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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CMS Certification Number (CCN): 245416

September 9, 2014

Ms. Luann Linn, Administrator
Minnesota Valley HIith Ctr-Long
621 South 4th Street

Le Sueur, Minnesota 56058

Dear Ms. Linn;

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 anursing 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 CM S that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective August 13, 2014 the above facility is certified for:
55 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 55 skilled nursing facility beds.

Y ou should advise our office of any changesin 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.
Sincerdly,
_}(m il %b-&)&u’?h_ngj
Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4112  Fax: (651) 215-9697

cc: Licensing and Certification File

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



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

September 9, 2014

Ms. Luann Linn, Administrator
Minnesota Valley Hith Ctr-Long
621 South 4th Street

Le Sueur, Minnesota 56058

RE: Project Number S5416024
Dear Ms. Linn:

On July 29, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on July 16, 2014. This survey
found the most serious deficiencies to be a pattern of deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level E) whereby corrections
were required.

On August 29, 2014, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
by review of your plan of correction to verify that your facility had achieved and maintained
compliance with federal certification deficiencies issued pursuant to a standard survey, completed on
July 16, 2014. We presumed, based on your plan of correction, that your facility had corrected these
deficiencies as of August 13, 2014. Based on our PCR, we have determined that your facility has
corrected the deficiencies issued pursuant to our standard survey, completed on July 16, 2014, effective
August 13, 2014 and therefore remedies outlined in our letter to you dated July 29, 2014, will not be
imposed.

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

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

Sincerely,
_}(m il %b»&)&u’?‘h_ncj

Kamala Fiske-Downing, Program Specialist

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



Minnesota Valley Hlth Ctr-Long
September 9, 2014
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Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4112

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File



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
245416 B. Wing 8/29/2014
Name of Facility Street Address, City, State, Zip Code
MINNESOTA VALLEY HLTH CTR-LONG 621 SOUTH 4TH STREET
LE SUEUR, MN 56058

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

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0243 08/19/2014 ID Prefix F0315 08/13/2014 ID Prefix F0356 08/13/2014
Reg. # 483.15(c)(1)-(5) Reg. # 483.25(d) Reg. # 483.30(e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0441 08/13/2014 ID Prefix ID Prefix
Reg. # 483.65 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 GL/KFD 08/09/2014 15507 08/29/2014
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
7/16/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: YO7W12
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
Certified Mail # 7013 2250 0001 6356 5286

July 29, 2014

Ms. Luann Linn, Administrator

Minnesota Valley Health Center - Long Term Care and Rehab
621 South 4th Street

Le Sueur, Minnesota 56058

RE: Project Number S5416024

Dear Ms. Linn;

On July 16, 2014, a standard survey was completed at your facility by the Minnesota Departments of Health and
Public Safety to determineif 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 deficienciesin your facility to be a pattern of deficiencies that constitute no actual harm
with potential for more than minimal harm that is not immediate jeopardy (Level E), as evidenced by the
attached CM S-2567 whereby corrections are required. A copy of the Statement of Deficiencies (CMS-2567) is
enclosed.

Please notethat this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centersfor Medicare & Medicaid Services
determinethat termination or any other remedy iswarranted, 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 - thefacility is allowed an opportunity to correct identified deficiencies
before remedies areimposed;

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

Remedies - the type of remediesthat will beimposed with the authorization of the
Centersfor Medicareand Medicaid Services (CMYS) if substantial complianceisnot attained at
thetime of arevisit;

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 reconsider ation to disputethe
attached deficiencies.

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



Minnesota Valley Health Center - Long Term Care and Rehab

July 29, 2014
Page 2

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:

Gayle Lantto, Unit Supervisor
Minnesota Department of Health
P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-3794
Fax: (651) 201-3790

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

Asof January 14, 2000, CM S policy requires that facilities will not be given an opportunity to correct before
remedieswill be imposed when actual harm was cited at the last standard or intervening survey and also cited
a the current survey. Your facility does not meet this criterion. Therefore, if your facility has not achieved
substantial compliance by August 25, 2014, the Department of Health will impose the following remedy:

State Monitoring. (42 CFR 488.422)

PLAN OF CORRECTION (PoC)

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

must:

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

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

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

Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop aplan 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 isintegrated 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 correctionis
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 natification about the acceptability of their plan of correction is not made



Minnesota Valley Health Center - Long Term Care and Rehab
July 29, 2014

Page 3
timely. The plan of correction will serve asthe facility’ s allegation of compliance; and,
- Include signature of provider and date.

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

If an acceptable PoC is not received within 10 calendar days from the receipt of thisletter, we will recommend
to the CM S 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 (9));
. 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 alegation of compliance upon the Department's acceptance. Y our
signature at the bottom of the first page of the CM S-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 criterialisted
in the plan of correction section above. Y ou will be natified by the Minnesota Department of Health, Licensing
and Certification Program staff and/or the Department of Public Safety, State Fire Marshal Division staff, if
your PoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility 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 beimposed. Complianceis certified as of the
latest correction date on the approved PoC, unlessit 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 CM S Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficienciesfound during therevisit

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
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deficiencies not corrected. If the deficienciesidentified at the revisit require the imposition
of ahigher 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 therevisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficienciesidentified at the revisit require the imposition of a higher category of remedy, we will recommend
to the CM S Region V Office that those remedies be imposed. Y ou 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 16, 2014 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the failure to
comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of new
deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint visit or
other survey conducted after the original statement of deficiencies was issued. This mandatory denial of
payment isin addition to any remedies that may still be in effect as of this date.

Wewill aso recommend to the CM S Region V Office and/or the Minnesota Department of Human Services
that your provider agreement be terminated by January 16, 2015 (six months after the identification of
noncompliance) if your facility does not achieve substantial compliance. This action is mandated by the Social
Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections 488.412
and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. Y ou 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 I1IDR of federal deficiencies must be submitted via the web at:
http://www.heal th.state.mn.us/divs/fpc/profinfo/ltc/ltc idr.cfm

Y ou must notify MDH at this website of your request for an IDR or 1IDR within the 10 calendar day period
alotted 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.hesal th.state.mn.us/divs/fpc/profinfo/infobul .htm
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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

Feel free to contact me if you have questions.

Sincerdly,

’{]M*—L-- K /[ﬁﬁd.-‘h =

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Email: anne.kleppe@state. mn.us

Telephone: (651) 201-4124 Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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days following the date these documents are made available 1o the facility. If deficiencies are cited, an approved pian of correction is requisite to continued
program participation.
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F 243 | Continued From page 1 F 243|| The Social Worker and myself
facility with the families of other residents in the worked together immediately to
facility; the facility must provide a resident or plan a Family Council meeting for
family group, if one exists, with private space; August 19, 2014. We posted flyers
staff or visitors may attend meetings at the throughou’t the building, and asked
group's invitation; and the facility must provide a the business office to s;and them out
designated staff person responsible for providing .
assistance and responding to written requests with the stateme?nts on August 1,
that result from group meetings. 2014. The Activities Director was
able to also get the notice in the
monthly newsletter that is sent out
This REQUIREMENT is not met as evidenced to all of the families. We will plan a
by: meeting every six months, and will
Based on interview and document review, the report to Quality Council on a
facility failed to organize a family council group quarterly basis regarding the
over the past year. This had the potential to affect progress/outcomes.
all 45 residents in the facility.
Findings include:
A review of the facility documentation of family
council meetings revealed that the last meeting
held was 4/25/13.
The administrator was interviewed on 7/16/14, at
1:00 p.m. She stated the social worker facilitated
the meetings and verified there had not been a
meeting since the April 2014 meeting. She
explained the attendance to the meetings had not
been great, and the social worker was talking to
families at care conference time to see who might
be interested in attending a meeting or forming a
resident council group. The administrator
explained the social worker usually planned a
meeting in the spring of the year, but had been off
on extended leave and therefore no meeting had
been attempted.
F 315} 483.25(d) NO CATHETER, PREVENT UTI, F 315
ss=D | RESTORE BLADDER
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Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based con observation, interview and document
review, the facility failed to ensure medical
justification for the use of an indwelling catheter
was provided for 1 of 2 residents (R38) who were
reviewed for urinary catheters.

Findings include:

R38 was admitted to the facility on 4/20/10, with
an indwelling catheter placed on 2/16/13. The
Urinary Incontinence /Indwelling Catheter Care
Area Assessment (CAA) dated 6/24/14, indicated
R38 had urine frequency and need for assistance
in toileting which required the use of the catheter.
The annual Minimum Data Set (MDS) dated
6/24/14, indicated R38 was cognitively impaired.
The active diagnoses indicated R38 had
dementia, diabetes, Parkinson disease,
depression and heart failure.

On 7/16/14, at 10:35 a.m. R38 was interviewed
regarding his catheter but was not able to answer
guestions.

Catheterization has been reviewed
and put into place in conjunction
with the medical staff. Our nursing
staff will monitor for signs and
symptoms of UTI’s in addition to re-
evaluating the need for the catheter
every 6 months. This policy is to be
effective immediately and will also
be addressed at the nursing
meeting on August 13, 2014. The
Director of Nursing will audit and
monitor this procedure in addition
to reporting to our Quality Council
on a quarterly basis.
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During observations on 7/16/14 at 1:00 p.m.,
nursing assistants (NA)-A and NA-B were
observed to transfer R38 from his wheelchair to
bed with the mechanical lift. The catheter bag
was observed to be connected o bed frame with
clear amber urine observed in the tubing.

A Bladder Observation document dated 6/24/14,
indicated the reason for the indwelling catheter
was for untreatable urethral blockage causing
urinary retention (documented by PVR [post
residual void] > 200 mls [milliliters]) and staff
were unable to perform intermittent
catheterization {three failed attempts). The
summary indicated R38 had utilized the Foley
catheter since 2/6/13, for urinary retention. The
document also included a section for post void
residuals but that section had not been
completed. A Bladder Observation document
dated 1/7/14, indicated the same information.

A physician’s progress note dated 2/20/13,
indicated R38 had been seen recently in the
emergency room for urinary retention and a
urinary catheter had been placed. The note
indicated R38 had known hematuria with
malignant cells, but that R38 had not wanted to
proceed with cystoscopy several years ago. The
note further indicated there was a chance that
this had led to R38's urinary retention, and
indicated R38 did not wish to have the catheter
removed and was more comfortable having it in.

A physician's progress note dated 10/9/13,
indicated R38 had a Foley catheter related to
urinary retention.

A physician's progress note dated 6/9/14,
indicated there was no change regarding R38's
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urination. In addition, the progress note indicated
he had a chronic urinary catheter which is
changed on a monthly basis, and included,
"There is no concern regarding this by the nursing
staff.... [R38] has declined the work up regarding
the microscopic hematuria in the past.”

When interviewed on 7/15/14, at 11:04 a.m. unit
manager (UM)-B indicated the reason for the
Foley catheter for R38 was urinary retention and
a diagnoses of Charcot-Marie-Tooth (group of
disorders that affect nerves outside brain and
spine).

During another interview with UM-B on 7/16/14, at
12:33 p.m., UM-B stated R38 had the indwelling
catheter placed in the emergency room in
September of 2012, and that it had subsequently
been removed for an undetermined amount of
time. The unit manager was unable to find any
documentation of attempts to remove the
catheter in the past 17 months and/or
documentation related to the continued need of
the indwelling urinary catheter.

A policy was requested but not provided.
F 356 | 483.30(e) POSTED NURSE STAFFING F 356
35=C | INFORMATION

The facility must post the following information on
a daily basis:
o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

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

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

o Clear and readable format.

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

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

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

This REQUIREMENT is not met as evidenced
by:

Based on documentation review and interview,
the facility failed to ensure the staffing hours
posted on the day of entrance was for the day of
entrance and included the actual shift worked for
nursing staff. This had the potential to affect any
of the 45 residents residing in the facility, family
members and any visitors who may have chosen
to view this information.

Findings include:

During tour of the facility on 7/14/14, at 6:15 p.m.
posted nursing hours were not current for the
current day, but were dated 7/11/14, which was
three days prior to the survey. The posted hours

F356|| Our Director of Nursing and Interim

MDS Nurse collaborated on the
information needed to comply with
the regulation. The licensed staff
shift information was added to our
revised document. The information
needed on the form was reviewed
with the charge nurses, as well as
the policy. The policy will also be
presented at the Nursing meeting
on August 13, 2014.
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did not include each actual shift of personnel as
required such as the day, evening or night actual
hours worked of the licensed nursing staff.
Further review of the posted nursing hours on
7/15/14, at 3:45 p.m. and 7/16/14, at 11:15 a.m.
and review of previous posting from 7/1/14 to
7/14/14, revealed the actual shift worked for
days, evenings and nights for licensed nursing
staff was not included.

When interviewed on 7/16/14, at 11 a.m. the
director of nursing (DON) verified the posting did
not reflect the actual shift hours per discipline.
The DON further stated staff must have forgotten
to change the daily posting of nursing hours
during the weekend, and added that if the staffing
scheduler was not working, the charge nurse
would be responsible to make any necessary
changes and post the nursing hours. Arelevant
policy was requested but was not received.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

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

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility; '

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

F 356

F 441

will be reporting quarterly to our

The MVHC policy/procedure for
Infection Control was updated and
reviewed with the nurses,
specifically the cleaning procedure
for the glucometer. The nurses
were required to sign a document
stating that they had received the
coaching on the procedure. The
policy will also be discussed at the
next nurses meeting on August 13,
2014. The Director of Nursing or the
Unit Managers will be conducting
random audits of the procedure and

Quality Council.
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{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as 1o prevent the spread of
infection. '

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure a glucometer
was properly sanitized during blood sugar
observations for 1 of 2 residents (R20) and
having the potential to affect three additional
residents who received glucose testing with the
shared glucometer.

Findings include:

R20's blood sugar testing was observed on
7/14/14, at 8:08 p.m. A registered nurse (RN)-A
donned gloves and asked the resident, "Which
finger do you want?" After the testing was
completed, RN-A removed the gloves and placed
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the glucometer upon the top of the medication
cart. RN-A then donned gloves and wiped the
glucometer with a germicidal wipe for
approximately 30 seconds.

When interviewed on 7/16/14, at 10:55 a.m. unit
manager (UM)-A who is involved in the facility's
infection control staff training program indicated
staff were trained on the glucometer cleaning
when policy was implemented and new staff are
frained on the glucometer cleaning in general
orientation. UM-A indicated the glucometer unit
should be wrapped with germicidal wipe for two
minutes after use per the directions of the Super
Sani Cloth Germicidal wipes product.

The facility 4/13 policy, Infection Control
Cleaning- Nursing Home, directed staff to gently
wipe the meters surface with an approved
germicidal disposable cloth between patients or
after use according to manufacturer's guidelines.

The product label for the SUPER SANI-CLOTH®
- {65% ALCOHOL) indicated the product was a
bactericidal, tuberculocidal, and virucidal and
tested effective against 26 microorganisms
including tuberculosis (TB), Influenza A (HINT)
and Methicillin-resistant Staphylococcus aureus
(MRSA) on pre-cleaned, environmental surfaces -
Contact time was two minutes or less for cleaning
purposes.
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FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, Fire
Marshal Division on July 15, 2014. At the time of
this survey, Minnesota Valley Memorial Hospital C
& NC was found in 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.

Minnesota Valley Memorial Hospital C & NC is a
1-story building with a partial basement. The
building was constructed at 2 different times. The |
original building was constructed in 1967 and was |
| determined to be of Type 11(111) construction. In
1996, addition was constructed to the East Wing
that was determined to be of Type I1(111)
construction. Because the original building and
the 1 addition are of the same type of
construction allowed for existing buildings, the
facility was surveyed as one building.

The facility is fully sprinklered. The facility has a
fire alarm system with smoke detection in |
resident rooms, corridors and spaces open to the
corridors that is monitored for automatic fire
department notification.

The facility has a capacity of 65 beds and had a
: census of 45 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
MET as evidenced by:
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Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7013 2250 0001 6356 5286
July 29, 2014

Ms. Luann Linn, Administrator

Minnesota Valley Health Center - Long Term Care and Rehab
621 South 4th Street

Le Sueur, Minnesota 56058

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5416024
Dear Ms.. Linn:

The above facility was surveyed on July 14, 2014 through July 16, 2014 for the purpose of ng
compliance with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the
survey team from the Minnesota Department of Health, Compliance Monitoring Division, noted one or
more violations of these rules that are issued in accordance with Minnesota Stat. section 144.653 and/or
Minnesota Stat. Section 144A.10. If, upon reinspection, it is found that the deficiency or deficiencies
cited herein are not corrected, a civil fine for each deficiency not corrected shall be assessed in
accordance with a schedule of fines promulgated by rule of the Minnesota Department of Health.

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

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

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

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



Minnesota Valley Health Center - Long Term Care and Rehab
July 29, 2014
Page 2

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

THERE ISNO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

When all orders are corrected, the order form should be signed and returned to:

Gayle Lantto, Unit Supervisor
Minnesota Department of Health
P.O. Box 64900

St. Paul, Minnesota 55164-0900
Telephone: (651) 201-3794
Fax: (651) 201-3790

We urge you to review these orders carefully, item by item, and if you find that any of the orders are not
in accordance with your understanding at the time of the exit conference following the survey, you
should immediately contact me.

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

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

Please feel free to call me with any questions.
Sincerely,

f{]w*—‘—-- K Jﬁﬁ&-‘h 4

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Email: anne.kleppe@state.mn.us

Telephone: (651) 201-4124 Fax: (651) 215-9697

Enclosure(s)

cc: Origina - Facility
Licensing and Certification File
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