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Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

CMS Certification Number (CCN): 245337
May 10, 2016

Mr. Eric Andersen, Administrator
Golden Livingcenter - Linden

105 West Linden Street
Stillwater, MN 55082

Dear Mr. Andersen:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the
requirements for participation. To participate as a skilled nursing facility in the Medicare program or as
a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of
the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,
Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your
facility be recertified for participation in the Medicare and Medicaid program.

Effective April 8, 2016 the above facility is certified for or recommended for:
67 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 67 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect
your certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your
Medicare and Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

An equal opportunity employer
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Sincerely,

&z/b’% A—

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, Minnesota 55164-0900
kate.johnston@state.mn.us

Telephone: (651) 201-3992  Fax: (651) 215-9697

cc: Licensing and Certification File



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Certified Mail # 7015 0640 0003 5695 5965
May 10, 2016

Mr. Eric Andersen, Administrator
Golden Livingcenter - Linden

105 West Linden Street
Stillwater, Minnesota 55082

RE: Project Number S5337025

Dear Mr. Andersen:

On March 28, 2016, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on March 10, 2016. This survey
found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with
potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections
were required.

On April 26, 2016, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
and on April 12, 2016, the Minnesota Department of Public Safety completed a PCR to verify that your
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a standard survey, completed on March 10, 2016. We presumed, based on your plan of correction,
that your facility had corrected these deficiencies as of April 8, 2016. Based on our PCR, we have
determined that your facility has corrected the deficiencies issued pursuant to our standard survey,
completed on March 10, 2016, effective April 8, 2016 and therefore remedies outlined in our letter to
you dated March 28, 2016, will not be imposed.

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

Feel free to contact me if you have questions.

An equal opportunity employer.
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Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, Minnesota 55164-0900
kate.johnston@state.mn.us

Telephone: (651) 201-3992  Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245337

Y1

MULTIPLE CONSTRUCTION

A. Building
B. Wing

Y2

DATE OF REVISIT

4/26/2016 v

NAME OF FACILITY
GOLDEN LIVINGCENTER - LINDEN

STREET ADDRESS, CITY, STATE, ZIP CODE
105 WEST LINDEN STREET
STILLWATER, MN 55082

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).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  F0225 Correction ID Prefix F0226 Correction ID Prefix F0272 Correction
483.13(c)(1)(ii)-(iii), (c)(2 483.13(c 483.20(b)(1
Reg. #  _ 4) -, ©)2) Completed Reg. # © Completed Reg. # ®XD Completed
LSC 04/08/2016 LSC 04/08/2016 LSC 04/08/2016
ID Prefix  F0279 Correction ID Prefix  F0309 Correction ID Prefix  F0412 Correction
483.20(d), 483.20(k)(1) 483.25 483.55(b)
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 04/08/2016 LSC 04/08/2016 LSC 04/08/2016
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY INITIALS
LI (NTAS) SpikJ | 05/10/2016 30922 04/26/2016
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO D (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
3/10/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: 9JEN12



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245337

A. Building
v1 |B- Wing

MULTIPLE CONSTRUCTION
01 - MAIN BUILDING 01

Y2

DATE OF REVISIT

4/12/2016 v

NAME OF FACILITY

GOLDEN LIVINGCENTER - LINDEN

STREET ADDRESS, CITY, STATE, ZIP CODE
105 WEST LINDEN STREET
STILLWATER, MN 55082

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).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0050 04/08/2016 LSC K0062 04/08/2016 LSC K0143 04/08/2016
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101

Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0147 04/08/2016 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY INITIALS

LI TS 1) ey 05/10/2016 12424 04/12/2016

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO D (INITIALS)

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

3/15/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: 9JEN22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES
ID: 9JEN
Facility ID: 00948

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L(LB)
(L1) 245337 (L3) GOLDEN LIVINGCENTER - LINDEN
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 105 WEST LINDEN STREET 3. Termination 4. CHOW
(L2) 248627000 (L5) STILLWATER, MN (L6) 55082 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full Survey After Complaint
(L9)  04/01/2006 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 03/10/2016 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: (L0 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From  (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements ___ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: 3. 24 Hour RN ___ 7. Medical Director
1. Acceptable POC 4. 7-Day RN (Rural SNF) __ 8. Patient Room Size
12.Total Facility Beds 67 (L18) -
___ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 67 (L17) X B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1D 1861 (e) (1) or 1861 (j) (1): (L15)
67
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Mary Beth Lacina, HFE NE I1 04/11/2016 Kate JohnsTon, Program Specialist 042112016
(L19) (L20)
PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible
(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
07/01/1986 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00454
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE Posted 04/28/2016 Co.
(L32) (L33) DETERMINATION APPROVAL

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

020499



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Certified Mail # 7011 0470 0000 5262 2922
March 28, 2016

Mr. Chad Ketcham, Administrator
Golden Livingcenter - Linden

105 West Linden Street

Stillwater, Minnesota 55082

RE: Project Numbers S5337025 & H5337026
Dear Mr. Ketcham:

On March 15, 2016, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed. In addition, at the time of the March 15, 2016
standard survey the Minnesota Department of Health completed an investigation of complaint number
H5337026 that was found to be unsubstantiated.

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

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

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

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

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

An equal opportunity employer



Golden Livingcenter - Linden
March 23, 2016
Page 2

the time of a revisit;

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

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

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

DEPARTMENT CONTACT

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

Susanne Reuss, Unit Supervisor
Minnesota Department of Health
Licensing and Certification Program
Health Regulation Division

P.O. Box 64900

85 East Seventh Place, Suite 220
St. Paul, Minnesota 55164-0900
Telephone: (651) 201-3793

Fax: 651-215-9697

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening
survey and also cited at the current survey. Your facility does not meet this criterion. Therefore, if
your facility has not achieved substantial compliance by April 19, 2016, the Department of Health will
impose the following remedy:

e State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by April 19, 2016 the following remedy will be imposed:

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

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:
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- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

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

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

- Indicate how the facility plans to monitor its performance to make sure that solutions
are sustained. The facility must develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the corrective action evaluated for
its effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not
made timely. The plan of correction will serve as the facility’s allegation of compliance;
and,

- Include signature of provider and date.

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

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

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the PoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your PoC for the respective deficiencies (if any) is
acceptable.
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

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

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by June 10, 2016 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the
failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
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result of a complaint visit or other survey conducted after the original statement of deficiencies was
issued. This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by September 10, 2016 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

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

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

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

Mr. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division

444 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us
Telephone: (651) 430-3012
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Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

85 East Seventh Place, Suite 220

P.O. Box 64900

St. Paul, Minnesota 55164-0900
kate.johnston@state.mn.us

Telephone: (651) 201-3992  Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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F 000 | INITIAL COMMENTS F 000 Preparation and/or execution
, of this Plan of Correction does
The facility's ptan of correction (POC) will serve not constitute adrruss[o'n U
as your allegation of compliance upen the agreement by the Facility of
Department's aczcptance. Your signature at tha the truth of the facts alleged or |
bottom of the first page of the CMS-2587 form will SER conclusion set forth in the
be used as verification of compliance, 4/11/16 Statement of Deficiencies.
Upon receipt of an acceptable POC an on-site L P]ag ofdfjjorrectlm: !csl
revisit of your facility may be conducted to [ siio st °',' e‘xecu e.
validats that substantial compliance with the solely because it is required by
regulations has been attained in accordanca with the law.
your verification,
' Submission of this Response
and Plan of Correction is not a |
An investigation of complaint H5337026 was e . i
completed and found not to be substantiated. 1ega .au ! (,) 4 .
F 225 | 483.13(c)(1)(i)-(ili), (c)(2) - (4) F 225! deficiency exists or that this
§5=D | INVESTIGATE/REPORT Statement of Deficiency was 04/08/16
ALLEGATIONSANDIVIDUALS correctly cited and is also not
to be construed as an
The facility must not emp[oy Indlvidugls who have admission against interest of
been found guity of abusing, neglecting, or the Facility, the Administrator
mistreating residents by a court of law; or have
had a finding entered into the Stata nurse aids or an)( erqp]oy ey
registry conceming abuse, neglect, mistreatment other mdl‘wduals \yho c.h'aft or
of residants or misappropriation of their property; may be discussed in this
and report any knowledgs it has of actions by a Response and Plan of
court of iaw against an employee, which would Correction. In addition,
Indicate unfitness for service as a nurse aide or preparation and submission of
ott:‘er fat:iillty sshﬂ' tt?ﬁme Stata nurse alde registry this Plan of Correction does
or icansing authorities. not constitute an admission or
The facility must ensure that all sileged violations an agreement of any kind by
involving mistreatment, neglect, or abuse, the facility of the truth of any
including injuries of unknown source and facts alleged or the correctness
misappropriation of resident property are reported of any conclusions set forth in
immediately to the administrator of the facility and this allegation by the survey
to other officials In accordance with State law
l agency. !
ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any daficiency statament ending with an asterisk (*) d;'fates a lency which tha institution may be excused from cofrecting providing it is detarminad that

other safeguards provide sufficlent protection to the patients, | instructions.} Excapt for nursing homes, the findings stated above ars disclosabls 80 days
following the date of survay whather or not a plan of comection is provided. For nursing homes, tha above findings and plans of comection ars disclosabls 14

days following the date thesa docurnents ars mads avallable to the facility. If deficiencies are cilad, an approved plan of correction s requisite to continued

yj: participation.
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is Plan of Correction shall
F 225 | Continued From page 1 F225 UL

through established procedures (including to the
State survey and certification agency).

The facility must have avidencae that ali alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate correctiva action must be taken,

This REQUIREMENT is not met as evidencad
by:

Basad on document review and interview, the
facility failed to ensure that all alleged violations
of mistreatment, neglect and abuse are
thoroughly investigated and reported to the
administrator and to the stata agency immediately
for 2 of 5 residents (R16 and RG9) reviewed for
abuse,

Findings include:

R16 expressed naglect of care and rough
treatment which was not reported to the state
agency.

According to the annual Minimum Data Set
(MDS) document dated 1/15/16, R18 was
cognitively intact with a diagnosis of cerebral
vascular disease (CVA) and expressive
communication difficulty.

constitute this facility’s
credible allegation of
compliance. All deficiencies
shall be corrected on or before
04/08/16.

F225.D

F225 8/8=D

483.13 {c)(1)(ii)-(iii), (c)(2)-
(4), Investigate/Report
Allegations/Individuals

The Facility does develop and
implement written policies and
procedures that prohibit
mistreatment, neglect, abuse
of residents, and
misappropriation of resident
property. The Facility does
ensure that all alleged
violations involving
mistreatment, neglect, or
abuse including injuries of
unknown origin and
misappropriation are reported
to the Executive Director and
to other officials in accordance
with law through established
procedures. The Facility did
present evidence that all
alleged violations were
investigated.
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F 225| Continued From page 2 F 225 The Facility does listen to and

| Document review of the form titled,
| Grievance/Concam, dated 12/5/15, addressed
R18 being upset with nursing assistant (NA)-A for

taking away the telavision ramaote control and not
getting R18 up for supper on 12/4/15. The
summary of findings indicated NA-A was
"annoyed" with R16 because of baing frustrated
caring for R18. There were no investigative
details or interviews of co-workers or other
residents regarding R18's complaint of neglect of
cara,

Document review of the form titled
Grievance/Concern, dated 1/1/16, indicated NA-A
cams into the bedroom of R18 as witnessed by
NA-B, when R18 began shaking fist at NA-A
stating, "rough, rough.”" NA-B asked R18 is NA-A
rough with you to which R16 stated,"Yes."
Although the document indicated tha aide was
warned to be cautious and respectful of this
resident, there was no report immediatsly to the
administrator or to the state agency, and there
wera no documents to indicate an investigation of
the incident had occurred. Furthermore, thera
was no documentation of a resolution for R16
regarding concarns with NA-A neglecting care.

The facility's cumrent policy and procedure dated,
1114115, titled Reporting Alleged Abuse Violation,
read, “It is the palicy of this center to take
appropriate steps to ensure that all alleged
violations of federal or state laws which involve
mistreatment, neglect, abuse, injuries of unknown
source and misappropriation of resident property
("alleged violation") are reporting immediately to
the executive director of the center. Such
violations are also reporiad to state agencies in
accordance with existing state law. The center

act upon the concerns
regarding resident care and
life in the Facility, In
accordance with Facility
policy and the law, the
Executive Director or designee
will report alleged violations
as appropriate. Background
checks are completed in a
timely manner and all
employees have completed
background checks.

The allegations included in the
statement of deficiencies
involving R16 and R69 have
been reported to the
appropriate state agency. The
investigations will be reported |
in a timely fashion.
The employees, El, E2, and
ES5 references have been
submitted and have been
completed. Employee, E3 has
a completed facility
background study.

The Executive Director will
review each alleged violation
to assure thorough
investigation and appropriate
documentation are completed.
Upon auy concern, the
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Executive Director will
F 225 | Continued From page 3 F225 consult with the Golden
investigates each such alleged violation Living Center — Linden’s Area
thoroughly. The attached Verification of Vice President to review
Investigation form is completed after the investigative findings and
investigation is complete" discrepancies. Upon
During an interview with the director of nursing on dl.Screpanqes the Exe_cutlve
3/10/18, at 11:00 a.m. verified both incidents with Director will coach direct
R16 should have been reported to the state reports on proper investigative
agency peanding investigation. Furthermors, the procedures and the process of
! DON verified the resident should have been identifying and reporting
interviewed and followed up with conceming this alleged violations, To ensure
i allegation of neglect. The DON verified a - B e e
verification of investigation was not completed for | . g‘ .
the 12/5/15 or 1/1/18 allegation of sbuse. ' identified, the Director of
' Nursing Services and/or
R69 reporied an allegation of abuse which was Assistant Director of Nursing
not reported immediately to the administrator or will review nurse
. state agency. documentation the following
According to the document titled Verification of b‘usmess dz?y 10 relf) ort
Investigation, dated 11/14/15, R6S was danied discrepancies to the
access to spouses room by the staff, and raferred Interdisciplinary Team for
ta the nursing assistant as, "whipping® her around ! appropriate follow-up.
in the hailway and prying her fingers off tha hand
rail in the hallway and pushing R6S in the All staff trajning on facility
wheelchair against her will into her bedroom. abuse and neglect is assigned
The administrator and stata agency wera not to be comple‘ted v'.a new
informed of the incident until 14/17/15 according employee orientation, as well
to the Verification of Investigation form. as annually. Abuse and
neglect training is to be
During an interview with the director of nursing on complete before any staff f
3/10M1 B, at 2:40 p.m. verified the incident with member or Volunteer is to |
R&9 should have been reported immedistely to : 3
the administrater and state agency pending ha\fz dlfectTc.ontzllct w:]h letion
| investigation. Furthermore, tha DON verified re§1 ents. . imely comp
other residents and staff should have been will be.venﬁ.ed by the
interviewed and followed up with conceming this Executive Director or
allegation of abuse. designee.
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F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 An All Staff Meeting was 04/08/16
§s=E | ABUSE/NEGLECT, ETC POLICIES conducted on 04/06/16 to

The facility must develop and implament written
policies and procedures that prohibit
mustreatment, neglect, and abuse of residants
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced
by:

Based on document review and interview, the
facility failed to ensure that ali alleged violations
of mistrgatment, neglact and abuse wera

| thoroughly investigated, reported to the

administrator and to the stats agency immediately
for 2 of 5 residents {R18 and RE9) reviewed for

| abuse. The facility aiso failed to complete

background checks on 1 of 5 newly hired
employess, (E)3, check professional refarencas
for 4 of 5 newly hired employees E1, E2, E3, E5
and failed to provide education on abuse and
abuse pravention for 4 of 5 newly hired
employees, E1, E2, E3 and ES.

Findings include;

The facility policy titled, Reporting Alleged Abuse
Violation, dated 1/14M85, read, "It is the policy of
this center to take appropriate steps to ensure
that ll alleged violations of federal or state laws
which involve mistreatment, neglect, abusa,
injuries of unknown source and misappropriation
of resident property (“alleged violation"} are
reporting [sic] immediately to the axecutive
director of the center. Such violations are also
reported to state agencies in accordance with

educate on the Facilities
Abuse and Neglect policy and
procedure. Education
emphasis was placed on
immediate reporting of
allegations to the Executive
Director and Director of
Nursing. Policy/procedure
was educated to all staff on
notification of Executive
Director and Director of
Nursing. All staff wiil review
these policies with the
Executive Director or designee
prior to working their shift and
in conjunction with the date of
compliance.

The Business Office Manager
will ensure each employee has
completed reference checks
and appropriate
documentation. Background
checks are completed in a
timely manner. All employees
have completed background
checks. Education was
completed with the Business
Office Manager in regards to
background checks and
submission of employee
references. The Executive

|
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F 228 | Continued From page 5

existing state law. The center investigates each
such alleged violation thoroughly. The attached
Verification of Investigation form is completad
aftar the investigation is complete” Under the
policy definition of abuse read, "Abuse is the
wiilful infliction of injury, unreasonable
confinement, intimidation, or punishment with
resulting physical harm, pain or mental anguish.
Abuse also includes the deprivation by an
individual, including a carstaker of goods or
sefvices that are necessary to attain or maintain
physical, mental and psychosocial wellbeing. This
presumes that instances of abuse of all residents
even those In a coma, cause [physical harm or
pain or mental anguish. .
| Under the police saction tiled, Investigation,
| directed the investigation includes interviews of
. employaes, visitors or residents who may have
knowledgs of the alleged incident.

The procedura for employea screening directed
referenca checks with the current and/or past
employer, appropriate licensing board or registry
chack, and criminal background check pursuant
to center policy or state law.

Staff and volunteer training directed upon hirs,
each new employea is informed of the obligation
to report alleged violations. Training includes
appropriata interventions to deal with aggressive
and/or catastrophic reactions of residents,
 definitions of alleged violations and caregiver
stress. Training also includes examples of
reportable incidents to assist staff in detection of
such incidents.

R16 expressed naglect of care and rough
treatment which was not raported to the state
| agency.

Director will review each new
F 226 employee’s personnel file to
ensure background checks and
references are submitted in a
timely manner before
employees have direct contact
with residents.

The Executive Director will
randomly question staff during
daily rounds twice per week
for six weeks and weekly for
four months regarding staff
knowledge of misconduct
definitions and immediae
reporting requirements. The
Executive Director will
monitor for compliance and
report any negative findings to
the QAPI committee for four
months.

F226, E
F226, S/S=E

483.13 (c) Develop/
implement Abuse/Neglect,
Etc. Policies

The Facility does develop and
implement written policies and
procedures that prohibit
mistreatment, neglect, abuse
of residents, and
misappropriation of resident
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‘ property. The Facility does
F 226 | Continued From page 8 F226 ensure that all alleged

' According to the annual Minimum Data Set

(MDS) document dated 1/15/16, R16 was
cognitively intact with a diagnosis of cerebral
vascular disease (CVA) and expressive
communication difficulty,

Document review of the form titled,
Grievance/Concern, dated 12/5/15, addressed
R18 being upset with nursing assistant (NA)-A for
taking away the television ramote control and not
getting R16 up for supper on 12/4/15. The
summary of findings indicated NA-A was
"annoyed" with R18 because of being frustrated

| caring for R16. There were no investigative

details or interviews of co-workers or ather
residents regarding R16's complaint of neglect of
care.

Document review of the form titled
Grievance/Concemn, dated 1/1/16, indicated NA-A
came into the bedroom of R16 as witnessed by
NA-B, when R16 began shaking fist at NA-A

' stating, "rough, rough." NA-B asked R16 is NA-A

rough with you to which R16 stated,"Yes.”
Although the document indicated the aide was
warned to be cautious and respectful of this
resident, thera was no report immediately to the
administrator or to the state agency, and there
wera no documents to indicats an investigation of
the incident had occurred. Furthermore, there

| was no documentation of a rasolution for R18

regarding concems with NA-A neglacting care.

During an interview with the director of nursing on
3/10/18, at 11:00 a.m. verified both incidents with
R16 should have been reported to the state
agency pending Investigation, Furthermore, the

[ DON verified the resident should have been

violations involving

mistreatment, neglect, or

abuse including injuries of
unknown origin and
misappropriation are reported
to the Executive Director and
to other officials in accordance
with Jaw through established
procedures. The Facility did
present evidence that all
alleged violations were
investigated.

The Facility does listen to and
act upon the concerns
regarding resident care and
life in the Facility. In
accordance with faciiity policy
and the law, the Executive
Director or designee will
report alleged violations as
appropriate.

The allegations included in the
2567 involving R16 and R69
have been reported to the
appropriate state agency. The
investigation will reported in a
timely fashion.

The Business Office Manager
will ensure each employee has
completed reference checks
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i and appropriate
F 228 | Continued From page 7 F 226}

interviewed and followed up with concaming this
allegation of neglect. Thea DON verified a
verification of investigation was not completed for
the 12/5/15 or 1/1/18 allegation of abuse.

R&9 reparted an allegation of abuse which was
not reported immediately to the administrator or
state agency.

According to the document titled Verification of
Investigation, dated 11/14/15, RB9 was denied
access to spouses roam by the staff, and referred
to the nursing assistant as, “whipping" har around
In the hallway and prying her fingers off the hand
rail In the haliway and pushing RE9 in the
wheelchair against her will into her bedroom.

The administrator and state agency were not
informed of the incident until 14/17/15 according

| to the Verification of Investigation form.

During an interview with the director of nuraing on
3H0MB, at 2:40 p.m. verified the incident with
R&8 should have been reported immediately to
the administrater and state agency pending
investigation. Furthermora, the DON verified
other residents and staff should have been
interviewed and followed up with concaming this
allegation of abuse.

Review of employese roster revealed E1, E2, E3
and E5 had all been hired between May 1st 2015
and November 1st 2015, Review of E3's
employee record revealed no background study
completed by the facility and no professional
referances. E3's background check had been
completed by another facility. E1, E2, and E5's

|

documentation. Background
checks are completed in a
timely manner. All employees
have completed background
checks. Education was
completed with the Business
Office Manager in regards to
background checks and
submission of employee
references. The Executive
Director will review each new
employee’s personnel file to
ensure background checks and
references are submitted in a
timely manner before
employees have direct contact
with residents.

The Director of Nursing
and/or Assisted Director of

] Nursing will review all nurse
charting from the previous
business day to review for any |
charting that may reflect any
reportable incident. Any
reportable instances will be
reviewed with the
Interdisciplinary Team.

The Executive Director will
review each alleged violation
to assure thorough
investigation and appropriate
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documentation are completed,
F 226 | Continued From page 8 F 228 Upon any concern, the
employes files were reviewed, No professional Executive Director will
referances were found, consult with the Golden
On 3/10/15 at 9:48 the business office Sl S
n at 3.48 a.m. : : s :
manager (BOM) reported the facility did not run a _Vlce l?res!dent LI
background check for E3. BOM reported she u}vestlgatn-fe findings and
thought the background check completed at a discrepancies. Upon
nearby facility, which was run by the same discrepancies the Executive
company was sufficient. BOM reported employes Director will coach direct
records for the twa facilities were stored reports on proper investigative
separately at each facllity and not in a central procedures and the process of
| storags location. identifying and reporting
On 3/10/18 at 12:48 p.m. the director of nursing alleged V¥°|““°"S' To ensure
(DON) reported he was unable to locate alleged violations are
professional refarences for E1, E2, E3 and ES. identified, the Director of
Nursing Services will review
. A review of E1, E2, E3 and E5's education el
transcript, clate'd 1I.1I15 to 12/31/15, revealed no followu?g bu51ne§s day to
training on abuse and abuse pravention, report discrepancies to the
Interdisciplinary Team for
| On 3/10/16 at 12:48 p.m.. the DON confirmed E1, appropriate follow-up,
E2, E3 and E5 had no documentation to confirm
training on abuse and abuse prevention was All staff training on facility
F 272 ::r;;lg(t:)‘::;ncigr;PREHENSIVE F272 S neglect L assigned
s5=n | ASSESSMENTS to be comple:ted v!a new 04/08/16
employee orientation, as well i
The facility must conduct initially and periodically as annually. Abuse/neglect
2 comprehensive, accurate, standandized training is to be complete
reproducible assessmant of each resident's before any employee has
functional capacity. direct contact with residents.
. . Completion will be verified by
A facility must make a comprshensive . .
| assessn?nent ofa resldent‘szaeds. using the the .Executlve Director or
| resident assessment instrument (RAI) specified designee.
by the State. The assassment must Include at
An All Staff Meeting was
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conducted on 04/06/16 to train
F 272| Continued From page 9 F 272 on the Facilities Abuse and
least the following: Neg] li d
Identification and demographic information; €8 ec.t policy an . procedure.
Customary routine; Educatlonlempha.ms was
Cognitive pattems; , placed on immediate reporting
| Communication; | of allegations to the Executive
i \h;is:;::; R Director and Director of
 Mood and behavior pa ams; Nursing. A policy/procedure
Psychosocial well-being; e 11 staff
Physical functioning and structural problems; was educaled to all staff on
T notification of Executive
Diseasa diagnosis and health conditions; Director and Director of
Dental and nutritional status; Nursing. All staff will review
Skin conditions; the policy with the Executive
Activity pursuit; Director or designee prior to
el o) working their shift
Special treatments and procedures; & their shift.
Discharge potential; . .
. | Documentation of summary information regarding The Executive Director will
the additional assassment performed on the care randomly question staff during
areas triggered by the completion of the Minimum da]]y rounds twice per week
ggta semzﬁ);? r.l::rtlci ation in assessment. S L weekly for
cume paricip four months regarding staff
knowledge of misconduct
definitions and immediate i
reporting requirements. The
Executive Director will
monitor for compliance and
This REQUIREMENT is not met as evidenced report any negative findings to
by: the QAPI committee for four
Based on observation, interview and document months.
review, the facility failed to accurately assess
dental status for 1 of 1 resident reviewed, RE8. F272.D
Findings include: F272, §/S=D
| 483.20 (b)X 1) Comprehensiv.
Review of RE6's admission Minimum Data Set ASSBSSI‘EIB)H((S) i
{MDS}, dated 10/12/15 and quarterly MDS, dated
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i Facility assessments do reflect
. :‘:;T:Igued F:""‘::Q: 1: broken of loosol F 272 residents’ status and
revealed REG had no broken or loosaly : conditions, and care plans are
fitting dentures, On the 10/12/15 admission MDS A0D10 riaté MDS p
RE86 was noted as moderataly cognitively PProp i
impared. On the 1/8/16 quarterly MDS, REG.was assessments are completed and
noted as cognitively intact, individualized care plans are
An assessmant, titled MDS 3.0 Qral/Dental developed. F acility
Assessment Form, dated 10/22/15, the RDH systems/protocols for _MDS
identified "teeth have broken off of [lower] and care plan completion have
| partial-but partial is still stable and functional." been reviewed and are
and "Routine Dental Referral. Resident has appropriate,
non-urgent dental care needs. repdir [lower]
artials (7)" .
i i Resident 66 has a completed
During observation and Interview on 3/9/16 at dental assessment. RESldF[‘t
8:08 a.m. with the MDS registered nurse, (RN)-A, 66 was referred to the facility
RE8 took the partial dentures out of his mouth contract Dentist and has fixed
. and pointed out where two prosthetic teeth were and properly fitted dentures.
missing in his partial dentures. R68 reported the .
i prosthetic teeth in his partial dentures had been go o!l;el;lm;;:llgrsltsc:werg- ¢
missing since prior to admission, identtfied. MDS Coordinator
* or designee will audit records
On 3/9/16 at 7:50 a.m. RN-A reported she was ( for appropriate complete
unaware of R66 missing prosthetic teeth in hig : assessments., Results of the
partial dentures. RN-A reported she did not use | audits will be monitored at
the MDS 3.0 Oral/Dental Assessment to verify the ' ( i ms will be
accuracy of the submitted admission MDS and ] QA.P aréd.sys‘fess There
complete any needed modifications. RN-A ; LA LG . ary.
reported she also failed to use the MDS 3.0 | were no other missed dental
Oral/Dental Assessment for the quarterly MDS, | assessments that were
RN-A reported she did not look into R66's mouth, | identified.
except what she could see during normal 2
conversation, and did not ask him to take out his The dental referral process has
partials for examination. RN-A reported RE6 did been reviewed and
not say anything to her about his partials but :
could not recall if she asked him about his partial cl:oml(';l.unfczlx't ed to'lfhe
denturas. nte!' isciplinary Team.
During monthly dental
RE6's care area assessment, dated 10/12/15, hygienist visits for all
FORM CMS-2567(02-89) Previous Versiana Obaclets Event ID:8JEN1Y Facility ID; 00948 [f continuation shast Pege 11 of 18




PRINTED: 03/23/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIC
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A. BUILDING
h‘l 245337 B.WING 03/10/2016
E OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE )
105 WEST LINDEN STREET
GOLDEN LIVINGCENTER - LINDEN STILLWATER, MN_ 55082
o4 1D SUMMARY STATEMENT OF DEFICIENGIES | o PROVIDER'S BLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COUPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
residents the hygienist will
F 272 | Continued From page 11 F 272 compile notes to reflect any
revaaled no assessment of RB6's broken partial needs for a dentist referral.
dentures. RB6's care plan, last revised 1/5/18, The hygicnist notes will be
revealed no directicns related to dental needs. reviewed by the Assisted
Section L of the Resident Assessment Instrument Director of Nursing and the
Version 3.0, dated October 2015, directed staff "If Health Information
the resident has dentures or partials, examine for Coordinator. Per the review,
loosa fit. Ask him or her to remove, and examine :
for chips, cracks, and cleanliness. Removal of the He'alth Infqrmatlon .
dentures and/or partials is necessary for Coordinator will communicate
adequate assessment.” any prompt or emergency
F 279 | 483.20(d), 483.20(k){1) DEVELOP F 279/ referrals to Golden Living 04/08/1¢
§5=D | COMPREHENSIVE CARE PLANS Center — Linden’s contract _
A facllity must use the results of the assessment { g::::::v:::g Lc:llllob\z :gvi ewed |
{0 develop, review and revise the resident's ; .
b comprehensive plan of care. by th.e Assisted Director of
Nursing and/or designee. The
The facility must develop a comprehensive care Director of Nursing will audit
plan for each resident that includes measurable for appropriateness and quality
objectives and timetables to meet a resident's assurance.
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive .. .
Y Upon admission, a nurse wili
assess, in person a resident’s
| The care plan must describe the services that are dentures to reveal broken or
to ba furnished to attain or maintain the resident's loosely fitting dentures. Any
higl:;st P"E:C:ica':ﬁ,l’:'vs'cah melfr'::- E"Ld negative findings will be
psychosacial well-being as required under .
§483.25; and any services that would otherwise ;::;2 xar:;gztgiox_;?:aﬁﬁ]‘;h
be required under §483.25 but are not provided ..
due to tha resident's exercise of rights under request and schedule a visit
§483.10, including the right to refuse treatment with Golden Living Center -
under §483.10(b){4). Linden’s contract Dentist. i
i The Assisted Director of
! Th'ls REQUIREMENT Is not met as evidencad Nursing and/or Director of
by: Nursing will report any
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negative findings to the '
F 279 | Continued From page 12 F 279

Based on interview and document review, the
facility failed to develop a comprehensive care
plan to manage cardiac and pain concerns for 1
of 1 resident reviewed, R13.

Findings include:

| Review of R13's most recent Minimum Data Set
(MDS), dated 1/13/18, revealed R13 was
cognitively intact and had frequent moderats to
savera pain. :

On 3/9/18 at 2:50 p.m. R13 reported she
experiencad pain in her lower back and
headaches. RE8 reported it helped to rest in bed
and take medications when she was in pain.
Review of R13's medication orders revealed an
order for Midodrine HCL {Antihypotensive) Tablet
10 mg (milligrams) daily, Aspirin 81 mg daily and
Atorvastatin 40 mg daily for Chronic Combined
Systolic (Congestive) and Diastolic {Congestive)
Hearth Failure. R13's diagnoses list included
Chronic Combined Systolic (Congestive) and
Diastolic (Congestive) Hearth Failure, unspecified
atrial fibrillation and pure hypercholesterolemia. A
review of progress notes, dated 2/11/16, revealed
R13 was experiencing hypotension episodes and
had a recent increase in Midodrine HCL. A
2/16/18 notas indicated R13 was experiencing
syncope episodes.

R13 was also ordered Tylenol (acataminophen}

! Extra Strength twica daily for chronic headaches;
i Acetaminophen 500 mg as needed every four
hours for pain, and Hydromorphone HCL 4 mg as
needed every six hours for moderate to severe
pain. R13's diagnoses list included headache and
pain in thoracic spine. Review of the February
and March 2016 Medication and Treatment
Administration revealed R13 used

Facility QAPI meeting for the
next six months.

F279,.D

F279, 8/S=D

483.20 (d), 483.20 (k)(1),
Develop Comprehensive Care
Plans

Facility assessments do reflect
residents’ status and
conditions, and care plans are
appropriate. MDS
assessments are completed and
individualized care plans are
developed. Facility
systems/protocols for MDS
and care plan completion have
been reviewed and are
appropriate.

The Facility has completed a
comprehensive plan of care
for pun and hear issues for
the identified, Resident 13.
No other residents were
identified.

Education has been completed
with the MDS Coordinator,
ADON, and DON on timely
and effective care planning,
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F 278| Continued From page 13 :I F 279 Czu:e plans and ci}arfs shall be
Hydromarphone HCL 4 mg seven times in | reviewed on admission,
February and & times in March. R13 used ' quarterly, and PRN by the
Acstaminophen 500 mg as needed every four 5 interdisciplinary team. The
gougslgol?g tim:ig Marc:; VDS recistared i DNS or designee shall monitor
n at 1;48 p.m. the registered nurse i : .
(RN)-A confirmed R13 experienced pain from * feosriggnmtprﬁx;:: all’ {e 22’:3"“'“
dialysis and sitting in her chair too long. RN-A . .
confirmed R13 had current cardiac diagnoses reviews three times a week for
and concamns. RN-A reported pain and cardiac eight weeks and weekly for six
issues wera not addressed or included as part of months to ensure continued
a comprehensive care plan bacause they wers compliance.
missed. :
On 3/9/16 at 2:04 p.m. the director of nursing |
{DON) confirmed R13 had cardiac and pain
diagnosas and medications. DON confirmed
cardiac and pain was not addressed as part of a
. comprehensive care plan. DON reported he
would expect pain and cardiac issues to ba
addressed in a comprehensive care plan.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 F309.D 04/08/16
$s=p | HIGHEST WELL BEING I
| Each resident must receive and the facility must F309, 8/ S=D_ .
provide the necessary care and sefvices to attain 483.25, Provide Care/ Services
or maintain the highest practicable physical, for Highest Well Being

mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to develop & comprehansive care
plan that addressed how to manage cardiac and

| pain concerns for 1 of 1 resident reviewed, {R13)

Each resident does receive and
the Facility does provide the
necessary care and services to
attain or maintain the highest
practicable physical, mental,
and psychosocial well-being,
in accordance with the
comprehensive assessment
and plan of care.
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Findings includa:

Review of R13's most recent Minimum Data Set
(MDS), dated 1/13/18, revealed R13 was
cognitively intact and had frequent moderate to
severe pain,

On 3/9/16 at 2:50 p.m. R13 reported she
exparienced pain in her lower back and
headaches. RE8 reported it helped to rest in bed
and take medications when she was in pain.
Review of R13's medication orders revealed an
order for Midodrine HCL {(Antihypotensive) Tablet

10 mg {milligrams) daily, Aspirin 81 mg daily and

| Atorvastatin 40 mg daily for Chronic Combined

| Systolic (Congestive) and Diastolic (Congestive)

| Hearth Failure. R13's diagnoses list included

| Chronic Combinad Systolic (Congestive) and

| Diastolic (Congestive) Hearth Failure, unspecified
atrial fibrillation and pure hypercholesterolamia. A
review of progress notes, dated 2/11/18, revealed
R13 was experiencing hypotansion episodes and
had a recent increase in Midodrine HCL. A
2/16/18 note indicated R13 was experiencing
syncope episodes,

R13 was alsc ordered Tylenal {acetaminophen)
Extra Strength twica daily for chronic headaches;
Acetaminophen 500 mg a3 needed every four

| hours for pain, and Hydromorphone HCL 4 mg as
| needed every six hours for moderate to severa
pain. R13's diagnoses list included headache and
pain in thoracic spina. Review of the February
and March 2016 Medication and Treatment
Administration revealed R13 used
Hydromarphone HCL 4 mg saven times in
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F 309 | Continued From page 14 F 309 The Facility has completed a
to assure necassary care and services were comprehensive plan of care
provided for cardiac and pain concerns, for pain and heart issues for
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the identified, Resident 13.
No other residents were
identified.

Education has been completed
with the MDS Coordinator,
ADON, and DON on timely
and effective care planning.

All residents’ care plans have
been reviewed. Residents at
risk for pain and heart issues
shall be identified by a review
of physician diagnoses and
resident assessments.

For identified residents, care
plans shall be updated to ,
address pain and heart issues
and shall include specific
goals and approaches as
appropriate.
The facility interdisciplinary
team has been reinstructed to
evaluate interventions in place
to determine effectiveness of
care plan interventions. Care
plan interventions shall be
implemented in accordance
with facility pain management
policies and standards of
practice.

If continuation sheet Pags 15 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/2312018
FORM APPROVED

OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BINLEING COMPLETED
245337 B, WING 03/10/2018
E OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
105 WEST LINDEN STREET
GOLDEN LIVINGCENTER - LINDEN STILLWATER, MN 55082
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o%)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 309| Continued From page 15 F 309 The Director of Nursing
February and 5 times in March, R13 used and/or Assisted Director of
Acstaminophen 500 mg as needed every four Nursing for the next six
hours one time in March. months will audit the care
On 3/9/18 at 1:48 p.m. the MDS registered nurse p[ans of all residents at risk for
Gyl and SHing 1 b ol e o unresolved pain and heart
confirmad R13 had current cardiac diagnoses Issues to ensure app 1.‘op —
and concarns. RN-A reported pain and cardiac content and appropriateness.
issues were not addressed as part of a Negative findings will be
comprehensive cars plan. RN-A reported pain reported to the QAPI
and cardiac issues ware not included in the committee,
comprehensive cara plan because they were
missed.,
On 3/9/16 at 2:04 p.m. the director of nursing
(DON) confirned R13 had cardiac and pain
diagnoses and medications. DON confimed
. cardlac and pain was not addressed as partofa
comprehensive care plan. DON reported he
would expect pain and cardiac issues to ba
addressed in a comprehensive cars plan. |
F 412 | 483.55(b) ROUTINE/EMERGENCY DENTAL F 412 F412, D |04/08/15
§s=p | SERVICES IN NFS
F412, S/8=D
The nursing facility must provide or obtain from .
an outsida resource, in accordance with 483.55 (b) Routl’ne/Emergency
§483.75(h) of this pert, routine (to the extent Dental Services in NFS
covered under the State plan); and eme ancy s
dental services to meet the needs of eacrg Fac.:lllty zfssessments do reflect
resident; must, if necessary, assist the resident in " es'd?l_“s status and
making appointments; and by arranging for conditions, and care plans are
transportation to and from the dentist's office; and appropriate. MDS
must promptly refer residents with lost or assessments are completed and
damaged dentures to a dentist individualized care plans are
developed. Facility
This REQUIREMENT is not met as evidenced systems/protocols for MDS
by: and care plan completion have
l been reviewed and are
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appropriate. The Facility does
F 412 C;ontir;ued F:;om pat?e 1i6t e o , F 412 provide and obtair routine and
ased on observation, interview and documen :
] ergency dental services to
review, the facliity failed to make a dental referral e |
for broken denturs partials for 1 of 1 resident id i
reviewed for dental concems, R68. resident.
Findings include: Resident 66 has a completed
dental assessment. Resident
m’;;vgfggﬁz ;gﬂ';siﬁz Mlni:ltgyn zgtg %etted 66 was referred to the facility
| , da and quarte , da .
i 1/8/16 revealed R88 had no broken or loosely cogtract Dfl:ntt[_s ttt a:;?i hats fixed
fitting dentures, On the 10/12/15 admission MDS LY S s y. 1fied dentures.
R66 was noted as moderately cognitively !‘10 ofher residents were
impaired. On the 1/8/18 quarterly MDS, RE6 was identified. The MDS
noted as cognitively intact. Tha 1/8/16 quartarly
MDS revealed R66 was a Medicaid recipient. Coordinator or designee will
audit records for a i
During observation and interview on 3/7/16 at ppropriate
: complete assessments.
. 5:21 p.m., RE6 reportad he was missing front Resuits of th di .
teeth in his bottom partials. R68 reported the esults of the audits will be
facility knew about the concem but he was not monltored.at QAPI and
sure how they were addressing it. RE6 opaned systems will be reviewed if
his mouth to show missing front teath in the front necessary. There were no
area of his bottom partials. During observation other missed dental
and interviaw on 3/9/16 at 9:08 a.m. with the MDS .
assessme
| registered nurse, (RN)-A, R88 took the partials hat 5 re“.g’ °;i%e’:ltal 1ssues
out of his mouth and pointed out where two testh e RE LU
were missing in his partials. R66 told RN-A at this
time that he would like the missing teeth g‘he ol 'egem; IS
replaced. R68 reported the testh in his partials cen reviewed an
had been missing since prior to admission. communicated to the
Interdisciplinary Team.
On 3/8/16 at 2:58 pm. the medical records During monthly dental
manager [MRM] reported R85 was seen on hygienist visits for all
(g kel residents, the hygienist will
en sment, I .
Oral/Denial Assessment Form, dated 10/22/15, con:{p |lfe notgs ttq rteﬂ?ct a'[ly
the RDH identified "teeth have broken off of neeas ora dentist re crrat.
[lower] partial-but partial is stilt stable and Th‘? hygienist notes f"‘“ be
functional.” and "Routine Dental Referral. reviewed by the Assisted
FORM CMS-2567(02-69) Previous Varsions Obaolate Event ID;8JEN1S Facility 1D: 00948 If continuation sheet Pags 17 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/23/2018

FORM APPROVED
0 09
STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: T COMPLETED
.u 245337 B. WING 03/10/2018
€ OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
105 WEST LINDEN STREET
GOLDEN LIVINGCENTER - LINDEN STILLWATER, MN 55082
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX | (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. Director of Nursing and the
F 412 | Continued From page 17 F412 Health Information
Resi;:le"nt ha? no;i-ulrg(e’;';t dh:;::’ catr:dnt:eds‘ Coordinator. Per ‘he review,
repair [lower] partials {?)" no ere was :
no consent form signed which meant R66 was the He.a Ith Infc!rrnmlon .
| not a current patient of tha onsite dental clinic or Coordinator will communicate
scheduled tor follow up care with a dentist. The any prompt or emergency
soclal service director {SSD] reported dental referrals to Golden Living
concems ara addressed as they arise and at care Center — Linden’s contract
confererices. SSD referred surveyor to the care Dentist. Any follow up
conference forms for 10/16/1% and 1/25M6 and Dentist visits will be reviewed
elactronic progress notes since RB8's 10/5/15 by the Assisted Director of
admission. SSD reported shs found nothing y .c § . e
documented related to addressing dental- Nursing and/or designee. The
concems and prefarances with RE8 or his famiy. Director of Nursing will audit
MRM and SSD reported the facllity should have for appropriateness and quality
contacted RE8 and his family to find out what assurance.
their preferences were regarding the broken ’
partials. Upon admission, a nurse will
. assess, in person, a resident’s
On 3/8/16 at 3:52 p.m. the director of nursing, dentures to reveal broken or
(DON) reportad the nurse recsiving the MDS 3.0 loosely fitting dentures. Any
Oral/Dental Assessment Form, dated 10!2?!1 5, negative findings will be
should have made a progress note in RE6's .
electronic record which would have notified the communicated to the Health
interdisciplinary team to follow up on the concem. Information Coordinator to
DON reviewed progress notes since R68's request and schedule a visit
admission and could not find a follow up note. with Golden Living Center —
Linden’s contract Dentist.
On 3/9/16 at 7:50 a.m. RN-A reported she does
not utilize the MDS 3.0 Oral/Dental Assessment . .
Forms completed by the RDH in her role as The {\ssnsted D 1re.ctor of
completing the MDS annuals and quarterly and Nursgng an.d/or Director of
developing care plans. RN-A reported the MDS Nursing will report any
3.0 Oral/Dental Assessment was completed for negative findings to the
use by the MRM. RN-A reported she did not look Facility QAPI meeting for the
into RE66's mouth, except what she could see next six months.
during normal conversation, and did not ask him
to take out his partials for sxamination. RN-A
reported R66 did not say anything to her about
his partials but could not recall if she asked him
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F 412 | Continued From page 18 F 412
about his partials.
R686's care area assessment, dated 10/12/15,
revealed no assessment of REAE's broken
dentures. R66's care plan, last ravised 1/5/18,
revealed no directions related to dental needs.
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7 __Golden Living Center - Linden has

K 000 | INITIAL COMMENTS

FIRE SAFETY

APPROVED | L 7.7

By Tom Linhoff at 11:43 am, Apr 12, 2016 p3/10/16. Golden

is plan of correction
f an annual survey

THE FACHITY'] O = a3
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CM5-2587 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

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

. A Life Safaty Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey, Golden Livingcenter Linden
was found not In substantial compliance with the
requirements for particlpation in
Medlcare/Medicald at 42 CFR, Subpart
483.70(a), LIfa Safety from Fire, and the 2000
edition of Natlonal Fire Protaction Assacfation

(NFPA) Standard 101, Life Safsty Code (LSC),
Safety Deficlencles (K-tagd) to: I ‘

Pleass retum the plan of cpre

Chepter 18 Existing Health Care.
HEALTHCARE FIRE INSPECTIANS
STATE FIRE MARSHAL DMSI
14%PR - § 201

Or by emall to: MN DEPT. OF PUBLIC
Marian.Whitney@state.mmjusSARd E FIRE MARSHAL
Angela.Kappanman@state.mn.ua

7

er - Linden has
prepared and submitted this plan
of correction at this time solely
because of the requirements
under state and federal law that
mandate submission of a plan of
correction within ten (10)
calendar days following receipt of
this statement, of deficiencies as
a condition to participate in the
Title 18 and Title 19 programs.
The submission of this plan of
correction within this time frame
should in no way be considered
or construed as agreement with
the allegation of non-compliance
or admission by Golden Living
Center - Linden that a deficiency
exists. However, evidencing
Golden Living Center — Linden’s
good faith, the facility offers the
following plan of correction and
will achieve substantial
compliance in the following areas
addressed by 04/08/16. This
plan of correction should serve as
the allegation of compliance.

LABORATORY DI TOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(8) DATE

ﬁwzhv:m Ditedor 'I,/f/ 16

Any daficlency statament ending with an asterisk (*) denctsa a daficlency which tha institution may be excused from coffecting providing it is detarmined that

other safeguerds provida sufficlent protaction to the patiants, (See inatructions,) Exeapt for nuraing hames, the findings stated above ave diaciossbls 80 days
fallewing the date of aurvey whethsr or not a plan af cxerection I pravided. For nursing homes, the above findings and plans of comection ars disclosable 14

days following the date these documents ara made avalisble io the faciiity, )f dsficlencles am cited, an approved plan of correction Is requisia to continusd

*ﬂn participation.
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K 000 | Continued From page 1 K 000
THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
. FOLLOWING INFORMATION:
1. A description of what has been, or will be, done
to comect the deficlency.
2, Tha actual, or proposad, completion date.
3. Tha name end/or tile of the person .
responsible for &oriEctidn and Hionitorng to
prevent a reoccurrenca of the deficlency.
This 2 story building was determined to be of
Typse 11{222) construction. It has no basement and
is fully fire sprinklered throughout. The facllity has
a fire alarm aystem with amoke detaction in the
cormridors and spaces open to the corridors that is
monitored for autamatic fire department
notification. The facllity has a capacity of 87 beds
and had a census of 57 at the time of the aurvay.
Tha requirement at 42 CFR, Subpart 483.70(a) Is
NOT MET as evidanced by: /\
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 K 050, S/S = F 04/08/16
S8S8=F
Fira drills include the transmisslon of a fire alarm Executive Director has reviewed V
signal and aimulation of emergency fira
conditions. Fire drills are held at unexpected the Fire Plan with the
times under varying conditions, at laast quarterly Maintenance Director. Executive
on each shift. The staff s familiar with procedures Director has reviewed standard
and Is aware that drills are part of established hly fire drills —
routine. Responsibility for planning and of conducting monthly i
conducting drills is assignad only to competent one per Shift per Quarter in
persons who are quelified to exercise leaadership. correspondence with Goiden
Whera drilis are conducted between 9:00 PM and — i dure
Living Center — Linden procedure,
6:00 AM a coded an mert may be usad
arnaunicamant may Report of Monthly Fire Driil.
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K050 Continued From page 2 KO0/ Eyecutive Director will audit the
'1": t;‘:d;:;u;' ?': e fire drills each month for the next
This STANDARD Is ot met as evidenced by: six months to ensure they are
Based on review of mports, records and staff being complatar and
Intarview, it was detarmined that the facility failed
to conduct fire drills In accardance with NFPA Life documented correctly.
Safety Code 101(00), 19.7.1.2, during the last
12-month period. This deficlent practica could
affect how staff react In the avent of a fira,
Improper reaction by staff would affect the safety
of 22 of 22 residents,
Fin—dl-ngs Includa:
On facllity tour between 10930 AM to 12:30 PM
on 03/15/2018, during the review of all available
fira drill documentation
. no fire drill was conducted during the 2nd quarter
of 2015.
This deficient candition was verified by a
Maintenance Supervisor. L
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 082 K062,5/S=D ( 04/08/16
§8=D
Required sutomatic aprfnlklsr;;ystams are The ceiling tile in the second floor | ~———
continuously maintained In reflable operating
condition and are inspected and tosted medication room with a 4 inch
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, diameter hole has been replaced.
%;II.SS ANDAR o b No other ceiling tile penetrations
s STAN D Is not met as avide y:
Based on obsarvationa and an interview with were kientifled. Mainter}ance
staff, it was determined that the facility haa failed Director and Executive Director
maintain the automatic fire sprnkler system In will monitor ceiling tiles for
accordanca with National Fire Protection
replaceme
Association (NFPA) 25 The Standard for the pracement during
Inspaction, Testing, and Maintsnance of Water Environmental Rounds and
Based Fire Prataction Systems 1868 edition review any negative findings
section 9.2.7. during facility QAPI.
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K 082 | continued From page 3 K082
Findings Include:
On facllity tour between 10930 AM to 12;30 PM
on 03/15/2018, observations and staff intarview
revealed the facllity failed to maintain the
sprinkler system in a reliable operation condition
dus to:
1) There was a 4'x4" hole in the caliing In the 2nd
floor Med Room.
This deficlent condition waa verified by the
Maintanance Supervisor,
K 143 | NFPA 101 LIFE SAFETY CODE STANDARD K 143 K 143,5/5=D K_\
§s=D - w
Transfarring of fiquid oxygen from one container A new and operable ¢ xhaust/
to another shall ba accomplished at a lacation
speciically designated for the tranaferring that Is ventilation unit in the first fiocr
as follows: Oxygen Transfer/ Storage room
was installed 03/28/16 by Altemp
. &g:;’;’:’::aﬂ::gm any portion of a facility Mechanical, inc. The vent was
are housad, examinad, or treated by a separation check and is in operable
of a fire barriar of 1-hour fire-resistive condition. All penetrations were
construction; and
(b) the area that s mechanically ventiated, sealed. The ald, inoperable
sprinklered, and has ceramic or concrets flooring; exhaust fan was disconnected
and and repiaced by a glass panel.
() In an area that Is posted with signs Indicating Ex eD repo
that transferring is occurring, and that smoking in L Ll S .rt .
the immediate area Is not permitted in findings to the QAPI committee.
accordance with NFPA 99 and Compressed Geas Executive Director and
Asscclation. Maintenance Director wiil
8-8.2.5.2 (NFPA 89) conduct fire safety audits on a
This STANDARD s not met aa evideniced by: quarterly basis to assure fire
Based on obsarvatfon and staff interview, this safety systems are operable and
building does not meet the requirements for tha in working condition
praper arrangement of room intended for the 8 )
transferring of liquid oxygen from one container to
another per NFPA 99 8-8.2.5.2.
FORM CMB-2567(02-98) Pravicus Varsions Obaclete Event ID:3JEN21 Faclity ID; 00848 If continuation shaet Page 4 of 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/23/2018
FORM APPROVED

FM N8 it
MPLETED

Elactrical wirlng and equipment shall be In
accordance-with Nationat Electricat Code: 8-1.2
(NFPA 98) 18.9.1, 19.9.1
This STANDARD Is not met as evidanced by:
Based on observatlon and staff Intarview the
facllity was using unapproved elachrical devices
that are not in accordance with NFPA 70 (89),
National Electrical Code.

Findings include:

On facility tour between 10830 AM 1o 12:30 PM
on 03/15/2018, observation and staff Intarview
revealed an extenslon cord was plugged into 2
refridgerators in the 2nd floor Masd Room.

This deficlent practica was varified by the
Maintenance Supervisor

The extension cord connecting |
the two refrigerators in the
second floor Medication Room
has been removed. The
refrigerators have been kept in
the Medication room and have
been plugged into a standard
wall outlet. No other extension
cords were identified to be in
use.
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K 143 | Continued From page 4 K143
Findings Include:
On facility tour batwean 10930 AM to 12:30 PM
on 03/15/2018,absarvation revealed that the
exhaust fan in iiws 21 floor oxygen iransfiling
room was not operating.
This deficiant condition waa verified by tha
Maintenancs Supsarvisar. L
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 K147,5/S=D <04/08/16
SS=D N
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