DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART | - TOBE COMPLETED BY THE STATE SURVEY AGENCY

CENTERSFOR MEDICARE & MEDICAID SERVICES

ID: ZEFR
Facility ID: 00605

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPEOFACTION:  7(L8)

(L1) 245590 (L3) LUTHERAN HOME

1. Initial 2. Recertification

2.STATE VENDOR OR MEDICAID NO. (L4 611 WEST MAIN STREET 3. Termination 4. CHOW

(L2) 751243100 (L5) BELLE PLAINE, MN (Le) 56011 5. Validation 6. Complaint

7. On-Site Visit 9. Other

5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L)

(L9) 01 Hospital 05 HHA 09ESRD  13PTIP 22CLIA 8. Full Survey After Complaint
6. DATE OF SURVEY 10/02/2014 (L34 02 SNF/NF/Dual 06 PRTF 10NF 14 CORF
8. ACCREDITATION STATUS: _(L10) | 03SNFNFDisinct 07 X-Ray 1LICFAID  15ASC FISCAL YEARENDING DATE:  (L35)

0 Unaccrediited 1TXC 04 SNF 08 OPT/SP 12RHC 16 HOSPICE 09/30

2A0A 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (@): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
. Program Requirements __ 2. Technical Personnel 6. Scope of Services Limit
To  (b): _ : —
Compliance Based On: __ 3. 24HourRN 7. Medical Director
12.Total Fecility Beds 97 (L18) 1. Acceptable POC __ 4 7-DayRN (Rural SNF)  __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 97 (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 () (1) or 1861 (j) (1): (L15)
97
(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
17. SURVEYOR SIGNATURE Date: 18. STATE SURVEY AGENCY APPROVAL Date:

Gayle Lantto, Unit Supervisor 12/04/2014 Kamala Fiske-Downing, Enforcement Specialisi 2/04/201

(L19) (AﬁZO)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTSACT:
X 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

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
01/01/1992 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Involuntary Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L2 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
(L32) (L33)

DETERMINATION APPROVAL

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

020499



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

** Corrected Effective Date**
The previous certification letter stated the effective substantial compliance date as July 22, 2014.

CMS Certification Number (CCN): 245590

Electronically Delivered: December 4, 2014

Ms. Ann Robinson, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minnesota 56011
Dear Ms. Robinson:

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 September 2, 2014 the above facility is certified for:
97 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 97 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,

Minnesota Department of Health « Compliance Monitoring ¢
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer



Lutheran Home
December 4, 2014
Page 2

_}(M sl ‘%&-L)sz

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



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Electronically delivered
December 4, 2014

Ms. Ann Robinson, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minneosta 56011

RE: Project Number S5590025
Dear Ms. Robinson:

On August 22, 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 24, 2014. This survey
found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections
were required.

On October 2, 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 24, 2014. We presumed, based on your plan of correction, that your facility had corrected these
deficiencies as of September 2, 2014. Based on our PCR, we have determined that your facility has
corrected the deficiencies issued pursuant to our standard survey, completed on July 24, 2014, effective
September 2, 2014 and therefore remedies outlined in our letter to you dated August 22, 2014, will not
be imposed.

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

Feel free to contact meif you have questions.

Sincerdly,

_}(m b P2l L)&u??h_n:j

Minnesota Department of Health « Compliance Monitoring
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer



Lutheran Home
December 4, 2014
Page 2

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

Enclosure

cc: Licensing and Certification File



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Electronically Delivered: September 15, 2014

Ms. Ann Robinson, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minnesota 56011

RE: Project Number F5590022
Dear Ms. Robinson:

On August 22, 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 22, 2014. This survey
found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections
were required.

On September 6, 2014, Minnesota Department of Public Safety completed a post certification revisit
(PCR) to verify that your facility had achieved and maintained compliance with federal certification
deficiencies issued pursuant to a standard survey, completed on July 22, 2014. We presumed, based on
your plan of correction, that your facility had corrected these deficiencies as of July 22, 2014. Based on
our PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our
standard survey, completed on July 22, 2014, effective July 22, 2014 and therefore remedies outlined in
our letter to you dated August 22, 2014, will not be imposed.

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

Sincerely,

f{]w*'—L-- K Jﬁﬁ&-‘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

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



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
245590 B. Wing 10/2/2014
Name of Facility Street Address, City, State, Zip Code
LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011

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 F0356 09/02/2014 ID Prefix ID Prefix
Reg. # 483.30(e) 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
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 12/04/2014 15507 10/02/2014
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
7/24/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: ZEFR12



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
'dentification Number A-Bulding 51 _ MAIN BUILDING 01 1951 ADDITION 9/6/2014
245590 B. Wing

Name of Facility Street Address, City, State, Zip Code

LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011

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 07/22/2014 ID Prefix 07/22/2014 ID Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Reg. #
LSC KO0018 LSC KO0144 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 PS/AK 09/15/2014 22373 09/06/2014
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
7/22/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: ZEFR22



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
'dentification Number A-Bulding ) 1961, 1970, 1998 ADDITIONS 9/6/2014
245590 B. Wing ' '

Name of Facility Street Address, City, State, Zip Code

LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011

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 07/22/2014 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC Ko0144 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
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 PS/AK 09/15/2014 22373 09/06/2014
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
7/22/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: ZEFR22



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
'dentification Number A-Bulding 3 2008 KITCHEN/LAUNDRY/OFFICE 9/6/2014
245590 B. Wing

Name of Facility Street Address, City, State, Zip Code

LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011

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 07/22/2014 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC Ko0144 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
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 PS/AK 09/15/2014 22373 09/06/2014
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
7/22/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: ZEFR22



FORM APPROVED
OMB No. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINSTRATION

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden 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 Office of
Financial Management, HCFA, P.0O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,
Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Name
LUTHERAN HOME

Provider/Supplier Number
245590

Type of Survey (select all that apply):
Certification 1 Recertification

J Sanction/Hearing
K State License
L Chow

Complaint Investigation E Initial
Dumping Investigation F Inspection of Care
Federal Monitoring G Validation
Follow-up Visit H Life safety Code

O 0O W >

Extent of Survey (Select all that apply):

Routine/Standard (all providers/suppliers)
Extended Survey (HHA or long term care facility)
Partial Extended Survey (HHA)

Other Survey

A ‘

O 0O W >

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor®s information number.
First Last Pre-Survey On-Site on-Site On-Site | Travel Off-Site Report
Surveyor Id Number Date Date Preparation Hours Hours Hours Hours Preparation
A Arrived Departed Hours 12am-8am 8am-6pm | 6pm-12am Y Hours
® ® © o ® ® © ™ O
Team Leader
1. 15507 10/2/2014 10/2/2014 0.25 0.00 0.00 0.00 0.00 0.25
2.
3.
4.
5.
6.
7.
8.
9.
10.
Total SUPErvisory ReVEEW HOUIS . .. ..o oo e e e e e e e e e e e e e e e e e e e 0.25
3.25

Total Clerical/Data Entry Hours

Was Statement of Deficiencies given to the provider on-site at completion of the survey?

FORM HCFA-670 (12-91)




DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden 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 Office of
Financial Management, HCFA, P.0O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,
Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

245590 LUTHERAN HOME
Type of Survey (select all that apply):
A Complaint Investigation E Initial Certification I Recertification
D B Dumping Investigation F Inspection of Care J Sanction/Hearing
C Federal Monitoring G Validation K State License
D Follow-up Visit H Life safety Code L Chow
Extent of Survey (Select all that apply):
A Routine/Standard (all providers/suppliers)
A ‘ B Extended Survey (HHA or long term care facility)
C Partial Extended Survey (HHA)
D Other Survey
SURVEY TEAM AND WORKLOAD DATA
Please enter the workload information for each surveyor. Use the surveyor®s information number.
First Last Pre-Survey On-Site On-Site On-Site | Travel Off-Site Report
Surveyor Id Number Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm | 6pm-12am Hours
® ® © ® ® ® © ™ O
Team Leader
1. 22373 9/6/2014  19/6/2014 0.25 0.00 0.00 0.00 0.00 0.25
2.
3.
4.
5.
6.
7.
8.
9.
10.
0.25
Total SUPErvisSOory ReVEEW HOUIS . .. ..o oo e e e e e e e e e e e e e e e e e e e 0.00
Total Clerical/Data Entry HOUKS. . .. e et e e e e e e e e e e e e e eeee s 0.25

Was Statement of Deficiencies given to the provider on-site at completion of the survey? .....

FORM HCFA-670 (12-91)



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

CMS Certification Number (CCN): 24-5590
Electronically Delivered: September 15, 2014

Ms. Ann Robinson, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minnesota 56011

Dear Ms. Robinson:

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 July 22, 2014, the above facility is certified for:
97 - Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 97skilled nursing facility beds.

Y ou should advise our office of any changesin staffing, services, or organization, which might affect your
certification status. Please note, it is your responsibility to share the information contained in this letter and the
results of this PCR with the President of your facility's Governing Body.

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,
/\_]‘,.. —_ k‘ )I-‘-az].; 2

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

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



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERSFOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: ZEFR
PART | -TOBE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00605
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPEOFACTION:  2(L8)
(L1) 245590 (L3) LUTHERAN HOME
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4 611 WEST MAIN STREET 3. Termination 4. CHOW
(L2) 751243100 (L5) BELLE PLAINE, MN (L6) 56011 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L)
(L9) 01 Hospital 05 HHA 09ESRD  13PTIP 22CLIA 8. Full Survey After Complaint
6. DATE OF SURVEY 07/24/2014  (L34) 02 SNF/NF/Dual 06 PRTF 10NF 14 CORF
8. ACCREDITATION STATUS: _(L10) | 03SNFNFDisinct 07 X-Ray 1LICFAID  15ASC FISCAL YEARENDING DATE:  (L35)
0 Unaccredited 17JC 04 SNF 08 OPT/SP 12RHC 16 HOSPICE 09/30
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY ISCERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
. Program Requirements __ 2. Technical Personnel 6. Scope of Services Limit
To (b): : ) -
Compliance Based On: __ 3. 24HourRN 7. Medical Director
12.Total Fecility Beds 97 (L18) 1. Acceptable POC __ 4 7-DayRN (Rural SNF) 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 97 (L17) X B. Not in_ 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 (€) (1) or 1861 (j) (1): (L15)
97
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16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
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Douglas Stevens, HFE NE II 09/02/2014 Anne Kleppe, Enforcement Email 09/11/2014
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OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
01/01/1992 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Involuntary Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L2 B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001 p d
(L28) (L31) osted 09/16/2014 Co.
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FORM CMS-1539 (7-84) (Destroy Prior Editions)
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7010 1670 0000 8044 4622
August 22, 2014

Ms. Mariann Wiebusch, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minnesota 56011

RE: Project Number S5590025 and Complaint Number H5590019
Dear Ms. Wiebusch:

On July 22, 2014, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs. In addition, at the time of the July 22, 2014 standard survey the Minnesota
Department of Health completed an investigation of complaint number H5590019.

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 CM S-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed. In addition, at the time of the July 22, 2014
standard survey the Minnesota Department of Health completed an investigation of complaint number
H5590019 that was found to be unsubstantiated.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centersfor Medicare & Medicaid
Services determine that termination or any other remedy iswarranted, it will provide you with a
separ ate formal notification of that deter mination.

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 are imposed;

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

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
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Remedies - the type of remedies that will beimposed with the authorization of the
Centersfor Medicare and Medicaid Services (CMYS) if substantial complianceis not
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 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 al 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

Email: gayle.lantto@state.mn.us
Telephone: (651) 201-3794
Fax: (651) 201-3790

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CM S policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by September 2, 2014, 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 CM S Region V Office that if your
facility has not achieved substantial compliance by September 2, 2014 the following remedy will be
imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)

PLAN OF CORRECTION (PoC)
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A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Y our 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 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 correctionis
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 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 denia 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. 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 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. 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 areidentified 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 deficienciesidentified 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 deficienciesfound during therevisit

If new deficiencies are found at the revisit, the remedies specified in thisletter 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 regulationsis not verified by October 22, 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 Federa 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 acomplaint visit or other survey conducted after the original statement
of deficiencieswasissued. This mandatory denial of payment isin addition to any remedies that may
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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 22, 2015 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. Thisactionis
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 viathe web at:
http://www.health.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 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 Minnesota Street, Suite 145
St. Paul, Minnesota 55101-5145

Email: pat.sheehan@state.mn.us
Telephone: (651) 201-7205
Fax: (651) 215-0525

Feel free to contact meif you have questions.
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Sincerely,

’{]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

Enclosures
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a daily basis:
o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

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

d94\/ \q,»l\"(

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245590 B. WING 07/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011
(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 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 It is the policy and intention
of The Lutheran Home to be
The facility's plan of correction (POC) will serve in compliance with all
as your allegation of compliance upon the regulations and requirements
Department's acceptance. Your signature at the fthe Medicaid and
bottom of the first page of the CMS-2567 form will ot the Medicaid an
be used as verification of compliance. Medicare Programs as well as
U ot of bl POC " all Life and Safety code
pon receipt of an acceptable an on-site .
revisit of your facility may be conducted to requlremf?nts for he?llth (?are
validate that substantial compliance with the occupancies as outlined in
regulations has been attained in accordance with NFPA 101 (2000).
your verification. ,
A recertification survey was conducted and
complaint investigation were also completed at
the time of the standard survey. An investigation
of complaint H5590019 was completed. The
complaint was not substantiated. ) _
F 356 | 483.30(e) POSTED NURSE STAFFING F 356 [t is the policy of The
$5=C | INFORMATION [)00 Lutheran Home to post the
\ / . -
The facility must post the following information on daily nursing staff

information.

Corrective Action: Prior to
the exit of the Minnesota
Department of Health, the
facility changed the form
utilized to include all
required information, with

_. specific reference to the
number of registered nurses,
licensed practical nurse,
TMA’s and nursing assistants
who worked during each

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

%

Wwebhuod

apns

Admnistradton.

TITLE (X8} DATE

«24] 14

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

program participation.

FORM CMS-2567(02-89) Previous Verslons Obsolete

Event [D: ZEFR11

Facility ID: 00605

If continuation sheet Page 1 of 2
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/22/2014
FORM APPROVED
OMB NQ. 0938-0391

~OMPLIANCE MONITORING DIVISION
T JCENSE AND CERTEFICATION

|

|

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245590 B. WiNG ’ 07/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LUTHERAN HOME 611 WEST MAIN STREET
BELLE PLAINE, MN 56011
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
, identified shift. The revised
F356 | Continued From page 1 F 35 form was posted on July 24",
o Clear and readable format.
. ; . 2014.
o In a prominent place readily accessible to
residents and visitors. )
The staffing coordinator
The facility must,lupon oral or written request,- received education on July
make nurse staffing data available to the public 24t 2014 dine th
for review at a cost not to exceed the community > £U1% Tegarding the
standard. regulation and requirements
The facili  mainain th od dail for properly posting the
e facility must maintain the posted daily nurse .
staffing data for a minimum of 18 months, or as ac.tual nursing h(?urs. The
required by State law, whichever is greater. Director of Nursing and/or
designee will audit the
This REQUIREMENT is not met as evidenced posting for acouracy and
by: timelines each week for 8
Based on observation, interview and document weeks to assure continued
re\(iew, thg facﬂity‘ fail}ed to ensure the required compliance. The data
daily nursing staffing information included the llected will b wted at
actual hours for the day shift, evening shift and collecte ‘Wl ¢ presented a
night shift. This had the potentia to affect all the Quality Assurance
residents residing in the facilij[y, as well as family Committee Meeting by the
Eg;r;:gsrsir?orlltjgzgeneral public. Director of Nursing and/or
During the initial tour on 7/21/14 at 1:30 pm, the designee. The data will be
posting of the nurse staffing hours was located in reviewed and discussed at the
wgr::;ljlway and did not include the actual hours QA meeting and any
Observations on 7/22/14 and 2/23/14 the posting additional dls?ussmns anfi/ or
of the nurse staffing hours did not include the recommendations regarding
actual hours worked. - any necessary follow up
On 7/23/14 at 10:30 a.m. the administrator and studies
director of nursing verified the nurse staffing ’
hours did not include the specific hours worked.
The Responsible Person for
this portion of the corrective
plan: SEEEENNS. Dir. of | 2]2-i4
Nursing | dB6/17
FORM CM8-25667(02-99) Previous Versions Obsolete Event [D: ZEFR11 Facility iD: 00605 Ms O‘CL If continuation sheet Page 2 of 2
per o dviunic frator
ql2ft¢




PRINTED: 08/22/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
245590 B. WING 07/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

611 WEST MAIN STREET

LUTHERAN HOME BELLE PLAINE, MN 56011

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 It is the policy and intention
of The Lutheran Home to be
The facility's plan of correction (POC) will serve in compliance with all
as your allegatlon of compliance upon the regulations and requirements
Department's acceptance. Your signature at the fthe Medicaid and
bottom of the first page of the CMS-2567 form will of't ¢ Medicald an
be used as verification of compliance. Medicare Programs as well as
all Life and Safety code

Upon receipt of an acceptable POC an on-site .
revisit of your facility may be conducted to requlremqnts for hefalth C‘are
validate that substantial compliance with the | occupancies as outlined in
regulations has been attained in accordance with NFPA 101 (2000).

your verification.

A recertification survey was conducted and
complaint investigation were also completed at
the time of the standard survey. An investigation
of complaint H5590019 was completed. The
complaint was not substantiated.

F 356 | 483.30(e) POSTED NURSE STAFFING F 356 It is the policy of The
$5=C | INFORMATION Lutheran Home to post the
The facitity must post the following information on 'dally nur.smg staff
a daily basis: information.
o Facility name. ‘
o The current date. Corrective Action: Prior to

o The total number and the actual hours worked

by the following categories of licensed and the exit of the Minnesota

unlicensed nursing staff directly responsible for Department of Health, the
resident care per shift: facility changed the form

- Registered nurses. tilized to include all

- Licensed practical nurses or licensed u 3 ) u . .
vocational nurses (as defined under State law). required information, with

- Certified nurse aides. _ specific reference to the
0 Resident census. number of registered nurses,
The facility must post the nurse staffing data ; licensed practlca-l nurse,
specified above on a daily basis at the beginning TMA'’s and nursing assistants
of each shift. Data must be posted as follows: who worked during each

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

N oo Webuods Administrador %« 24/14
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:ZEFR11 Facility ID: 00605 If continuation sheet Page 1 of 2
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245590

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

! 07/24/2014

NAME OF PROVIDER OR SUPPLIER

LUTHERAN HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
611 WEST MAIN STREET
BELLE PLAINE, MN 56011

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
' identified shift. The revised
F 356 | Gontinued From page 1 F 356 form was posted on July 24™,
o Clear and readable format.
. . . 2014.
o In a prominent place readily accessible to
residents and visitors.
The staffing coordinator
The facility must,. upon oral or written request, received education on July
make nurse staffing data available to the public 24th 2014 di h
for review at a cost not to exceed the community » 2014 regarding the
standard. regulation and requirements
. o _ for properly posting the
The facility must maintain the posted daily nurse ctual nursine hours. The
staffing data for a minimum of 18 months, or as a . nursing 9 )
required by State law, whichever is greater. Director of Nursing and/or
designee will audit the
This REQUIREMENT is not met as evidenced posting for accuracy and
by: timelines each week for 8
Based on observation, interview and document weeks to assure continued
re\(iew, thg faci!itx failgd to ensure the required compliance. The data
daily nursing staffing information included the llected will b ted at
actual hours for the day shift, evening shift and collecte 'Wl ¢ presented a
night shift. This had the potential to affect all the Quality Assurance
residents residing in the facili.ty, as well as family Committee Meeting by the
members or the general public. Director of Nursing and/or
Findings include: . .
During the initial tour on 7/21/14 at 1:30 pm, the designee. The data will be
posting of the nurse staffing hours was located in reviewed and discussed at the
wgrllzs(ljlway and did not include the actual hours QA meeting and any
Observations on 7/22/14 and 2/23/14 the posting additional discussions and/or
of the nurse staffing hours did not include the recommendations regarding
actual hours worked. o any necessary fOHOW up
On 7/23/14 at 10:30 a.m. the administrator and studies
director of nursing verified the nurse staffing )
hours did not include the specific hours worked. ]
The Responsible Person for
this portion of the corrective
plan: Nathan Dahle, Dir. of
Nursing 9/30/14

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: ZEFR11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES /.Fg g q 004°H FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 1951 ADDITION COMPLETED
245590 Sl 07/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
611 WEST MAIN STREET
CHITHERANEOME BELLE PLAINE, MN 56011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000 It is the policy and intention
of The Lutheran Home to be
FIRE SAFETY in compliance with all
lations and requirements
| THE FAGILITY'S POC WILL SERVE AS YOUR e at;/(l’ i -
ALLEGATION OF COMPLIANCE UPON THE of the Medicaid an
DEPARTMENT'S ACCEPTANCE. YOUR Medicare Programs as well as
} SIGNATURE AT THE BOTTOM OF THE FIRST all Life and Safety code
PAGE OF THE CMS FORM-2567 WILL BE .
‘\ USED AS VERIFICATION OF COMPLIANCE. requlremc?nts for he_alth (?are
\ occupancies as outlined in
0\ UPON RECEIPT OF AN ACCEPTABLE POC, AN NFPA 101 (2000).
ON-SITE REVISIT OF YOUR FACILITY MAY BE
\ CONDUCTED TO VALIDATE THAT
> | SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN O’Q«&
ACCORDANCE WITH YOUR VERIFICATION. '
. % ,/M - W
A Life Safety Code Survey was conducted by the /
Minnesota Department of Public Safety, State ¢
Fire Marshal Division, on July 22, 2014. At the
time of this survey, Building 01 of Lutheran Home
\\)\ Belle Plaine was found not to to be in substantial
compliance with the requirements for participation e
'\ in Medicare/Medicaid at 42 CFR, Subpart :{ EC E l VE D
N\ | 483.70(a), Life Safety from Fire, and the 2000 :
\ edition of National Fire Protection Association
\ (NFPA) 101 Life Safety Code (LSC), Chapter 19
‘\ Existing Health Care Occupancies. AUG 2 9 2014
PLEASE RETURN THE PLAN OF ,
" v | CORRECTION FOR THE FIRE SAFETY MN DEPT. OF PUBLIC SAFETY
.)\ DEFICIENCIES (K-TAGS) TO: STATE FIRE MARSHAL DIVISION
NS
Health Care Fire Inspections
State Fire Marshal Division
445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145, or
TITLE (X6) DATE

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

e ) wbusdn Administreden glaaliH

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other saleguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program particlpation.
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(X5)
COMPLETION
DATE

K 000 | Continued From page 1 K000

By eMail to:
Marian.Whitney@state.mn.us

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

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

Building 01 of Lutheran Home Belle Plaine was
constructed in 1951, is one-story in height, has no
basement, is fully fire sprinkler protected and was
determined to be of of Type V(111) construction.

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. Additionally, all resident
rooms are protected with automatic smoke
detection. The facility has a capacity of 97 beds
and had a census of 93 at time of the survey.

Due to the varying construction types, number of
stories and years of construction, the facility was
surveyed as three separate buildings, and three
(3) Form CMS-2786R booklets were completed.
Buildings 01 and 02 were surveyed at Chapter 19
Existing Heaith Care Occupancies and Building
03 was surveyed at Chapter 18 New Health Care
Occupancies.

The requirement at 42 CFR, Subpart 483.70(a) is
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LUTHERAN HOME
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SUMMARY STATEMENT OF DEFICIENCIES

ID PROVIDER'S PLAN OF CORRECTION

(X5)

X4) 1D
ngE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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K 000 | Continued From page 2 K 000
NOT MET as evidenced by:
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 . .
§8=D It is the policy of The

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 134 inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and a staff interview, the
facility failed to maintain one or more corridor
doors in the means of egress in accordance with
the requirements at NFPA 101 (2000) Chapter 19,
Section 19.3.6.3. and Chapter 7, Section 7.2. In
a fire emergency, this deficient practice could
adversely affect 20 of 97 residents.

FINDINGS INCLUDE:

On 07/22/2014 at 12:20 PM, observation revealed

Lutheran Home to maintain
corridor doors in the means
of egress in accordance with
the requirements of NFPA
101 (2000)

Corrective Action:

On 07/22/2014 the’tape was

' from-the latch. The
staff member responsible for
placing the tape over the
latch was educated on the
regulation and requirement to
make sure that all corridor
doors properly latched.

A keyed lever handle for
room 109 (soiled utility room
door) was changed to a push
button combination handle so
staff can enter the room
without a key, eliminating the
reason/need for placing tape
over the latch.
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PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-HEFEHENcE:FElg T0 gy)e APPROPRIATE DATE
D
' The Facility Services
K 018 | Gontinued From page 3 K018 Director shall conduct and/or
the corridor door to Soiled Utility Room 109 did desi okl
not positively latch into its frame, due to the D CR T RALGS
placement of tape over the strike plate. throughout the facility for 8
R N - weeks to assure that all the
is finding was verified with the chief building . .
engineer at the time of discovery. corridors doors p OS}thCly
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD . latch to assure continued
SS-F compliance.
Generators are inspected weekly and exercised The data collected from the
under Ioad for 30 minutes per month in s
accordance with NFPA 99.  3.4.4.1. audit will b? presente_d at the
QA Cox.n.nnttee Meetmg by
the Facility Services Director
and/or designee. The data
will be reviewed and
discussed at the QA meeting
and any additional
discussions/recommendations
This STANDARD is not met as evidenced by: regarding any necessary
Based on observation and a staff interview, the follow up studies.
facility failed to maintain the emergency generator
in accordance with the requirements at NFPA 101 )
(2000) Chapter 9, Section 9.1.3 and NFPA 110 The Responsible Person for
(1999) Chapter 6, Section 6-4. In a fire or other this portion of the corrective
gfrpertgg;q;. Jr;lf d?;igriﬁgt practice could adversely plan: James Schmitt
set 9 or9rTes ' Facility Services Manager ~ [-9/36/14
FINDINGS INCLUDE:
On 07/22/2014 at 10:55 AM, duri iew of S MiigitheipolicFro yhe
n at 10: , during a review o e
the emergency generator monthly inspection and Lutheran Home t(_) inspect
testing logs for the previous year, it was weekly and exercise the
confirmed the emergency generator had not been generators under load for 30
exercised under load for a minimum of 30 : c
- : minutes per month in
inutes, during February and March of 2014. b
b i v accordance with NFPA 99.
3.4.4.1.
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORREGTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K144

Continued From page 4

This finding was confirmed with the chief building
engineer.

K 144

orrective Action:

On 07/22/14 the génerators

der full load for
30-minutes. The generators
will continue to be run
monthly under load for 30
minutes. The generators
have been placed on a
preventative maintenance

- schedule to be load tested for
30 minutes each month.
The Facility Services
Manager and/or delegate will
audit the documentation
generated from the operation
of the generator for 8 weeks.
The audit will be presented at
the Quality Assurance
Committee for discussion and
recommendations as
appropriate. Person
Responsible: James Schmitt,
Facility Services Manager S1367H4
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K 000 | INITIAL COMMENTS K 000
FIRE SAFETY

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

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ON-SITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on July 22, 2014. At the
time of this survey, Building 02 of Lutheran Home
Belle Plaine was found not fo 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) 101 Life Safety Code (LSC), Chapter 19
Existing Health Care Occupancies.

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

Health Care Fire Inspections
State Fire Marshal Division

445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145, or

A

()\

5
¥

zb':))"”

AUG 29 2014

MN DEPT. OF PUB

I3
STATE FIRE MARSHAL DIVISION

LABORATORY DIRECTOR'S OR PHOVIDERISUPPI\_;R REPRESENTATIVE'S SIGNATURE

(X6) DATE

%lag] 14

TITLE

Q) NnuoTol o

Any deficiency statement ending with an asterisk (*) denotes a deficiency wi

other safeguards provide sufficient protection to the patients. (See in
following the date of survey whether or not a plan of cortection Is provided. For nursing homes, the a

days following the date these documents are made avallable to the

program participation.

hich the institution may be excused from correcting providing It Is determined thal
structions.) Except for nursing homes, the findings stated above are disclosable 90 days

bove findings and plans of correction are disclosable 14

facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
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By eMail to:
Marian.Whitney@state.mn.us

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

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

Building 02 of Lutheran Home Belle Plaine
consists of multiple building additions,
constructed as follows:

The 1st Addition was built in 1961, is one-story in
height, has no basement, is fully fire sprinkler
protected and was determined to be of Type
II(111) construction;

The 2nd Addition was built in 1970, is two-stories
in height, has no basement, is fully fire sprinkler
protected and was determined to be of Type
[I(111) construction;

The 3rd Addition was built in 1998, is one-story in
height, has no basement, is fully fire sprinkler
protected and was determined to be of Type
[1(111) construction;

The facility has a fire alarm system with smoke
detection in the corridors and spaces open to the
cortidors, which is monitored for automatic fire
department notification. Additionally, all resident
rooms are protected with automatic smoke
detection. The facility has a capacity of 97 beds
and had a census of 93 at time of the survey.
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Due to the varying construction types, number of
stories and years of construction, the facility was
surveyed as three separate buildings, and three
(3) Form CMS-2786R booklets were completed.
Buildings 01 and 02 were surveyed at Chapter 19
Existing Health Care Occupancies and Building
03 was surveyed at Chapter 18 New Health Care
Occupancies.
The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:
KS;4?; NFPA 101 LIFE SAFETY CODE STANDARD K 144 Corrective Action:
- rators

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA99.  3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and a staff interview, the
facility faited to maintain the emergency generator
in accordance with the requirements at NFPA 101
(2000) Chapter 9, Section 8.1.3 and NFPA 110
(1999) Chapter 6, Section 6-4. In a fire or other
emergency, this deficient practice could adversely
affect 97 of 97 residents.

FINDINGS INCLUDE:

On 07/22/2014 at 10:55 AM, during a review of

30 minutes. The generators
will continue to be run
monthly under load for 30
minutes. The generators
have been placed on a
preventative maintenance
schedule to be load tested for
30 minutes each month.

The Facility Services
Manager and/or delegate will
audit the documentation
generated from the operation
of the generator for 8 weeks.
The audit will be presented at
the Quality Assurance
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engineer.

the emergency generator monthly inspection and
testing logs for the previous year, it was
confirmed the emergency generator had not been
exercised under load for a minimum of 30
minutes, during February and March of 2014.

This finding was confirmed with the chief building

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 02 - 1961, 1970, 1998 ADDITIONS COMPLETED
8. WING : 07/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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K 144 | Continued From page 3 K 144 Committee Meeting by the

Facility Services Director
and/or designee. The data
will be reviewed and
discussed at the QA meeting
and any additional
discussions/recommendations
regarding any necessary
follow up studies.

Person Responsible: James
Schmitt, Facility Services
Manager
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K 000 | INITIAL COMMENTS K 000
FIRE SAFETY

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

UPON RECEIPT OF ANACCEPTABLE POC, AN
ON-SITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on July 22, 2014. At the
time of this survey, Building 03 of Lutheran Home
Belle Plaine 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) 101 Life Safety Code (LSC), Chapter 18
New Health Care Occupancies.

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

Health Care Fire Inspections
State Fire Marshal Division

445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145, or

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE i O (X6) DATE
NN MW AR p 5 4 -t 5 e a )G I
(YA sr— L) woindi~ Od nunustreden 8911y
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it ils determined that
olher safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosgble 14
days foliowing the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite fo continued

program participation.
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By eMail to:
Marian.Whitney@state.mn.us

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

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

Building 03 of Lutheran Home Belle Plaine
consists of the 2008 Kitchen and Laundry
Addition. Building 03 is one-story in height, has
no basement, is fully fire sprinkler protected and
was determined to be of Type 11{111) construction.

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 naotification. Additionally, all resident
rooms are protected with automatic smoke
detection. The facility has a capacity of 97 beds
and had a census of 93 at time of the survey.

Due to the varying construction types, number of
stories and years of construction, the facility was
surveyed as three separate buildings, and three
(8) Form CMS-2786R booklets were completed.
Buildings 01 and 02 were surveyed at Chapter 19
Existing Health Care Cccupancies and Building
03 was surveyed at Chapter 18 New Health Care
QOccupancies.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 03 - 2008 KITCHEN/LAUNDRY/OFFICE COMPLETED
245590 B. WING + 07/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
611 WEST MAIN STREET
LUTHERAN HOME
BELLE PLAINE, MN 56011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT!ON SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | Continued From page 1 K 000

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: ZEFR21

Facillty 1D: 00605

It continuation sheet Page 2 of 3




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

PRINTED: 08/22/2014
FORM APPROVED

OMB NO. 0938-0391

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA99. 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and a staff interview, the
facility failed to maintain the emergency generator
in accordance with the requirements at NFPA 101
(2000) Chapter 9, Section 9.1.3 and NFPA 110
(1999) Chapter 6, Section 6-4. In a fire or other
emergency, this deficient practice could adversely
affect 97 of 97 residents.

FINDINGS INCLUDE:

On 07/22/2014 at 10:55 AM, during a review of
the emergency generator monthly inspection and
testing logs for the previous year, it was
confirmed the emergency generator had not been
exercised under load for a minimum of 30
minutes, during February and March of 2014.

This finding was confirmed with the chief building
engineer.

30 minutes. The generators
will continue to be run
monthly under load for 30

~ minutes. The generators

have been placed on a
preventative maintenance
schedule to be load tested for
30 minutes each month.

The Facility Services
Manager and/or delegate will
audit the documentation
generated from the operation
of the generator for 8 weeks.
The audit will be presented at
the Quality Assurance
Committee for discussion and
recommendations as
appropriate. Person
Responsible: James Schmitt,
Facility Services Manager

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING 03 - 2008 KITCHEN/LAUNDRY/OFFICE COMPLETED
245590 B. WING _ 07/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
611 WEST MAIN STREET
LUTHERA ME
& SO BELLE PLAINE, MN 56011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | Continued From page 2 K 000
The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by:
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
S8=F
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
August 22, 2014

Ms. Mariann Wiebusch, Administrator
Lutheran Home

611 West Main Street

Belle Plaine, Minnesota 56011

Re: Project Number S5590025 and Complaint Number H5590019
Dear Ms. Wiebusch:

The above facility survey was completed on July 24, 2014 for the purpose of assessing compliance with
Minnesota Department of Health Nursing Home Rules and to investigate complaint number H5590019
that was found to be unsubstantiated. At the time of the survey, the survey team from the Minnesota
Department of Health, Compliance Monitoring Division, noted no violations of these rules
promulgated under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.

Attached is the Minnesota Department of Health order form stating that no violations were noted at the
time of this survey. The Minnesota Department of Health is documenting the State Licensing
Correction Orders using federal software. Please disregard the heading of the fourth column which
states, "Provider's Plan of Correction." This appliesto Federal deficiencies only. Thereisno
reguirement to submit a Plan of Correction.

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 freeto call me with any questions.
Sincerely,

f{]w*'—L-- K Jﬁﬁ&-‘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

Enclosures

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
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