DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

CENTERS FOR MEDICARE & MEDICAID SERVICES

ID: XFI5
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00340
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: _'L(LS)
(L1) 245467 (L3) HENDRICKS COMMUNITY HOSPITAL
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 503 E LINCOLN STREET 3. Termination 4. CHOW
(L2) 204342400 (L5) HENDRICKS, MN (L6) 56136 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02wy
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 09/05/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: ) 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 58 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 58 (L17) B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: A* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1D 1861 (e) (1) or 1861 (j) (1): (L15)
58
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Kathy Serie, Unit Supervisor 08/23/2013 o Kate JohnsTon, Enforcement Specialist 09/16/2013
L (L20)

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

19. DETERMINATION OF ELIGIBILITY

X 1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21)

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

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

3. Both of the Above :

22. ORIGINAL DATE

23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY
04/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
09/20/2013
(L32) (L33) DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: XFIS
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00340
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5467

On September 5, 2013, the Minnesota Department of Health completed a PCR by review of your plan of correction and on October 24, 2013, 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 standard survey completed on July 18, 2013 and an FMS completed on August 27, 2013.

As a result of the revisit findings, the Department is recommended to the CMS Region V Office the following actions related to the remedies outlined
in their letter of September 10, 2013. The CMS RO concurred.

Mandatory denial of payment for new Medicare and Medicaid admissions, effective October 18, 2013, be rescinded. (42 CFR 488.417 (b))

Based on our visit, we have determined that your facility has corrected the deficiencies issued pursuant to our standard survey completed on July 18,
2013 and FMS completed on August 27, 2013, as of October 7, 2013.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Medicare Provider # 245467
January 21, 2014

Mr. Jeffrey Gollaher, Administrator
Hendricks Community Hospital

503 East Lincoln Street

Hendricks, Minnesota 56136

Dear Mr. Gollaher:

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 August 27 2013, the above facility is certified for:
58 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 58 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,

P —

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-3992  Fax: (651) 215-9697
cc: Licensing and Certification File

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

January 6, 2014

Mr. Jeffrey Gollaher, Administrator
Hendricks Community Hospital
503 E Lincoln Street

Hendricks, Minnesota 56136

RE: Project Number S5467023, F5467021 and F5467023
Dear Mr. Gollaher:

On August 6, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey completed on July 18, 2013. The 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 27, 2013, surveyors from the Centers for Medicare and 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 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). As a
result of the FMS, CMS imposed the following remedy:

e Mandatory denial of payment for new Medicare and Medicaid admissions effective October 18,
2013. (42 CFR 488.417 (b))

Also, the CMS Region V Office notified you in their letter of September 10, 2013, in accordance with
Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your
facility is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs
(NATCEP) for two years from October 18, 2013.

On September 5, 2013, the Minnesota Department of Health completed a PCR by review of your plan
of correction and on October 24, 2013, 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 standard survey completed on July 18, 2013 and an FMS completed on August 27,
2013. We presumed, based on your plan of correction, that your facility had corrected these
deficiencies as of October 7, 2013. Based on our visit, we have determined that your facility has
corrected the deficiencies issued pursuant to our standard survey completed on July 18, 2013 and FMS
completed on August 27, 2013, as of October 7, 2013.

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



Hendricks Community Hospital
January 6, 2014
Page 2

As a result of the revisit findings, the Department is recommended to the CMS Region V Office the
following actions related to the remedies outlined in their letter of September 10, 2013. The CMS
Region V Office concurs and has authorized this Department to notify you of these actions:

* Mandatory denial of payment for new Medicare and Medicaid admissions, effective October
18, 2013, 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 18, 2013, is to be rescinded. They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective October 18, 2013,
is to be rescinded.

In the CMS letter of September 10, 2013, CMS advised you that, in accordance with Federal law, as
specified in the Act at Section 1819(f)(2)(B)(iii)(I)(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 18, 2013, due to denial of payment for new admissions. Since
your facility attained substantial compliance on October 7, 2013, the original triggering remedy, denial
of payment for new admissions, did not go into effect. Therefore, the NATCEP prohibition is
rescinded.

The CMS Region V Office will notify you of their determination regarding the imposed remedies,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition.

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

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

Sincerely,

¥ lord_ TWiea st

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

cc: Licensing and Certification File
5467r14.xtf



Form Approved
OMB NO. 0938-0390

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

Post-Certification Revisit Report

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

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

245467 B. Wing

(Y3) Date of Revisit
9/5/2013

Street Address, City, State, Zip Code

503 E LINCOLN STREET
HENDRICKS, MN 56136

Name of Facility

HENDRICKS COMMUNITY HOSPITAL

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

(Y4)  Item Date (Y4) Item (YS) Date Item Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0280 08/27/2013 ID Prefix F0314 08/27/2013 ID Prefix  F0371 08/27/2013
Reg. # 483.20(d)(3), 483.10(k)(2) Reg. # 483.25(c) Reg. # 483.35(i)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0411 08/27/2013 ID Prefix F0441 08/27/2013 ID Prefix F0463 08/27/2013
Reg. # 483.55(a) Reg. # 483.65 Reg. # 483.70(f)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0465 08/27/2013 ID Prefix ID Prefix
Reg. # 483.70(h) Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/PS 01/06/2014 31767 09/05/2013
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
7/18/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: XF1512



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

Form Approved
OMB NO. 0938-0390

Post-Certification Revisit Report

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

Reduction Project (0938-0390), Washington, D.C.

20503.

(Y1)  Provider/ Supplier / CLIA/
Identification Number

245467

(Y2) Multiple Construction

A. Building
B. Wing

01 - MAIN BUILDING 01

(Y3) Date of Revisit
10/24/2013

Name of Facility

HENDRICKS COMMUNITY HOSPITAL

Street Address, City, State, Zip Code

503 E LINCOLN STREET
HENDRICKS, MN 56136

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

requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 10/03/2013 ID Prefix 09/27/2013 ID Prefix 10/03/2013
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC K0021 LSC KO0025 LSC K0061
Correction Correction Correction
Completed Completed Completed
ID Prefix 10/07/2013 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC KO0062 LsC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/PS 01/06/2014 19251 10/24/2013
Reviewed By —— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/27/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92)

Page 1 of 1

Event ID: FP6N22



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

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

(Y1)  Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245467 B. Wing 01 - MAIN BUILDING 01 10/24/2013
Name of Facility Street Address, City, State, Zip Code
HENDRICKS COMMUNITY HOSPITAL 503 E LINCOLN STREET
HENDRICKS, MN 56136

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

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 08/21/2013 ID Prefix 07/20/2013 ID Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Reg. #
LSC K0025 LSC K0147 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency MM/PS 01/06/2014 19251 10/24/2013
Reviewed By —— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
7/18/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: XF1522



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  XFIS
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00340
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: _L(LB)
L) 245467 (% HENDRICKS COMMUNITY HOSPITAL — R
2.STATE VENDOR OR MEDICAID NO. (L9503 E LINCOLN STREET 3. Termination 4. cHow
(L2) 204342400 (L5) HENDRICKS. MN (L6) 56136 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L)
) 8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 07/18/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
e FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: _ (L10 03 SNF/NF/Distinct 07 X-Ray 11 ICF/1ID 15 ASC
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
To  (0): Compliance Based On: _ -
p : 3. 24HourRN 7. Medical Director
12.Total Facility Beds 5g (L18) 1. Acceptable POC __ 4 7-Day RN (Rural SNF) __8. Patient Room Size
__ 5. Life Safety Code ___ 9. Beds/Room
13.Total Certified Beds 5g (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 11D 1861 (e) (1) or 1861 (j) (1): (L15)
58
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Shawn Soucek, HPS SWS 08/23/2013 )
19 (L20)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

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

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

3. Both of the Above :

(L21)
22. ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY
04/01/1987 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot involntary 1ermination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L2n) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
Posted 9/20/2013 ML
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) (L33) DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  XFI5
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00340
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5467

At the time of the July 18, 2013 standard survey the facility was not in substantial compliance with Federal participation
requirements. Please refer to the CMS-2567 for both health and life safety code along with the facility's plan of correction.
Post Certification Revisit to follow.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5087
August 6, 2013

Mr. Jeffrey Gollaher, Administrator
Hendricks Community Hospital

503 East Lincoln Street

Hendricks, Minnesota 56136

RE: Project Number S5467023
Dear Mr. Gollaher:

On July 18, 2013, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be 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. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed.

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

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

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

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

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

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



Hendricks Community Hospital
August 6, 2013
Page 2

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

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

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

DEPARTMENT CONTACT

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

Kathyrn Serie

Minnesota Department of Health
Mankato Place

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

Telephone: (507) 537-7158
Fax: (507) 344-2723

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by August 27, 2013, the Department of Health will
impose the following remedy:

» State Monitoring. (42 CFR 488.422)
In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by August 27, 2013 the following remedy will be
imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

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



Hendricks Community Hospital
August 6, 2013
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,

- Include signature of provider and date.

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

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. 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 PoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your PoC for the respective deficiencies (if any) is
acceptable.
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VERIFICATION OF SUBSTANTIAL 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. 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 PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

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

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by October 18, 2013 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federal regulations at 42 CFR Section 488.417(b). This mandatory denial of
payments will be based on the failure to comply with deficiencies originally contained in the Statement
of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies
have been issued as the result of a complaint visit or other survey conducted after the original statement
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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 18, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

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

St. Paul, Minnesota 55164-0900

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

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

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

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

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

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205

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

Sincerely,

ok, Maeatdy

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

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

Enclosure

cc: Licensing and Certification File 5467s13.rtf
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The faollity's plan of correotion (POC) will serve
as your allegation of compliance upon the
Dapariment's acceptance. Your signature al the
hottom of the first page of the CMS-2667 form will
be used as verlflcation of complianca, .

Upon receipt of an acooptabla POC an on-site
revislt of your facility may be conduoted to
validate that substantial compllance with the
regulations has been attained In acoordance with
your verification.

F 280 | 483.20(d)(3), 463.10(K)(2) RIGHT TO F 280
gs8=p | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unises adjudged
incornpetent or otherwise found to be

incapacitated under the laws of the State, to ;
participate In planning care and treatment or pj*‘/
changes in care and treatment. ,
A comprehensive care plan must be developad 1{& Q/ ?’a '
within 7 days after the completion of the M
comprehensive asssssment; prepared by an '/]

interdigalplinary team, that includes the attending
physician, & rogisterad nurse with responsibility
for the resident, and other app;lroprlal? staff In .
disciplines as determined by the resident's needs, i

and, to the extent practicable, the participation of R}:CEIVED .1
{he resldent, the resident's familly or the resldeni’s

logal representative; and perlodioally reviewed AU(; 20 201

and revised by a team of qualified persons aRer
‘gach assessment. Minnesota Dept of Health

Mankato

This REQUIREMENT fs not met as avidsnced
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Baged on observation, interview and document cmmf;,f";?,‘;“ff;"’“ﬁif:ﬂﬁ;’,?;,,"iﬁ;‘:;
I'G\'[BW. the facl"ty fa”ed fo ensure g f@&fd@ﬂi‘& U,Pdﬂtad to roflect he;- cbmjgh]g needs, She
care plan was updated to reflact nacessary care was seon, by the physiolan on 7/19/13 to
changes for skin and mobllity for 1 of 3 resldents revisw possible causes for decline

(R18) reviewed for prassure ulcers. b. It is this foility’s practice to

. provide a cowprehensive care plan for cach
The findings include: resident, meeting the requirensonts of the
0 . B was ro-

Although R18 had a known history of pressure e&%ﬁ:ﬁ%ﬁgﬁ%ﬁg‘:‘;sgssxﬁ: °
ulcers, the resident's plan of care was not revised CAA, and Care plan were updated whha

to Include Interventions recommendad by therapy, slgn}ficant chango nssosSINONt with an ARD
nor was the care plan revised to indicate the of 8/15. Tho resident is having ¢ significant
resident required agsistance with reposlilening change assessment completed dup {n part fo
and moblilty when the resident experienced a starilng hosples care
decteass In her activity of dally living (ADL) ’ _
abllifles, 2, Coyrective Actlon as it applies to other

! rasidents;

During observations oh 7/17/13 at 6:68 a.m., R18 & All residents with skin Integrity
was observed In her room seated in o wheslchalr lssues were reviewed and ovalusted against
on iwo cushlons. An egg crate oushion was also their fast comprelensive assessmont to
ohsarved on the seat of the recliner looated in assuro afl oate plans were up to date

; .

R18's room, b. Tho polioy and procedure for
The resldent’s reoord was revlewsd, According sslfi';,iznéﬁw was poviosked and rovised on
to documentation on the Blg Stone Therapy ' i .
Caregliver Education Shest dated 6/24/13, an nursing sggﬁzﬁt}gxgﬁzggg ;; ‘t'ge
Qccupational Theraplst (OT) had recommended skin policies, including notification, wound|
"usa gel T-foam cushion In wheelchair and E-Z docurentation. and statdards for trentment
dish cushion in recliner to decrense pressure on ond provention of bressute tlcers
[R18's} cocoyx." The OT's recommendations P P
were not added lo the resldent's care plan. 3, All Correctlve Actions will b completed!

. th
Puring Intarview with nureing asslstant (NA)-G on by: Aug 277, 2013.
71713 at 2:21 pm,, NA-G verlfiad R18 used to .
reposition herself but had daclined In her ablilty * Rem‘:r;ﬁ;;;lwbl?ll;r:;ietnitgg*’/boyéfnen
to do &0, and was no fonger able fo reposition pressurs ulcers to determine that
herself as much as she used fo,
IM CAS-2567(02-88) Provious Verslons Obsolols Evont ID: XFI5t Faciitty i0: 00340 If continvalion sheal Page 2of 20 -
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F 280 Continuad From page 2 F 280 dgcumenmtion fOilOW.S the policy, Audits .
Durlng an ebservation on 717/13, st 1:41 p.m., fes’f;‘;,{fjf;“f,,fj;?\,‘j‘;{ﬂ e 2
ragisterad nurse (RN)-E removed a Tegaderm the oare plan is being followed. The results
.| Pydrocollotd dressing from R18's buttooks, The of the reviews will be reported to the QA
skin on the lsft bultook was abserved to have conunlttee af its regular meotings. This wil
several sporadlo red areas, dry In appearancs, o audited for 90 days and the QA toats wil
varying [n.size from 0.76 centimeters (om} x (by) determine the need for furthor avdltln
0.2°cm. In addition thers was alarge, 10 om x 4. g
cm, deep purple area obgerved extending from . ‘
the resldent’s Ieft buttock fo the right buttock. 3 Tho Correbrion will be manliored by:
The area was observed to be blanchable when dosigaco, wlor bl Nersing or

the nurse pressod on the resident's skin with her
fingers. A smailer non-blanchable red area
measuring 2.0 em x 3.0 ¢m, was observed on the
resldent's coccyx, The aren appeared dry and
Irregufarly shaped. Another dry reddsnad area
was abserved on the resldent’s right bultock
measuring 4.0 cm X 5.0 ¢m. RN-E atated the
resident's skin was, "worse since yeaterday,
probably from s[ttlng too much,”

According to the record Ri8 had been gdmitted
fo the facllity on 3/2/10, and had diagnoses that
included: welght loss, diabstas and hislory of
pressure ulcers, venous-stasls ulcers and
paripheral vascular diseass, Documentation in
the nurses' notes Indloated R18 had experlenced
stage 2 prassure ulcers on both her right and left
buttocks. The stage 2 prassure woers had been
noted on 4/23/13, and had subsequently healed
on 6/23/13 when there wore no longer open areas
preaent, A quarterly minfmum data set (MDS}
dated 6/22/13, indicated R18 was at risk for
developing pressurs uleer and had three stage 2
ulears. The MDS Indioated thore was no pressure
ulcar raducing device for chalr or bad, and no
turning or reposliioning program In place In
addition, the MDS Indicated R18 was continant of
howel and bladder, regu!red one person physical
assist for fransfers and tollet use, and was pot
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walking,

The care plan Included a problem initiated 3/6/13,
which Indicated R18 had throee amall atage 2
presstrg vioars on har right buttook related to
Immobllity and peripheral vascular diseass, The
care plan goal was for the atage 2 pressure
ulcers to show signs of healing, and remaln free
fram braakdown and infecton. In addltion, the
care plan Indicated problama Initiated 3/17/11,
that the resident had a problem of belng at risk
for falls and had a decline In ADL function due to
dementia, The care plan Interventions continued
to Indlcate the resident fransferred hersalf fo the
bathroom indepsndently, was indapandent with
bed and chalr mobfity, propelled her wheslchalr
indepsndently using her feet, and could reposition
herself,

The resldent's cars plan had not be reviged to
reflect the resident’s current need for assisiance

with repositioning and transfers.

A hursa's hote dated 7/16/13, indicated R18
continued to be tired and weak.

Duwring Interview with NA-E on 7/168/13, at 8,54
a.n., NA-E slalsd R18 had besn Indapendant
with reposilioning, ¢ares and toileting, up until last
week when R18 experlenced a dacline,

During Interview on 711813, at 8:08 a.m., NAF
verified R18's decling and physical weakness
singce |aat woek,

483.258(0) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Baged on the comprehensive assassmont of a
ragldant, the facllity must ensture that a resldent
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who enlers the fasllity without pressure sores
does not develop pregsurs sores unless the
individual's glinlogi condltion demonstratas that
thay were unavoldable; and a resldent having
prassure sores recalves necessary trealmant and
georvices to promote healing, prevent infection and
prevent new sores from daveloping.

This REQUIREMENT & not met as evidenced
by:
Based an obaervafion, interview and document
review, the faaility failed to ensure 1 of 3 resldenle
(R18) reviewed with pressure ulcers was
provided with the nacessary Interventions to
promote healing and prevent reccourrence of
pressure uloers,

Findings Inctude:

Buring observations on 7/17/13 at 6:68 a.un., R18
was observed In her room seatad in & wheelchair
on two cushions, An egg crate cushlion was also
observed on the seat of the revliner located in
R18'a room,

The resident's record was reviewsd, According
to documentalion on the Big Stone Therapy
Caragiver Educalion Shast dated 6/24/18, the
recommandation by the therapist included "use
get T-foam cushion in wheelchalr and E-Z dish
cushlon In regliner to decrease pressure on
[R18'g] cacoyx.”

Nursing asslstant (NA)-G was Interviewad on
7H7/13, at 7:03 am,. NA-G verifiad R18was .
sltting on two cushlong in her whesichalr and that
the rectiner had an egg crate cushion In place on

the cushion.

F314

¥a14
1. Corrective Action;

a. The reskdent’s cushions were
correoted on 7/17/13. Her care plan was
updated to reflect her changing needs, She
was seen by the physician on 7/19/13 to
review possible cavses for deotine,

b. It {2 this facility’s practice to
provide a comprohensive care plan for cach
resident, meeting the requiroments of the
OBRA regulations. Resident RI8 was re-
evaluated by the RN and an assessment,
CAA; snd Care plan were updated with &
signifionnt change assessinent with an ARD
of 8715, The resident Is having a significant
shange essessment completed dug i pard to
atarting hosplee care,

2. Correstive Action as it applles to other
Tesldents;

a. All rosidents with skin integrity
Issucs were reviewed and evaluated againgst
thelr Jast comprehensive assessment to
assure all care plans wore up to dato.

b. The polioy and procedure for
skin inteyxity was reviewed and rovised on
8/15/2013, A

¢. Education was provided to alf
nursing staff on August 22 & 26" on the
skin policles, including notification, wound
documentation, and standards for treatnieny
and preventlon of pressure wlcers

3. Al Corrective Actions wilt be completeft
by: Aug 278, 2013.

4, Reocourrence will ba prevented by:

th CM5-2867(02-08) Pravious Versions Obaolata
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docurmentation and care follows the policy
During continuous ohservations on 7/17/13 from and care plan, Audits of the resident core
710 a.m, unill 8:87 a.m., R18 was observed {o will be dohe on 2 residents per woek with
remain seated In her wheslchalr in the dinlng skin Issues to assure the cate plan is belng
room for breakfast, After breakfast was followed. The results of the reviews will be
complefed, the health unit coordinator (HUC) repotted to the OA conmittee at fts regular
fransported R18 to an audiology appointment meetings, This will be audited for 90 days
located In the adjolning hospltal. and the QA foam will dotermine the need fo
o 1 .
Upon return from the appohiment on 7/17/13 at further audifiog
10,06 a.m,, the HUC stated she'd stayed with 5, 'The Correctlon will be manitored hy:
R18 throughout the audiology appointmeni. The n. The Director of Nursing or
HUC alao verlfled that R18 had remained seated desiguee,
In the wheslchalr during tha enitire appointment.
Following the appointment, R18 was observed fo
remain seated in her wheelchair and to
parlicipate In & resldent group activity,
NA-G was Interviewed at 11:30 a.m. on 7/17/13.
NA-G stated R18 had been repositioned at 10:30
a.m. {thrae hours and twenty minutes without
repositioning). During additionai interview on
7117113 at 2:21 p.m., NA-G verified R18 used to
reposifion herself but had declined in her ability
to do =0, and was no longsr able {o reposition
herself as much as she used to.
Durlng an observation on 7/17/13, at 1:41 p.m,,
registered nurge (RN)-E removed g Tegaderm
hydrocollold dressing from R18's hutiooks, The
skin on the left buttock was obsarved to have
several sporadio red areas, dry In appsarance,
varying in size from 0.76 cenlimeters (om) x (by)
0.2 cm. In addition there was & largs, 10 ¢mx 4
cm, deep purple area observed extendlng from
the resident's left buttock {o the right buttock.
The area was observed to be blanchable when
the nurse pressed on the resident's skin with her
fingers. A smaller non-blanchabls red area
Rh CMS-2567{02-98) Proviovs Vorsions Obsolale Evonl 1D XFis11 Facifity 1: 00340 I oontinuation sheat Page 6 of 20
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measiring 2,0 ¢m X 3.0 om, was observed on the
reeident's coccyx. The area appearad dry and
irregularly shaped. Another dry reddened area
wan observed on the residant’a right buitook
mesasuring 4.0 om x 6.0 amn. RN-E atated the
rogident's akin was, "worse gince yaslerday,
probably from sitting foo much,”

During an obgervation on 7/17/13, at 2148 p.m.,
R18 was observed to be laysd on her right slde tn
bed. The large purple area obyerved extending
from the laft buttock to the right builtook was less
puiple in color. A small purple arga was
observed to ramaln on R18's dght buttock
howavar, other areas that had been previously
purple were now red and blanchable,

According to the record R18 was admilted on
3/210, and had dlagnoses that included: welght
loss, diabetes and history of prossure ulcers,
venous stasls ulcers and periphsral vasoular
dizgease, Documantation in the nurses’ notes
Indlcated R18 had exparianced stage 2 progaure
uicers on both her right-and left buftocks, The
stage 2 pressure ulcers had haen noted on
412313, and had subseguently healed on 6/23/13
whan there were ho longer opan sregss pressnt, A
duanterly minimum data sel (MD$) dated 5/22/13,
Indicated R18 was at risk for developing pressure
ulcer and had three stage 2 ulcers, The MDS
indloatod there was no pressure ulger reducing
davice for chalr or bad, and no turning or
repositioning program in place. In addition, the
MDS8 indlonted R18 was continent of bowal and
bladder, required one person physlcal assaist for
transfers and tollet use, and was not walking.

The oare plan included a problem initiated 3/6/13,
which Indloated R18 had three small stage 2

F 314
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pressura ulcers on har right buttook rolated to
Immobility and peripheral vascular disease. The
care plan gosl was for the stage 2 pressure
uloers to show signa of healing, and remaln free
from breakdown and Infection,

A nlrge's note dated 7/16/13, Indioated R18
gontinued to be tired and wealk and that there
wera "soma shears {0 lopse skin, but negative for
pressure vloers,”

During interview on 7/17M3, at 2:27 p.m., the
director of nursing {DON}) verified she had not
baan aware that staff were utiizing two cushlons
in R18's wheelohalr as opposed fo the fheraplsts’
gel oushlon recommeandation.

During Interview on 7/18/13, at 8:84 a.m., NA-E
stated R18 had been Independent wilh
reposifianing, cares and tolleting, up until last
weak whan R18 experlenced & decling,

During intarview on T/1BM3, at 8:08 a.m., NA-F
verlfied R18's decline and physioal weakness
since lagt weak.

The facillty's 8kin Polloy Procedura dated
Octobar 2012 Included: " Pollcy: To ensure &
resident who enters the facliity without pressurs
uleers does not develop pressure ulcers unless
the individual's clinical condition demonstrates
that they were unavoldable, To provide care and
services to prevent pregsure Ulcear davelopment,
1o promote the healing of pressure ulcers/wounds
that are present, and prevent development of
additional pressure ulversiwounds."

483.86() FOOD PROCURE,
STORE/PREPARF/SERVE ~ SANITARY

F-314

=
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weore sorved In & sanitary manner whish had the
potential to affect 49 of 40 resldenta curvently
regiding In the facllity.

Findings include;

During observations of the evening meal on
7/16/13 at 5:03 p.m., in the maln dining room,
distary alde (DA)-A was dishing up meals from
behind a steam tabla, then handing off the plates
to other dietary staff whe then distdbuted the
piates to residents in the dining room. Among the
menu itoms served during the svening meal were
chesso sandwiches, which were pre-prepared,
stacked, and unwrappad, in a serving tray along
with other foods on the steam table, Resldents In
the dining room werea asked to indioate thelr
menu cholces on slips of paper, which the serving
staff then collected and gave fo the dietary worker
who dishad up the individual food cholcas.

At 5:11 p.m., DA-A was observed to handie a

resident's menu gholce paper With her gloved Joft

* by the environmental services staff. The

¢ The lce mashine aurfaces are
oleansd weekly with an anti-lime cleanser

maintepanee staff cleans the inside of the
machivg with a specially cleanser every 3
months according to the manufacturer’s
instrugtions, Ag well maintenance will cleas
the fag areas of the ice machine by romow‘nﬁf
the metal covers every 3 months and as
needed, The cutrent {ee machine tray and
spout ¢overs have replacoments purchased,

d. Bducation was provided to
Dletary on Aug. 42", Environmental
Services and Malntenance on Aug. 20, and
Nursing on Aug. 22" and 26™

3. Al Comrective Actions will be completeg
by: Aug 278, 2013,

4, Reoceurrénce will be prevented by:

o4 1B SUMMARY BTATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREQTION )
PREFD {#AGH DEFICTENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GURREGTIVE AGTION SHOULD BE QOMPLETION
TAG REGULATORY QR 160G IDENTIFYING INFQRMATION) TAG cnoss-namn&ggg% Eq?{ g}?’e APPROPRIATE DATE
F 371 Continued From pags 8 Fa7i —
1. Comrective Actlon:
Tha facllity must - a, Nursing and Dietary were re-
(1) Prooure food from saurces approved or educated on the need to use utonsils when
cohsidered satisfactory by Federal, Siate or local sexving all itoms and the need to maliiain
authorilies; and . sanftary food handling conditions
(2) 8tore, prepare, distribute and serve food b. Tha ics machine surfaces were
under sanitary conditions cloansd on July 17, 2013 and the oxternal
{an araas op Aug, 13,2013,
2. Corrective actlon as it applies to others:
_ o a1, The Pollcy and Procedure for
This REQUIREMENT Is not met as evidenced Ii;":fu gﬁl-:idlms was yoviewad op 8716713 and
hy: '
X b, The Policy and Procedure for the,
Based on ohaorvation, interview and dosument .
review, the Tacility falled to ensure food and lce cleqning ofihe ;’;f;}‘zﬂgi’gﬂ“ was roviowed
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. a. Audits wij] be conducted atd -
F 371 Continusd From page 9 F371) meals a week, randomly rotated to jnclude
hand, read the slip, ladied soup Into a bow), and breakfast, dinner and supper to monttor foad|
placed the bowl on top of a serving plate. Then, handling.
with the glovad laft hand, DA-A grabbed an b, Audits of the jee machioe and
unwrapped chesse sandwich from the pan’ fans will be conducted by the enviromuental
aontalning the sandwiches, end placed the strvices director or designee on an every 2
sandwloh on the plate, next to the howl of soup, week basls to check the Jogs and the
DA-A then handed the plate to snother distary equipmont,
worker, who transported the maal to & resldent, ¢. Auditing will continue for
minimum of 90 days, Results of the nudits
At 512 p.., DA-A lifted a tray of elean soup will be brought to fha QA toam meeting and
bowis from below the steam table, placing the the team wi determine the need for forther
tray at walst-high faval for service, With the same audits.
gloved-feft hand, DA-A grasped and looked &t
anoiher resldenl's manu cholce slip, read the 5. ‘The Correction will be monitored by: ‘,'
paper, placed a filled soup bowl on plate. Agalin, a. The Ditector of Nursing snd the ;
PA-A totiched an unwrapped cheese sandwich Dietary Mannger or designees. 4
off the tray-line sandwich pan, and placed the
sandwioh on this plate. DA-A then passed the
plate to another alde for distribution to & resident.
Durliig an interview with DA-A on 7/16/13 at 526
p.m., DA-A acknowledged having touchsd
resldent manu cholce paper slips with a gloved
left hand, and without changing glovas, also
having touched unwrappad cheese sandwlches
fo served to residents, DA-A could not recall
having recelved spacific tralaing on how to
propsly handle unwrapped sandwichas, but
know the sandwlolios shouk! not be louched "with
my dirty gloves ot bare hands." RE CE IVE D)
On 7M713 at 7121 am., nurging assistant (NA)-A
was observed using a portable food cart to serve AUG 2 ¢ 2013
breakfast fo residents right outslde thelr rooms at anesota D
the far end of the 200 unit wing haltway of the M Eptof Heam,
facllity. The cart, approximately 3 feat by 6 feet, gnkato
had slorage drawars acoesslble on the fong end ’
slde, which held contalners of coreal, piastic
utensils, covered julce hotlles, and breakfast
Evan} ID: XFI514 Faglfy {b: 00340 IF gontinuation sheet Page 1G of 20
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condiments, On top of the carl were a toaster, a
bread cutting board, a small contalnar with butter
and butter knife, loavas of slised bread in plastic
hags, a stalnless stesl container with & ladle for
hot oalmeal, a container fifled with frult, a coffes
carafs, and hand sanitizor,

At 7:34 am,, NA-A used sanitizer to cleanse
hands prior to entaring R1 rooi to take &
breakfast order. While standing in R1's room
tulking to the resident, NA-A placed hands on her
hips, and also placed hoth bands into the pockels
of har scrub top. NA-A then exited R1's room,
went to the cart, sanitized hands, and began
gathering the raquested breakfast order items
from the portable food ¢arl. NA-A reachsd Into
the bread bag with an ungloved hand and
retrieved & slive of brend, and placed it In the
toaster. NA-A then opened & drawer onthe cart,
and pulled out a cloged plastlc contalner and
poured dry cereal Into a bowl, After puliing the
aontainer away, NA-A pulled plastic ulensils and
a single-serving container of jam from snother
drawer. NA-Afilled a smail howl with frult from g
larger contalner atop the cart. After the slice of
bread popped up in the toaster, NA-A loughed tha
toasted bread!, bare handad, placed It on the
cutting board, and butiered the toast, NA-A then
placed the hutterad toast onto a disposable plate
and carriad the plate to R1's room,

During an interview on 7/17/13 at 7:42 am., NA-A
verifled having placed her hands on her hips and
having tucked har hands inside tha pookets of her
scrub top while talking taking the breakfast order
In R-1'3 room. NA-A also confirmed that she
totiched R1's brend with bare hands before and
after toasting. NA-A fslt thls was not & problem
anc didn't think about it "bacause [ usad hand
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Continusd From page 11
sanitizer before | touoched the bread.”

During in Interview on 7/17/13 at 2:35 p.m., the
dietary managsr (DM)-A statad that unwrapped
menu tems, such as the chesse sandwiches,
should be servad using tongs, or by uslng o
gloved hand, DM-A statéd that a glove is no
ionger clean after it gomes in contact With papsr
or other didy and contaminated surfaces,

Ths director of riursing (DON) sald In an Interview
on 7A7/2013 at 3:02 p.m,, that unwrapped food,
stich as a slice of bread, or breadstick, was to be
served with "a tongs or gloved hand," evehi if 4
worker used hand sanflizer. The DON sald that
gloves were not "magic” when used durlng & food
servics, and also neaded bs free of any
contamination, and "mindful uge of gloves™ by the
staff was required.

On 711712013 at 9:36 a,m, It was ohsarvad that

waler was dripping from a white-colored fce
maker, located in the lce machine room on the

200 wing of the facllity. Itwas noted that a lime
?u!!d up was present on the water tllspenser and
ray.

The anvironmental service manager, (ESM)-A
verifled during an interview on 7/17/13 at 10:35
a.m., that there ara "lssues" with the loe muchine
as evidenced by the calelum bulld up present on
the dlspenser and tray, and stated "/'d like to get
rid of it,” ESM-A stated the facllity had seversl
people [ooking at the problem, but had bagn
aware that the machine was stilf In use and
remained Unclean.

In an intervisw on 7/16/13 at 12:10 p.m.,
maintenance techniclan (MT)-A verified the Ice

F 371
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machine had lime bulld up, Inoluding the Ice
dispenser dripped water. MT-A atated the
malntenance depariment had been rasponsible
for the cleaning of the loe machine, which was
gompleted "sbout avery six months." MT-A sald
the facllity did not have g policy related to routine
dleaning of the lce machine.

A facllity pollcy entlitled, Meals & Menus Qeneral
Informnatioh ravised 1/2008, directed that tongs or
other utensils are used in handling faod,
whenever possible, and If necessary to use
hands, they are thoroughly washed with hof water
and aoap, and plastio gloves (single service) are
worn. Tha poliay ¢id not address the covering of
food, A reviaw of the facllity's "icé machine cheak
shest" dooumnent revealed the ice machine was
checked on 7/6/12 and 1/7/13. The check list did
not identity what type of cleaning was performed,
F 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL
as=p | SERVICES IN S8NFS

Tha faclily must asslst residents In oblalning
routine and 24-holr emergency dental oars,

A faclity must provide or abtain from an outsids
resource, ih accordance with §463,76(h) of this
pait, routine and emergency dental services to
maat the heeds of each raskient; may charge a
Medlcare resident an additional amount for
routine and emergency dental services; must If
necsssary, aselst the resldent in making
appointments; and by amanging for transponation
to and from the dentlst's office; and prompliy refer
residenty with lost or damaged dentures to a
dentist.

F371

F 411
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This REQUIREMENT {s not met as evidenced 1. Corrective Acton:
by: 8. The resident R7 was accepted
Baged on obsstvation, Interview and dooument _ by the dental clinfo and resejved treatment
review, the facllily fallsd to ensura dental services on 7/29/13 to the satisfaction of the resident.
were provided for 1 of 2 resldants {R7) reviewed ,
for dantal services. - 2. Correative nction as it applies to others!
' ) a, The Polioy and Procedure for
| Findings include: Dental Services was reviewed on 8/10/2013
During resldent obaarvation at 10:48 a.m. on and {5 ourront.
7/16/13, R7 was observed to have broken lower b. All resldent’s dental services
* Hesth. When questioned af that time, R7 slated, were reviewed to determine if thelr deistal
“they don't hurl and | can eat fine". The resident needs are being met. Residont’s who
sald her famlly helps her with dental potentially niesd dental services but refise
appolntmants if she needs them, however she will be given a risk-benefit statement,
could not remember the last time she had d. Bducation was provided to the
ravelved dental care. R7 ¢ould nof recall whether Nursing staff on Aug 22* and 26 regarding
staff at the facllity had asked her If she would like the dental services policy.
dental sarvices or to get her teeth ﬂxtc)ed.
R7's racord was reviswad, R7 hat been was 3, All Correotlvs Actions will be completed
admitied to the facllity on 6/17/09. The quarterly by: Aug 27" 2013, : g
minimum dala get dated 5{!’1 0/13, ;i?entiﬁeid the
resldent as needing assislance with aotivilles of 4, Reocourrence will bo prevented by:
dally living (ADLS), with one person physlcel a. Audits will bcps:onductcd%y a
assist and set Up with parsonal hyglens, which nucstog stafi member on afl new residents
MDS did not Indicate tha resident had any mouth, their inftial oral/dental status asaessment wn#
factal pain, discomfort or diffloully with chewing, complate and £ they have any dents) servicd
but verified the resident has upper dentures and a needs, that they have arrangeronts for thosg
lower partial, services.
Dacument raview ttled Oral/Dental Stalus, b, Audits by a pursing staff
Included nofes from the direotor of nursing (DON) member of 2 eutrent resldents per weok wil
dated 9/26/12 Indicating, "ooth has chippad off be conduted to review if there i any
and Is sharp-family requested dental visit" The change in tholr dontal needs and {Fso, have
DON had also documanted on the form, they been abls to receive the dental services
"soheduling dental vigit por famliy”. Additional nesded,
review of the resldent's record Indicated therg ¢. Auditing will continuo for
ware no dental notes ar treatment followlng this, nintm 90 days. Results of the audits
A nutritional assessment dated 5/10/13, did not ' e ok90 duys ulls of the a
inolude any identification of broken {eeth or
RM ChB-2667{02.99) Previous Verslons Obsolata Evanl 1D; XFIE{{ Faclity 1D; 00340 If coninuallon sheet Page 14 of 28
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F 411

Continvted From page 14

ealing probleme, The oare plan dated
1112312012 included; "oralfdental health
problems; broken taeth.”" Interventions Included,
"acdminlster medloations as ordered, coordinate
arrangements for denfal care, fransportalion ag
needed, monftor oral oavily every quiarter with

" MRS, monltor/dooument to'phyalolan’ as need

signs and symptoms of oral/dental problems paln,
bleeding, taath missing, loose or broken. Provide
mouth care aa ADL persongl hyglehe and gonsult
with dlatilian if chewing/awallowing problems
noted,"

During an Intarview with reglstered nurse (RN)-A
at 11.00 a.m. on 7/18/13, she stated R7 not seen
a dantal provider In & long time, and stated she
was unsure whan the resldant's last dantal exam
was dona. RN-A gald R7's daughter wanted to
have her inom seen locally for her dental needs;
however the local dentlst was not accepting new
patients, RN-A veriflad thare was no
documantation of altempts to contact the looal
dental provider, The director of nursing (DON)
variflad at 11:16 a.m. on 7/16/13, thore was no
documantation or follow up regarding the
regident's dental ngeds. After having brought this
Information to the DON's attention, the DON
hersalf placed a oall Into the dentist on 7/18/13.
The faoliity's policy Dental Services, revised
August 2008, Indicated slaff ware to ensuro
rouflne and emotgency dantal services were
available to meet the resldsnts’ needs, "2,
Rouline and emergenoy dental services are
provided 1o our residents through: &. A contract
agreement with a local dentist; b, Referral to the
resldent's personal dentist; ¢, Referral to
communlly based dontists; or d. Referral to other
heslth care organizations that provide dentat
sarvices, 3, Nursing wi work with Health Unit
Coordinators and Soclal Services in making

Faqq| Wiibe brought to the QA team meoting and| -
the team wiil determine the need for firther
audits.

3. The Correction will be monltored by:
8, Tite Director of Nursing or
deslgnee.
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£ 411 | Confinued From page 16 FMY ma
denlal appolntments and transportation 1. Corractive Actlon:
arrangements e necessary. 4. Dontal sarvices a All infection mondtoring from
must be offerad annually, {fthe fﬂsjdanb'fﬂm“y July 2013-presont was roviowed and
deolinés, & Risk/Banefit must beglven to the analyzed to inolude the required
re;sidentlram!ty and placed and [elc] the Care components. .
Fian.”
F 441 | 483,86 INFECTION CONTROL, PREVENT FAd41! 2, Corrective action as it applles to others:
85=F | BPREAD, LINENS a. The Policy and Procedure for
' Infoction Control Survajltance and
The facllity must establish and maintain an Tnvestigation was developed on 8/20/2013.
Infection Contrel Program deslgnad to provide a b. New Infection Contro) Reports
safe, sanitary and comfortable environment and were dsveloped to Include the required
te help pravent the davelopment and transmission ftoms, -
of disease and infeotion. o. Monthly Reports were developed
to swumarizo the information needed to
(8) Infaction Control Prograim show that the infectlons were
The facllity must establish an infection Control comprehensively reviewed,
Program under whioh it ~ d. Education was provided to the
(1) Investigates, controls, and prevents Infections Nursing staff on Aug 22* and 26™ regarding
in the faoilty; the policy and their role in xeporting
(2) Deoides what procedures, such as Isolafion, Infections for themselves or residents,
should be applisd to an Individual resident: and tréatments, and monitoring for effoctiveness
(3) Maintaing a record of Incldents and corrective of trentments,
actions ralated fo infeglions,
, 3. All Cogrectivo Actions will be comploted
(b) Preventing Spread of Infagtion by: Aug 27%, 2013,
(1) Whon the Infaction Control Prograrm
determines that a resldent needs isolation to 4, Reocourrence wil bo prevented by:
revent the spread of infeotion, the facllity must ' a. Audits will be gonducted by the
solute the resident. Hendrioke Hospjtal Infection Contro}
(2) The facllity mugt prohlbit employees with a Practitionor (JCP) cach thonth to review the
cammunioable disease or Infected skin leslons Director of Nursing’s Infection reports and
from direct contact with residents or thelr foad, if summation to detormine thoy meot the
diract contact will transmit the disease. requirements outlined by F441.
(3) The facility must require staff to waeh thelr b. Audits will continue for 3
hands after each diract restdent contact for which months by the ICP. Resuits of the audis
hand washing is Indlcated by acoepted will bo brought to the QA team meeting and
professional practics,
RM CMS-2507(02:98) Pravious Varelong Ohsolets . Evenli: XFi541 Eacliity ID: 06246 nation sheal Page 16 of 20
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F 441

F 463
88D

Continued From page 16

(¢) Linens

Personnel must handie, store, procass and
transport iinens so as to prevent the spread of
infection,

This REQUIREMENT Is not met as evidencad

Based on Interview and document raview, the
facility faflad to establish an infeotion controt
program Including surveillance and Investigation
of infections. This had the potential to affect 49 of
49 residents in the facllity,

Findings includa:

The faoiiity's Infection control dooumentation was
reviewed for the psriod of July 2012 through June
2013. Although staff had documentad the date
on onset, loogtion of infection and antibiotics used
for traatment of rasldent Infections, there was
inconglstent monltoring of the organism causing
the infaction, signs and symptorns displayed,
identificatlon of whether the Infaction was
community or facliity acquired, and whather or
not treatment was effactive.

During interview with the director of nursing
(DON) on 7/18/13, &t 2:32 p.m., he DON stated
she s responsible for the Infection control
program and verifiad tha current Infection control
program lacked aonsistent monltoring of alt
appropriate components.

483.70(f) RESIDENT CALL 8YSTEM -
ROOMS/TOILET/BATH

the teamt wiil determine the need for further |

F 441 aundits,

3. The Correction will be monitored by:
a. The Long Term Cars
Administrator or designee,

F 463
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4) 1o SUMMARY STATEMENT OF DRFIDIENCIES TR PROVIDER@ PLAH OF QORRECTION )
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TAG REGQULATORY OR L3G DENTIFYING INFORMATION) TAS CROS_B—HBFEHEBI?EI% ,Eé ggs APPROPRIATE DATH
F 463 | Continued From page 17 E 463 f“'ﬁci*omm Action:
The nuraes' statlon must be equlpped to recelve ’ : ,
resident oalls through a communlodtion system room wﬂf;;r}ﬂg ::;lgﬁ‘;lj? ,‘:’S{g:’“ R2'
from restdent raoms; and tollet and bathing malntenance staff worker an g it was broughit
tacilities. to the attentfont of the DON at that time. R2
who ean verbalize her needs did not report
gms REQUIREMENT Is not mat as evidenced :’;:rg“;fl f}gg;g;‘ ort ‘;‘;ﬁ*sﬁg '(-}gj‘;g ;‘ng:,“*
y: : :
Based on obssrvation and Interview, the facillty :g;st ;'{I‘:fe"gecgﬁ”ﬂ:: :’;ﬂ'&ﬁl‘;":ﬁﬂg 2; a
falleﬂ to e}nsl}lre 1 0f 30 ragidonts (R2) had tmnsfershersoifindepemlen!ly from her
functional oalllight recliner chair, The call Heht cord was
i , replaced on 7/18.
Findings include: 2. Correttive action as it appllos to others:
R2' s call light attached to recliner was not Call L gﬁéﬁeﬁ?ﬁiﬁfﬂiﬁﬁ?ﬁ for
functionhig, : doveloped. A routlue was set up that alt
During an observation on 7/16/13, at 10:16 a.m,, fvﬂii&%,h&;ﬁ" bo checked and logged onn
R2's call Ight attached to her recliner was testad, '
The light outsldg the room did not turn on whan fiome w;’é 2&2?&‘52‘%}?3&3’; 1""“"1"5
the call light was activated. regarding oalf ights malfunction at meetings
R2 was Interviewed at 12:56 p.m. on 7/16/13. R2 o aﬁz & 8/26 and the need to promply
stated she roullnely utllized the call light atached 3 PXH- Corroctlve Actions will be completed
fo her recliner. by Aug 27% 2013 preted).
t 3 r
Environmantal services staff-A was Interviewsd 4. R““°;‘“j3§f£ﬂ;ﬂ’§;’§f,:‘;‘ff£§{‘
on 7/18/13, at 12:10 p.m.. He stated R2's oall Housoliold coordiantor or dosignus A
light attached to her raclinor was etili not weekly basis, auditin g 4 oall bells ench
F 465 Etlsrgct;gn'llng. R 485 week, varying locations,
183,70(h) . b. Audits will continme for 90
88aC &AFEIFUNCT[ONAUSANITARYKJOMFORTABL d&ys' Rﬁsu“s Ofﬂw ﬂ“d“s Wiu ba hrought
E ENVIRON to the QA team meeting and the teasn will
The facllity must provide a safe, functional, gct%rﬁghé:’;?:c:}md‘:?ﬂ ﬁ‘e“,‘,‘;ﬂ,‘;ﬂf{ by
sanitary, and gomfortable environment for ) a. The Director of Nursing or ’
residents, staff and the public. designee, '
RM QMS-2601{02-00) Provious Verdons Obeolale Byant 10 XEI614 Facility I0: 00340 . Soplinuation sheel Page 18 0f 20
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4 G
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F 4686/ Continued From page 18 F 468

Thls REQUIREMENT 15 not met as evidencad

v:
Basad on ohservation and Intervlew, the faciilty
failed to ensure the environment wag malnlalned

in & olean and sanitary manner; free standing
odclllating fans In 2 of 3 hallways (200 & 800
wing) and In the raln-dining room, wers coated
with dust, and 1 of 1 ite machine on the 200 wing
v/as also dirly. These defiolent practices had the
potential to affect 40 of 49 rasidents currently
reslding In the fagllity,

Findings include;

On 7/16/13, at 2:02 p.m., a rotating standing fan
was observed on the 200 wing hallway, with &
thick layar of dust on the sntire fan head, The fan
was biowing air Into the hallway, :

On 7/16/13, ot 2:10 p.m., & slanding fan was
observed on the 300 wing haliway with & thick
layer of dust on the entlre fan head. The fan was
plowlng alr into the halway.

On 7/18/13, at 1:07 p.m., a standing fan was
observod {o be on In the maln dinng room. The
fan had a thick layer of dust on the entire fan
head. There was no food belng servad or caten In
the dining room at the time of this obsarvation.

During intarview with environmental services
ataff-A on 7/17/13, at 12:28 p.m., envirenmenteal
services staff-A varlfied these three fans were
dirly, and stated there wag ho routine aleaning
schedule for the fans. Environmental sarvipes
staff-A also vertiiod there was no faollity polisy for
malntenance of the fans, and no recorded logs of
when the fans had beon cleaned.

F465%
1. Correctlve Actlon:

a. The fang In the 200 wing, 300
wing, and main dining room were cleaned
on July 23, 2013.

b, The ico muchine surfaces were
cleatied on July 17, 2013 and the exterpal
fan areas on Aug, 13, 2013,

2. Corrective action ag It applies to others:

a. The Polidy and Procedure for
oloaning fans was developed and jaciudes
proper cleaning weekly and completing a
log book by the teohnitians.

b. The ice mechine surfaces are
cleaned weekly with an anti-lime cleanser
by the environmental sorvices staff. The
maintenance staff cleans the inside of the
machine with 1 specialty cleanser overy 3
months acoording o the manufasturer’s
instractions. As well maintenance will cle
the fan areas of the jce machine by removin
the wmetal covers every 3 months and as
needed. "The current ice machive tray and
spout covers have replacements purchased,

¢. Bducation on the policy and plan
was provided to the Environmental Services
and Maltenance Staff on Aug. 20, 2013,
Nursing staffwas educated on Aug. 22™ and
Aug, 262,

3. Alt Corrective Acttbm will be completed
by: Aug 27% 2013,

4, Reosourrence will be prevented hy:

o, Audits of the fce machine and
fans will be conducled by the environmental
services director or destgnee on an every 2

R GhIS-2667(02-08) Frovipus Varslns Obsolela
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equipment.

b. Audits will contnue for a
minimwm of 20 days, Results of the awdits
will be brought to the QA team meeting and
the team 'wifl determing the need for further
audits,

During Interview on 7/18/13, at 1:18 p.m,,
registorad dielioian/dletary manager verifled there
wias a thiok layer of dust on the fan looated In the
maln dinihg room.

During an observation on 7/17/13 at 8:38 a.m.,

the loe machine room on the 200 wing of the
facliity was observed to have a large area of
blaok debris on the right side of the machine, with

5. The Correction will be monitorad biyi
a. 'The Environmental Services
Director and Maintenance Dicector of

fima bulld up on both sltdes toward the baok of the doslgnees.
maching. The vahts on the stde had thick dust In

them,

The environmental servics manager (E8M)-A
verlfled in an interview on 7/17/13 4t 10:35 am.,
that there are “lasuss” with the ice machine,
(noluding a caleium bulld up on It. The ESM
statad, "I'd like to getrid of It." ESM-A stated the
facllity has had several people look at the
problem, but was aware the machlne was stili In
usa and unclean,

In an intervlew on 7/18/2013 at 12:10 p.m.,
maintenance tachni¢lan (MT)-A varifled the lime
and dust bulld-up on the loe machine n the 200
wing. MT-A stated the malntenance department
was responsible for the cleaning of the fce
machrine, which was completed "about every slx
months.” '
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K 000 | INITIAL COMMENTS K 000

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.

P 08272003

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on July 18, 2013. At the
time of this survey, Hendricks Community
Hospital Nursing Home was found not to be in
substantial compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the
2000 edition of National Fire Protection
Association (NFPA) Standard 101, Life Safety
Code (LSC), Chapter 19 Existing Health Care
Occupancies.

OT7.18 202

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

Evrr

Health Care Fire Inspections
State Fire Marshal Division
445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145, or

(X6) DATE

LABORATORY DIRECTOR'S ORBROYIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE
7 7] —— _CEP _8-/5-/2

3 guards 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 E-Mail to:
Barbara.Lundberg@state.mn.us, and
Marian.Whitney @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.

Hendricks Community Hospital Nursing Home
was constructed as follows:

protected and was determined to be of Type
11(111) construction;
The first addition was constructed in 1987, is

protected and was determined to be of Type
11(111) construction;

protected and was determined to be of Type
11(111) construction.

The nursing home is separated from a critical
opening protective consisted of a labeled,

door assembly.

The original building was constructed in 1969, is
one-story, has no basement, is fully fire sprinkler

one-story, has no basement, is fully fire sprinkler
The second addition was constructed in 1993, is

one-story, has no basement, is fully fire sprinkler

access hospital by a two-hour fire wall, and the

self-closing, positive latching, 90-minute fire rated

1. A description of what has been, or will be, done |

K 000
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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. Resident Rooms are
protected with automatic smoke detectors which
are interconnected to the building fire alarm
control panel [FACP]. The facility has a capacity
of 568 beds and had a census of 49 at time of the
survey.
The requirement at 42 CFR, Subpart 483.70(a) is |
NOT MET as evidenced by:
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD KI025| Ehe north and squth smoke barrfems
: 8721/13
8S=F walls that have penetrations
Smoke barriers are constructed to provide at around the conduits and sprinkler

| least a one half hour fire resistance rating in

| accordance with 8.3. Smoke barriers may

| terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two |
separate compartments are provided on each
floor. Dampers are not required in duct

| penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide smoke barrier walls construction
that meets the requirements of NFPA 101 - 2000 |
edition, Sections 19.3.7.3 and 8.3. This deficient
practice could affect all 49 residents including,

staff and visitors.

piping have been properly sealed
with a fire rated sedant by
our maintenance department.
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| Findings include:

On facility tour between 9:30 AM and 1:00 PM on
7/18/2013, it was observed that the north and
south smoke barrier walls have penentrations
around conduits and sprinkler piping that were
not properly sealed with fire rated material not in
accordance with 19.3.7.3.

This deficient practice was confirmed by the
Maintenance Supervisor.
NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Observations revealed that some electrical
installations are not in accordance with NFPA 70
"The National Electrical Code 1999 edition. This
deficiency could negatively effect any resident,
staff and visitors in this area of the facility.

Findings include:

On facility tour between the hours of 9:30 AM and
1:00 PM on 7/18/13, observations revealed that
the west wing kitchenette had a microwave and
refrigerator plugged into electrical power strip.

This deficient practice was verified by the
Maintenance Supervisor.

| K 025
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K 147 The refrigerator and microwave in7/20/13

the west wing kitchenette have
been removed off the power strip |
and plugged directly into a wall |
outlet by our maintenance staff.
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st ATTENTION e
NH LICENSING CORRECTION ORDER

In accordance with Minhesota Statute, sedtion
144A.10, this corregtion order has been |ssued
pursuant to a survey. [f, upon reingpeaction, it 1s
found that the deficiency or deficlencles cited
hersin are not corrected, & fine for each violation
not comrected shall be assessed in accordance -
with a schadule of fines promulgated by rule of
the Minnasota Department of Health.

Determination of whether a violation has been
corracted requires compliance with all
requirements of the rule provided at the tag

.number and MN Rule number indicated below.

When a rule contains sevaral iterns, failurs 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 rufe 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 requast is made to
the Pepartrmeant within 15 days of receiptof a
notice of assessment for non-compliance,

INITIAL. COMMENTS:

On July 15th, 16th, 17th and 18th, 2013,
surveyors of this Depariment's staff, visited the
above provider and the foliowing correction
orders are issued. When corrections are
completed, please sign and date, make a copy of
these orders and return the original to the
Minnesota Department of Health, Division of

RECEIVED

Minnesota Dept of Health

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal
software, Tag numbers have been
assigned to Minnesota state

AUG 2 0 208

Mankato

Innesota Dapartment of Heallh

R_REPRESENTATIVE'S SIGNATURE

[lZ

(X8} DATE

S9-1%
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o
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2000

Initial Comments
*****ATTENT'ON******
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:

On July 15th, 16th, 17th and 18th, 2013,
surveyors of this Department's staff, visited the
above provider and the following correction
orders are issued. When corrections are
completed, please sign and date, make a copy of
these orders and return the original to the
Minnesota Department of Health, Division of

2000

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal
software. Tag numbers have been
assigned to Minnesota state

Minnesota Department of Health
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Compliance Monitoring, Licensing and statutes/rules for Nursing Homes.

Certification Program; 12 Civic Center Plaza,

Suite 2105, Mankato, Minnesota 56001 . .
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 MINNESOTA STATE
STATUTES/RULES.
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2570, MN Rule 4658.0405 Subp. 4 Comprehensive 2570

Plan of Care; Revision

Subp. 4. Revision. A comprehensive plan of
care must be reviewed and revised by an
interdisciplinary team that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, with the
participation of the resident, the resident's legal
guardian or chosen representative at least
quarterly and within seven days of the revision of
the comprehensive resident assessment required
by part 4658.0400, subpart 3, item B.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure a resident's
care plan was updated to reflect necessary care
changes for skin and mobility for 1 of 3 residents
(R18) reviewed for pressure ulcers.

The findings include:

Although R18 had a known history of pressure
ulcers, the resident's plan of care was not revised
to include interventions recommended by therapy,
nor was the care plan revised to indicate the
resident required assistance with repositioning
and mobility when the resident experienced a
decrease in her activity of daily living (ADL)
abilities.
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During observations on 7/17/13 at 6:58 a.m., R18
was observed in her room seated in a wheelchair
on two cushions. An egg crate cushion was also
observed on the seat of the recliner located in
R18's room.

The resident's record was reviewed. According
to documentation on the Big Stone Therapy
Caregiver Education Sheet dated 6/24/13, an
Occupational Therapist (OT) had recommended
"use gel T-foam cushion in wheelchair and E-Z
dish cushion in recliner to decrease pressure on
[R18's] coccyx." The OT's recommendations
were not added to the resident's care plan.

During interview with nursing assistant (NA)-G on
7/17/13 at 2:21 p.m., NA-G verified R18 used to
reposition herself but had declined in her ability
to do so, and was no longer able to reposition
herself as much as she used to.

During an observation on 7/17/13, at 1:41 p.m.,
registered nurse (RN)-E removed a Tegaderm
hydrocolloid dressing from R18's buttocks. The
skin on the left buttock was observed to have
several sporadic red areas, dry in appearance,
varying in size from 0.75 centimeters (cm) x (by)
0.2 cm. In addition there was a large, 10 cm x 4
cm, deep purple area observed extending from
the resident's left buttock to the right buttock.
The area was observed to be blanchable when
the nurse pressed on the resident's skin with her
fingers. A smaller non-blanchable red area
measuring 2.0 cm x 3.0 cm, was observed on the
resident's coccyx. The area appeared dry and
irregularly shaped. Another dry reddened area
was observed on the resident's right buttock
measuring 4.0 cm x 5.0 cm. RN-E stated the
resident's skin was, "worse since yesterday,
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probably from sitting too much."

According to the record R18 had been admitted
to the facility on 3/2/10, and had diagnoses that
included: weight loss, diabetes and history of
pressure ulcers, venous stasis ulcers and
peripheral vascular disease. Documentation in
the nurses' notes indicated R18 had experienced
stage 2 pressure ulcers on both her right and left
buttocks. The stage 2 pressure ulcers had been
noted on 4/23/13, and had subsequently healed
on 6/23/13 when there were no longer open areas
present. A quarterly minimum data set (MDS)
dated 5/22/13, indicated R18 was at risk for
developing pressure ulcer and had three stage 2
ulcers. The MDS indicated there was no pressure
ulcer reducing device for chair or bed, and no
turning or repositioning program in place. In
addition, the MDS indicated R18 was continent of
bowel and bladder, required one person physical
assist for transfers and toilet use, and was not
walking.

The care plan included a problem initiated 3/6/13,
which indicated R18 had three small stage 2
pressure ulcers on her right buttock related to
immobility and peripheral vascular disease. The
care plan goal was for the stage 2 pressure
ulcers to show signs of healing, and remain free
from breakdown and infection. In addition, the
care plan indicated problems initiated 3/17/11,
that the resident had a problem of being at risk
for falls and had a decline in ADL function due to
dementia. The care plan interventions continued
to indicate the resident transferred herself to the
bathroom independently, was independent with
bed and chair mobility, propelled her wheelchair
independently using her feet, and could reposition
herself.

The resident's care plan had not be revised to
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Continued From page 5

reflect the resident's current need for assistance
with repositioning and transfers.

A nurse's note dated 7/16/13, indicated R18
continued to be tired and weak.

During interview with NA-E on 7/18/13, at 8:54
a.m., NA-E stated R18 had been independent
with repositioning, cares and toileting, up until last
week when R18 experienced a decline.

During interview on 7/18/13, at 9:08 a.m., NA-F
verified R18's decline and physical weakness
since last week.

SUGGESTED METHOD OF CORRECTION:

The director of nursing or designee could develop
a system to educate staff and develop a
monitoring system to ensure staff are reviewing
and revising the care plan as necessary.

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

MN Rule 4658.0525 Subp. 3 Rehab - Pressure
Ulcers

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

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

2570

2900
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B. aresident who has pressure sores
receives necessary treatment and services to
promote healing, prevent infection, and prevent
new sores from developing.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure 1 of 3 residents
(R18) reviewed with pressure ulcers was

provided with the necessary interventions to
promote healing and prevent reoccurrence of
pressure ulcers.

Findings include:

During observations on 7/17/13 at 6:58 a.m., R18
was observed in her room seated in a wheelchair
on two cushions. An egg crate cushion was also
observed on the seat of the recliner located in
R18's room.

The resident's record was reviewed. According
to documentation on the Big Stone Therapy
Caregiver Education Sheet dated 6/24/13, the
recommendation by the therapist included "use
gel T-foam cushion in wheelchair and E-Z dish
cushion in recliner to decrease pressure on
[R18's] coccyx."

Nursing assistant (NA)-G was interviewed on
7/17/13, at 7:03 a.m.. NA-G verified R18 was
sitting on two cushions in her wheelchair and that
the recliner had an egg crate cushion in place on
the cushion.

During continuous observations on 7/17/13 from
7:10 a.m. until 8:57 a.m., R18 was observed to
remain seated in her wheelchair in the dining
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room for breakfast. After breakfast was
completed, the health unit coordinator (HUC)
transported R18 to an audiology appointment
located in the adjoining hospital.

Upon return from the appointment on 7/17/13 at
10:05 a.m., the HUC stated she'd stayed with
R18 throughout the audiology appointment. The
HUC also verified that R18 had remained seated
in the wheelchair during the entire appointment.
Following the appointment, R18 was observed to
remain seated in her wheelchair and to
participate in a resident group activity.

NA-G was interviewed at 11:30 a.m. on 7/17/13.
NA-G stated R18 had been repositioned at 10:30
a.m. (three hours and twenty minutes without
repositioning). During additional interview on
7/17/13 at 2:21 p.m., NA-G verified R18 used to
reposition herself but had declined in her ability
to do so, and was no longer able to reposition
herself as much as she used to.

During an observation on 7/17/13, at 1:41 p.m.,
registered nurse (RN)-E removed a Tegaderm
hydrocolloid dressing from R18's buttocks. The
skin on the left buttock was observed to have
several sporadic red areas, dry in appearance,
varying in size from 0.75 centimeters (cm) x (by)
0.2 cm. In addition there was a large, 10 cm x 4
cm, deep purple area observed extending from
the resident's left buttock to the right buttock.
The area was observed to be blanchable when
the nurse pressed on the resident's skin with her
fingers. A smaller non-blanchable red area
measuring 2.0 cm x 3.0 cm, was observed on the
resident's coccyx. The area appeared dry and
irregularly shaped. Another dry reddened area
was observed on the resident's right buttock
measuring 4.0 cm x 5.0 cm. RN-E stated the
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resident's skin was, "worse since yesterday,
probably from sitting too much."

During an observation on 7/17/13, at 2:46 p.m.,
R18 was observed to be layed on her right side in
bed. The large purple area observed extending
from the left buttock to the right buttock was less
purple in color. A small purple area was
observed to remain on R18's right buttock
however, other areas that had been previously
purple were now red and blanchable.

According to the record R18 was admitted on
3/2/10, and had diagnoses that included: weight
loss, diabetes and history of pressure ulcers,
venous stasis ulcers and peripheral vascular
disease. Documentation in the nurses' notes
indicated R18 had experienced stage 2 pressure
ulcers on both her right and left buttocks. The
stage 2 pressure ulcers had been noted on
4/23/13, and had subsequently healed on 6/23/13
when there were no longer open areas present. A
quarterly minimum data set (MDS) dated 5/22/13,
indicated R18 was at risk for developing pressure
ulcer and had three stage 2 ulcers. The MDS
indicated there was no pressure ulcer reducing
device for chair or bed, and no turning or
repositioning program in place. In addition, the
MDS indicated R18 was continent of bowel and
bladder, required one person physical assist for
transfers and toilet use, and was not walking.

The care plan included a problem initiated 3/6/13,
which indicated R18 had three small stage 2
pressure ulcers on her right buttock related to
immobility and peripheral vascular disease. The
care plan goal was for the stage 2 pressure
ulcers to show signs of healing, and remain free
from breakdown and infection.
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A nurse's note dated 7/16/13, indicated R18
continued to be tired and weak and that there
were "some shears to loose skin, but negative for
pressure ulcers."

During interview on 7/17/13, at 2:27 p.m., the
director of nursing (DON) verified she had not
been aware that staff were utilizing two cushions
in R18's wheelchair as opposed to the therapists'
gel cushion recommendation.

During interview on 7/18/13, at 8:54 a.m., NA-E
stated R18 had been independent with
repositioning, cares and toileting, up until last
week when R18 experienced a decline.

During interview on 7/18/13, at 9:08 a.m., NA-F
verified R18's decline and physical weakness
since last week.

The facility's Skin Policy Procedure dated
October 2012 included: " Policy: To ensure a
resident who enters the facility without pressure
ulcers does not develop pressure ulcers unless
the individual's clinical condition demonstrates
that they were unavoidable. To provide care and
services to prevent pressure ulcer development,
to promote the healing of pressure ulcers/wounds
that are present, and prevent development of
additional pressure ulcers/wounds."

SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designee could review
policies and procedures regarding care for
residents at risk for, or with pressure ulcers,
educate staff on pressure ulcers protocols and
develop a monitoring system to ensure
compliance.

TIME PERIOD FOR CORRECTION: Twenty-one
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21015 MN Rule 4658.0610 Subp. 7 Dietary Staff 21015

Requirements- Sanitary conditi

Subp. 7. Sanitary conditions. Sanitary
procedures and conditions must be maintained in
the operation of the dietary department at all
times.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure food and ice
were served in a sanitary manner which had the
potential to affect 49 of 49 residents currently
residing in the facility.

Findings include:

During observations of the evening meal on
7/15/13 at 5:03 p.m., in the main dining room,
dietary aide (DA)-A was dishing up meals from
behind a steam table, then handing off the plates
to other dietary staff who then distributed the
plates to residents in the dining room. Among the
menu items served during the evening meal were
cheese sandwiches, which were pre-prepared,
stacked, and unwrapped, in a serving tray along
with other foods on the steam table. Residents in
the dining room were asked to indicate their
menu choices on slips of paper, which the serving
staff then collected and gave to the dietary worker
who dished up the individual food choices.

At 5:11 p.m., DA-A was observed to handle a
resident's menu choice paper with her gloved left
hand, read the slip, ladled soup into a bowl, and
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placed the bowl on top of a serving plate. Then,
with the gloved left hand, DA-A grabbed an
unwrapped cheese sandwich from the pan
containing the sandwiches, and placed the
sandwich on the plate, next to the bowl of soup.
DA-A then handed the plate to another dietary
worker, who transported the meal to a resident.

At 5:12 p.m., DA-A lifted a tray of clean soup
bowls from below the steam table, placing the
tray at waist-high level for service. With the same
gloved-left hand, DA-A grasped and looked at
another resident's menu choice slip, read the
paper, placed a filled soup bowl on plate. Again,
DA-A touched an unwrapped cheese sandwich
off the tray-line sandwich pan, and placed the
sandwich on this plate. DA-A then passed the
plate to another aide for distribution to a resident.

During an interview with DA-A on 7/15/13 at 5:26
p.m., DA-A acknowledged having touched
resident menu choice paper slips with a gloved
left hand, and without changing gloves, also
having touched unwrapped cheese sandwiches
to served to residents. DA-A could not recall
having received specific training on how to
properly handle unwrapped sandwiches, but
knew the sandwiches should not be touched "with
my dirty gloves or bare hands."

On 7/17/13 at 7:21 a.m., nursing assistant (NA)-A
was observed using a portable food cart to serve
breakfast to residents right outside their rooms at
the far end of the 200 unit wing hallway of the
facility. The cart, approximately 3 feet by 5 feet,
had storage drawers accessible on the long end
side, which held containers of cereal, plastic
utensils, covered juice bottles, and breakfast
condiments. On top of the cart were a toaster, a
bread cutting board, a small container with butter

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
00340 B. WING 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 E LINCOLN STREET
HENDRICKS COMMUNITY HOSPITAL
HENDRICKS, MN 56136
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
21015| Continued From page 11 21015

Minnesota Department of Health

STATE FORM

6899

XF1511

If continuation sheet 12 of 21




PRINTED: 08/06/2013

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AB ) COMPLETED
. BUILDING:
00340 B. WING 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 E LINCOLN STREET
HENDRICKS COMMUNITY HOSPITAL
HENDRICKS, MN 56136
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
21015| Continued From page 12 21015

and butter knife, loaves of sliced bread in plastic
bags, a stainless steel container with a ladle for
hot oatmeal, a container filled with fruit, a coffee
carafe, and hand sanitizer.

At 7:34 a.m., NA-A used sanitizer to cleanse
hands prior to entering R1 room to take a
breakfast order. While standing in R1's room
talking to the resident, NA-A placed hands on her
hips, and also placed both hands into the pockets
of her scrub top. NA-A then exited R1's room,
went to the cart, sanitized hands, and began
gathering the requested breakfast order items
from the portable food cart. NA-A reached into
the bread bag with an ungloved hand and
retrieved a slice of bread, and placed it in the
toaster. NA-A then opened a drawer on the cart,
and pulled out a closed plastic container and
poured dry cereal into a bowl. After putting the
container away, NA-A pulled plastic utensils and
a single-serving container of jam from another
drawer. NA-A filled a small bowl with fruit from a
larger container atop the cart. After the slice of
bread popped up in the toaster, NA-A touched the
toasted bread, bare handed, placed it on the
cutting board, and buttered the toast. NA-A then
placed the buttered toast onto a disposable plate
and carried the plate to R1's room.

During an interview on 7/17/13 at 7:42 a.m., NA-A
verified having placed her hands on her hips and
having tucked her hands inside the pockets of her
scrub top while talking taking the breakfast order
in R-1's room. NA-A also confirmed that she
touched R1's bread with bare hands before and
after toasting. NA-A felt this was not a problem
and didn't think about it "because | used hand
sanitizer before | touched the bread."

During in interview on 7/17/13 at 2:35 p.m., the
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dietary manager (DM)-A stated that unwrapped
menu items, such as the cheese sandwiches,
should be served using tongs, or by using a
gloved hand. DM-A stated that a glove is no
longer clean after it comes in contact with paper
or other dirty and contaminated surfaces.

The director of nursing (DON) said in an interview
on 7/17/2013 at 3:02 p.m., that unwrapped food,
such as a slice of bread, or breadstick, was to be
served with "a tongs or gloved hand," even if a
worker used hand sanitizer. The DON said that
gloves were not "magic" when used during a food
service, and also needed be free of any
contamination, and "mindful use of gloves" by the
staff was required.

On 7/17/2013 at 9:36 a.m. it was observed that
water was dripping from a white-colored ice
maker, located in the ice machine room on the
200 wing of the facility. It was noted that a lime
build up was present on the water dispenser and
tray.

The environmental service manager, (ESM)-A
verified during an interview on 7/17/13 at 10:35
a.m., that there are "issues" with the ice machine
as evidenced by the calcium build up present on
the dispenser and tray, and stated "I'd like to get
rid of it." ESM-A stated the facility had several
people looking at the problem, but had been
aware that the machine was still in use and
remained unclean.

In an interview on 7/18/13 at 12:10 p.m.,
maintenance technician (MT)-A verified the ice
machine had lime build up, including the ice
dispenser dripped water. MT-A stated the
maintenance department had been responsible
for the cleaning of the ice machine, which was
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completed "about every six months." MT-A said
the facility did not have a policy related to routine
cleaning of the ice machine.

A facility policy entitled, Meals & Menus General
Information revised 1/2006, directed that tongs or
other utensils are used in handling food,
whenever possible, and if necessary to use
hands, they are thoroughly washed with hot water
and soap, and plastic gloves (single service) are
worn. The policy did not address the covering of
food. A review of the facility's "ice machine check
sheet" document revealed the ice machine was
checked on 7/6/12 and 1/7/13. The check list did
not identity what type of cleaning was performed.

A SUGGESTED METHOD FOR CORRECTION:
The Administrator and the Dietician could review
and revise food service policies and procedures
to assure that ice is served in a sanitary manner.
Staff could be trained as necessary. The Dietary
Manager could monitor the service of food and
beverage on a periodic basis.

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

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

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

21015
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community at large, as limited by third party
reimbursement policies.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure dental services
were provided for 1 of 2 residents (R7) reviewed
for dental services.

Findings include:

During resident observation at 10:48 a.m. on
7/16/13, R7 was observed to have broken lower
teeth. When questioned at that time, R7 stated,
"they don't hurt and | can eat fine". The resident
said her family helps her with dental
appointments if she needs them, however she
could not remember the last time she had
received dental care. R7 could not recall whether
staff at the facility had asked her if she would like
dental services or to get her teeth fixed.

R7's record was reviewed. R7 had been was
admitted to the facility on 6/17/09. The quarterly
minimum data set dated 5/10/13, identified the
resident as needing assistance with activities of
daily living (ADLs), with one person physical
assist and set up with personal hygiene, which
included dental. The oral and dental status of the
MDS did not indicate the resident had any mouth,
facial pain, discomfort or difficulty with chewing,
but verified the resident has upper dentures and a
lower partial.

Document review titled Oral/Dental Status,
included notes from the director of nursing (DON)
dated 9/26/12 indicating, "tooth has chipped off
and is sharp-family requested dental visit." The
DON had also documented on the form,
"scheduling dental visit per family". Additional
review of the resident's record indicated there
were no dental notes or treatment following this.
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A nutritional assessment dated 5/10/13, did not
include any identification of broken teeth or
eating problems. The care plan dated
11/23/2012 included: "oral/dental health
problems; broken teeth." Interventions included,
"administer medications as ordered, coordinate
arrangements for dental care, transportation as
needed, monitor oral cavity every quarter with
MDS, monitor/document to physician as need
signs and symptoms of oral/dental problems pain,
bleeding, teeth missing, loose or broken. Provide
mouth care as ADL personal hygiene and consult
with dietitian if chewing/swallowing problems
noted."

During an interview with registered nurse (RN)-A
at 11:00 a.m. on 7/18/13, she stated R7 not seen
a dental provider in a long time, and stated she
was unsure when the resident's last dental exam
was done. RN-A said R7's daughter wanted to
have her mom seen locally for her dental needs;
however the local dentist was not accepting new
patients. RN-A verified there was no
documentation of attempts to contact the local
dental provider. The director of nursing (DON)
verified at 11:15 a.m. on 7/18/13, there was no
documentation or follow up regarding the
resident's dental needs. After the surveyor had
brought this to the DON's attention, the DON
herself placed a call into the dentist on 7/18/13.

The facility's policy Dental Services, revised
August 2009, indicated staff were to ensure
routine and emergency dental services were
available to meet the residents' needs. "2.
Routine and emergency dental services are
provided to our residents through: a. A contract
agreement with a local dentist; b. Referral to the
resident's personal dentist; c. Referral to
community based dentists; or d. Referral to other
health care organizations that provide dental
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services. 3. Nursing will work with Health Unit
Coordinators and Social Services in making
dental appointments and transportation
arrangements as necessary. 4. Dental services
must be offered annually. If the resident/family
declines, a Risk/Benefit must be given to the
resident/family and placed and [sic] the Care
Plan."

SUGGESTED METHOD OF CORRECTION: The
Director of Nursing or designee could review the
policies and procedures regarding the acquisition
of dental services for residents. Audits of the
admission forms could be completed to ensure
that dental services if indicated or needed have
been ordered or done. Training for all personnel
could be provided to ensure compliance.

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

MN Rule 4658.0800 Subp. 1 Infection Control;
Program

Subpart 1. Infection control program. A nursing
home must establish and maintain an infection
control program designed to provide a safe and
sanitary environment.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
facility failed to establish an infection control
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program including surveillance and investigation
of infections. This had the potential to affect 49 of
49 residents in the facility.

Findings include:

The facility's infection control documentation was
reviewed for the period of July 2012 through June
2013. Although staff had documented the date
on onset, location of infection and antibiotics used
for treatment of resident infections, there was
inconsistent monitoring of the organism causing
the infection, signs and symptoms displayed,
identification of whether the infection was
community or facility acquired, and whether or
not treatment was effective.

During interview with the director of nursing
(DON) on 7/18/13, at 2:32 p.m., the DON stated
she is responsible for the infection control
program and verified the current infection control
program lacked consistent monitoring of all
appropriate components.

Suggested Method of Correction: The director of
nursing or her designee could review the policies
and procedures regarding the infection control
program. The director of nursing or her designee
could educate staff on the policies and
procedures and could develop a monitoring
system to ensure compliance with surveillance
analysis and trending was completed.

Time Period for Correction: Twenty-one (21)
days.

MN Rule 4658.1415 Subp. 2 Plant
Housekeeping, Operation, & Maintenance

21375
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Subp. 2. Physical plant. The physical plant,
including walls, floors, ceilings, all furnishings,
systems, and equipment must be kept in a
continuous state of good repair and operation
with regard to the health, comfort, safety, and
well-being of the residents according to a written
routine maintenance and repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure the environment was maintained
in a clean and sanitary manner; free standing
oscillating fans in 2 of 3 hallways (200 & 300
wing) and in the main dining room, were coated
with dust, and 1 of 1 ice machine on the 200 wing
was also dirty.

Findings include:

On 7/16/13, at 2:02 p.m., a rotating standing fan
was observed on the 200 wing hallway. with a
thick layer of dust on the entire fan head. The fan
was blowing air into the hallway.

On 7/16/13, at 2:10 p.m., a standing fan was
observed on the 300 wing hallway with a thick
layer of dust on the entire fan head. The fan was
blowing air into the hallway.

On 7/18/13, at 1:07 p.m., a standing fan was
observed to be on in the main dining room. The
fan had a thick layer of dust on the entire fan
head. There was no food being served or eaten in
the dining room at the time of this observation.

During interview with environmental services
staff-A on 7/17/13, at 12:28 p.m., environmental
services staff-A verified these three fans were
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dirty, and stated there was no routine cleaning
schedule for the fans. Environmental services
staff-A also verified there was no facility policy for
maintenance of the fans, and no recorded logs of
when the fans had been cleaned.

During interview on 7/18/13, at 1:13 p.m.,
registered dietician/dietary manager verified there
was a thick layer of dust on the fan located in the
main dining room.

SUGGESTED METHOD FOR CORRECTION:
The administrator with the director of
maintenance could review and revise policies and
procedures regarding upkeep of the physical
plant. The director of maintenance could revise
the preventative maintenance schedule to assure
that identified item are corrected. The director of
maintenance could monitor the physical
environment on an ongoing basis to identify new
concerns as they arise.

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