
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: 00933

ID:   8H22

DELANO, 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)

655371100

7

04/01/2006

12/31

09/29/2016

GOLDEN LIVINGCENTER - DELANO245336

02

433 COUNTY ROAD 30

55328

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  54 (L18)

13.Total Certified Beds  54 (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)

 54

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

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

Facility�s request for a continuing waiver involving K067 is recommended.

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

07/01/1986

00

00454

09/13/2016

09/29/2016 10/19/2016

21.

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

Michelle Koch, HFE NE II 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

245336

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GOLDEN LIVINGCENTER - DELANO 433 COUNTY ROAD 30

DELANO, MN 55328

9/27/2016
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  F0156 Correction

Reg. #
483.10(b)(5) - (10), 

483.10(b)(1) Completed 

LSC 09/06/2016

ID Prefix  F0164 Correction

Reg. #
483.10(e), 483.75(l)(4)

Completed 

LSC 09/06/2016

ID Prefix  F0174 Correction

Reg. #
483.10(k),(l)

Completed 

LSC 09/06/2016

ID Prefix  F0257 Correction

Reg. #
483.15(h)(6)

Completed 

LSC 09/06/2016

ID Prefix  F0280 Correction

Reg. #
483.20(d)(3), 483.10(k)

(2) Completed 

LSC 09/06/2016

ID Prefix  F0282 Correction

Reg. #
483.20(k)(3)(ii)

Completed 

LSC 09/06/2016

ID Prefix  F0311 Correction

Reg. #
483.25(a)(2)

Completed 

LSC 09/06/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 09/06/2016

ID Prefix  F0314 Correction

Reg. #
483.25(c)

Completed 

LSC 09/06/2016

ID Prefix  F0329 Correction

Reg. #
483.25(l)

Completed 

LSC 09/06/2016

ID Prefix  F0334 Correction

Reg. #
483.25(n)

Completed 

LSC 09/06/2016

ID Prefix  F0353 Correction

Reg. #
483.30(a)

Completed 

LSC 09/06/2016

ID Prefix  F0356 Correction

Reg. #
483.30(e)

Completed 

LSC 09/06/2016

ID Prefix  F0428 Correction

Reg. #
483.60(c)

Completed 

LSC 09/06/2016

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

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 NO7/28/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 8H2212EVENT ID:

BF/KJ 10/19/2016 35992 09/27/2016



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

245336

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GOLDEN LIVINGCENTER - DELANO 433 COUNTY ROAD 30

DELANO, MN 55328

9/27/2016
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  F0353 Correction

Reg. #
483.30(a)

Completed 

LSC 09/06/2016

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

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

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 NO7/28/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 8H2212EVENT ID:

09/27/20163599210/19/2016BF/KJ



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

245336

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

GOLDEN LIVINGCENTER - DELANO 433 COUNTY ROAD 30

DELANO, MN 55328

9/7/2016
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 09/06/2016K0067

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/06/2016K0144

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/06/2016K0147

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

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 NO7/28/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 8H2222EVENT ID:

TL/KJ 10/19/2016 34764 09/07/2016



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

245336

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 02 - 2008 ADDITION

GOLDEN LIVINGCENTER - DELANO 433 COUNTY ROAD 30

DELANO, MN 55328

9/7/2016
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 09/06/2016K0144

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/06/2016K0147

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

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 NO7/28/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 8H2222EVENT ID:

TL/KJ 10/19/2016 34764 09/07/2016



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: 00933

ID:   8H22

DELANO, 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)

655371100

2

04/01/2006

12/31

07/28/2016

GOLDEN LIVINGCENTER - DELANO245336

02

433 COUNTY ROAD 30

55328

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:

X 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  54 (L18)

13.Total Certified Beds  54 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A1* (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)

 54

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

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

Facility�s request for a continuing waiver involving K067 is recommended.

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

07/01/1986

00

00454

08/25/2016 09/06/2016

21.

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

Michelle Thompson, 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. Your signature at the 
bottom of the first page of the CMS-2567 form will 
be used as verification of compliance.

Upon receipt of an acceptable POC an 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 recertification survey was conducted and 
complaint H5336018, H5336019 investigation 
was also completed at the time of the standard 
survey and was substantiated.  In addition 
H5336020 investigated and was completed and 
unsubstantiated.

 

F 156

SS=D

483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF 
RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally 
and in writing in a language that the resident 
understands of his or her rights and all rules and 
regulations governing resident conduct and 
responsibilities during the stay in the facility.  The 
facility must also provide the resident with the 
notice (if any) of the State developed under 
§1919(e)(6) of the Act.  Such notification must be 
made prior to or upon admission and during the 
resident's stay.  Receipt of such information, and 
any amendments to it, must be acknowledged in 
writing.

The facility must inform each resident who is 
entitled to Medicaid benefits, in writing, at the time 
of admission to the nursing facility or, when the 

F 156 9/6/16

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

08/18/2016Electronically 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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resident becomes eligible for Medicaid of the 
items and services that are included in nursing 
facility services under the State plan and for 
which the resident may not be charged��those 
other items and services that the facility offers 
and for which the resident may be charged, and 
the amount of charges for those services��and 
inform each resident when changes are made to 
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

The facility must inform each resident before, or 
at the time of admission, and periodically during 
the resident's stay, of services available in the 
facility and of charges for those services, 
including any charges for services not covered 
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of 
legal rights which includes:
A description of the manner of protecting personal 
funds, under paragraph (c) of this section�

A description of the requirements and procedures 
for establishing eligibility for Medicaid, including 
the right to request an assessment under section 
1924(c) which determines the extent of a couple's 
non-exempt resources at the time of 
institutionalization and attributes to the community 
spouse an equitable share of resources which 
cannot be considered available for payment 
toward the cost of the institutionalized spouse's 
medical care in his or her process of spending 
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone 
numbers of all pertinent State client advocacy 
groups such as the State survey and certification 
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F 156 Continued From page 2 F 156

agency, the State licensure office, the State 
ombudsman program, the protection and 
advocacy network, and the Medicaid fraud control 
unit��and a statement that the resident may file a 
complaint with the State survey and certification 
agency concerning resident abuse, neglect, and 
misappropriation of resident property in the 
facility, and non-compliance with the advance 
directives requirements.

The facility must inform each resident of the 
name, specialty, and way of contacting the 
physician responsible for his or her care.

The facility must prominently display in the facility 
written information, and provide to residents and 
applicants for admission oral and written 
information about how to apply for and use 
Medicare and Medicaid benefits, and how to 
receive refunds for previous payments covered by 
such benefits.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide the required notices of 
Medicare non-coverage, Skilled Nursing Facility 
Advanced Beneficiary Notice (SNFABN),  upon 
the termination of benefits for 2 of 3 residents 
(R34, R31) reviewed for liability notices. 

Findings include:

R34's Notice of Medicare Non-Coverage dated 
3/29/16, identified R34's covered services would 
end on 4/1/16. R34's Admission Record dated 
7/29/16, identified R34 was discharged from the 

 Preparation, submission and 
implementation of this Plan of Correction 
does not constitute an admission of or 
agreement with the facts and conclusions 
set forth on the survey report.  Our Plan of 
Correction is prepared and executed as a 
means to continuously improve the quality 
of care and to comply with all applicable 
state and federal regulatory requirements.

F 156
a. R 34 was discharged from the facility.  
R 31 was issued a SNFABN
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facility on 5/31/16.

R34's medical record had no indication a Skilled 
Nursing Facility Advanced Beneficiary Notice 
(SNFABN) was provided to R34 upon the 
termination of Medicare benefits, even though 
they remained in the facility after Medicare 
services were terminated.   

R31's Notice of Medicare Non-Coverage dated 
5/27/16, identified R31's covered services would 
end on 5/30/16. R31's Admission Record dated 
7/29/16, identified R31 currently remained in the 
facility. 

R31's medical record had no indication a 
SNFABN had been provided to R31 upon 
termination of Medicare benefits, even though 
R31 remained in the facility after Medicare 
services terminated.   

During interview on 7/27/16, at 11:20 a.m. 
business office manager (BOM)-A stated R34 
and R31 were admitted to the facility for therapy 
services under Medicare, but remained in the 
facility after their therapy services had ended.  
BOM-A stated she had spoken with the nurse in 
charge of providing liability notices, and they were 
unable to locate any documentation or evidence 
R34 or R31 had been provided a SNFABN as 
required.  Further, BOM-A stated R34 and R31 
should have been provided a SNFABN upon 
termination of their Medicare benefit.  

A facility policy on liability notices was requested, 
but none was provided.

b. Audit of all residents that admitted on 
a Medicare benefit to ensure a SNFABN 
was issued 
c. Staff members that issue SNFABN 
letters educated on Medicare guidelines 
for issuing Denial letters
d. ED or designee to complete a weekly 
audit on all residents that were issued 
denial letters and remained in facility for 
SNFABN letters issued per Medicare 
regulations.  Audit results will be reviewed 
at monthly QAPI meeting and the 
frequency of audits will be changed 
depending on the results of the audits.
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F 164

SS=D

483.10(e), 483.75(l)(4) PERSONAL 
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and 
confidentiality of his or her personal and clinical 
records.

Personal privacy includes accommodations, 
medical treatment, written and telephone 
communications, personal care, visits, and 
meetings of family and resident groups, but this 
does not require the facility to provide a private 
room for each resident.

Except as provided in paragraph (e)(3) of this 
section, the resident may approve or refuse the 
release of personal and clinical records to any 
individual outside the facility.

The resident's right to refuse release of personal 
and clinical records does not apply when the 
resident is transferred to another health care 
institution��or record release is required by law.  

The facility must keep confidential all information 
contained in the resident's records, regardless of 
the form or storage methods, except when 
release is required by transfer to another 
healthcare institution��law��third party payment 
contract��or the resident.

This REQUIREMENT  is not met as evidenced 
by:

F 164 9/6/16

 Based on observation, interview and document 
review, the facility failed to ensure personal 
privacy was maintained during cares for 1 of 4 
residents (R54) whose cares were observed. 

 F 164

a. R 54�s room was audited to ensure 
proper equipment is present to provide 
privacy during cares
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Findings include: 

R54's quarterly Minimum Data Set (MDS) dated 
5/20/16, identified R54 had severe cognitive 
impairment, was frequently incontinent of urine, 
and required extensive assistance with bed 
mobility, transfers, and toileting.  

During observation on 7/27/16, at 7:22 a.m. R54 
was laying in bed.  Nursing assistant (NA)-A 
entered R54's room and began to help R54 with 
morning cares.  A privacy curtain was attached to 
the ceiling in the room bunch in the corner of the 
room, and was not pulled in front of the doorway, 
allowing anyone who entered the room to have a 
direct line of sight to R54's bed.  NA-A removed 
the blankets from R54 exposing a soiled 
incontinence brief, then placed a pair of clean 
pants on R54 as he lay in bed.  At 7:33 a.m. 
nursing assistant (NA)-B suddenly opened the 
door to R54's room, knocking on it as it was being 
opened.  NA-B stood in the fully opened doorway 
to the hall, and stated she needed help with a 
transfer when NA-A had time, then looked at the 
surveyor and stated, "Sorry," then turned and left 
the room closing the door.  NA-A then finished 
providing cares to R54. 

When interviewed on 7/27/16, at 7:51 a.m. NA-A 
stated NA-B should have knocked and waited for 
a response before suddenly entering R54's room 
and seeing him exposed in a soiled incontinence 
product.  Further, NA-A stated she had lately 
noticed other NA staff just entering rooms without 
knocking and waiting for a response adding, "We 
all get in a rush getting people up."  

During interview on 7/27/16, at 7:57 a.m. R54 
stated he did not like it when people just entered 

b. Audit of all residents to identify those 
that need assistance with cares have 
proper equipment to provide privacy
c. All staff that assist with cares 
educated to the Preservation of Rights 
Policy
d. DNS or Designee t o complete weekly 
audit of 5 residents receiving assistance 
with cares for Privacy.  Audit results will 
be reviewed at monthly QAPI meeting and 
the frequency of audits will be changed 
depending on the results of the audits.
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his room without knocking and waiting for a 
response adding staff, "Should be more careful."  

When interviewed on 7/27/16, at 11:57 a.m. NA-B 
stated she suddenly opened R54's door without 
waiting for a response because she was rushed 
for time and, "Wasn't logically thinking."  NA-B 
stated staff should be waiting for a response from 
the resident before entering their room, "For 
privacy and dignity" of the resident.  

During interview on 7/27/16, at 12:17 p.m. 
registered nurse (RN)-A stated NA-B should have 
waited for a response from inside the room 
instead of suddenly opening R54's door as she 
knocked because people passing by in the 
hallway could have seen R54 exposed in the bed.  
Further, RN-A stated if NA staff are noticing 
incidents of this, they should of told management, 
"We need to do further education."

F 174

SS=D

483.10(k),(l) RIGHT TO TELEPHONE ACCESS 
WITH PRIVACY

§483.10(k) Telephone 
The resident has the right to have reasonable 
access to the use of a telephone where calls can 
be made without being overheard. 

§483.10(l) Personal Property 
The resident has the right to retain and use 
personal possessions, including some 
furnishings, and appropriate clothing, as space 
permits, unless to do so would infringe upon the 
rights or health and safety of other residents.

This REQUIREMENT  is not met as evidenced 
by:

F 174 9/6/16

 Based on observation, interview and document  F174
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review the facility failed to allow residents to keep 
personal mini fridges in their rooms for 1 of 1 
resident (R17), reviewed for personal belongings. 

Findings include:

During interview on 7/25/16, at 11:01 a.m. R17 
stated she was upset that she was not allowed to 
have a mini fridge in her room. R17 explained 
that her daughter had purchased a fridge and 
was able to keep it in her room for some time.  
Then management came and asked her and her 
family to remove the refrigerator from her room.  
R17 did not know the reason management had 
her family remove her fridge. At the time, R17 did 
not have a mini fridge observed in her room as 
identified.  

A progress note dated 10/20/16, at 4:49 p.m., 
noted as a late entry, indicated R17's daughter 
was very upset that R17 could not keep the mini 
fridge in her room, the daughter had bought for 
R17. The progress noted indicated all residents 
would be asked to remove their mini fridges 
because they were a fire hazard.

When interviewed on 7/26/16, at 5:29 p.m. the 
licensed social worker (LSW) stated the facility 
suggests residents not to use a mini fridges in 
their rooms. The LSW stated residents are 
allowed to have them, if the facility policy on 
dating food items and maintaining and checking 
temperatures of the refrigerators were adhered 
to. The LSW stated currently there were no 
residents in the facility that had mini fridges in 
their rooms. The LSW stated the previous 
environmental services director had requested all 
mini fridges be removed from resident room as 
they were a fire hazard.  The LSW stated that 

a. R 17 was encouraged to have family 
return the mini Fridge to her room, which 
was completed during survey
b. Residents educated during Resident 
Council on their rights and responsibilities 
of having a mini fridge in their room
c. All staff was educated to the 
Patient�s Personal Refrigerator Policy.  
Care Conference Sheet will be updated to 
reflect review of resident�s preference of 
having a personal refrigerator in their 
room, as well as a review of 
responsibilities of family if refrigerator is 
present.
d. SS or Designee will complete a 
weekly Audit of residents scheduled for a 
care conference for preference regarding 
personal refrigerator use.  Audit results 
will be reviewed at monthly QAPI meeting 
and the frequency of audits will be 
changed depending on the results of the 
audits.

FORM CMS-2567(02-99) Previous Versions Obsolete 8H2211Event ID: Facility ID: 00933 If continuation sheet Page  8 of 53



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245336 07/28/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

433 COUNTY ROAD 30
GOLDEN LIVINGCENTER - DELANO

DELANO, MN  55328

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 174 Continued From page 8 F 174

R17's mini fridge was in working order and she 
had not revisited the issue of the mini fridges with 
R17, after it was removed. 

When interviewed on 7/26/16, at 5:38 p.m. the 
maintenance supervisor (MS) stated the mini 
fridge in a residents room was not a fire hazard 
as long as it was in good working condition. The 
MS also stated that it would be a good thing for 
residents to be able to have mini fridges in their 
rooms. 

When interviewed on 7/26/16, at 5:56 p.m. the 
administrator stated he was not aware of the 
facility's current policy on residents having mini 
fridges in their rooms, and as long as they were in 
good working order he didn't see a problem with it 
and would check on the facility policy. 

Review of the facility policy Patient's Personal 
Refrigerators dated 7/20/16, directed the staff on 
how to obtain temperatures, storing food items 
and frequency of cleaning the fridges. The policy 
did not forbid personal mini fridges in residents 
rooms.

F 257

SS=D

483.15(h)(6) COMFORTABLE & SAFE 
TEMPERATURE LEVELS

The facility must provide comfortable and safe 
temperature levels.  Facilities initially certified 
after October 1, 1990 must maintain a 
temperature range of 71 - 81° F

This REQUIREMENT  is not met as evidenced 
by:

F 257 9/6/16

 Based on observation, interview and document 
review, the facility failed to ensure comfortable 

 F 257
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room temperatures were maintained for 1 of 1 
residents (R30) who complained about their room 
temperature.

Findings include:

R30's annual Minimum Data Set (MDS), dated 
5/26/16, identified R30 had intact cognition.

During interview on 7/25/16, at 10:39 a.m. R30 
was seated in her room wrapped in a blanket. 
When questioned about the temperature in her 
(R30's) room, she stated, "this is the coldest 
room in the building" as the air conditioner unit is 
outside my door and the air "flows into my room". 

When interviewed on 7/27/16, at 2:09 p.m. 
trained medication aid (TMA)-A stated R30 was 
"always cold" and was covered in blankets when 
in her room to stay warm. Further, TMA-A stated 
(R30) would always ask staff to keep her door 
partially shut to block out the cold air which was 
coming from the air conditioner unit outside of her 
room. TMA-A was unsure if maintenance had 
been notified about the cold room temperature in 
R30's room.

During interview on 7/27/16, at 2:03 p.m., 
maintenance director (MD) stated he never 
received any notification R30 was to cold in her 
room.  If staff were notified of any concerns they 
should have contacted maintenance to have it 
addressed.  Futher, MD stated he did not have a 
system for monitoring room temperatures within 
the facility because he had never had any issues 
with it in the past. 

A facility policy on room temperature adjustment 
was requested, but none was provided.

a. R 30 was moved to a different room 
within the facility away from air 
conditioning unit in hallway
b. Preventative maintenance program 
for monitoring room temperatures 
created.
c. Educate staff to notify maintenance 
with complaints of room temperature from 
any resident.
d. MD or designee to complete weekly 
audit of 5 rooms for room temperature 
and resident comfort.  Audit results will be 
reviewed at monthly QAPI meeting and 
the frequency of audits will be changed 
depending on the results of the audits.
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F 280

SS=D

483.20(d)(3), 483.10(k)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
incapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment.

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment��prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative��and periodically reviewed 
and revised by a team of qualified persons after 
each assessment.

This REQUIREMENT  is not met as evidenced 
by:

F 280 9/6/16

 Based on interview and document review the 
facility failed to revise the care plan to include 
specific interventions recommended by the 
psychiatrist for 1 of 5 residents (R61) reviewed for 
unnecessary medications.

Findings include:

R61's annual MDS dated 5/3/16, indicated R61 
had moderate cognitive impairments included a 
diagnosis of depression.

R61's psychiatric physician progress note dated 

 F 280

a. The care plan for R61 was modified to 
reflect interventions recommended by 
psych services.  
b. Audit of all care plans for residents 
that have psych services involvement to 
ensure recommendations are reflected 
and implemented.
c. Education of staff responsible for 
completion of care plan updates of psych 
recommendations.  All staff education 
related to behavior, and utilization of 

FORM CMS-2567(02-99) Previous Versions Obsolete 8H2211Event ID: Facility ID: 00933 If continuation sheet Page  11 of 53



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245336 07/28/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

433 COUNTY ROAD 30
GOLDEN LIVINGCENTER - DELANO

DELANO, MN  55328

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 280 Continued From page 11 F 280

6/13/16, indicated R61 had cut himself on 
6/12/16, and reported feeling depressed. The 
note included the following recommendations for 
interventions:

- Encourage R61 to discontinue contact with his 
family member (FM)- X at this time as she is a 
trigger for him and seek help from his brother and 
staff instead
- Encourage R61 to consider alternatives to 
cutting, as it is not serving a purpose, by getting 
out of his room, even if he is not interacting with 
anyone.
- Continue to work on adding a long term 
roommate to his room, which would limit isolation 
and potentially lower the risk of cutting, as he 
tends to cut when alone.
- Staff to continue checking on him periodically 
and she how he is doing. The noted mentioned a 
specific staff member that R61 had a good 
rapport with.
- Remove any potentially harmful item from his 
room, which has been done. Staff to periodically 
check R61's room to make sure no harmful items 
have resurfaced.

R61's psychiatric physician progress note dated 
7/7/16, indicated R61 had been feeling so-so and 
reported that smiling makes him feel better. Staff 
reported to FM-X had visited recently and did not 
trigger R61. Education was provided to R61 on 
smiling and upright posture can improve mood. 
The note also included the following 
recommendations for interventions:

- Encourage R61 to attend an activity he can 
tolerate, knowing that he doesn't have to like it or 
have fun. Just being around others can help him 
get outside himself. Framing things in terms of 

non-pharmological intervention utilization 
and documentation in the medical record.
d. ED or designee will complete weekly 
audit of 5 care plans for reflection of 
interventions recommended by psych 
services.   Audit results will be reviewed at 
monthly QAPI meeting and the frequency 
of audits will be changed depending on 
the results of the audits.
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what he can tolerate worked well for him.
- Staff to reinforce smiling and sitting in an upright 
position with his head up, by asking to see a 
smile or encouraging him to sit upright.
- R61 shared that Mary Poppins music makes 
him feel happy. This was shared with the licensed 
social worker, to see if there is a way he can have 
access to the movie or soundtrack as it could be 
greatly beneficial for him. 
- As well as previously mentioned 
recommendations of continuing to look for a 
roommate, staff to check on him periodically and 
check the room periodically for harmful items.

R61's care plan (undated), did not include the 
target behavior of cutting, and did not contain the 
interventions the psychiatrist had recommended 
to improve R61's mood, even though these were 
recommendations made by the psychiatrist.  

When interviewed on 7/28/16, at 11:51 a.m. the 
director of nursing (DON) stated that R61's care 
plan should have been revised to include the 
recommended interventions suggested by the 
psychiatrist

F 282

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

F 282 9/6/16

 Based on observation, interview and document 
review the facility failed to ensure care plan 

 F 282
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interventions for turning and repositioning were 
followed by staff for 1 of 2 residents (R84) 
reviewed for pressure ulcers. 

Findings include:

R84's facility face sheet (undated) identified they 
were admitted to the facility July 2016, and an 
Minimum Data Set (MDS) had not been 
completed yet. 

R84's Immediate Plan of Care dated 7/25/16, 
indicated she had problems with mobility, and 
pressure ulcers.  The care plan directed staff to 
assist R84 to turn and reposition every hour.   

R84's most recent Weekly Skin Review dated 
7/23/16, indicated she had three stage 4 pressure 
ulcers (Full thickness tissue loss with exposed 
bone, tendon or muscle. Slough or eschar may 
be present on some parts of the wound bed. 
Often includes undermining and tunneling) to her 
coccyx and buttocks. 

During interview 7/26/16, at 7:11 p.m. R84 stated 
she has had her pressure ulcers for over one 
years was was recently admitted to the facility.  
She states she usually gets repositioned at 4:00 
a.m. and then was not repositioned again until 
around 8:00 a.m. or later.  R84 stated "this 
happens to me all of the time."

During continuous observation on 7/27/16, from 
7:00 a.m. to 8:32 a.m. (1 hour and 32 minutes) 
R84 was observed lying in bed without being 
repositioned.  At 7:00 a.m. R84 was on her left 
side facing the window.  At 7:10 a.m. R84 stated 
she was last repositioned at 4:00 a.m. and at 6:00 
a.m. she placed her call light on and asked the 

a. R 84 care plan updated to reflect 
resident�s turning and repositioning to 
every 2 hours per resident request.  
b. All residents assessments for 
repositioning will be reviewed at next 
scheduled care conference.
c. Policy and procedure for alteration in 
skin integrity reviewed and remains 
current.   Education to staff on assistance 
provided as care planned utilizing care 
sheets.
d. DNS or designee complete weekly 
audit of 5 residents for timely 
repositioning.  Audit results will be 
reviewed at monthly QAPI meeting and 
the frequency of audits will be changed 
depending on the results of the audits.
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night nurse (unidentified) to help her reposition.  
The night nurse told her she would inform the day 
shift nursing assistants who was just starting her 
shift but the day shift nursing assistant never 
came to help her reposition and she has been 
lying in the same position since 4:00 a.m., over 3 
hours and 10 minutes. At 7:20 a.m. R84 
continued to lay in the same positron, no one 
entered her room. At 7:41 a.m. resident was still 
in the same position, on her left side facing the 
window, no staff had entered her room. At 7:54 
a.m. R84's position remained unchanged.  At 
7:57 a.m. the facility registered dietician (RD) had 
entered her room, the residents room door 
remained opened and RD discussed 
supplements with her while she remained on her 
left side facing the window. Again at 8:13 a.m. 
and at 8:32 a.m. R84 remained in the same 
position as she was at 7:00 a.m., and had not 
been repositioned, since 4:00 a.m. for a total of 4 
hours and 13 minutes.     

During interview 7/27/16, at 8:32 a.m. nursing 
assistant (NA)-K stated R84 was to be 
repositioned every 1 hour but she got busy with 
breakfast and had not assisted (R82) to 
reposition since she began her shift. NA-K stated 
"there just isn't enough staff to get her work 
done."  NA-K further stated she was not told by 
the night nurse that R84 wanted to be 
repositioned and was not sure when she was last 
repositioned. If the resident said she was last 
repositioned at 4:00 a.m. she was probably 
correct. 

During interview 7/27/16, at 8:39 a.m. director of 
nursing (DON) stated since she had stage 4 
pressure ulcers she should have been 
repositioned after one hour, as identified by the 
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care plan.

F 311

SS=D

483.25(a)(2) TREATMENT/SERVICES TO 
IMPROVE/MAINTAIN ADLS

A resident is given the appropriate treatment and 
services to maintain or improve his or her abilities 
specified in paragraph (a)(1) of this section.

This REQUIREMENT  is not met as evidenced 
by:

F 311 9/6/16

 Based on interview and document review, the 
facility failed to ensure 1 of 5 residents (R85) 
reviewed for activities of daily living (ADLs) was 
provided assistance with bathing. 

Findings include: 

R85's entry tracking Minimum Data Set (MDS) 
dated 7/8/16, identified R85 had admitted to the 
facility on 7/3/16. 

R85's care plan dated 7/16/16, identified R85 was 
at the facility for rehabilitation therapy with a goal 
of returning back to the community, and was, 
"Alert and oriented."   R85 was identified to have, 
"A physical functioning deficit," and required, 
"Personal Hygiene assistance of 1."  The care 
plan did not identify how much assistance from 
staff R85 required with bathing.  

During interview on 7/25/16, at 1:57 p.m. R85 
stated she had been at the facility for several 
weeks, and had not been offered or helped with 
taking a bath since she came, "I haven't had one 
since I've been here."  Further, R85 stated she 
would like to get help to take a bath, but nobody 
from the facility had ever spoken to her about it.  

 F 311

a. R 85 was provided assistance with 
bathing 
b. All residents preferences for bathing 
will be reviewed at next scheduled care 
conference.
c. Policy and procedure for bath, shower 
reviewed and remains current.   Education 
to staff on bath, shower completion as 
care planned utilizing care sheets.  
Education on documentation of bathing, 
shower completed with staff that give 
showers/baths
d. DNS or designee complete weekly 
audit of 5 residents for bath/shower 
completion.  Audit results will be reviewed 
at monthly QAPI meeting and the 
frequency of audits will be changed 
depending on the results of the audits.
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An undated facility Group A care sheet identified 
R85 was scheduled to receive a, "Thursday AM" 
bath, and required assist of one for ADLs.  

During interview on 7/26/16, at 5:10 p.m. nursing 
assistant (NA)-E stated R85 should be getting a 
weekly bath, "Thursdays in the morning."  NA-E 
stated staff document baths on the bath list 
sheets after they are completed, however staff 
had been having trouble getting baths completed 
for all the residents, "Because were short 
staffed," and "Can only do so much."  

The facility Bath List(s) (the forms used to 
document completed baths identified by NA-E 
dated 7/3/16, to 7/26/16, identified columns to 
write a residents name, then spacing for staff to, 
"Initial & [and] date" when a bath is completed.  
However, R85 was not identified to have received 
a bath since her admission to the facility in early 
July 2015, nor was R85's name identified on any 
of the listings to show any bathing had been 
completed for her. 

When interviewed on 7/27/16, at 10:54 a.m. 
NA-G stated R85 should have assistance with 
bathing, "At least once a week," and added staff 
had been struggling to get baths done recently 
because, "We're so swamped [with work]."    

On 7/27/16, at 1:18 p.m. the director of nursing 
(DON and field service clinical director registered 
nurse (RN)-B were interviewed.  The DON stated 
the facility had recently changed the NA staff to 
new resident assignment sheets as bathing and 
other cares weren't being completed, "To the level 
I wanted them to."  Further, the DON stated she 
was not aware that bathing was still not being 
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completed, and would see what information she 
could locate concerning R85's bathing in the 
facility.  

During subsequent interview on 7/27/16, at 2:17 
p.m. the DON stated she had been unable to 
locate any documentation to show R85 had 
received a bath since admitting to the facility.  
Further, the DON stated her expectation was for 
every resident to receive a bath at least once a 
week and for staff to document this, "Everything 
should be documented."  

A review of the facility Bath, Tub policy dated 
12/7/15, identified bathing was completed to, 
"Cleanse the skin," and, "Provide comfort to the 
resident."  Further, the policy provided, 
"Documentation Guidelines" which included 
documenting the, "Amount of assistance resident 
required with bathing," and a, "Signature and 
title."

F 312

SS=D

483.25(a)(3) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of 
daily living receives the necessary services to 
maintain good nutrition, grooming, and personal 
and oral hygiene.

This REQUIREMENT  is not met as evidenced 
by:

F 312 9/6/16

 Based on observation, interview and document 
review, the facility failed to ensure nail care was 
provided to 1 of 5 residents (R45) reviewed and 
activities of daily living and whom was dependent 
on staff for care. 

 F 312

e. R 54 nails were trimmed and cleaned.
f. All residents� nails were examined 
for trimming and cleanliness.  Nails 
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Findings include: 

R45's Brief Interview for Mental Status (BIMS, a 
screening tool used to determine cognition) dated 
7/16/16, identified R45 had moderate cognitive 
impairment.  

During observation on 7/25/16, at 2:23 p.m. R45 
was seated in his wheelchair in his room.  R45 
had several long fingernails on both of his hands, 
with several nails having a dark colored 
substance underneath them.  R45 stated he liked 
his nails kept shorter and they, "Could be cleaned 
up," however he was was not able to do this on 
his own adding staff help him cut his nails, 
"Periodically."

On 7/26/16, at 1:02 p.m. R45 was observed in his 
room watching a game show on television.  R45 
continued to have long, fingernails with a dark 
colored substance underneath them.    

During interview on 7/27/16, at 10:49 a.m. 
nursing assistant (NA)-G stated R45 is compliant 
with cares, typically never refusing to have care 
completed.  NA-G stated R45 required staff to cut 
his fingernails.  At 10:51 a.m. NA-G observed 
R45's fingernails and stated they needed to be 
trimmed and cleaned because, "A couple of them 
are dirty underneath."  

R45's care plan dated 7/15/15, identified R45 had 
a, "Physical functioning deficit" and directed R45 
required, "Nail care PRN [as needed]."  

R45's Treatment Administration Record (TAR) 
dated 7/2016, identified a treatment of, "Nurse to 
trim nails Q [every] week for Diabetes."  The TAR 

trimmed and cleaned as indicated.
g. Policy and procedure for fingernail 
maintenance reviewed and remains 
current.   Education to staff on assistance 
provided as care planned.
h. DNS or designee complete weekly 
audit of 5 residents for nail care.  Audit 
results will be reviewed at monthly QAPI 
meeting and the frequency of audits will 
be changed depending on the results of 
the audits.
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identified staff last completed this on 7/22/16 (5 
days prior).  

When interviewed on 7/27/16, at 11:27 a.m. 
licensed practical nurse (LPN)-A stated R45 was, 
"Newly diabetic" and nail care should be 
completed by the nurses.  LPN-A observed R45's 
nails and stated there was, "Dirt under the nails," 
and they had not been trimmed despite being 
signed off in R45's TAR.   

A facility policy on grooming and nail care was 
requested, but none was provided.

F 314

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable��and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

F 314 9/6/16

 Based on observation, interview and document 
review the facility failed to provide timely 
repositioning to promote healing of pressure 
ulcers for 1 of 2 residents (R84) who had 
pressure ulcers. 

Findings include:

R84 undated face sheet identified she was 

 F 314 

a. R 84 care plan updated to reflect 
resident�s turning and repositioning to 
every 2 hours per resident request.  
b. All residents assessments for skin 
integrity will be reviewed at next 
scheduled care conference.
c. Policy and procedure for skin integrity, 
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admitted July 2016, there was no admission 
Minimum Data Set (MDS) completed to date. 
R84's Braden Scale for Prediction Pressure Ulcer 
Risk (undated), a scale used to determine a 
residents risk for development of pressure ulcers, 
identified R84 was at high risk for pressure ulcer 
development.  

R84's Immediate Plan of Care dated 7/25/16, 
indicated she had problems with mobility, bowel 
incontinence and pressure ulcers. The Care Plan 
indicated for staff to reposition her every 1 hour 
and as needed, and to use proper techniques to 
avoid friction and shear. 

R84's Weekly Skin Review dated 7/23/16, 
indicated she had three stage 4 pressure ulcers 
(full thickness tissue loss with exposed bone, 
tendon or muscle. Slough or eschar may be 
present on some parts of the wound bed. Often 
includes undermining and tunneling) on her 
coccyx and buttocks.  She received wet to dry 
dressing changes twice a day.  The Skin Review 
sheet indicated she had one coccyx wound that 
measured 1.5 centimeter (cm) x 3 cm x 5 cm 
deep, one under left buttock 7 cm x 3 cm x 4 cm 
deep, and one under her right buttock measured 
2 cm x 1.5 cm and 2 cm deep.  

During interview 7/26/16, at 7:11 p.m. R84 stated 
she had the pressure ulcers for over a year, and 
was recently admitted to the nursing home.  She 
stated she usually gets repositioned at 4:00 a.m. 
but then doesn't  get repositioned again until 
around 8:00 a.m. or later.  R84 stated,  "This 
happens to me all of the time".

During interview 7/27/16, at 7:10 a.m. R84 stated 
she was last repositioned at 4:00 a.m. and at 6:00 

and skin integrity reviewed and remains 
current.   Education to staff on assistance 
provided as care planned utilizing care 
sheets.
d. DNS or designee complete weekly 
audit of 5 residents for repositioning.  
Audit results will be reviewed at monthly 
QAPI meeting and the frequency of audits 
will be changed depending on the results 
of the audits.
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a.m. she placed her call light on and asked the 
night nurse to be repositioned.  R84 stated the 
night nurse told her she would inform the day shift 
nursing assistant who was just starting her shift.  
R84 stated the day shift nursing assistant never 
came in to reposition her.

During continuous observation on 7/27/16, from 
7:00 a.m. to 8:32 a.m. (1 hour and 32 minutes) 
R84 was observed lying in bed without being 
repositioned.  At 7:00 a.m. R84 was on her left 
side facing the window.  At 7:10 a.m. R84 stated 
she was last repositioned at 4:00 a.m. and at 6:00 
a.m. she placed her call light on and asked the 
night nurse (unidentified) to help her reposition.  
The night nurse told her she would inform the day 
shift nursing assistants who was just starting her 
shift but the day shift nursing assistant never 
came to help her reposition and she has been 
lying in the same position since 4:00 a.m., over 3 
hours and 10 minutes. At 7:20 a.m. R84 
continued to lay in the same positron, no one 
entered her room. At 7:41 a.m. resident was still 
in the same position, on her left side facing the 
window, no staff had entered her room. At 7:54 
a.m. R84's position remained unchanged.  At 
7:57 a.m. the facility registered dietician (RD) had 
entered her room, the residents room door 
remained opened and RD discussed 
supplements with her while she remained on her 
left side facing the window. Again at 8:13 a.m. 
and at 8:32 a.m. R84 remained in the same 
position as she was at 7:00 a.m., and had not 
been repositioned, since 4:00 a.m. for a total of 4 
hours and 13 minutes.    

During interview 7/27/16, at 8:32 a.m. nursing 
assistant (NA)-K stated R84 was to be 
repositioned every 1 hour but she got busy with 
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breakfast and had not assisted (R82) to 
reposition since she began her shift. NA-K stated 
"there just isn't enough staff to get her work 
done."  NA-K further stated she was not told by 
the night nurse that R84 wanted to be 
repositioned and was not sure when she was last 
repositioned. If the resident said she was last 
repositioned at 4:00 a.m. she was probably 
correct. 

During interview 7/27/16, at 8:39 a.m. director of 
nursing (DON) stated since she had stage 4 
pressure ulcers she should have been 
repositioned after one hour.   

During observation of R84's pressure ulcers with 
the DON  and assistant DON (ADON) on 7/27/16, 
at 11:47 a.m. R84's pressure ulcers dressing 
were removed and measured. R84's coccyx 
pressure ulcer measured 3 cm x 1.2 cm and 
depth 1.9 cm, right ischial tuberosity (IT) 
measured 2 cm x 1.2 cm and depth 1.2 cm, and 
the left IT 1.4 cm x 6.2 cm and depth 1.1. cm. 
The ADON stated she had just changed her 
dressings two days ago, which showed 
improvement from the Weekly Skin Review of 
7/23/16. ADON continued to stated the resident 
(R84) recently went to the wound specialist and 
was told they were improving as well. The DON 
and ADON both concurred R84 should have 
timely repositioning to assist in pressure ulcer 
healing, as identified in their assessment.   

A Skin Care Protocol undated indicated the 
objective is to "Provide a guideline for optimal 
care to promote healing to patients/residents with 
all identified alterations in skin integrity."

F 329 483.25(l) DRUG REGIMEN IS FREE FROM F 329 9/6/16
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SS=D UNNECESSARY DRUGS

Each resident's drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy)��or for excessive duration��or 
without adequate monitoring��or without adequate 
indications for its use��or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued��or any 
combinations of the reasons above.

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record��and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to effectively monitor 
psychotropic medications, including target 
behavior monitoring for 3 of 5 residents (R16, 
R61,R39). In addition, the facility failed to provide 
a gradual dose reduction or justification for use of 
the medicaiton at that specific dose for 3 of 5 
residents (R16, R39 and R2)  reviewed for 
unnecessary medication use.

 F 329

a. R 16, R 61, and R 39 were reviewed 
by Clinical Pharmacist for Gradual Dose 
Reductions.  R2�s Risperdone was 
discontinued
b. Target behavior, and 
non-pharmological intervention monitoring 
implemented for all residents receiving 
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Findings include:

R16's significant change Minimum Data Set 
(MDS) dated 4/19/16, indicated R16 was 
cognitively impaired, scored a zero on the 
depression scale and  did not display any 
behaviors, and had no changes with behaviors 
since the previous assessment period dated 
2/24/16 . The MDS included diagnoses of 
dementia, and depression.

R16 was observed on 7/26/16, at 4:33 p.m. with 
her husband pushing her in the hallway via 
wheelchair,  R16 displayed no signs or symptoms 
of anxiety or depression and was not displaying 
any behaviors. 

During a subsequent observation on 7/26/16, at 
4:39 p.m. R16 spontaneously started crying, 
however her husband patted her hand and told 
her she would be okay. R16 stopped crying and 
her husband continued to walk her in the hallways 
via wheelchair.

R16's psychotropic medication Care Area 
Assessment (CAA) dated 4/28/16, indicated R16 
was taking antipsychotic, antidepressant and 
antianxiety medications. The CAA indicated a 
care plan would be developed to avoid 
complications and minimize risks. The CAA 
summary indicated R16 had been discharge from 
hospice on 4/15/16 and the pharmacy was 
reviewing her medications monthly and R16 had 
no side effects from her current medications. The 
CAA however, did not address the reasons why 
R16 was taking the psychotropic medications, 
what was being monitored and if they were 

psychotropic medications.  Gradual dose 
reductions and continued antipsychotic 
medication need will be reviewed at next 
scheduled care conference.
c. Policy and procedure for Antipsychotic 
medication reviewed and remains current.   
Education to staff on Antipsychotic 
Medication.
d. SS or designee to complete weekly 
audit of 5 residents on antipsychotic 
medication for target behavior monitoring, 
non-pharmological intervention utilization, 
and gradual dose reductions.  Audit 
results will be reviewed at monthly QAPI 
meeting and the frequency of audits will 
be changed depending on the results of 
the audits.
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effective. 

R16's physician orders signed 6/15/16, included 
the following medication orders:
Haldol (an antipsychotic)1 milliliters (mL) 
sublingually every evening for agitation with a 
start date of 2/23/16. 
Ativan (antianxiety medication ) 2 mg/mL every 
24 hours as needed (PRN) for agitation with a 
start date of 3/29/16.

R16's care plan dated 6/18/15, addressed a 
potential for drug related complications 
associated with the use of psychotropic 
medications. The care plan directed staff to 
provide non-pharmalogical interventions of 
talking, being aware of non-verbal cues and use 
spouse involvement to decrease target behaviors, 
anxiety or depression. The care plan did not 
address what R61's target behaviors were or 
what individualized interventions were to be 
implemented for these target behaviors, for the 
use of Haldol. 

The facility form, for R16 titled, Clinical 
Pharmacist Letter to Physician Services dated 
2/2/16, 3/16/16, and 5/4/16, asked the physician 
to provided an appropriate indication for use for 
Haldol.  Each time the physician rejected the 
recommendation, and did not justify why R16 
needed this medication at the current dose.  

Also, R16 was given PRN Ativan without 
consistently identifying the indication for 
administration or documentation on non- 
pharmalogical interventions attempted prior to the 
administration of the Ativan, for the following 
dates:
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- 5/23/16, at 11:58 a.m. 1 mg of Ativan was given 
with no indication of why the Ativan was given or 
what non- pharmalogical interventions were tried 
prior to the administration.

- 5/28/16, at 12:50 a.m. 10mg of Ativan was given 
for yelling and calling out non stop. Non- 
pharmalogical interventions tried prior to the 
administration were not documented

- 6/1/16, at 1:56 a.m. 1 mg of Ativan was given for 
restlessness and calling out, there was not 
description on how R61 was restless. Also, non- 
pharmalogical interventions tried prior to the 
administration were not documented.

- 6/3/16, at 10:45 p.m. 1 mg of Ativan was given 
with no indication of why the Ativan was given or 
what non- pharmalogical interventions were tried 
prior to the administration.

- 6/8/16, at 12:29 a.m. 1 mg of Ativan was given 
for agitation, there was not a description on how 
R61 was agitated. Also, non- pharmalogical 
interventions tried prior to the administration were 
not documented.
 
- 6/10/16, at 2:59 p.m. 1 mg of Ativan was given 
for R16 calling out loudly, however, non- 
pharmalogical interventions tried prior to the 
administration were not documented.

- 7/21/16, at 4:00 p.m. 1 mg of Ativan was given 
with no indication of why the Ativan was given or 
what non- pharmalogical interventions were tried 
prior to the administration.

- 7/26/16, at 11:31 a.m. 1 mg of Ativan was given 
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with no indication of why the Ativan was given or 
what non- pharmalogical interventions were tried 
prior to the administration.

The medical record lacked a quarterly ,at 
minimum, assessment of the use, effectiveness 
and continued need of of R16's use of Haldol and 
Ativan. medications.

When interviewed on 7/27/16, at 10:50 a.m. 
nursing assistant (NA)- C stated that R16 did not 
have any hallucinations or delusions that she was 
aware of. NA-C also stated that R16 has never 
been aggressive with staff, however does 
frequently holler out and cry. NA-C stated she 
was not aware of interventions that work for R16 
to try and calm her as R16 has a difficult time 
expressing herself vocally. NA-C further stated 
the staff had an area in the kiosk to chart 
behaviors however, the behaviors were 
generalized and were the same for all residents 
and lacked an option for interventions. 

When interviewed on 7/27/16, at 11:22 a.m. 
licensed practical nurse (LPN)-A stated that the 
nurses monitor for side effects every shift and it is 
documented on the EMAR. LPN-A stated that 
behaviors are charted by exception and that she 
was not aware of any target behaviors for the use 
of Haldol or non-pharmalogical interventions for 
R16. LPN-A also stated that non- pharmalogical 
interventions were not documented prior to 
administering PRN Ativan. 

When interviewed on 7/27/16, at 2:31 p.m. 
registered nurse (RN)-A stated there wasn't any 
behavior tracking sheets with individualized 
behaviors for R16 related to the use of Haldol. 
RN-A stated that to complete the MDS 
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assessment she just skims the resident notes to 
see if there had been any behaviors, and marks 
the MDS accordingly. RN-A stated that she had 
never completed a quarterly assessment for the 
continued use of Haldol or Ativan to be to 
determine the effectiveness of the medications. 

When interviewed on 7/28/16, at 11:51 a.m. the 
director of nursing (DON) stated that R16 had 
recently come off of hospice care and that the 
pharmacist had addressed with the physician 
multiple times for an adequate indication for use 
for R16's Haldol and agitation was not an 
acceptable diagnoses for the use of this 
medication. The DON stated that she had not 
brought this to the medical directions attention as 
the facility just hired a new medical director. The 
DON verified that there were not any specific 
target behaviors or individualized interventions for 
R16 in the care plan, for the use of Haldol. The 
DON reviewed R16's medical record including the 
EMAR and progress notes and stated the nursing 
staff had not been documenting non- 
pharmalogical interventions utilized prior to the 
administration of PRN Ativan. The DON also 
verified the facility is not currently assessing for 
the ongoing use and continued need for R16's 
Haldol and Ativan. 

When interviewed via telephone on 7/28/16, at 
2:44 p.m. the consultant pharmacist (CP) stated 
he expected the facility to document non- 
pharmalogical interventions prior to the 
administration of PRN Ativan. The CP also stated 
he continues to address the inadequate use  for 
Haldol for R16, with her physician. 
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R61's annual MDS dated 5/3/16, indicated R61 
had moderate cognitive impairments and had no 
behaviors. There also had not been a change in 
behaviors since the prior assessment period 
dated 2/3/16. The MDS included a diagnosis of 
depression. 

R61's psychotropic medication CAA dated 
5/13/16, did not identify the use of an 
antipsychotic medication, as the assessment was 
completed prior to the physician prescribing the 
medication.

R61's physician orders dated 7/28/16, indicated 
R61 was prescribed risperidone  (an 
antipsychotic medication)1 mg po at bedtime for 
a thought and mood disorder, with a start date of 
6/25/16, per the EMAR. 

R61 was observed on 7/26/16, at 7:16 p.m. sitting 
in the hallway outside his room. R61 had a sad 
look on his face and was slummed over in his 
wheelchair. 

R61's psychiatric physician progress note dated 
6/13/16, indicated R61 had cut himself on 
6/12/16, and reported feeling depressed. The 
note included the following recommendations for 
interventions:
- Encourage R61 to discontinue contact with his 
ex-wife at this time as she is a trigger for him and 
seek help from his brother and staff instead
- Encourage R61 to consider alternatives to 
cutting, as it is not serving a purpose, by getting 
out of his room, even if he is not interacting with 
anyone.
- Continue to work on adding a long term 
roommate to his room, which would limit isolation 
and potentially lower the risk of cutting, as he 
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tends to cut when alone.
- Staff to continue checking on him periodically 
and she how he is doing. The noted mentioned a 
specific staff member that R61 had a good 
rapport with.
- Remove any potentially harmful item from his 
room, which has been done. Staff to periodically 
check R61's room to make sure no harmful items 
have resurfaced.

A progress note dated 6/2/16, at 11:17 a.m. 
included documentation that R61 was observed 
scratching his left arm and poking himself with a 
pen cap. R61 stated at the time that he would not 
quit until he was covered with blood. The resident 
was placed on continuous observations. 

A progress note dated 6/12/16, at 2:50 p.m. 
included documentation that R61 was found in his 
room cutting himself with a broken plastic hanger. 
The sheriff department was called and the 
resident was transferred to the hospital.

A progress note dated 6/20/16, included 
documentation that R61 was pulling push pins off 
the bulletin board and was poking himself 
repeatedly with them. The pins were taken away 
from him.

R61's psychiatric physician progress note dated 
7/7/16, indicated R61 had been feeling so-so and 
reported that smiling makes him feel better. Staff 
reported his ex- wife had visited recently and did 
not trigger R61. Education was provided to R61 
on smiling and upright posture can improve 
mood. The note also included the following 
recommendations for interventions:
- Encourage R61 to attend an activity he can 
tolerate, knowing that he doesn't have to like it or 
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have fun. Just being around others can help him 
get outside himself. Framing things in terms of 
what he can tolerate worked well for him.
- Staff to reinforce smiling and sitting in an upright 
position with his head up, by asking to see a 
smile or encouraging him to sit upright.
- R61 shared that Mary Poppins music makes 
him feel happy. This was shared with the licensed 
social worker, to see if there is a way he can have 
access to the movie or soundtrack as it could be 
greatly beneficial for him. 
- As well as previously mentioned 
recommendations of continuing to look for a 
roommate, staff to check on him periodically and 
check the room periodically for harmful items.

R61 was prescribed Risperidone for his altered 
thought process and self injurious behaviors and 
although the psychiatrist and progress notes 
identified R61 had a history of self injurious 
behaviors the care plan dated 9/1/15, did not 
include the target behavior of cutting, and did not 
contain the interventions the psychiatrist had 
recommended to improve R61's mood. 

The medical record also lacked a quarterly ,at 
minimum, assessment of the use, effectiveness 
and continued need of Risperidone.

When interviewed on 7/27/16, at 10:57 a.m. 
NA-C stated that R61 had been having more 
suicidal thoughts recently and the staff check on 
him more. NA-C stated that the facility had 
removed sharp objects or things that could be 
broken from his room.  NA-C stated that he 
seemed depressed a lot and isolates himself. 
NA-C mentioned that R61 liked John Wayne 
movies, and was not sure if other staff knew that.  
NA-C further stated the staff had an area in the 
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kiosk to chart behaviors however, the behaviors 
were generalized and were the same for all 
residents and lacked an option to document any 
interventions.

When interviewed on 7/27/16, at 11:22 a.m. 
LPN-A stated that behaviors are charted by 
exception and that she was not aware of any 
target behaviors or non-pharmalogical 
interventions, for R61, listed on the care plan or 
anywhere else in the medical record. 

When interviewed on 7/27/16, at 2:31 p.m. RN-A 
stated there wasn't any behavior tracking sheets 
with individualized behaviors for R61. RN-A 
stated to complete her MDS assessments she 
just skims the resident notes to see if there had 
been any behaviors, and marks the MDS 
accordingly. RN-A stated that she had never 
completed a quarterly assessment for the 
continued use of Risperidone to determine the 
effectiveness of the medication.

When interviewed on 7/28/16, at 11:51 a.m. he 
DON verified there were no target behaviors or 
individualized interventions for R61 The DON 
stated that the interventions suggested by the 
psychiatrist should have been placed R61's care 
plan. The DON confirmed the facility is not 
currently doing an assessment for ongoing use 
and continued need for R61's Risperidone. 

R39's quarterly Minimum Data Set (MDS). dated 
5/13/16, identified R39 had diagnosis of 
dementia, anxiety, depression and past history of 
delusional disorder. The MDS identified R39 had 
significant cognitive impairment, had no 
behaviors, wandering or rejection of cares and 
received a anti-psychotic medication on a daily 
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basis. 

R39's signed physician orders dated 7/13/16, 
identified R39 was on Risperdal (anti-psychotic 
medication) 0.5 mg by mouth one time a day 
related to DELUSIONAL DISORDER which was 
started on 5/15/15, then discontinued on 5/5/16 
and restarted on 5/7/16, two days later.

R39's physician progress note dated 5/18/16, 
identified R39 had "Dementia- no significant 
change in status". The physician did not identify 
that R39 was exhibiting any behaviors or rational 
why R39 was taken off the medication, then 
restarted and then remained on the antipsychotic 
medication.  

R39's care plan dated 2/7/16, identified R39 had 
behaviors related to dementia/depression. R39's 
goal as listed on his care plan was to interact 
appropriately with others and to have no episodes 
of wandering. The care plan did not identify the 
use of Risperdal, or list any target behaviors for 
the continues use of the antipsychotic medication.

There was no indication in the medical record, 
that identified what R39's target behaviors were, 
what behavior monitoring was being completed, 
what non pharmacological  interventions were 
implemented and the results of these 
interventions prior to the use of the antipsychotic 
medication for R39. 

When interviewed with nursing assistant (NA)-G 
and trained medicaiton aid (TMA)-B on 726/16, at 
7:49 p.m. NA-G stated R39 had "good and bad 
days." TMA-B stated on the "bad days" he (R39) 
would become agitated and yell at staff, but did 
not exhibit any physical aggression with patients 
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or staff. 
  
When interviewed on 7/27/16, at 10:55 a.m. the 
director of nursing (DON) stated she had 
reviewed R39's medical record and was unable to 
identify why R39's Risperdal was restarted, or 
what if any target behaviors the resident exhibited 
to justify the continued use of R39's antipsychotic 
medication. 

During interview with consulting pharmacist (CP) 
on 7/28/16, at 2:55 p.m.  stated R39's Risperdal 
was discontinued on 5/5/16, and was restarted 
again on 5/7/16.  Further, CP stated he did not 
see the rational for why the antipsychotic was 
restarted nor did he see any behaviors for the 
continued justification for the use of Risperdal. 

R2's quarterly MDS dated 4/18/16, indicated he 
had severe cognitive impairment and  had no 
behavioral or mood indicators.  The MDS further 
indicated he received a anti-psychotic  
medication.  R2's Care Area Assessment (CAA) 
dated 10/27/15, indicated R2 received 
antipsychotic medications. 

R2's care plan dated 5/28/15, indicated he had 
dementia and psychosis.  The care plan identified 
he received anti-psychotic  medications and 
sometimes had behaviors of calling out or yelling 
and history of urinating on the floor.   The care 
plan listed interventions to assess the need for 
psychiatric services, attempt to redirect, be 
specific and firm, set limits, do not argue with the 
resident if refuses to walk try again later and to 
set limits on inappropriate harmful behaviors.
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R2's physician orders signed 4/13/16, indicated 
R2's received risperdone (anti-psychotic 
medication) 0.125 milligrams (mg) at HS. 

R2's Clinical Pharmacist Letter To Physician 
Services dated 4/13/16, indicated  please 
consider reducing the current medication dose of 
risperdone from 0.25 mg to 0.125 mg.  The 
physician order on 4/13/16 identified they 
decrease the medication to 0.125 milligrams (mg) 
at hour of of sleep.   

Review of R2's Progress Notes for  Behavior And 
Psychotropic Committee Summary for the last 
three months indicated only one note dated 
5/3/16, "Behavior And Psychotropic Committee 
Summary:  [R2] Current Psychotropic 
Medications (and diagnoses) , .125 RisperiDONE 
Tablet Target Behaviors: Calling out for pop, and 
help." The summary of mood and behaviors since 
last assessment (including any hallucinations and 
delusions) identified the resident was not having 
any changes in behavior, since the reduction of 
the risperdone on 4/13/16 and the dose reduction  
was appropriate.  The note further identified (R2) 
calls out when he needs something and was 
easily redirected by meeting his needs.  The 
committee summary recommendations were to 
continue,"monitor for effectiveness of dose 
reduction."  There was no plan identified to 
continue to reduce R2's risperdone even though 
R2 had no behaviors after the April 2016 
reduction. 

Review of C2's MAR which directed staff to 
document and monitor "Effectiveness of 
Antipsychotic medicaiton.  Observe for yelling out, 
demanding with cares at staff, impatient at times. 
If these behaviors are noted, document # of 
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episodes and outcomes every shift." There was 
no indication what interventions were completed 
and if they were effective.

Review of the MAR indicated the following:
May 2016- no behaviors documented
June 2016-no behaviors documented
July 2016- no behaviors documented

During interview 7/28/16, at 11:16 a.m. the DON  
stated they do not have any specific target 
behaviors or interventions they are monitoring for 
R2, besides what is identified on the MAR. 

During interview 7/28/16, at 12:23 p.m. licensed 
social worker (LSW) stated R2 does some yelling 
out and digs into his pants.  He does not have 
any hallucinations and delusions.  He has in the 
past picked on other residents but I haven't seen 
him do that in along time and he really doesn't 
have a lot of behaviors.  He had a dose reduction 
of his risperdone in April and hasn't had any 
behaviors since then.  The LSW stated they had 
a behavior committee meeting  in May 2016 and 
he (R2) was probably due for another dose 
reduction.  

During interview 7/28/16, at 2:45 p.m. with the 
facility pharmacist consultant stated he had 
recommended at dose reduction of his risperdone 
in April 2016. The consultant pharmacist  stated  
R2 has not been physically aggressive or violent 
with staff or any other behaviors, so he probably 
should not be on the risperdone.  We need to 
look at decreasing or discontinuing the 
medication.  

Although R2 was on an anti-psychotic medication, 
there was no specific target behavior identified, or 
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any interventions and if these interventions were 
effective.  A dose reduction was completed in 
April 2016 with risperidone, and R2 continued to 
have no behaviors.  There was no indication the 
facility had a plan to continue to reduce the 
risperidone, despite R2's not having any identified 
behaviors.

F 334

SS=E

483.25(n) INFLUENZA AND PNEUMOCOCCAL 
IMMUNIZATIONS

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the influenza immunization, 
each resident, or the resident's legal 
representative receives education regarding the 
benefits and potential side effects of the 
immunization�
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of influenza 
immunization��and
  (B) That the resident either received the 
influenza immunization or did not receive the 
influenza immunization due to medical 
contraindications or refusal.

The facility must develop policies and procedures 

F 334 9/6/16
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that ensure that --
(i) Before offering the pneumococcal 
immunization, each resident, or the resident's 
legal representative receives education regarding 
the benefits and potential side effects of the 
immunization�
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicated, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of 
pneumococcal immunization��and 
  (B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
(v) As an alternative, based on an assessment 
and practitioner recommendation, a second 
pneumococcal immunization may be given after 5 
years following the first pneumococcal 
immunization, unless medically contraindicated or 
the resident or the resident's legal representative 
refuses the second immunization.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to implement their policy related to 

 Revised 8-24-2016
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pneumococcal conjugate vaccine (PCV13) for 5 
of 5 residents (R17, R27, R35, R38, R39) whose 
vaccination histories were reviewed.

Findings include:

Center for Disease Control and Prevention 
identified, "Adults 65 years of age or older who 
have not previously received PCV13 and who 
have previously received one or more doses of 
PPSV23 [pneumococcal polysaccharide vaccine 
23] should receive a dose of PCV13. The dose of 
PCV13 should be given at least 1 year after 
receipt of the most recent PPSV23 dose." 

R17's Clinical Immunizations report undated 
indicated the 85 year old had received the 
23-valent pneumococcal vaccine  (PPSV23) on 
10/08/2007, but was never offered the PCV13 
according to the center for disease control (CDC) 
guidelines.

R27's Clinical Immunizations report undated 
indicated the 86 year old had received the 
pneumococcal  vaccine (PPSV23) on 04/16/2011, 
but was never offered the PCV13 according to 
the center for disease control (CDC) guidelines.

R35's Clinical Immunizations report undated 
indicated the 83 year old had declined the 
pneumococcal vaccine (PPSV-13) prior to 
admission, but had not been offered the 
vaccination since his admission to the facility on 
06/24/2015.

R38's Clinical Immunizations report undated 
indicated the 90 year old had received the 
pneumococcal  vaccine (PPSV23) on 10/15/1998, 
but was never offered the PCV13 according to 

F 334
 
a. R 17, R 27, R 35, R 38, and R 39 to be 
given the PCV13.

b.  All residents’ charts will be audited for 
pneumonia immunization status.  
Residents in need of PCV 13 and their 
families will be educated on vaccination, 
consent obtained, and given as 
consented, unless contraindicated.
  
c.  Policy and procedure for Influenza/ 
Pneumococcal Immunization Guideline 
reviewed and remains current.   Education 
to staff on Influenza/ Pneumococcal 
Immunization Guideline.

d.  DNS or designee to complete weekly 
audit of 5 residents for Pneumonia 
immunization status.  Audit results will be 
reviewed at monthly QAPI meeting and 
the frequency of audits will be changed 
depending on the results of the audits.
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the center for disease control (CDC) guidelines.

R39's Clinical Immunizations report undated 
indicated the 92 year old had received the 
pneumococcal  vaccine (PPSV23) on 2/09/2011, 
but was never offered the PCV13 according to 
the center for disease control (CDC) guidelines.

During interview 7/26/16, at 1:13 p.m. the facility 
director of nursing (DON) stated they currently 
are not been offering the PCV13 and were in the 
beginning stages of implementing a policy for 
pneumococcal vaccinations according to CDC 
guidelines.  

Review of the facility policy 
Influenza/Pneumococcal Immunization Guideline 
dated 06/2015, indicated LivingCenters will offer 
and encourage that each resident receive lifetime 
immunization against Pneumococcal disease.  
This immunization will be administered unless it is 
contraindicated, the resident has already been 
immunized or the resident and/or the responsible 
party refuses the immunization."

F 353

SS=F

483.30(a) SUFFICIENT 24-HR NURSING STAFF 
PER CARE PLANS

The facility must have sufficient nursing staff to 
provide nursing and related services to attain or 
maintain the highest practicable physical, mental, 
and psychosocial well-being of each resident, as 
determined by resident assessments and 
individual plans of care.

The facility must provide services by sufficient 
numbers of each of the following types of 
personnel on a 24-hour basis to provide nursing 
care to all residents in accordance with resident 

F 353 9/6/16
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care plans:
       
Except when waived under paragraph (c) of this 
section, licensed nurses and other nursing 
personnel. 

Except when waived under paragraph (c) of this 
section, the facility must designate a licensed 
nurse to serve as a charge nurse on each tour of 
duty.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review the facility failed to provide sufficient 
staffing to ensure the assessed cares were 
provided for 1 of 2  residents (R84)  reviewed for 
pressure ulcers��and for 1 of 1 residents (R85) 
who had not received a bath since admission. 
Additionally, lack of staffing concerns and 
residents cares not being completed or 
completed timely along with long call light waits 
were expressed by 3 of 3 residents (R30, R77 
and R45), 1 of 4 family members (FM)-A��and 3 
of 3 nursing assistant (NA-E, NA-G and NA-K) 
interviewed. The lack of staffing had the potential 
to affect all 38 residents who resided in the 
facility.
 
Findings include:

CARES NOT PROVIDED 
R84 was not provide with timely repositioning to 
promote healing of 3 stage four pressure ulcers, 
a full thickness tissue loss with exposed bone, 
tendon or muscle and often includes undermining 
and tunneling. 

 F 353

a. R 84 care plan updated to reflect 
resident�s turning and repositioning to 
every 2 hours per resident request.   R 85, 
R 30, R 27, and R 45 assessments 
reviewed and updated accordingly to 
reflect care needs.  R 77 has discharged 
from facility.
b. Facility will provide sufficient staffing 
to provide nursing and related services 
according to the residents assessments 
and plans of care.
c. Education provided to all staff relating 
to provision of sufficient nursing staffing to 
meet the residents needs according to 
assessments and plan of care.  Interviews 
will be completed with sample of residents 
and staff to help determine opportunities 
for improvement relating to nursing 
staffing.  Action plans will be implemented 
based on opportunities identified.
d. DNS or designee to complete call light 
audit and care observations of 5 residents 
weekly.  DNS or designee to interview 5 
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During interview 7/26/16, at 7:11 p.m. R84 stated 
she has had her wounds for over a year now.  
R84 stated she recently admitted to the facility 
and that she usually gets repositioned at 4 a.m. 
and doesn't not get repositioned again until 
around 8:00 a.m. or later.  R84 stated "this 
happens to me all of the time"  they don't have 
enough staff.

During interview 7/27/16, at 7:10 a.m. R84 stated 
she was last repositioned at 4:00 a.m. and at 6:00 
a.m. she placed her call light on and asked the 
night nurse to be repositioned.  R84 stated the 
night nurse told her she would inform the day shift 
nursing assistant who was just starting her shift.  
She stated the day shift nursing assistant never 
came in to reposition her.

During continuous observation on 7/27/16, from 
7:00 a.m. to 8:32 a.m. (1 hour and 32 minutes) 
R84 was observed lying in bed without being 
repositioned.  At 7:00 a.m. R84 was on her left 
side facing the window.  At 7:10 a.m. R84 stated 
she was last repositioned at 4:00 a.m. and at 6:00 
a.m. she placed her call light on and asked the 
night nurse (unidentified) to help her reposition.  
The night nurse told her she would inform the day 
shift nursing assistants who was just starting her 
shift but the day shift nursing assistant never 
came to help her reposition and she has been 
lying in the same position since 4:00 a.m., over 3 
hours and 10 minutes. At 7:20 a.m. R84 
continued to lay in the same positron, no one 
entered her room. At 7:41 a.m. resident was still 
in the same position, on her left side facing the 
window, no staff had entered her room. At 7:54 
a.m. R84's position remained unchanged.  At 
7:57 a.m. the facility registered dietician (RD) had 
entered her room, the residents room door 

nursing staff weekly regarding areas of 
opportunity for sufficient nursing staffing.  
DNS or designee to interview 5 residents 
weekly regarding areas of opportunities 
for sufficient nursing staffing.  Audit 
results will be reviewed at monthly QAPI 
meeting and the frequency of audits will 
be changed depending on the results of 
the audits.
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remained opened and RD discussed 
supplements with her while she remained on her 
left side facing the window. Again at 8:13 a.m. 
and at 8:32 a.m. R84 remained in the same 
position as she was at 7:00 a.m., and had not 
been repositioned, since 4:00 a.m. for a total of 4 
hours and 13 minutes.

During interview 7/27/16, at 8:32 a.m. with 
nursing assistant (NA)-K who stated R84 should 
be repositioned every 1 hour but she got busy 
with breakfast and had not been in on her shift to 
reposition her. NA-K stated, "There just isn't 
enough staff to get her work done."  NA-K further 
stated she was not informed by the night nurse 
that R84 wanted to be repositioned and was not 
sure when she was repositioned last, if R84 said 
she was last repositioned at 4:00 a.m. she was 
probably correct. 

During interview 7/27/16, at 8:39 a.m. director of 
nursing (DON) stated since she had 3 stage four 
pressure ulcers she should have been 
repositioned after one hour, to assist in pressure 
ulcer healing.    

R85 was not provided assistance with bathing 
since admission to the facility in early July, 
because of limited staffing.  

R85's care plan dated 7/16/16, identified R85 was 
"Alert and oriented," and needed  "Personal 
Hygiene assistance of 1."   

During interview on 7/25/16, at 1:57 p.m. R85 
stated she had been at the facility for several 
weeks, and had not been offered or helped with 
taking a bath since she came, "I haven't had one 

FORM CMS-2567(02-99) Previous Versions Obsolete 8H2211Event ID: Facility ID: 00933 If continuation sheet Page  44 of 53



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/25/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245336 07/28/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

433 COUNTY ROAD 30
GOLDEN LIVINGCENTER - DELANO

DELANO, MN  55328

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 353 Continued From page 44 F 353

since I've been here."  Further, R85 stated she 
would like to get help to take a bath, but nobody 
from the facility had ever spoken to her about it.  

An undated facility Group A care sheet identified 
R85 was scheduled to receive a, "Thursday AM" 
bath, and required assist of one for ADLs.  

During interview on 7/26/16, at 5:10 p.m. nursing 
assistant (NA)-E stated R85 should be getting a 
weekly bath, "Thursdays in the morning."  NA-E 
stated staff document baths on the bath list 
sheets after they are completed, however staff 
had been having trouble getting baths completed 
for all the residents, "Because were short 
staffed," and staff, "Can only do so much."  

The facility Bath List(s) (the forms used to 
document completed baths identified by NA-E) 
dated 7/3/16, to 7/26/16, identified columns to 
write a residents name, then spacing for staff to, 
"Initial & [and] date" when a bath is completed.  
However, R85 was not identified to have received 
a bath since her admission to the facility in early 
July 2015, nor was R85's name identified on any 
of the listings to show any bathing had been 
completed for her. 

When interviewed on 7/27/16, at 10:54 a.m. 
NA-G stated R85 should have assistance with 
bathing, "At least once a week," and added staff 
had been struggling to get baths done recently 
because, "We're so swamped [with work]."    

On 7/27/16, at 1:18 p.m. the director of nursing 
(DON and field service clinical director registered 
nurse (RN)-B were interviewed.  The DON stated 
the facility had recently changed the NA staff to 
new resident assignment sheets as bathing and 
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other cares weren't being completed, "To the level 
I wanted them to."  Further, the DON stated she 
was not aware the bathing was still not being 
completed, and would see what information she 
could locate concerning R85's bathing in the 
facility.  

During subsequent interview on 7/27/16, at 2:17 
p.m. the DON stated she had been unable to 
locate any documentation to show R85 had 
received a bath since admitting to the facility.  
Further, the DON stated her expectation was for 
every resident to receive a bath at least once a 
week and for staff to document this, "Everything 
should be documented."  

 
RESIDENT COMPLAINTS

R30's annual MDS dated 5/26/16, indicated she 
was cognitively intact and needed extensive 
assist with activity of daily living (ADL's). 

During interview 7/25/16, at 10:43 a.m. R30 
stated  she has to wait a long time for her call 
light to be answered some times up to "an hour" 
to have her call light answered  and there is 
"never enough people on staff".

R77's admission MDS dated 6/29/16, indicated 
she was cognitively intact, needed  total assist 
with ADL's and was occasionally incontinent of 
urine.
During interview 7/25/16 at 2:18 p.m. R77 stated 
she had waited up to 2-3 hours and sat in urine 
that long.  R77 further stated the response time is 
often slow and they "just don't have enough staff."
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R45's quarterly MDS dated 7/1/16, indicated she 
was moderately cognitively intact and need assist 
of one to two with ADL's.
During interview 7/25/16, at 3:35 p.m.  R45 stated 
in the mornings it takes an hour for them to 
answer her call light and in the evening you have 
to go to bed before the aides leave since there is 
only one aide on during the night to help us.

FAMILY COMPLAINTS
Family member (FM)-A stated stated during 
interview 7/25/16, at 2:19 p.m. there was not 
enough help on the weekends and he has noticed 
the building is not as clean and he doesn't see 
much staff around.  FM-A stated when he comes 
in on the weekends he is concerned his father is 
not getting cleaned and that he has an odor which 
embarrasses him.  
 
During interview 7/28/16, at 8:58 a.m. the facility 
executive director (ED) stated he was aware the 
baths were not getting done and they are working 
on making changes so that each aide on each 
shift will be giving baths.  The ED stated they 
have enough staff but because the census is low 
they had to reduce the amount of staff working. 
He was aware the facility had some issues and 
they are working on systems to fix these 
concerns.  The ED further stated they have no 
system in place to check call light response time 
and they will need to look at a system so this can 
be fixed. 

NURSING ASSISTANT COMPLAINTS
During interview 7/27/16, at 8:32 a.m. nursing 
assistant (NA)-K stated R84 should be 
repositioned every 1 hour but she got busy with 
breakfast and had not been in on her shift to 
reposition her. NA-K stated, "There just isn't 
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enough staff to get her work done." 
During interview on 7/26/16, at 5:10 p.m. NA-E 
stated R85 should be getting a weekly bath. They 
document on the bath list sheets after they are 
completed, however staff had been having 
trouble getting baths completed for all the 
residents, "Because were short staffed," and 
staff, "Can only do so much."  

During interview on 7/27/16, at 10:54 a.m. NA-G 
stated R85 should have assistance with bathing, 
"At least once a week," and added staff had been 
struggling to get baths done recently because, 
"We're so swamped [with work]."  
  
A facility policy was requested on staffing and the 
facility stated they do not have one.

F 356

SS=C

483.30(e) POSTED NURSE STAFFING 
INFORMATION

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

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

F 356 9/6/16
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o In a prominent place readily accessible to 
residents and visitors.

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

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

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to post the nurse staffing 
information as required for all residents and 
visitors to view. This had the potential to affect all 
38 residents residing in the facility.

Findings include:

During the initial facility tour on 7/25/16, at 9:32 
a.m. the required nurse staffing posting could not 
be found. The nurse staff posting should include��
facility name, current date, the total number and 
actual hours worked by licensed and unlicensed 
nursing staff directly responsible for resident care 
per shifts and the resident census. 

When interviewed on 7/25/16, at 9:40 a.m. the 
administrator stated  the posting should be 
displayed in a plastic covering near the activity 
calendar. At this time the administrator identified 
the staffing information was not posted.

When interviewed on 7/25/16, at 9:41 a.m. the 
staffing coordinator stated she was responsible 

 F 356

a.  Nurse staffing information was 
posted prior to the exit of state surveyors.  
b. New plastic wall mounting was placed 
to ensure consistent placement of posting.
c. Education provided to all nursing staff 
on the Nursing Staff Hours Policy
d. DNS or designee will complete weekly 
audit to ensure nurse staffing information 
is posted as required.  Audit results will be 
reviewed at monthly QAPI meeting and 
the frequency of audits will be changed 
depending on the results of the audits.
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for making the staff posting and she was not sure 
where the staff posting was and  it should have 
been posted near the activity calendar. 

Review of the facility policy Nursing Staff Hours 
dated 8/14/15, directed the following information 
be posted on a daily basis��center/location name, 
current date, total number and actual hours 
worked by licensed and unlicensed staff 
responsible for resident care and the resident 
census. The policy also directed the posted 
information should be posted in a clear and 
readable format and posted in a prominent place 
readily accessible to residents and visitors.

F 428

SS=D

483.60(c) DRUG REGIMEN REVIEW, REPORT 
IRREGULAR, ACT ON

The drug regimen of each resident must be 
reviewed at least once a month by a licensed 
pharmacist.

The pharmacist must report any irregularities to 
the attending physician, and the director of 
nursing, and these reports must be acted upon.

This REQUIREMENT  is not met as evidenced 
by:

F 428 9/6/16

 Based on interview,and document review, the 
consulting pharmacy failed to identify and report 
irregularities to the physician for the use of 
anti-psychotic medications for 2 of 5 residents 
(R39 and R2) reviewed for unnecessary 
medication use.

 F 428

a. R39 reviewed for irregularities and 
report to the physician on the use of 
antipsychotic medications.  R 2 
Risperdone was discontinued.
b. Audit of residents at next care 
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Findings include:

R39's quarterly Minimum Data Set (MDS). dated 
5/13/16, identified R39 had diagnosis of 
dementia, anxiety, depression and past history of 
delusional disorder. The MDS identified R39 had 
significant cognitive impairment, had no 
behaviors, wandering or rejection of cares and 
received a anti-psychotic medication on a daily 
basis.

R39's signed physician orders dated 7/13/16, 
identified R39 was on Risperdal [anti-psychotic 
medication] tablet 0.5 mg by mouth one time a 
day related to delusional disorder started on 
5/15/15, discontinued on 5/5/16 and again 
restarted on 5/7/16.

R39's Consultant Pharmacist Medication Reviews 
from 1/7/16 through 7/1/16, did not identify any 
recommendations until 4/7/16, when the 
consultant pharmacist (CP) suggested reducing 
current Risperdal dose to 0.25 mg at HS (hour of 
sleep) as there were no documented behaviors 
and very few episodes of wandering.  The 
physician response to this recommendation on 
4/15/16 identified, "Rejected, please continue 
current orders and document clinical ration 
below," the form was left blank, not identifying a 
rational for rejection of this recommendation.  The 
monthly CP notes from May 2016 through July, 
2016, made no recommendations or follow up for 
physician to address and justify the ongoing use 
of this medication.  

During interview with CP on 7/28/16, at 2:55 p.m.  
stated R39's Risperdal was discontinued on 
5/5/16, for two days and then restarted on 5/7/16 
and was unsure why.  

conference for pharmacy reviews to 
identify irregularities and report to the 
physician on the use of antipsychotic 
medications.
c. Clinical pharmacist to work with 
Medical Director on noted irregularities on 
the use of antipsychotic medications
d. DNS or designee to complete weekly 
audits of 5 residents to ensure 
irregularities and report to the physician 
on the use of antipsychotic medications. 
Audit results will be reviewed at monthly 
QAPI meeting and the frequency of audits 
will be changed depending on the results 
of the audits.
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Although the CP identified on 4/7/16, that R2 had 
no behaviors, and a note was sent to the 
physician to consider reducing the risperidone.  
The physician rejected the recommendations 
without justification.  The CP made no further 
attempts to have the physician justify the rational 
for the continued use of the risperidone 
medicaiton at the current dose.  

R2's quarterly MDS dated 4/18/16, indicated he 
had severe cognitive impairment and  had no 
behavioral or mood indicators.  The MDS further 
indicated he received an anti-psychotic 
medication.  R2's Care Area Assessment (CAA) 
dated 10/27/15, indicated Pharmacy is reviewing 
medication monthly and communicating with the 
MD as needed. 

R2's Clinical Pharmacist Letter To Physician 
Services dated 4/13/16, indicated  please 
consider reducing the current medication dose of 
risperdone from 0.25 mg to 0.125 mg.  The 
physician order on 4/13/16 identified they 
decrease the medication to 0.125 milligrams (mg) 
at hour of of sleep.   

Review of R2's Progress Notes for  Behavior And 
Psychotropic Committee Summary for the last 
three months indicated only one note dated 
5/3/16, identified the resident was not having any 
changes in behavior, since the reduction of the 
risperdone on 4/13/16 and the dose reduction 
was appropriate.  

Review of C2's medication administration record 
(MAR) directed staff to document and monitor 
"Effectiveness of Antipsychotic medicaiton.  
Observe for yelling out, demanding with cares at 
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staff, impatient at times. Review of the MAR from 
May 2016 to July 2016, identified no behavior 
occurrences.  

Review of the facility consulting pharmacist report 
from May 2016 to July 2016, made no 
recommendations about decreased R2's 
risperdone, even though R2 was not exhibiting 
any behaviors. 

During interview 7/28/16, at 2:45 p.m. with the 
facility pharmacist consultant stated the resident 
has not been physically aggressive or violent with 
staff or any other behaviors, so he probably 
should not be on the risperdone and needs to 
make recommendations to the physician to 
decrease or discontinuing the risperdone.   

A policy titled, "Medication Regimen Review" 
dated 06/2015, if a continuing irregularly is 
determined, the consultant pharmacist will 
consider whether to report the irregularity again 
for further clarification.
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