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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00611

ID:   3XKK

ELK RIVER, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

395040900

7

09/30

07/06/2016

GUARDIAN ANGELS CARE CENTER245012

02

400 EVANS AVENUE

55330

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  120 (L18)

13.Total Certified Beds  120 (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 IID 1861 (e) (1) or 1861 (j) (1): (L15)

 120

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

01/01/1967

00

03001

07/01/2016

07/06/2016 07/18/2016

21.

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

Brenda Fischer, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245012

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GUARDIAN ANGELS CARE CENTER 400 EVANS AVENUE

ELK RIVER, MN 55330

7/6/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix  F0157 Correction

Reg. #
483.10(b)(11)

Completed 

LSC 06/16/2016

ID Prefix  F0176 Correction

Reg. #
483.10(n)

Completed 

LSC 06/16/2016

ID Prefix  F0465 Correction

Reg. #
483.70(h)

Completed 

LSC 06/20/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO5/19/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 3XKK12EVENT ID:

BF/KJ

DATE

07/ 8/2016 36536 07/06/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245012

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

GUARDIAN ANGELS CARE CENTER 400 EVANS AVENUE

ELK RIVER, MN 55330

7/6/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/28/2016K0038

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/28/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/28/2016K0066

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO5/18/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 3XKK22EVENT ID:

TL/KJ

DATE

07/ 8/2016 36536 07/06/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245012

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 02 - GUARDIAN ANGELS CARE CENTER

GUARDIAN ANGELS CARE CENTER 400 EVANS AVENUE

ELK RIVER, MN 55330

7/6/2016
Y2 Y3

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 DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/28/2016K0066

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO5/18/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 3XKK22EVENT ID:

TL/KJ

DATE

07/ 8/2016 36536 07/06/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00611

ID:   3XKK

ELK RIVER, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

395040900

2

09/30

05/19/2016

GUARDIAN ANGELS CARE CENTER245012

02

400 EVANS AVENUE

55330

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  120 (L18)

13.Total Certified Beds  120 (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 IID 1861 (e) (1) or 1861 (j) (1): (L15)

 120

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

01/01/1967

00

03001

06/21/2016 06/29/2016

21.

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

Michelle Koch, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 157

SS=D

483.10(b)(11) NOTIFY OF CHANGES 
(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident��
consult with the resident's physician��and if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident involving the resident which results in 
injury and has the potential for requiring physician 
intervention��a significant change in the resident's 
physical, mental, or psychosocial status (i.e., a 
deterioration in health, mental, or psychosocial 
status in either life threatening conditions or 
clinical complications)��a need to alter treatment 
significantly (i.e., a need to discontinue an 
existing form of treatment due to adverse 
consequences, or to commence a new form of 
treatment)��or a decision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a).

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 

F 157 6/16/16

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

06/10/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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change in room or roommate assignment as 
specified in  §483.15(e)(2)��or a change in 
resident rights under Federal or State law or 
regulations as specified in paragraph  (b)(1) of 
this section.

The facility must record and periodically update 
the address and phone number of the resident's 
legal representative or interested family member.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to notify the physician for 
1 of 1 resident (R101) reviewed, who sustained a 
burn after spilling coffee onto his lap. 

Findings include:

R101's quarterly Minimum Data Set (MDS), dated 
3/2/16, indicated R101 had diagnoses which 
included Diabetes Mellitus, cardiovascular 
accident (CVA),  and weakness. The MDS 
indicated R101 had long and short term memory 
problems with moderately impaired cognitive 
skills for daily decision making. The MDS further 
identified R101 required supervision with set up 
for eating.

R101's undated care plan identified R101 had 
diabetes, post CVA, weakness and was 
disorientated to time and place, was forgetful and 
required staff assistance for all ADLS including 
set up for meals. 

During an observation on 5/16/16, at 3:11 p.m., 
R101 was seated in his wheelchair in his room, 
with his sweatpants pulled down to just above his 

 Guardian Angels Care Center strives to 
immediately notify the physician whenever 
there is an:
" An accident involving the resident 
which results in injury and has the 
potential for requiring physician 
intervention��
" A significant change in the resident�s 
physical, mental, or psychosocial status 
(i.e., a deterioration in health, mental, or 
psychosocial status in either 
life-threatening conditions or clinical 
complications)��
" A need to alter treatment significantly 
(i.e., a need to discontinue an existing 
form of treatment due to adverse 
consequences, or to commence a new 
form of treatment)��
" A decision to transfer or discharge the 
resident from the facility�
" Resident death
R101�s physician was notified via written 
note of second degree burn secondary to 
coffee spill.  Staff have been reeducated 
of the need to immediately notify the 
medical team (physician or NP) either by 
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knees. A white washcloth was noted on R101's 
left upper thigh. 

During an interview on 5/16/16, at 3:13 p.m., 
licensed practical nurse (LPN)-B stated R101 was 
at, "Coffee time a few minutes ago and spilled 
coffee on his lap." LPN-B stated the area was 
slightly pink, and she had placed a cool cloth on 
the area.

A review of R101's Departmental notes included 
the following:

5/16/16, Around 2:45 PM [R101] was at coffee 
time and spilled hot coffee on his left upper/inner 
thigh. It measures about 16 inch (") long x 17 " 
wide. Cool washcloths were applied twice. 
[R101's family member] was called around 4:20 
PM and was updated. He now has a small blister 
that is marked with a pen to see if it grows. 
Redness has diminished a lot. [R101] complained 
when wash clothes were applied and when writer 
looked at it. Will continue to monitor.
5/17/16, Continues to have lg [large] 16 x 17 cm 
[centimeter] reddedned [sic] area in left inner 
thigh with a 10.5 cc [cubic centimeter] long intact 
blister. Offered no complaints of discomfort when 
writer assessed area. Area open to air. Continue 
to monitor every shift until area healed.
5/17/16, 9:51 p.m.- Resident has a 8.5 cm L 
[length] x 2 cm W [width] blister on his 
upper/inner left thigh. Will continue to monitor.
5/18/16, 10:00 a.m.- NP [nurse practitioner] 
updated on redness and lg intact blister left inner 
thigh. New order from [NP] to leave area open to 
air, update NP if blister opens for further orders. 
Monitor closely report and record any changes.
5/18/16, 1:53 p.m.- Continues with a area of 
redness (streak/line) 11.0 long x 3.0 cm wide with 

telephone or in person to ensure 
appropriate interventions are prescribed.
Guardian Angels Care Center has 
developed a policy entitled  Notification of 
Changes in Condition � Physician and 
Family.   All licensed nursing staff will be 
informed/trained on this policy.
Nurse Unit Managers will audit all incident 
reports and changes in condition to 
ensure immediate notification of the 
physician.  Results of these audits will be 
monitored by the Director of Nursing and 
reported in the Quality Assurance 
meeting.
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a 10.0 x 2.5 cm fluid filled intact blister in inner left 
thigh. [NP] here to see [R101]. No new orders at 
this time. Monitor blister closely and update NP if 
blister opens for further treatment.
 
A review of R101's Resident Incident Report, 
dated 5/16/16, included,  Resident was at coffee 
time and spilled hot coffee on his left upper/inner 
thigh. 16" long x 17" wide, residents left 
upper/inner thigh as of 8PM has a blister on it. 
Writer marked it to see if it will grow. The report 
further included a family member was notified of 
the incident on 5/16/16, at 4:20 p.m., and the 
physician was notified on 5/16/16 with no time of 
day identified. Further, the report identified in 
house treatment would be completed. 

During interview on 5/18/16, at 1:35 p.m., 
registered nurse (RN)-A stated, although the 
Resident Incident Report indicated R101's 
physician was notified of the incident on 5/16/16, 
"That is when the nurse put it on the NP board. It 
wasn't the doctor that was notified." RN-A stated, 
"Things that are not urgent are put on the board 
and they [NP] see it when they come in." RN-A 
confirmed "[NP] just saw it today."

During a telephone interview on 5/18/16, at 2:57 
p.m., NP stated she was notified about R101's 
incident today when she visited the facility. NP 
indicated she assessed the blister to R101's 
upper left thigh, and described the blister as, 
"Intact," and, "Approximately 2 cm in height," but 
indicated the size of the blister was difficult to 
assess because R101 wouldn't stand. NP further 
described the blister as, "Moderate, stage two." 
NP indicated she felt she should have been 
notified of the incident when it occurred.
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A facility policy was requested but not provided.

F 176

SS=D

483.10(n) RESIDENT SELF-ADMINISTER 
DRUGS IF DEEMED SAFE

An individual resident may self-administer drugs if 
the interdisciplinary team, as defined by 
§483.20(d)(2)(ii), has determined that this 
practice is safe.

This REQUIREMENT  is not met as evidenced 
by:

F 176 6/16/16

 Based on observation, interview, and document 
review, the facility failed to ensure an assessment 
was completed to determine safe medication 
administration for 1 of 1 residents (R111) 
observed to self administer medication through a 
nebulizer (breathing treatment). 

Findings include: 

R111's quarterly Minimum Data Set (MDS), dated 
4/22/16, identified R111 had moderate cognitive 
impairment and required assistance with all 
activities of daily living (ADLs).  

During observation on 5/18/16, at 7:37 a.m., 
licensed practical nurse (LPN)-A was observed to 
administer oral medications for R111 in his room. 
LPN-A completed a check of R111's oxygen 
saturation level  (level of oxygen in your blood) by 
applying a plastic clip on R111's finger and 
completed R11's respiration count (frequency of 
breaths per minute). LPN-A set up R111's 
nebulizer equipment to complete his nebulizer 
treatment and immediately after set up of the 
nebulizer treatment, LPN-A left the room. R111 
was observed to complete the nebulizer 

 F176
Guardian Angels Care Center endeavors 
to assess all residents for safe 
self-administration of medications.
R111 was left unobserved during 
administration of a nebulizer treatment.  
Staff have been educated regarding the 
need to assess each resident for safety 
prior to self-administration of medications��
the need for the physician order to 
self-administer medications.    R111 has 
been assessed and found capable of 
being left unattended during his nebulizer 
administration.  A physician�s order has 
been obtained for this.
A 100% audit will be conducted of all 
residents on nebulizer treatments and all 
residents with orders to self-administer 
medications.  The audit will include 
completion of the appropriate assessment 
tool and presence of the physician orders 
to self-administer. Nurse Unit Managers 
will perform weekly audits of all residents 
started on nebulizer treatments or with 
self-administration of medication orders to 
ensure ongoing compliance.  Results of 
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treatment alone.

On 5/18/16, at 7:53 a.m. LPN-A returned to R11's 
room to see if nebulizer treatment was complete 
and the nebulizer cup was not empty at that time. 
LPN-A immediately exited R111's room again and 
R111 continued to self administer the nebulizer . 
LPN-A stated she would return to the room again 
in a few minutes to discontinue nebulizer 
treatment and obtain oxygen saturation levels and 
respiratory count. 

Review of R111's clinical record lacked 
documentation of an assessment of R111's ability 
to safely self administer nebulizer treatments. 

On 5/18/16, at 7: 48 a.m.,  LPN-A  and registered 
nurse (RN)-A reviewed R111's clinical record and 
confirmed a self administration of medication 
(SAM) assessment for R111 had not been 
completed.  RN-A stated R111 had been 
transferred to their unit from the transitional care 
unit and this had been inadvertently missed. 
RN-A stated she would proceed with completion 
of an self administration of medication 
assessment and seek orders accordingly. 

Review of R111's Medication Sheet identified 
Albuterol Nebs (nebulization treatment) 2.5 mg/3 
ml to be administered BID (twice a day) for SOB 
(shortness of breath) with a start date of 5/2/16 
per physician's orders. R111's physician orders 
did not identify an order to self administer his own 
nebulizer medications.  

R111's care plan, dated 1/18/16, identified R111 
had "impaired decision making and  cognition", 
and instructed staff to, "Monitor and provide a 
safe environment, direct and cue as indicated."  

these audits will be monitored by the 
Director of Nursing and reported in the 
Quality Assurance meeting.
Completion date: 6/27/16
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R111s care plan did not identify R111 was safe to 
self administer his own nebulizer medication.  

A facility Self-Administration of Medications 
policy, dated 6/11, identified, "A comprehensive 
assessment will be completed by the I.D. 
(InterDisciplinary) team. If approved., an order will 
be obtained stating that resident may self 
administer medications and which medications 
may be administered.". The policy also directed 
that the care plan will reflect self-administration of 
medication. and and ongoing review of self 
administration of medications will be conducted 
quarterly.

F 465

SS=E

483.70(h) 
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public.

This REQUIREMENT  is not met as evidenced 
by:

F 465 6/20/16

 Based on observation, interview, and document 
review, the facility failed to provide housekeeping 
and maintenance services necessary to maintain 
a sanitary conditions for 5 of 5 resident rooms 
(R117-2, R303-2, R313-1 R509-1, and R106-1) 
and 1 resident dayroom reviewed in the facility.  

Findings include:

On 5/19/16, at 9:29 a.m. an environmental tour of 
the facility was conducted with maintenance 
supervisor (MS) and the MS confirmed the 
following findings:

 Guarding Angels Care Center strives to 
maintain its physical facilities for the 
benefit of our residents, visitors and 
employees.  A facility policy and 
accompanying environmental audit tool 
for upkeep and maintenance of walls, 
floors in resident rooms and common 
areas has been implemented. The 
Director of Maintenance will oversee the 
performance of the ongoing audits and 
recording of same. Results of these 
environmental audits will be monitored by 
the Administrator and reported at the 
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In R117-2 ,  a large 7 x 7 centimeter (cm)  dark 
brown stain located in the middle of residents 
room on carpeted floor. Also in  R100's bathroom, 
there was a 3 foot long large gouge exposing 
sheetrock near the bottom of the bathroom wall.

In R303-2 , a  6 x 2 cm gouge exposing 
sheetrock was located on the corner wall near 
residents bathroom. After MS inspected area, he 
stated the area would "need to be repaired" and a 
wall guard added to prevent any further damage 
to wall.

In R313-1 , a 11 x 14 cm scrape with large 
gouges exposing sheetrock was located next to 
residents bed.  Upon inspected MS stated, "we 
need to repair the area."

In R509-1, a 1 foot black scrape on the corner of 
residents room. MS confirmed that area would 
need to be repaired and a wall guard placed over 
the area as soon as possible.

On the 300 wing of the facility, a large dark brown 
stain in the carpet  was 2 x 2 feet which was 
located next to the nursing station by the 
dayroom. MS confirmed that the carpet appeared 
dirty and needed to be spot cleaned.

In R106-1 bathroom, his commode had 1 foot of 
dark brown rust on each of the supporting legs. 
MS stated, "it should probably should be 
replaced" and "I am unsure if that surface could 
be cleaned." 

During interview on 5/19/16, at 1:26 p.m. 
housekeeping supervisor (HS) stated the rusted 
commode would, "not be considered a cleanable 

Quality Assurance meetings.
Completion dates for specific items noted 
on survey: 
R 117-2 (this oldest part of the facility is 
currently under moratorium renovation) 
scheduled to be re-carpeted by July 1, 
2016. R 117 bathroom will be completely 
renovated by July 1, 2016 as well. 
R 303-2, 313-1 we will apply high density 
resin sheet to select areas of the walls 
where damage to sheet rock walls from 
bed rails occurs on a routine basis - by 
July 15, 2016.
300 wing hallway at dayroom/nurses 
station. This entire area is scheduled for 
new carpet - by September 1, 2016.
R 509-1 the referenced black scuff mark 
was removed day of survey May 18, 2016. 
Wall guards are being applied where 
needed on an ongoing basis as identified 
per facility policy and ongoing audits. 
R-106-1 bathroom commode has been 
replaced. A commode audit will be done 
under the supervision of Lora Denis, 
Director of Housekeeping & Laundry, and 
all rusty commodes will be replaced.
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surface" and needed to be replaced as soon as 
possible.

On 5/19/16, at 9:29 a.m. MS confirmed all of the 
findings listed above. MS stated the usual facility 
practice was for facility staff to notify maintenance 
with paper slips which were picked up three times 
a day by maintenance staff. He further stated  the 
maintenance slips would often get misplaced by 
facility staff and the facility is working on 
implementing a computerized system in the 
future. MS was unsure of how often facility 
maintenance completed a walk through of 
resident room's to look for potential issues. 

A facility policy on maintenance of resident rooms 
and common areas was requested, but was not 
provided during survey.
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