces for her."

During observation of the lunch meal on 7/12/17,
at 11:54 a.m. R52 was seated in the main dining
room with several others at a table. R52 had
regular metal utensils provided and was drinking
coffee using a regular coffee cup. At 12:12 p.m.
trained medication aide (TMA)-A placed a white
card on R52's table which identified her name

Minnesota Department of Health
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and diet, along with blue writing directing staff to,
"cut food into bite size pieces before serving." At
12:19 p.m. dietary aide (DA)-A approached R52
and took her order for the meal which included a
chicken breast topped with mushrooms, baked
potato and green beans. DA-A plated the meal at
a portable steam table and served it to R52 at her
table, however, the chicken breast was served
whole with several mushrooms on top and not cut
up as directed by her meal card and care plan.
DA-A then left the table without offering or
assisting R52 to cut up her provided meat. R52
picked up a regular fork and began to take
several bites of the baked potato, then used her
butter knife to push the green beans around on
her plate. The surveyor notified licensed practical
nurse (LPN)-A R52's meal was served and not
cut up as directed by her care plan. LPN-A then
offered to cut up R52's chicken breast with R52
replying, "Please do." R52 consumed 100% of
the provided meal after her chicken breast was
cut into smaller, bite sized pieces.

When interviewed on 7/12/17, at 12:25 p.m.
LPN-A stated R52's meal should have been
served cut up into smaller pieces as R52 has
difficulty eating things whole adding there was,
"more with coughing," in the past before her
meals were served cut up into smaller pieces.
Further, LPN-A stated R52 had worked with
speech therapy in the past for these concerns.

During interview on 7/12/17, at 12:33 p.m. DA-A
stated R52 did not need her meats or meal cut up
into smaller pieces as she, "doesn't have one of
the strict diet plans where its chopped.” DA-A
reviewed R52's meal service card (the one
placed on her table prior to the meal being
served) and stated it directs staff to cut her food
up. Further, DA-A stated he typically serves R52's

Minnesota Department of Health
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meats and meals to her whole and not cut up.

R52's ST - Therapist Progress & Discharge
Summary dated 4/28/17, identified R52 had been
treated by speech therapy from 4/4/17, to
4/28/17. R52 was identified to, at times, become
easily distracted and overwhelmed at meals. The
results of her therapy allowed, "Safer swallowing,"
and listed discharge instructions including, " ...
Continue with regular diet with thin liquids cut all
food into bite size pieces encourage oral intake
and provide different options at meals ...".

A subsequent Clarification Order from speech
therapy dated 4/28/17, signed by R52's physician
directed, "Dietary upgrade Regular diet [with] thin
liquids all foods cut into bite size pieces."

When interviewed on 7/12/17, at 1:44 p.m.
speech therapist (SLP)-A stated R52 was seen by
speech therapy to ensure she was, "safe for the
upgrade in diet textures." SLP-A stated R52 was
easily confused and distracted at meals causing
her to, "pick through her food," and when it was
cut up into smaller pieces she was, "more likely to
eatit." Further, SLP-A stated R52 was not at risk
of choking, however, due to her cognition the staff
should have cut up her food into small, bite sized
pieces to ensure she is eating and getting enough
nutritional intake adding, "that's why its on her
card [meal service card]."

During interview on 7/12/17, at 1:51 p.m. the
director of nursing (DON) stated dietary services
were responsible to plate and serve the correct
diets to each resident. Further, DON stated R52
had a video swallow completed and was not
determined to be at high risk of choking,
however, staff should have ensured her meal was
cut into smaller, bite size pieces as directed by
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speech therapy to, "give [R52] the best nutrition
and prevent any type of weight loss and decline.”

An undated facility Policy For Assuring Nutritional
Needs Are Being Met identified a goal to, "meet
the nutritional needs of all residents," and
directed, "Dietary will make a tray card, update
diet roster and inform all departments of the diet
order." The policy did not identify a procedure to
ensure residents with food alterations, like cutting
into smaller pieces, had them consistently
completed.

SUGGESTED METHOD OF CORRECTION:

The registered dietician (RD) or designee could
inservice nursing and dietary staff on resident diet
requirements and altered meal textures. Further,
the RD or designee could review policies and
procedures to ensure accuracy, and then monitor
and audit to ensure compliance.

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