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F 000 INITIAL COMMENTS F 000

 On 8/29/16, to 8/31/16, a recertification survey 

was completed by surveyors from the Minnesota 

Department of Health (MDH).  Lake Minnetonka 

Shores was found to not be in compliance with 

the regulations at 42 CFR Part 483, subpart B, 

requirements for Long Term Care Facilities. 

The facility's plan of correction (POC) will serve 

as your allegation of compliance upon the 

Department's acceptance. Because you are 

enrolled in ePOC, your signature is not required 

at the bottom of the first page of the CMS-2567 

form.  Your electronic submission of the POC will 

be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 

on-site revisit of your facility may be conducted to 

validate that substantial compliance with the 

regulations has been attained in accordance with 

your verification.

 

F 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 

F 156 9/30/16

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

09/30/2016Electronically 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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F 156 Continued From page 1 F 156

of admission to the nursing facility or, when the 

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 
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groups such as the State survey and certification 

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 Notice of 

Medicare Non-Coverage for 1 of 3 residents 

(R93) reviewed for liability notices. 

Findings include: 

R93's progress note dated 7/13/16, identified R93 

would be completing therapy and discharge back 

to assisted living on 7/15/16.  R93 had, "No 

further recommendations for continued therapy."  

 Resident 93 was discharged prior to 

adequate notice given related to family 

and resident's wishes to discharge earlier 

than anticipated end date of therapy.  

Corrective Action as it applies to other 

residents:  The policy and procedure for 

Medicare Denials was reviewed and is 

current.  

To prevent reoccurrence for other 

residents the criteria for denial for 
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R93's medical record was reviewed.  There was 

no evidence R93 had been provided a Notice of 

Medicare Non-Coverage (CMS-10123) as 

required when their Medicare coverage was 

ended. 

During interview on 8/31/16, at 3:55 p.m. licensed 

social worker (LSW)-A stated R93 admitted to the 

nursing home for therapy services under 

Medicare Part A coverage.  R93 completed his 

therapy services and was originally planned to 

discharge on Saturday, 7/16/16, however the 

assisted living would not accept him on the 

weekend.  LSW-A stated a decision was made 

with R93's family to move up his discharge to 

Friday, 7/15/16, instead.  LSW-A stated R93 was 

not provided a Notice of Medicare Non-Coverage 

(CMS-10123) because R93, "Chose to go on his 

own wishes prior to the last day."

Medicare benefits is reviewed daily at IDT 

meetings. In-service for this group will be 

held the week of 9/26/2016.  Specific 

training and tool kits were created for staff 

responsible for providing notices.

Reoccurrence will be prevented by: Audits 

will be done weekly by the Resident 

Services Director (LSW) or designee. The 

audits will be reviewed monthly to check 

for criteria of discharge to make sure 

notices are given timely.

Correction will be monitored by:   

a. The audits will be given to the 

Administrator for review.

b. Administrator will report audits to the 

QA Team.  QA will determine frequency of 

audits

c. The Administrator will be responsible 

for compliance.

F 157

SS=D

483.10(b)(11) NOTIFY OF CHANGES 

(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident; 

consult with the resident's physician; and if 

known, notify the resident's legal representative 

or an interested family member when there is an 

accident involving the resident which results in 

injury and has the potential for requiring physician 

intervention; a significant change in the resident's 

physical, mental, or psychosocial status (i.e., a 

deterioration in health, mental, or psychosocial 

status in either life threatening conditions or 

clinical complications); a need to alter treatment 

significantly (i.e., a need to discontinue an 

existing form of treatment due to adverse 

F 157 10/7/16
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consequences, or to commence a new form of 

treatment); or a decision to transfer or discharge 

the resident from the facility as specified in 

§483.12(a).

The facility must also promptly notify the resident 

and, if known, the resident's legal representative 

or interested family member when there is a 

change in room or roommate assignment as 

specified in  §483.15(e)(2); or a change in 

resident rights under Federal or State law or 

regulations as specified in paragraph  (b)(1) of 

this section.

The facility must record and periodically update 

the address and phone number of the resident's 

legal representative or interested family member.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview and document review, the 

facility failed to inform the resident's physician of 

pertinent information about the resident's status 

after the resident fell for 1 of 2 residents (R148) 

reviewed for falls.  

Findings include:

R148's Admission Record sheet (undated) 

identified she was admitted to the facility on 

5/18/16 with diagnoses of end stage renal 

disease, hypo tension, difficulty walking and a 

history of falls. The 5/23/16 admission Minimum 

Data Set identified R148 was on an anticoagulant 

medication (blood thinner), and had received the 

medication in the last 6 days.  

Comprehensive Data Collection form dated 

 Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 

residents: The policy and procedures for 

assessment and provider notification was 

reviewed and is current.  All residents are 

assessed upon admission, minimally 

quarterly and as needed with change of 

condition.  All residents with change of 

condition are reviewed with IDT daily and 

physicians updated timely as per clinical 

indications and per policy.  The facility 

EMR also alerts nurses to documentation 

and report of NARs to potential change in 

status each shift.  An In-service for 

nursing staff will be presented during the 

week of 10/3/2016 related to recognition 

and assessment of status change and 
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5/18/16, identified R148 was oriented to person, 

place and time, with level of consciousness as 

alert.  Neurological status noted weakness and a 

history of and risk for falls.

R148's Individual Resident Care Plan dated 

5/18/16, identified R148 was independent with 

ambulation with use of a walker, and required 

assist of one for transfers until seen by therapy.  

It also noted R148 was alert and oriented.  The 

care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 

5/18/16, identified muscle weakness and difficulty 

in walking as the treatment diagnosis, with a start 

of care as 5/18/16.  It also noted hospitalization 

for falls and weakness, with three falls in the past 

month.  R148 was noted to have complaints of 

weakness, fatigue and impaired balance 

impacting ability to ambulate, transfer and 

perform activities of daily living (ADLs) safely and 

independently. R148 noted significant fatigue and 

left knee feeling like it would buckle with gait.  

 

The facility Therapy to Nursing Functional 

Maintenance Program form dated 5/18/16 

identified R146 was" Independent Toilet, Bed to 

Chair/Chair to Bed, Sit to Stand." The form also 

identified under Walking, "Independent walking in 

room, A1 [assist of 1] longer distances [100+ feet] 

to all destinations."  This form was filled out by 

Physical Therapy-A. 

A Resident Occurrence Report dated 5/22/16, at 

6:00 p.m. identified R146 had a witnessed fall 

without injury. R148 was walking to the dining 

room, knees gave out, and was lowered to the 

floor by staff.  Medical provider was notified via 

timely notification of physician/ provider 

team including information to be reported.  

The information presented will review the 

policy on reporting Change of Condition 

and Policy on Falls.  At this in-service staff 

will review eInteract tools, and the 

reporting of a Significant Change progress 

note.  This will ensure ongoing and 

consistent monitoring of any change in 

condition is completed with medical 

intervention.  

Reoccurrence will be prevented by: 

a. Audits for significant change will be 

completed in daily IDT meeting. All falls 

will be reviewed for significant change. 

Policy will be followed for proper 

notification of provider, Administrator, and 

family.

b.  24 hour report will be reviewed daily 

by Clinical Coordinators to check for 

change in condition. The nurse in charge 

of the building will be reviewing on the 

weekends.

The Correction will be monitored by:  

a. The audits will be given to the Clinical 

Administrator for review.

b. Administrator will report audits to the 

QA Team.  QA will determine frequency of 

audits

c. The Clinical Administrator will be 

responsible for ongoing compliance.
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voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 

9:00 p.m. identified R148 was observed on the 

floor, noting a fall with injury, including hematoma 

and laceration to the back/top of head.  The 

report noted medical attention was required, 

including "Pressure to stop bleeding" and "Cold 

compress to hematoma".  The medical provider 

was notified by fax on 5/23/16 at 1:10 a.m. of the 

fall.  R148 identified she hit her head, and her 

head hurt, and was holding her head with one 

hand. BP noted after the fall 79/49.  

Review of the facility Neuro Check Flow sheet (a 

monitoring tool used to identify changes in 

neurological symptom changes),  dated 5/22/16 

from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 

no changes in neurological status from 5/22/16 at 

9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 

identified on 5/23/16 at 9:00 a.m. and 1:00 p.m. 

R148's right and left pupils were slow to respond 

but identified there were no changes from last 

neuro check even though R148's pupils were 

slow to respond on these two separate occasions 

at 9:00 a.m. and 1:00 p.m., 12 hours after R148 

fell hitting her head resulting in a hematoma and 

laceration to the back/top of R148's head. There 

was another entry on the Neuro Check Flow 

sheet after the 1:00 p.m. notation but there was 

no date identified (blank) and no specific time 

identified but just "PM". This entry showed no 

changes, and pupils were equal and reactive to 

light.        

A Facility Facsimile Transmittal Form sent to the 

physician faxed on 5/23/16 which was hand 

written on the form. The form identified "6:00 p.m.  

while ambulating to dining room 'my knees gave 
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out'.  NAR [nursing assistant registered] caught 

her and lowered her to a sitting position on floor."  

It also identified "9:00 pm.  Resident 'thought she 

could do it herself'' and ambulated to the 

bathroom where she fell, hitting her head. There 

is a bump on head. VS [vital signs] and neuro's 

[neurological checks] are being monitored.  Blood 

pressure after fall was 79/49.  It was then 106/74 

then 135/87..."  There was no further data on the 

form to the physician following the ellipsis. This 

form was marked "noted" and signed by the 

physician on 5/23/16, and faxed back to the 

facility on 5/23/16, at 8:29 a.m.

A Therapy to Nursing Functional Maintenance 

Program dated 5/23/16, identified a change in 

status for R146 and R146 needed assistance of 

one for toileting, bed to chair/chair to bed 

transfers and sit to stand. A change was made to 

walking with assistance of one at all times. The 

form was filled out by physical therapy 

assistant-A. 

R148's Care Conference Summary dated 

5/23/16, identified R148 "Had 2 falls on Sunday, 

did hit head".  It also noted "Had increase in 

weakness over the weekend and increased 

shakiness."  The summary noted "Resident was 

ind [independent] with all mobility, ambulation, 

and self-cares walker but has had a decline over 

the weekend as is now SBA [stand by assist] with 

FWW [four wheeled walker].  Balance score puts 

resident in moderate risk for falls.  Resident is 

SBA [stand by assist] for dressing/toileting."

Review of R148 progress notes dated 5/18/16, 

through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
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"fall noted".  

- 5/23/16 at 8:23 am titled care conference 

summary, identified "Resident was ind 

[independent] with all mobility, ambulation, and 

self-cares walker but has had a decline over the 

weekend and is not SBA [stand by assist] with 

FWW [four wheeled walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 

thought she could do it herself and ambulated to 

bathroom where she fell in the doorway.  

Resident landed on her back after hitting her 

head on built in dresser on way down.  Put in bed 

with call light close at hand. Close monitor."  

Injury description was "Hit back/top of head.  

Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 

back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 

very weak and shaky today.  Stayed in bed all 

shift, had room tray for dinner, appetite poor.  Will 

cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 

roommate called out for a nurse from the hallway.  

She heard a loud crash that woke her up.  Writer 

entered the room and found res [resident] lying 

face down, unresponsive.  Res [resident] was 

rolled to her back and sternal rub tried.  Resp 

[respirations] absent, pulse absent, res [resident] 

DNR/DNI."

Review of the facility Resident Occurrence Report 

dated 5/23/16, at 9:45 p.m. identified a check 

mark on box with observed on floor, "bleeding on 

R [right] cheek." Medical attention required, no; 
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first aid required, no; witness, no. The form 

identified R148 was unconscious, unable to 

respond verbally and "res [resident] had expired." 

The physician was notified on 5/23/16 at 11:00 

p.m.  

Review of the PT Daily Treatment Notes from 

5/19/16 to 5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 

nursing of pt [patient] grey coloring, weakness 

and shakiness.  Due to pt increased weakness 

got a w/c [wheelchair] for pt."  It also noted "Pt 

very weak after 2nd fall.  Pt shaky even with voice 

in speaking."

The PT-Therapist Progress & Discharge 

Summary dated 5/24/16, identified "Pt [patient] 

passed away unexpectedly last night following 

decline over the past few days."  It also noted 

"Skilled services provided since start of care 

included There ex [therapeutic exercises], gait 

training And pt education which improved 

patient's abilities in Amb [ambulation], transfers 

and ADLs prior to functional decline leading up to 

pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 

program manager (RPM) stated R148 was 

receiving therapy from 5/18/16, through 5/23/16.  

On 5/18/16, R148 was assessed as being 

independent, and when ambulating all longer 

distances was to have assist of one.  On 5/23/16, 

the resident (R148) changed, and needed 

assistance of one for all mobility (including 

transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 

registered nurse (RN)-B stated after the fall on 
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5/22/16, R148 had a wound on her head.  Staff 

were expected to notify the physician and start 

neuro's, which they did.  RN-B stated a fax 

notification would be acceptable, and the only 

time a call is warranted is when there there was a 

change in cognition or a change in neuro's or 

when medical attention from the emergency room 

is required.  The documentation identified (R148) 

had a hematoma with some bleeding.  This was 

documented in the record and the physician 

would be called only if the bleeding did not stop.  

At 2:43 p.m. the director of nursing (DON) 

entered and stated a physician would not need to 

be called unless staff were unable to stop the 

bleeding, adding this is what the physician would 

expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 

licensed practical nurse (LPN)-A stated he was 

unsure if R148 had any change in status.  After 

reviewing the notes, LPN-A stated he would 

definitely notify the physician.  However, LPN-A 

was unable to locate any notification made to the 

physician on 5/23/16, following the fall with a 

hematoma and laceration on 5/22/16, and 

complaints of not feeling well on 5/23/16.  LPN-A 

also stated from reading the progress notes, 

R148 had a change in status, with a change in 

status the MD should be notified.

When interviewed on 8/31/16, at 4:46 p.m. 

medical doctor (MD)-A stated a fax was received 

on 5/23/16 at 1:05 a.m. at the office, but nobody 

was in the office to receive it at that time. The fax 

was reviewed by her colleague on 5/23/16.  The 

fax identified R148 had a bump on the head.  

MD-A denied any knowledge of a change in 

status.  "We didn't know that she was bleeding."  

Notification received from the facility included a 
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routine fax to sign orders for therapy, and the 

next was a notification of her death.  "Nowhere 

did we see a change in neuro status or the 

bleeding."  MD-A stated there was a failure in 

communication, and it appeared R148 had a 

decline in status, not necessarily a head bleed, 

but "given her history you gotta wonder."  

Although R148 showed a change in her medical 

status after her fall and subsequent death on 

5/23/16, the facility had not recognized and 

comprehensively assessed these medical 

changes and failed to contact the physician for 

possible medical interventions for R148.   

A facility policy dated as reviewed on 2/16, 

Change of Condition Physician Notification Policy, 

indicated staff was to notify the physician any 

time there was a significant change in condition. It 

also directed staff to document in the medical 

record the time called, the person spoken to, 

what was reported and their response if any.  The 

policy included a "list of possible examples of 

what should be reported", which identified any 

injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 

Prevention and Management Program Policy 

review date 2/16, identified with minor head 

trauma or unwitnessed fall where the resident is 

not able to state if they hit their head, staff was to 

alert the physician or nurse practitioner with any 

changes.  It also directed staff to make an entry 

into the medical record including patient 

appearance at the time of discovery, patient 

response to event, evidence of injury, location, 

medical provider notification, responsible party 

notification, and nursing actions.
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F 241

SS=D

483.15(a) DIGNITY AND RESPECT OF 

INDIVIDUALITY

The facility must promote care for residents in a 

manner and in an environment that maintains or 

enhances each resident's dignity and respect in 

full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 

by:

F 241 10/7/16

 Based on observation, interview and document 

review, the facility failed to ensure a dignified 

rising routine was consistently provided for 1 of 3 

residents (R80) reviewed for dignity. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 

7/25/16, identified R80 had intact cognition, 

required extensive assistance with bed mobility, 

and was totally dependent on staff for transfers. 

During interview on 8/29/16, at 4:24 p.m. R80 

stated she did not feel staff treated her with 

dignity because it seemed, "Like there's always a 

lag of time," in getting assistance with cares and 

dressing.  R80 stated the staff often start helping 

her then, "Leave the room and not come back," 

so R80 has to, "Lay there on the bed waiting for 

someone to help finish dressing me."  R80 stated 

this happens, "All the time," and it makes her feel, 

"Rejected and uncared for."  

On 8/31/16, at 7:54 a.m. R80 was in bed in her 

room with her call light turned on.  Licensed 

practical nurse (LPN)-B entered the room and 

turned off R80's call light.  LPN-B applied a 

cream to R80's legs and asked her, "Are you 

 Corrective Action:  To correct the deficient 

practice for resident #80, LSW 

interviewed resident to make sure we 

have proper understanding of what time 

the resident would prefer to rise and go to 

bed.  Weekly check-ins with Resident 

Services for this resident will occur to 

ensure resident needs are being met.

Corrective Action as it applies to other 

residents:  The policy and procedure for 

call light response and dignity were 

reviewed and are current.  All resident 

preferences are assessed upon 

admission, minimally quarterly and as 

indicated with a change in request of 

services from family or resident.  All staff 

are trained on timely response of call 

lights and meeting resident requests upon 

hire and minimally annually with annual 

training. An in-service will be provided to 

review the importance of resident 

preferences and Dignity policy during the 

week of October 3, 2016.  This topic will 

be discussed at resident council 

upcoming in October as to resident 

preference and timeliness of services.  

Household residents will be interviewed by 
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ready to get up?"  R80 stated she had, "Been 

waiting to get up," to which LPN-B stated she 

would inform the nursing assistant (NA) staff.  At 

7:57 a.m. R80 again turned on her call light 

outside the room.  LPN-B entered the room and 

turned off the call light and told R80 the NA staff 

would be coming, "In a minute."  LPN-B then 

applied a warm washcloth to R80's eyes and left 

the room.  

At 8:25 a.m. R80 remained in bed without any 

assistance being offered to help her get up or 

ready for the day as she had requested.  R80 

stated she was, "Waiting on my aides [NA]," and 

had been waiting for help to get up, "since 7:30 

[a.m.]."  R80 stated having to wait this long for 

help had happened before, and it makes her feel, 

"Lonelier because I have to eat by myself [in the 

dining room]."  At 8:29 a.m. (thirty five minutes 

after observation began) NA-A entered R80's 

room and helped her get dressed for the day.  At 

9:28 a.m. R80 was assisted out of her room to 

the dining room and seated at a table by herself, 

with only two other residents seated in the dining 

room at a different table.  R80 was served 

breakfast alone in the dining room.  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 

stated R80 had complained about not being 

helped timely in the morning before to her, and 

residents sometimes have to wait for longer 

periods if they are short staffed because they are 

typically, "Really behind," then.

During interview on 8/31/16, at 10:03 a.m. LPN-B 

stated staff, "Try to get them [residents] as we 

can," and sometimes R80, "Has to wait a little bit" 

for her cares in the morning. 

LSW to learn preference on what time the 

residents would like to get up and go to 

sleep each day.   A committee has been 

formed to discuss ongoing staffing 

patterns in the morning/evening and how 

we can best meet our residents 

preferences.

Reoccurrence will be prevented by:  

Weekly Audits will be done on 10% of the 

residents to ensure resident�s 

preferences are being met when it comes 

to preferred wake times and the times 

they are going to bed. Residents� 

preferred wake times will be added to 

NAR team sheets.  Audits of timely 

response rates will also be conducted to 

ensure ongoing needs are being met 

timely.  

The Correction will be monitored by:  

a. The audits will be given to the 

Administrator for review.

b. Administrator will report audits to the 

QA Team.  QA will determine frequency of 

audits

c. The Administrator will be responsible 

for compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  14 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/19/2017

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 241 Continued From page 14 F 241

When interviewed on 8/31/16, at 12:20 p.m. LPN 

clinical coordinator (LPN)-C stated residents 

should not have to wait for extended periods to 

be helped with cares adding, "We don't ever want 

anyone to wait a long period of time," because, 

"This is their home and they need to feel trust in 

us."  

A facility Dignity policy dated 12/2014, identified 

resident should be cared for, "In a manner and in 

an environment that promotes maintenance 

and/or enhancement of each resident's quality of 

life."

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 10/7/16

 Based on observation, interview and document 

review, the facility failed to implement care plan 

interventions to promote skin integrity for 1 of 4 

residents (R80) reviewed for pressure ulcers. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 

7/25/16, identified R80 had intact cognition, 

required extensive assistance with bed mobility, 

and was at risk for pressure ulcer formation.  

R80's care plan dated 8/3/16, identified R80 had, 

 Corrective Action:  To correct this for 

resident 80, upon identification that heels 

were not being floated, it was immediately 

corrected and staff involved were 

re-educated on resident plan of care.  The 

care plan was reviewed and is current. 

The Team Sheet was updated to match 

Care Plan interventions. 

Corrective Action as it applies to other 

residents:  The policy and procedure for 

care plan was reviewed and is current.  All 

residents are assessed on admission and 

care plan initiated.  All residents care plan 
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"Limited physical mobility in bed," and R80 had, 

"Potential for alteration in skin integrity."  The care 

plan directed staff to, "Keep heels elevated in 

bed."  

During observation of morning care on 8/31/16, at 

8:29 a.m. R80 was laying in her room in bed.  

Nursing assistant (NA)-A pulled back R80's 

bedding exposing R80's legs and feet.  R80's 

heels were not being floated with any devices or 

pillows, instead they were directly on the 

mattress.  R80 stated, "My heel hurts," and the 

back of her heel was reddened in color.  There 

were no visible open areas.  At 8:59 a.m. R80 

was assisted to the bathroom and NA-A stated 

R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 

stated R80's heels were not being floated when 

she removed her bedding and her right heel was 

reddened.  NA-A stated she had noticed times in 

the past where R80's heels were not floated when 

she would assist her with morning cares.  Further, 

NA-A stated R80's heels have been red in the 

morning before when they are not floated, "Their 

usually red."  

During interview on 8/31/16, at 9:52 a.m. licensed 

practical nurse (LPN)-B stated the care plan was 

used as an, "Overall guide on how to take care of 

that person," and staff were to, "Follow the care 

plan the way its supposed to be followed."  

When interviewed on 8/31/16, at 1:56 p.m. 

LPN-C stated R80's heels should have been 

floated while she was in bed, or the nursing staff 

should have documented the reason why they 

weren't.  

and My Best Day/assignment sheet are 

reviewed minimally quarterly and with 

change in status and updated with any 

changes. We will audit the team sheets to 

make sure the current team sheets match 

the care plan for each resident. When 

there is a change in care the Clinical 

Coordinators (or designee) will update the 

team sheets and the care plan. There will 

be an in-service regarding the process of 

updating of care plan and team sheets for 

all nursing the week of October 3, 2016.

Reoccurrence will be prevented by:  

Weekly Audits will be completed by 

Clinical Coordinators. They will chose 

10% of the residents each week to make 

sure care plans match team sheets and 

that the services indicated on the plan of 

care are being followed.

The Correction will be monitored by:  

a. The audits will be given to the Clinical 

Administrator for review.

b. Administrator will report audits to the 

QA Team. QA will determine frequency of 

audits

c. The Clinical Administrator will be 

responsible for compliance.
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A facility Care Plan Policy and Procedure dated 

4/2016, identified a care plan was used to, 

"Ensure the resident has the appropriate care 

required to maintain or attain the resident's 

highest level of practicable function possible."

F 309

SS=D

483.25 PROVIDE CARE/SERVICES FOR 

HIGHEST WELL BEING

Each resident must receive and the facility must 

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.

This REQUIREMENT  is not met as evidenced 

by:

F 309 10/7/16

 Based on interview and document review, the 

facility failed to accurately assess and monitor a 

significant change about a resident's status after 

the resident fell, for 1 of 2 residents (R148) 

reviewed for accidents.  

Findings include:

R148's Admission Record sheet (undated) 

identified she was admitted to the facility on 

5/18/16 with diagnoses of end stage renal 

disease, hypo tension, difficulty walking and a 

history of falls. R148's admission Minimum Data 

Set dated 5/23/16, identified R148 was on an 

anticoagulant medication (blood thinner), and had 

received the medication in the last 6 days.  

R148's Comprehensive Data Collection form 

dated 5/18/16, identified R148 was oriented to 

 Resident #148 expired on 5/23/2016

Corrective Action as it applies to other 

residents: The policy and procedures for 

assessment and provider notification was 

reviewed and is current.  All residents are 

assessed upon admission, minimally 

quarterly and as needed with change of 

condition.  All residents with change of 

condition are reviewed with IDT daily and 

physicians updated timely as per clinical 

indications and per policy.  The facility 

EMR also alerts nurses to documentation 

and report of NARs to potential change in 

status each shift.  An in-service for 

nursing staff will be presented during the 

week of 10/3/2016 related to recognition 

and assessment of status change and 

timely notification of physician/ provider 
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person, place and time, with level of 

consciousness as alert.  Further, the neurological 

status noted weakness and a history of and risk 

for falls.

R148's Individual Resident Care Plan dated 

5/18/16, identified R148 was independent with 

ambulation with use of a walker, and required 

assist of one for transfers until seen by therapy.  

It also noted R148 was alert and oriented.  The 

care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 

5/18/16, identified muscle weakness and difficulty 

in walking as the treatment diagnosis, with a start 

of care as 5/18/16.  It also noted hospitalization 

for falls and weakness, with three falls in the past 

month.  R148 was noted to have complaints of 

weakness, fatigue and impaired balance 

impacting ability to ambulate, transfer and 

perform activities of daily living (ADLs) safely and 

independently. R148 noted significant fatigue and 

left knee feeling like it would buckle with gait.  

 

The facility Therapy to Nursing Functional 

Maintenance Program form dated 5/18/16, 

identified R148 was "Independent Toilet, Bed to 

Chair/Chair to Bed, Sit to Stand." The form also 

identified under Walking, "Independent walking in 

room, A1 [assist of 1] longer distances [100+ feet] 

to all destinations."  This form was completed by 

Physical Therapist (PT)-A. 

A Resident Occurrence Report dated 5/22/16, at 

6:00 p.m. identified R148 had a witnessed fall 

without injury. R148 was walking to the dining 

room, knees gave out, and was lowered to the 

floor by staff.  Medical provider was notified via 

team including information to be reported.  

The information presented will review the 

policy on reporting Change of Condition 

and Policy on Falls.  At this in-service staff 

will review eInteract tools, and the 

reporting of a Significant Change progress 

note.  This will ensure ongoing and 

consistent monitoring of any change in 

condition is completed with medical 

intervention.  

Reoccurrence will be prevented by: 

a. Audits for significant change will be 

completed in daily IDT meeting. All falls 

will be reviewed for significant change. 

Policy will be followed for proper 

notification of provider, Administrator, and 

family.

b. 24 hour report will be reviewed daily by 

Clinical Coordinators to check for change 

in condition. The nurse in charge of the 

building will be reviewing on the 

weekends.

The Correction will be monitored by:  

a. The audits will be given to the Clinical 

Administrator for review.

b. Administrator will report audits to the 

QA Team.  QA will determine frequency of 

audits

c. The Clinical Administrator will be 

responsible for ongoing compliance.
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voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 

9:00 p.m. identified R148 was observed on the 

floor, noting a fall with injury, including hematoma 

and laceration to the back/top of head.  The 

report noted medical attention was required, 

including "pressure to stop bleeding" and "cold 

compress to hematoma."  The medical provider 

was notified by fax on 5/23/16, at 1:10 a.m., 4 

hours and 10 minutes after the injury from the fall.  

R148 identified she hit her head, and her head 

hurt, and was holding her head with one hand. BP 

noted after the fall was 79/49.  The Fall Huddle 

Review Form dated 5/22/16 identified a drawing 

of the residents position in relation to other items.  

The picture identified R148's head was touching a 

dresser, which was next to the residents 

television.   

Review of the facility Neuro Check Flow sheet (a 

monitoring tool used to identify changes in 

neurological symptom changes), dated 5/22/16 

from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 

no changes in neurological status from 5/22/16 at 

9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 

identified on 5/23/16, at 9:00 a.m. and 1:00 p.m. 

R148's right and left pupils were slow to respond 

but identified there were no changes from last 

neuro check even though R148's pupils were 

slow to respond on these two separate occasions 

at 9:00 a.m. and 1:00 p.m., 12 hours after R148 

fell hitting her head resulting in a hematoma and 

laceration. There was another entry on the Neuro 

Check Flow sheet after the 1:00 p.m. notation but 

there was no date identified (blank) and no 

specific time identified but just "PM". This entry 

showed no changes, and pupils were equal and 

reactive to light. 
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A Facility Facsimile Transmittal Form was faxed 

to the the physician with a faxed date identified as 

5/23/16, which was hand written on the form. The 

form identified: "6:00 p.m. while ambulating to 

dining room 'my knees gave out'.  NAR [nursing 

assistant registered] caught her and lowered her 

to a sitting position on floor."  It also identified: 

"9:00 pm.  Resident 'thought she could do it 

herself' and ambulated to the bathroom where 

she fell, hitting her head. There is a bump on 

head. VS [vital signs] and neuro's [neurological 

checks] are being monitored.  Blood pressure 

after fall was 79/49.  It was then 106/74 then 

135/87..."  There was no further data on the form 

to the physician following the ellipsis. This form 

was marked, "Noted" and signed by the physician 

on 5/23/16, and faxed back to the facility on 

5/23/16, at 8:29 a.m.

An undated facility Falls Follow Up Form for R148 

was reviewed.  The form lacked date or time of 

the occurrence, however identified long term 

interventions of resident changed to assist of one 

with all transfers, and therapy notified of 

increased weakness. Neuro at baseline and INR 

(international normalized ratio), a laboratory test 

for measurement of anticoagulants for blood 

clotting, was within normal limits. There was no 

date or time identified of when this form was 

completed for the long term interventions.  

A Therapy to Nursing Functional Maintenance 

Program dated 5/23/16, identified a change in 

status for R148. R148 needed assistance of one 

for toileting, bed to chair/chair to bed transfers 

and sit to stand. A change was made to walking 

with assistance of one at all times. The form was 

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  20 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/19/2017

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 309 Continued From page 20 F 309

completed by physical therapy assistant-A.   

R146's Care Conference Summary dated 

5/23/16, identified: "[R148] had 2 falls on Sunday, 

did hit head."  It also noted: "Had increase in 

weakness over the weekend and increased 

shakiness."  The summary noted: "Resident was 

ind [independent] with all mobility, ambulation, 

and self-cares walker but has had a decline over 

the weekend as is now SBA [stand by assist] with 

FWW [four wheeled walker].  Balance score puts 

resident in moderate risk for falls.  Resident is 

SBA [stand by assist] for dressing/toileting."

Review of R148's progress notes dated 5/18/16, 

through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 

"fall noted".  

- 5/23/16 at 8:23 am care conference summary, 

identified "Resident was ind [independent] with all 

mobility, ambulation, and self-cares walker but 

has had a decline over the weekend and is not 

SBA [stand by assist] with FWW [four wheeled 

walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 

thought she could do it herself and ambulated to 

bathroom where she fell in the doorway.  

Resident landed on her back after hitting her 

head on built in dresser on way down.  Put in bed 

with call light close at hand. Close monitor."  

Injury description was "Hit back/top of head.  

Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 

back of head dry, no infection noted." 
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- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 

very weak and shaky today.  Stayed in bed all 

shift, had room tray for dinner, appetite poor. Will 

cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 

roommate called out for a nurse from the hallway.  

She heard a loud crash that woke her up.  Writer 

entered the room and found res [resident] lying 

face down, unresponsive.  Res [resident] was 

rolled to her back and sternal rub tried.  Resp 

[respirations] absent, pulse absent, res [resident] 

DNR/DNI."

Review of the facility Resident Occurrence Report 

dated 5/23/16, at 9:45 p.m. identified a check 

mark on box observed on floor and, "bleeding on 

R [right] cheek." Medical attention required, no; 

first aid required, no; witness, no. The form 

identified R148 was unconscious, unable to 

respond verbally and "res [resident] had expired." 

The physician was notified on 5/23/16 at 11:00 

p.m.  

Review of the PT Daily Treatment Notes on 

5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 

nursing of pt [patient] grey coloring, weakness 

and shakiness.  Due to pt increased weakness 

got a w/c [wheelchair] for pt."  It also noted "Pt 

very weak after 2nd fall.  Pt shaky even with voice 

in speaking."

The PT - Therapist Progress & Discharge 

Summary dated 5/24/16, identified: "Pt [patient] 

passed away unexpectedly last night following 

decline over the past few days."  It also noted: 

"Skilled services provided since start of care 
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included There ex [therapeutic exercises], gait 

training and pt [patient] education which improved 

patient's abilities in Amb [ambulation], transfers 

and ADLs prior to functional decline leading up to 

pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 

program manager (RPM) stated R148 was 

receiving therapy from 5/18/16, through 5/23/16.  

On 5/18/16, R148 was assessed as being 

independent, and when ambulating all longer 

distances was to have assist of one.  On 5/23/16, 

the resident (R146) changed, and needed 

assistance of one for all mobility (including 

transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 

registered nurse (RN)-B stated after the fall on 

5/22/16, R148 had a wound on her head.  Staff 

were expected to notify the physician and start 

neuro's, which they did.  RN-B stated a fax 

notification would be acceptable, and the only 

time a call is warranted is when there was a 

change in cognition or a change in neuro's or 

when medical attention from the emergency room 

is required.  The documentation identified (R148) 

had a hematoma with some bleeding.  This was 

documented in the record and the physician 

would be called only if the bleeding did not stop.  

At 2:43 p.m. the director of nursing (DON) 

entered and stated a physician would not need to 

be called unless staff were unable to stop the 

bleeding, adding this is what the physician would 

expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 

licensed practical nurse (LPN)-A stated he was 

unsure if R148 had any change in status.  After 

reviewing the notes, LPN-A stated he would 
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definitely notify the physician.  However, LPN-A 

was unable to locate any notification made to the 

physician on 5/23/16, following the fall with a 

hematoma and laceration on 5/22/16, and 

complaints of not feeling well on 5/23/16.  LPN-A 

also stated from reading the progress notes, 

R148 had a change in status, and with a change 

in status the medical doctor (MD) should be 

notified.

When interviewed on 8/31/16, at 4:46 p.m. MD-A 

stated a fax was received on 5/23/16, at 1:05 

a.m. at the office, but nobody was in the office to 

receive it at that time. The fax was reviewed by 

her colleague on 5/23/16.  The fax identified 

R148 had a bump on the head.  MD-A denied any 

knowledge of a change in status and stated, "We 

didn't know that she was bleeding."  Notification 

received from the facility included a routine fax to 

sign orders for therapy, and the next was a 

notification of her death.  MD-A added, "No where 

did we see a change in neuro status or the 

bleeding."  MD-A stated there was a failure in 

communication, and it appeared R148 had a 

decline in status, not necessarily a head bleed, 

but added, "Given her history you gotta wonder."  

R148 was admitted to the facility on 5/18/16, and 

was independent with; toileting, transferring from 

bed to chair, sit to stand, walking in her room and 

only needed staff assistance of one, if ambulating 

more than 100 feet.  R148 sustained 2 falls, on 

5/23/16, following the fall on 5/23/16 at 9:00 p.m. 

R148 hit her head.  R148 had changes in her 

medical status less than 24 hours after the fall.  

R148 complained she was not feeling very well, 

was gray in color, shaky and needed staff 

assistance with transfers and toileting even 

though she was previously independent with this. 
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R148 also needed additional staff assistance for 

ambulation at all times, which was a change from 

assistance of one staff for long distances of 100+ 

feet, and had neurological changes in her pupil 

status 12 hours after her fall. Although R148 

showed a change in her medical status after her 

fall on 5/22/16, the facility had not recognized and 

comprehensively reassess these medical 

changes and failed to contact the physician for 

possible medical interventions.   

A facility policy dated as reviewed on 2/16, 

Change of Condition Physician Notification Policy, 

indicated staff was to notify the physician any 

time there was a significant change in condition. It 

also directed staff to document in the medical 

record the time called, the person spoken to, 

what was reported and their response if any.  The 

policy included a "list of possible examples of 

what should be reported", which identified any 

injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 

Prevention and Management Program Policy 

review date 2/16, identified with minor head 

trauma or unwitnessed fall where the resident is 

not able to state if they hit their head, staff was to 

alert the physician or nurse practitioner with any 

changes.  It also directed staff to make an entry 

into the medical record including patient 

appearance at the time of discovery, patient 

response to event, evidence of injury, location, 

medical provider notification, responsible party 

notification, and nursing actions.

F 314

SS=D

483.25(c) TREATMENT/SVCS TO 

PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 

F 314 10/7/16
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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:

 Based on observation, interview and document 

review, the facility failed to ensure interventions 

were implemented to reduce the risk of pressure 

ulcer formation for 1 of 4 residents (R80) 

reviewed for pressure ulcer care.  

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 

7/25/16, identified R80 had intact cognition, 

required extensive assistance with bed mobility, 

and was at risk for pressure ulcer formation.  

R80's Skin Risk and Braden assessment, dated 

7/20/16, identified R80 to have fragile skin and 

signs and symptoms of neuropathy with, "Tingling 

sensation of lower extremity or feet."  Further, the 

assessment identified R80 was at, "Mild Risk" or 

developing pressure ulcers. 

R80's care plan dated 8/3/16, identified R80 had, 

"Limited physical mobility in bed," and R80 had, 

"Potential for alteration in skin integrity."  The care 

plan directed staff to, "Keep heels elevated in 

bed."  

R80's most recent Body Audit dated 8/15/16, 

 To correct this for resident #80, staff 

completed a Braden and Skin Risk 

Assessment to make the Care Plan 

correct and updated care plan/Team 

Sheets.

Corrective Action as it applies to other 

residents:  The policy and procedure for 

skin risk and pressure ulcer prevention 

was reviewed and is current.  To prevent 

reoccurrence for other residents we will 

pull a report of all pressure issues in Point 

Click Care and audit the Care Plan to 

make sure the proper instructions are on 

Team Sheets. An in-service will be held 

reviewing the Skin at Risk Policy to follow 

floating of heels and points of pressure.  

The Team Sheets will be reviewed to 

insure all areas of concern are addressed.  

All residents are assessed upon 

admission for skin risk and the care plan 

and my best day/ team sheet updated with 

interventions.  All residents are assessed 

minimally quarterly and with change of 

status impacting risk and the care plan 

and my best day/ team sheet are updated 

to reflect interventions or changes in skin 
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identified R80 had no current pressures and her 

heels were described as, "Clear."  

During observation of morning care on 8/31/16, at 

8:29 a.m. R80 was laying in her room in bed.  

Nursing assistant (NA)-A pulled back R80's 

bedding exposing R80's legs and feet.  R80's 

heels were not being floated with any devices or 

pillows, instead they were directly on the 

mattress.  R80 stated, "My heel hurts," and the 

back of her heel was reddened in color.  There 

were no visible open areas.  At 8:59 a.m. R80 

was assisted to the bathroom and NA-A stated 

R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 

stated R80's heels were not being floated when 

she removed her bedding and her right heel was 

reddened.  NA-A stated she had noticed times in 

the past where R80's heels were not floated when 

she would assist her with morning cares.  Further, 

NA-A stated R80's heels have been red in the 

morning before when they are not floated, "Their 

usually red."  

During interview on 8/31/16, at 12:20 p.m. 

licensed practical nurse clinical coordinator 

(LPN)-B stated R80 was at, "Slight risk for 

pressure ulcers" because of her impaired mobility 

and incontinence.  LPN-B stated she was 

unaware of any concerns for R80 concerning her 

heels which would cause them to be red, [I'm] not 

aware of anything wrong with her heels."  LPN-B 

stated if staff attempted to float her heels and she 

refused, it should be documented however, 

LPN-B stated there was, "No documentation to 

support" they had been floated during the 

previous night or morning.  

risk. 

Reoccurrence will be prevented by:  

Clinical Coordinator or designee auditing 

the care plan, assessment and team 

sheets to ensure all of the information is 

accurate.  Staff will audit 10% of the 

residents each week to make sure all 

areas are matching and that the 

interventions are in place.  

The Correction will be monitored by:  

a. The audits will be given to the Clinical 

Administrator for review.

b. The Clinical Administrator will report 

audits to the QA Team.  QA will determine 

frequency of audits.

c. The Administrator will be responsible 

for compliance.
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When interviewed again on 8/31/16, at 1:56 p.m. 

LPN-B stated R80's heels should have been 

floated while she was in bed, or the nursing staff 

should have documented the reason why they 

weren't.  

A facility Skin Risk Policy dated 8/2016, identified 

a directive to, "Implement preventative measures; 

and to provide appropriate treatment modalities 

for pressure ulcers/injuries according to industry 

standards of care."  Further, the policy provided 

general care guidelines for staff to follow which 

included, "Elevate heels off bed as indicated..."
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DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

01/01/1977

00

00320

11/01/2016

10/31/2016 11/15/2016

21.

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

Brenda Fischer, 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

245210

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

LAKE MINNETONKA SHORES 4527 SHORELINE DRIVE

SPRING PARK, MN 55384

10/27/2016
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 10/07/2016

ID Prefix  F0157 Correction

Reg. #
483.10(b)(11)

Completed 

LSC 09/30/2016

ID Prefix  F0241 Correction

Reg. #
483.15(a)

Completed 

LSC 10/07/2016

ID Prefix  F0282 Correction

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

Completed 

LSC 10/07/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 10/07/2016

ID Prefix  F0314 Correction

Reg. #
483.25(c)

Completed 

LSC 10/07/2016

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

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 NO8/31/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 KN7Z12EVENT ID:

10/27/20163220910/15/2016PK/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

245210

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

LAKE MINNETONKA SHORES 4527 SHORELINE DRIVE

SPRING PARK, MN 55384

10/11/2016
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 09/06/2016K0050

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 NO9/2/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 KN7Z22EVENT ID:

10/11/20163220911/15/2016TL/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

245210

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 02 - BLDG TWO

LAKE MINNETONKA SHORES 4527 SHORELINE DRIVE

SPRING PARK, MN 55384

10/11/2016
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 09/06/2016K0050

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 NO9/2/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 KN7Z22EVENT ID:

10/11/20163220911/15/2016TL/KJ



STATE FORM: REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

00271

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

LAKE MINNETONKA SHORES 4527 SHORELINE DRIVE

SPRING PARK, MN 55384

10/27/2016
Y2 Y3

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (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  20265 Correction

Reg. #
MN Rule 4658.0085

Completed 

LSC 10/07/2016

ID Prefix  20565 Correction

Reg. #
MN Rule 4658.0405 

Subp. 3 Completed 

LSC 10/07/2016

ID Prefix  20830 Correction

Reg. #
MN Rule 4658.0520 

Subp. 1 Completed 

LSC 10/07/2016

ID Prefix  20900 Correction

Reg. #
MN Rule 4658.0525 

Subp. 3 Completed 

LSC 10/07/2016

ID Prefix  21800 Correction

Reg. #
MN St. Statute144.651 

Subd. 4 Completed 

LSC 09/30/2016

ID Prefix  21805 Correction

Reg. #
MN St. Statute 144.651 

Subd. 5 Completed 

LSC 10/07/2016

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

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 NO8/31/2016

Page 1 of 1 KN7Z12EVENT ID:

STATE FORM: REVISIT REPORT (11/06)

PK/KJ 11/15/2016 32209 10/27/2016
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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: 00271

ID:   KN7Z

SPRING PARK, 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)

172043100

2

06/03/2010

09/30

08/31/2016

LAKE MINNETONKA SHORES245210

02

4527 SHORELINE DRIVE

55384

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  131 (L18)

13.Total Certified Beds  131 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 131

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

00-Active

01/01/1977

00

00320

10/03/2016 10/27/2016

21.

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

Austin Fry, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 On 8/29/16, to 8/31/16, a recertification survey 
was completed by surveyors from the Minnesota 
Department of Health (MDH).  Lake Minnetonka 
Shores was found to not be in compliance with 
the regulations at 42 CFR Part 483, subpart B, 
requirements for Long Term Care Facilities. 

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 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 

F 156 9/30/16

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

09/30/2016Electronically 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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F 156 Continued From page 1 F 156

of admission to the nursing facility or, when the 
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 
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groups such as the State survey and certification 
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 Notice of 
Medicare Non-Coverage for 1 of 3 residents 
(R93) reviewed for liability notices. 

Findings include: 

R93's progress note dated 7/13/16, identified R93 
would be completing therapy and discharge back 
to assisted living on 7/15/16.  R93 had, "No 
further recommendations for continued therapy."  

 Resident 93 was discharged prior to 
adequate notice given related to family 
and resident's wishes to discharge earlier 
than anticipated end date of therapy.  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
Medicare Denials was reviewed and is 
current.  

To prevent reoccurrence for other 
residents the criteria for denial for 
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R93's medical record was reviewed.  There was 
no evidence R93 had been provided a Notice of 
Medicare Non-Coverage (CMS-10123) as 
required when their Medicare coverage was 
ended. 

During interview on 8/31/16, at 3:55 p.m. licensed 
social worker (LSW)-A stated R93 admitted to the 
nursing home for therapy services under 
Medicare Part A coverage.  R93 completed his 
therapy services and was originally planned to 
discharge on Saturday, 7/16/16, however the 
assisted living would not accept him on the 
weekend.  LSW-A stated a decision was made 
with R93's family to move up his discharge to 
Friday, 7/15/16, instead.  LSW-A stated R93 was 
not provided a Notice of Medicare Non-Coverage 
(CMS-10123) because R93, "Chose to go on his 
own wishes prior to the last day."

Medicare benefits is reviewed daily at IDT 
meetings. In-service for this group will be 
held the week of 9/26/2016.  Specific 
training and tool kits were created for staff 
responsible for providing notices.

Reoccurrence will be prevented by: Audits 
will be done weekly by the Resident 
Services Director (LSW) or designee. The 
audits will be reviewed monthly to check 
for criteria of discharge to make sure 
notices are given timely.

Correction will be monitored by:   
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance.

F 157
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483.10(b)(11) NOTIFY OF CHANGES 
(INJURY/DECLINE/ROOM, ETC)

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

F 157 10/7/16
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consequences, or to commence a new form of 
treatment)��or a decision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a).

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 
change in room or roommate assignment as 
specified in  §483.15(e)(2)��or a change in 
resident rights under Federal or State law or 
regulations as specified in paragraph  (b)(1) of 
this section.

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

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to inform the resident's physician of 
pertinent information about the resident's status 
after the resident fell for 1 of 2 residents (R148) 
reviewed for falls.  

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. The 5/23/16 admission Minimum 
Data Set identified R148 was on an anticoagulant 
medication (blood thinner), and had received the 
medication in the last 6 days.  

Comprehensive Data Collection form dated 

 Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
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5/18/16, identified R148 was oriented to person, 
place and time, with level of consciousness as 
alert.  Neurological status noted weakness and a 
history of and risk for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16 
identified R146 was" Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was filled out by 
Physical Therapy-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R146 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 

timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b.  24 hour report will be reviewed daily 
by Clinical Coordinators to check for 
change in condition. The nurse in charge 
of the building will be reviewing on the 
weekends.
The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance.
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voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "Pressure to stop bleeding" and "Cold 
compress to hematoma".  The medical provider 
was notified by fax on 5/23/16 at 1:10 a.m. of the 
fall.  R148 identified she hit her head, and her 
head hurt, and was holding her head with one 
hand. BP noted after the fall 79/49.  

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes),  dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16 at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration to the back/top of R148's head. There 
was another entry on the Neuro Check Flow 
sheet after the 1:00 p.m. notation but there was 
no date identified (blank) and no specific time 
identified but just "PM". This entry showed no 
changes, and pupils were equal and reactive to 
light.        

A Facility Facsimile Transmittal Form sent to the 
physician faxed on 5/23/16 which was hand 
written on the form. The form identified "6:00 p.m.  
while ambulating to dining room 'my knees gave 
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out'.  NAR [nursing assistant registered] caught 
her and lowered her to a sitting position on floor."  
It also identified "9:00 pm.  Resident 'thought she 
could do it herself'' and ambulated to the 
bathroom where she fell, hitting her head. There 
is a bump on head. VS [vital signs] and neuro's 
[neurological checks] are being monitored.  Blood 
pressure after fall was 79/49.  It was then 106/74 
then 135/87..."  There was no further data on the 
form to the physician following the ellipsis. This 
form was marked "noted" and signed by the 
physician on 5/23/16, and faxed back to the 
facility on 5/23/16, at 8:29 a.m.

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R146 and R146 needed assistance of 
one for toileting, bed to chair/chair to bed 
transfers and sit to stand. A change was made to 
walking with assistance of one at all times. The 
form was filled out by physical therapy 
assistant-A. 

R148's Care Conference Summary dated 
5/23/16, identified R148 "Had 2 falls on Sunday, 
did hit head".  It also noted "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148 progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
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"fall noted".  

- 5/23/16 at 8:23 am titled care conference 
summary, identified "Resident was ind 
[independent] with all mobility, ambulation, and 
self-cares walker but has had a decline over the 
weekend and is not SBA [stand by assist] with 
FWW [four wheeled walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor.  Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box with observed on floor, "bleeding on 
R [right] cheek." Medical attention required, no��
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first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes from 
5/19/16 to 5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT-Therapist Progress & Discharge 
Summary dated 5/24/16, identified "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training And pt education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R148) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
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5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, with a change in 
status the MD should be notified.

When interviewed on 8/31/16, at 4:46 p.m. 
medical doctor (MD)-A stated a fax was received 
on 5/23/16 at 1:05 a.m. at the office, but nobody 
was in the office to receive it at that time. The fax 
was reviewed by her colleague on 5/23/16.  The 
fax identified R148 had a bump on the head.  
MD-A denied any knowledge of a change in 
status.  "We didn't know that she was bleeding."  
Notification received from the facility included a 
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routine fax to sign orders for therapy, and the 
next was a notification of her death.  "Nowhere 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but "given her history you gotta wonder."  

Although R148 showed a change in her medical 
status after her fall and subsequent death on 
5/23/16, the facility had not recognized and 
comprehensively assessed these medical 
changes and failed to contact the physician for 
possible medical interventions for R148.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.
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F 241

SS=D

483.15(a) DIGNITY AND RESPECT OF 
INDIVIDUALITY

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 
by:

F 241 10/7/16

 Based on observation, interview and document 
review, the facility failed to ensure a dignified 
rising routine was consistently provided for 1 of 3 
residents (R80) reviewed for dignity. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was totally dependent on staff for transfers. 

During interview on 8/29/16, at 4:24 p.m. R80 
stated she did not feel staff treated her with 
dignity because it seemed, "Like there's always a 
lag of time," in getting assistance with cares and 
dressing.  R80 stated the staff often start helping 
her then, "Leave the room and not come back," 
so R80 has to, "Lay there on the bed waiting for 
someone to help finish dressing me."  R80 stated 
this happens, "All the time," and it makes her feel, 
"Rejected and uncared for."  

On 8/31/16, at 7:54 a.m. R80 was in bed in her 
room with her call light turned on.  Licensed 
practical nurse (LPN)-B entered the room and 
turned off R80's call light.  LPN-B applied a 
cream to R80's legs and asked her, "Are you 

 Corrective Action:  To correct the deficient 
practice for resident #80, LSW 
interviewed resident to make sure we 
have proper understanding of what time 
the resident would prefer to rise and go to 
bed.  Weekly check-ins with Resident 
Services for this resident will occur to 
ensure resident needs are being met.

Corrective Action as it applies to other 
residents:  The policy and procedure for 
call light response and dignity were 
reviewed and are current.  All resident 
preferences are assessed upon 
admission, minimally quarterly and as 
indicated with a change in request of 
services from family or resident.  All staff 
are trained on timely response of call 
lights and meeting resident requests upon 
hire and minimally annually with annual 
training. An in-service will be provided to 
review the importance of resident 
preferences and Dignity policy during the 
week of October 3, 2016.  This topic will 
be discussed at resident council 
upcoming in October as to resident 
preference and timeliness of services.  
Household residents will be interviewed by 
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ready to get up?"  R80 stated she had, "Been 
waiting to get up," to which LPN-B stated she 
would inform the nursing assistant (NA) staff.  At 
7:57 a.m. R80 again turned on her call light 
outside the room.  LPN-B entered the room and 
turned off the call light and told R80 the NA staff 
would be coming, "In a minute."  LPN-B then 
applied a warm washcloth to R80's eyes and left 
the room.  

At 8:25 a.m. R80 remained in bed without any 
assistance being offered to help her get up or 
ready for the day as she had requested.  R80 
stated she was, "Waiting on my aides [NA]," and 
had been waiting for help to get up, "since 7:30 
[a.m.]."  R80 stated having to wait this long for 
help had happened before, and it makes her feel, 
"Lonelier because I have to eat by myself [in the 
dining room]."  At 8:29 a.m. (thirty five minutes 
after observation began) NA-A entered R80's 
room and helped her get dressed for the day.  At 
9:28 a.m. R80 was assisted out of her room to 
the dining room and seated at a table by herself, 
with only two other residents seated in the dining 
room at a different table.  R80 was served 
breakfast alone in the dining room.  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80 had complained about not being 
helped timely in the morning before to her, and 
residents sometimes have to wait for longer 
periods if they are short staffed because they are 
typically, "Really behind," then.

During interview on 8/31/16, at 10:03 a.m. LPN-B 
stated staff, "Try to get them [residents] as we 
can," and sometimes R80, "Has to wait a little bit" 
for her cares in the morning. 

LSW to learn preference on what time the 
residents would like to get up and go to 
sleep each day.   A committee has been 
formed to discuss ongoing staffing 
patterns in the morning/evening and how 
we can best meet our residents 
preferences.

Reoccurrence will be prevented by:  
Weekly Audits will be done on 10% of the 
residents to ensure resident�s 
preferences are being met when it comes 
to preferred wake times and the times 
they are going to bed. Residents� 
preferred wake times will be added to 
NAR team sheets.  Audits of timely 
response rates will also be conducted to 
ensure ongoing needs are being met 
timely.  

The Correction will be monitored by:  
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance.
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When interviewed on 8/31/16, at 12:20 p.m. LPN 
clinical coordinator (LPN)-C stated residents 
should not have to wait for extended periods to 
be helped with cares adding, "We don't ever want 
anyone to wait a long period of time," because, 
"This is their home and they need to feel trust in 
us."  

A facility Dignity policy dated 12/2014, identified 
resident should be cared for, "In a manner and in 
an environment that promotes maintenance 
and/or enhancement of each resident's quality of 
life."

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 10/7/16

 Based on observation, interview and document 
review, the facility failed to implement care plan 
interventions to promote skin integrity for 1 of 4 
residents (R80) reviewed for pressure ulcers. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's care plan dated 8/3/16, identified R80 had, 

 Corrective Action:  To correct this for 
resident 80, upon identification that heels 
were not being floated, it was immediately 
corrected and staff involved were 
re-educated on resident plan of care.  The 
care plan was reviewed and is current. 
The Team Sheet was updated to match 
Care Plan interventions. 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
care plan was reviewed and is current.  All 
residents are assessed on admission and 
care plan initiated.  All residents care plan 
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"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 9:52 a.m. licensed 
practical nurse (LPN)-B stated the care plan was 
used as an, "Overall guide on how to take care of 
that person," and staff were to, "Follow the care 
plan the way its supposed to be followed."  

When interviewed on 8/31/16, at 1:56 p.m. 
LPN-C stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

and My Best Day/assignment sheet are 
reviewed minimally quarterly and with 
change in status and updated with any 
changes. We will audit the team sheets to 
make sure the current team sheets match 
the care plan for each resident. When 
there is a change in care the Clinical 
Coordinators (or designee) will update the 
team sheets and the care plan. There will 
be an in-service regarding the process of 
updating of care plan and team sheets for 
all nursing the week of October 3, 2016.

Reoccurrence will be prevented by:  
Weekly Audits will be completed by 
Clinical Coordinators. They will chose 
10% of the residents each week to make 
sure care plans match team sheets and 
that the services indicated on the plan of 
care are being followed.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team. QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for compliance.
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A facility Care Plan Policy and Procedure dated 
4/2016, identified a care plan was used to, 
"Ensure the resident has the appropriate care 
required to maintain or attain the resident's 
highest level of practicable function possible."

F 309

SS=G

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 
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.

This REQUIREMENT  is not met as evidenced 
by:

F 309 10/7/16

 Based on interview and document review, the 
facility failed to accurately assess and monitor a 
significant change about a resident's status after 
the resident fell, for 1 of 2 residents (R148) 
reviewed for accidents.  This resulted in actual 
harm for R148, after developing a cranial 
hematoma, laceration and died. 

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. R148's admission Minimum Data 
Set dated 5/23/16, identified R148 was on an 
anticoagulant medication (blood thinner), and had 
received the medication in the last 6 days.  

 Resident #148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An in-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
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R148's Comprehensive Data Collection form 
dated 5/18/16, identified R148 was oriented to 
person, place and time, with level of 
consciousness as alert.  Further, the neurological 
status noted weakness and a history of and risk 
for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16, 
identified R148 was "Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was completed by 
Physical Therapist (PT)-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R148 had a witnessed fall 
without injury. R148 was walking to the dining 

team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 
building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance.
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room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "pressure to stop bleeding" and "cold 
compress to hematoma."  The medical provider 
was notified by fax on 5/23/16, at 1:10 a.m., 4 
hours and 10 minutes after the injury from the fall.  
R148 identified she hit her head, and her head 
hurt, and was holding her head with one hand. BP 
noted after the fall was 79/49.  The Fall Huddle 
Review Form dated 5/22/16 identified a drawing 
of the residents position in relation to other items.  
The picture identified R148's head was touching a 
dresser, which was next to the residents 
television.   

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes), dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16, at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration. There was another entry on the Neuro 
Check Flow sheet after the 1:00 p.m. notation but 
there was no date identified (blank) and no 
specific time identified but just "PM". This entry 
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showed no changes, and pupils were equal and 
reactive to light. 

A Facility Facsimile Transmittal Form was faxed 
to the the physician with a faxed date identified as 
5/23/16, which was hand written on the form. The 
form identified: "6:00 p.m. while ambulating to 
dining room 'my knees gave out'.  NAR [nursing 
assistant registered] caught her and lowered her 
to a sitting position on floor."  It also identified: 
"9:00 pm.  Resident 'thought she could do it 
herself' and ambulated to the bathroom where 
she fell, hitting her head. There is a bump on 
head. VS [vital signs] and neuro's [neurological 
checks] are being monitored.  Blood pressure 
after fall was 79/49.  It was then 106/74 then 
135/87..."  There was no further data on the form 
to the physician following the ellipsis. This form 
was marked, "Noted" and signed by the physician 
on 5/23/16, and faxed back to the facility on 
5/23/16, at 8:29 a.m.

An undated facility Falls Follow Up Form for R148 
was reviewed.  The form lacked date or time of 
the occurrence, however identified long term 
interventions of resident changed to assist of one 
with all transfers, and therapy notified of 
increased weakness. Neuro at baseline and INR 
(international normalized ratio), a laboratory test 
for measurement of anticoagulants for blood 
clotting, was within normal limits. There was no 
date or time identified of when this form was 
completed for the long term interventions.  

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R148. R148 needed assistance of one 
for toileting, bed to chair/chair to bed transfers 
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and sit to stand. A change was made to walking 
with assistance of one at all times. The form was 
completed by physical therapy assistant-A.   

R146's Care Conference Summary dated 
5/23/16, identified: "[R148] had 2 falls on Sunday, 
did hit head."  It also noted: "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted: "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148's progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  

- 5/23/16 at 8:23 am care conference summary, 
identified "Resident was ind [independent] with all 
mobility, ambulation, and self-cares walker but 
has had a decline over the weekend and is not 
SBA [stand by assist] with FWW [four wheeled 
walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
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back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor. Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box observed on floor and, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes on 
5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT - Therapist Progress & Discharge 
Summary dated 5/24/16, identified: "Pt [patient] 
passed away unexpectedly last night following 

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  22 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/03/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 309 Continued From page 22 F 309

decline over the past few days."  It also noted: 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training and pt [patient] education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R146) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
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unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, and with a change 
in status the medical doctor (MD) should be 
notified.

When interviewed on 8/31/16, at 4:46 p.m. MD-A 
stated a fax was received on 5/23/16, at 1:05 
a.m. at the office, but nobody was in the office to 
receive it at that time. The fax was reviewed by 
her colleague on 5/23/16.  The fax identified 
R148 had a bump on the head.  MD-A denied any 
knowledge of a change in status and stated, "We 
didn't know that she was bleeding."  Notification 
received from the facility included a routine fax to 
sign orders for therapy, and the next was a 
notification of her death.  MD-A added, "No where 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but added, "Given her history you gotta wonder."  

R148 was admitted to the facility on 5/18/16, and 
was independent with��toileting, transferring from 
bed to chair, sit to stand, walking in her room and 
only needed staff assistance of one, if ambulating 
more than 100 feet.  R148 sustained 2 falls, on 
5/23/16, following the fall on 5/23/16 at 9:00 p.m. 
R148 hit her head.  R148 had changes in her 
medical status less than 24 hours after the fall.  
R148 complained she was not feeling very well, 
was gray in color, shaky and needed staff 
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assistance with transfers and toileting even 
though she was previously independent with this. 
R148 also needed additional staff assistance for 
ambulation at all times, which was a change from 
assistance of one staff for long distances of 100+ 
feet, and had neurological changes in her pupil 
status 12 hours after her fall. Although R148 
showed a change in her medical status after her 
fall on 5/22/16, the facility had not recognized and 
comprehensively reassess these medical 
changes and failed to contact the physician for 
possible medical interventions which resulted in 
actual harm for R148 who subsequently died.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.

F 314 483.25(c) TREATMENT/SVCS TO F 314 10/7/16

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  25 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/03/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 314 Continued From page 25 F 314

SS=D 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:
 Based on observation, interview and document 
review, the facility failed to ensure interventions 
were implemented to reduce the risk of pressure 
ulcer formation for 1 of 4 residents (R80) 
reviewed for pressure ulcer care.  

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's Skin Risk and Braden assessment, dated 
7/20/16, identified R80 to have fragile skin and 
signs and symptoms of neuropathy with, "Tingling 
sensation of lower extremity or feet."  Further, the 
assessment identified R80 was at, "Mild Risk" or 
developing pressure ulcers. 

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 

 To correct this for resident #80, staff 
completed a Braden and Skin Risk 
Assessment to make the Care Plan 
correct and updated care plan/Team 
Sheets.

Corrective Action as it applies to other 
residents:  The policy and procedure for 
skin risk and pressure ulcer prevention 
was reviewed and is current.  To prevent 
reoccurrence for other residents we will 
pull a report of all pressure issues in Point 
Click Care and audit the Care Plan to 
make sure the proper instructions are on 
Team Sheets. An in-service will be held 
reviewing the Skin at Risk Policy to follow 
floating of heels and points of pressure.  
The Team Sheets will be reviewed to 
insure all areas of concern are addressed.  
All residents are assessed upon 
admission for skin risk and the care plan 
and my best day/ team sheet updated with 
interventions.  All residents are assessed 
minimally quarterly and with change of 
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bed."  

R80's most recent Body Audit dated 8/15/16, 
identified R80 had no current pressures and her 
heels were described as, "Clear."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 12:20 p.m. 
licensed practical nurse clinical coordinator 
(LPN)-B stated R80 was at, "Slight risk for 
pressure ulcers" because of her impaired mobility 
and incontinence.  LPN-B stated she was 
unaware of any concerns for R80 concerning her 
heels which would cause them to be red, [I'm] not 
aware of anything wrong with her heels."  LPN-B 
stated if staff attempted to float her heels and she 
refused, it should be documented however, 
LPN-B stated there was, "No documentation to 

status impacting risk and the care plan 
and my best day/ team sheet are updated 
to reflect interventions or changes in skin 
risk. 

Reoccurrence will be prevented by:  
Clinical Coordinator or designee auditing 
the care plan, assessment and team 
sheets to ensure all of the information is 
accurate.  Staff will audit 10% of the 
residents each week to make sure all 
areas are matching and that the 
interventions are in place.  

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. The Clinical Administrator will report 
audits to the QA Team.  QA will determine 
frequency of audits.
c. The Administrator will be responsible 
for compliance.
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support" they had been floated during the 
previous night or morning.  

When interviewed again on 8/31/16, at 1:56 p.m. 
LPN-B stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

A facility Skin Risk Policy dated 8/2016, identified 
a directive to, "Implement preventative measures��
and to provide appropriate treatment modalities 
for pressure ulcers/injuries according to industry 
standards of care."  Further, the policy provided 
general care guidelines for staff to follow which 
included, "Elevate heels off bed as indicated..."
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F 000 INITIAL COMMENTS F 000

 On 8/29/16, to 8/31/16, a recertification survey 
was completed by surveyors from the Minnesota 
Department of Health (MDH).  Lake Minnetonka 
Shores was found to not be in compliance with 
the regulations at 42 CFR Part 483, subpart B, 
requirements for Long Term Care Facilities. 

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 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 

F 156 9/30/16

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

09/30/2016Electronically 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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of admission to the nursing facility or, when the 
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 
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groups such as the State survey and certification 
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 Notice of 
Medicare Non-Coverage for 1 of 3 residents 
(R93) reviewed for liability notices. 

Findings include: 

R93's progress note dated 7/13/16, identified R93 
would be completing therapy and discharge back 
to assisted living on 7/15/16.  R93 had, "No 
further recommendations for continued therapy."  

 Resident 93 was discharged prior to 
adequate notice given related to family 
and resident's wishes to discharge earlier 
than anticipated end date of therapy.  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
Medicare Denials was reviewed and is 
current.  

To prevent reoccurrence for other 
residents the criteria for denial for 
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R93's medical record was reviewed.  There was 
no evidence R93 had been provided a Notice of 
Medicare Non-Coverage (CMS-10123) as 
required when their Medicare coverage was 
ended. 

During interview on 8/31/16, at 3:55 p.m. licensed 
social worker (LSW)-A stated R93 admitted to the 
nursing home for therapy services under 
Medicare Part A coverage.  R93 completed his 
therapy services and was originally planned to 
discharge on Saturday, 7/16/16, however the 
assisted living would not accept him on the 
weekend.  LSW-A stated a decision was made 
with R93's family to move up his discharge to 
Friday, 7/15/16, instead.  LSW-A stated R93 was 
not provided a Notice of Medicare Non-Coverage 
(CMS-10123) because R93, "Chose to go on his 
own wishes prior to the last day."

Medicare benefits is reviewed daily at IDT 
meetings. In-service for this group will be 
held the week of 9/26/2016.  Specific 
training and tool kits were created for staff 
responsible for providing notices.

Reoccurrence will be prevented by: Audits 
will be done weekly by the Resident 
Services Director (LSW) or designee. The 
audits will be reviewed monthly to check 
for criteria of discharge to make sure 
notices are given timely.

Correction will be monitored by:   
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance.

F 157

SS=D

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

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

F 157 10/7/16
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consequences, or to commence a new form of 
treatment)��or a decision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a).

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 
change in room or roommate assignment as 
specified in  §483.15(e)(2)��or a change in 
resident rights under Federal or State law or 
regulations as specified in paragraph  (b)(1) of 
this section.

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

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to inform the resident's physician of 
pertinent information about the resident's status 
after the resident fell for 1 of 2 residents (R148) 
reviewed for falls.  

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. The 5/23/16 admission Minimum 
Data Set identified R148 was on an anticoagulant 
medication (blood thinner), and had received the 
medication in the last 6 days.  

Comprehensive Data Collection form dated 

 Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
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5/18/16, identified R148 was oriented to person, 
place and time, with level of consciousness as 
alert.  Neurological status noted weakness and a 
history of and risk for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16 
identified R146 was" Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was filled out by 
Physical Therapy-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R146 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 

timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b.  24 hour report will be reviewed daily 
by Clinical Coordinators to check for 
change in condition. The nurse in charge 
of the building will be reviewing on the 
weekends.
The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance.
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voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "Pressure to stop bleeding" and "Cold 
compress to hematoma".  The medical provider 
was notified by fax on 5/23/16 at 1:10 a.m. of the 
fall.  R148 identified she hit her head, and her 
head hurt, and was holding her head with one 
hand. BP noted after the fall 79/49.  

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes),  dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16 at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration to the back/top of R148's head. There 
was another entry on the Neuro Check Flow 
sheet after the 1:00 p.m. notation but there was 
no date identified (blank) and no specific time 
identified but just "PM". This entry showed no 
changes, and pupils were equal and reactive to 
light.        

A Facility Facsimile Transmittal Form sent to the 
physician faxed on 5/23/16 which was hand 
written on the form. The form identified "6:00 p.m.  
while ambulating to dining room 'my knees gave 
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out'.  NAR [nursing assistant registered] caught 
her and lowered her to a sitting position on floor."  
It also identified "9:00 pm.  Resident 'thought she 
could do it herself'' and ambulated to the 
bathroom where she fell, hitting her head. There 
is a bump on head. VS [vital signs] and neuro's 
[neurological checks] are being monitored.  Blood 
pressure after fall was 79/49.  It was then 106/74 
then 135/87..."  There was no further data on the 
form to the physician following the ellipsis. This 
form was marked "noted" and signed by the 
physician on 5/23/16, and faxed back to the 
facility on 5/23/16, at 8:29 a.m.

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R146 and R146 needed assistance of 
one for toileting, bed to chair/chair to bed 
transfers and sit to stand. A change was made to 
walking with assistance of one at all times. The 
form was filled out by physical therapy 
assistant-A. 

R148's Care Conference Summary dated 
5/23/16, identified R148 "Had 2 falls on Sunday, 
did hit head".  It also noted "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148 progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
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"fall noted".  

- 5/23/16 at 8:23 am titled care conference 
summary, identified "Resident was ind 
[independent] with all mobility, ambulation, and 
self-cares walker but has had a decline over the 
weekend and is not SBA [stand by assist] with 
FWW [four wheeled walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor.  Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box with observed on floor, "bleeding on 
R [right] cheek." Medical attention required, no��
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first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes from 
5/19/16 to 5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT-Therapist Progress & Discharge 
Summary dated 5/24/16, identified "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training And pt education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R148) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
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5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, with a change in 
status the MD should be notified.

When interviewed on 8/31/16, at 4:46 p.m. 
medical doctor (MD)-A stated a fax was received 
on 5/23/16 at 1:05 a.m. at the office, but nobody 
was in the office to receive it at that time. The fax 
was reviewed by her colleague on 5/23/16.  The 
fax identified R148 had a bump on the head.  
MD-A denied any knowledge of a change in 
status.  "We didn't know that she was bleeding."  
Notification received from the facility included a 
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routine fax to sign orders for therapy, and the 
next was a notification of her death.  "Nowhere 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but "given her history you gotta wonder."  

Although R148 showed a change in her medical 
status after her fall and subsequent death on 
5/23/16, the facility had not recognized and 
comprehensively assessed these medical 
changes and failed to contact the physician for 
possible medical interventions for R148.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.
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F 241

SS=D

483.15(a) DIGNITY AND RESPECT OF 
INDIVIDUALITY

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 
by:

F 241 10/7/16

 Based on observation, interview and document 
review, the facility failed to ensure a dignified 
rising routine was consistently provided for 1 of 3 
residents (R80) reviewed for dignity. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was totally dependent on staff for transfers. 

During interview on 8/29/16, at 4:24 p.m. R80 
stated she did not feel staff treated her with 
dignity because it seemed, "Like there's always a 
lag of time," in getting assistance with cares and 
dressing.  R80 stated the staff often start helping 
her then, "Leave the room and not come back," 
so R80 has to, "Lay there on the bed waiting for 
someone to help finish dressing me."  R80 stated 
this happens, "All the time," and it makes her feel, 
"Rejected and uncared for."  

On 8/31/16, at 7:54 a.m. R80 was in bed in her 
room with her call light turned on.  Licensed 
practical nurse (LPN)-B entered the room and 
turned off R80's call light.  LPN-B applied a 
cream to R80's legs and asked her, "Are you 

 Corrective Action:  To correct the deficient 
practice for resident #80, LSW 
interviewed resident to make sure we 
have proper understanding of what time 
the resident would prefer to rise and go to 
bed.  Weekly check-ins with Resident 
Services for this resident will occur to 
ensure resident needs are being met.

Corrective Action as it applies to other 
residents:  The policy and procedure for 
call light response and dignity were 
reviewed and are current.  All resident 
preferences are assessed upon 
admission, minimally quarterly and as 
indicated with a change in request of 
services from family or resident.  All staff 
are trained on timely response of call 
lights and meeting resident requests upon 
hire and minimally annually with annual 
training. An in-service will be provided to 
review the importance of resident 
preferences and Dignity policy during the 
week of October 3, 2016.  This topic will 
be discussed at resident council 
upcoming in October as to resident 
preference and timeliness of services.  
Household residents will be interviewed by 
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ready to get up?"  R80 stated she had, "Been 
waiting to get up," to which LPN-B stated she 
would inform the nursing assistant (NA) staff.  At 
7:57 a.m. R80 again turned on her call light 
outside the room.  LPN-B entered the room and 
turned off the call light and told R80 the NA staff 
would be coming, "In a minute."  LPN-B then 
applied a warm washcloth to R80's eyes and left 
the room.  

At 8:25 a.m. R80 remained in bed without any 
assistance being offered to help her get up or 
ready for the day as she had requested.  R80 
stated she was, "Waiting on my aides [NA]," and 
had been waiting for help to get up, "since 7:30 
[a.m.]."  R80 stated having to wait this long for 
help had happened before, and it makes her feel, 
"Lonelier because I have to eat by myself [in the 
dining room]."  At 8:29 a.m. (thirty five minutes 
after observation began) NA-A entered R80's 
room and helped her get dressed for the day.  At 
9:28 a.m. R80 was assisted out of her room to 
the dining room and seated at a table by herself, 
with only two other residents seated in the dining 
room at a different table.  R80 was served 
breakfast alone in the dining room.  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80 had complained about not being 
helped timely in the morning before to her, and 
residents sometimes have to wait for longer 
periods if they are short staffed because they are 
typically, "Really behind," then.

During interview on 8/31/16, at 10:03 a.m. LPN-B 
stated staff, "Try to get them [residents] as we 
can," and sometimes R80, "Has to wait a little bit" 
for her cares in the morning. 

LSW to learn preference on what time the 
residents would like to get up and go to 
sleep each day.   A committee has been 
formed to discuss ongoing staffing 
patterns in the morning/evening and how 
we can best meet our residents 
preferences.

Reoccurrence will be prevented by:  
Weekly Audits will be done on 10% of the 
residents to ensure resident�s 
preferences are being met when it comes 
to preferred wake times and the times 
they are going to bed. Residents� 
preferred wake times will be added to 
NAR team sheets.  Audits of timely 
response rates will also be conducted to 
ensure ongoing needs are being met 
timely.  

The Correction will be monitored by:  
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  14 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/04/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 241 Continued From page 14 F 241

When interviewed on 8/31/16, at 12:20 p.m. LPN 
clinical coordinator (LPN)-C stated residents 
should not have to wait for extended periods to 
be helped with cares adding, "We don't ever want 
anyone to wait a long period of time," because, 
"This is their home and they need to feel trust in 
us."  

A facility Dignity policy dated 12/2014, identified 
resident should be cared for, "In a manner and in 
an environment that promotes maintenance 
and/or enhancement of each resident's quality of 
life."

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 10/7/16

 Based on observation, interview and document 
review, the facility failed to implement care plan 
interventions to promote skin integrity for 1 of 4 
residents (R80) reviewed for pressure ulcers. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's care plan dated 8/3/16, identified R80 had, 

 Corrective Action:  To correct this for 
resident 80, upon identification that heels 
were not being floated, it was immediately 
corrected and staff involved were 
re-educated on resident plan of care.  The 
care plan was reviewed and is current. 
The Team Sheet was updated to match 
Care Plan interventions. 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
care plan was reviewed and is current.  All 
residents are assessed on admission and 
care plan initiated.  All residents care plan 
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"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 9:52 a.m. licensed 
practical nurse (LPN)-B stated the care plan was 
used as an, "Overall guide on how to take care of 
that person," and staff were to, "Follow the care 
plan the way its supposed to be followed."  

When interviewed on 8/31/16, at 1:56 p.m. 
LPN-C stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

and My Best Day/assignment sheet are 
reviewed minimally quarterly and with 
change in status and updated with any 
changes. We will audit the team sheets to 
make sure the current team sheets match 
the care plan for each resident. When 
there is a change in care the Clinical 
Coordinators (or designee) will update the 
team sheets and the care plan. There will 
be an in-service regarding the process of 
updating of care plan and team sheets for 
all nursing the week of October 3, 2016.

Reoccurrence will be prevented by:  
Weekly Audits will be completed by 
Clinical Coordinators. They will chose 
10% of the residents each week to make 
sure care plans match team sheets and 
that the services indicated on the plan of 
care are being followed.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team. QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete KN7Z11Event ID: Facility ID: 00271 If continuation sheet Page  16 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/04/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245210 08/31/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4527 SHORELINE DRIVE
LAKE MINNETONKA SHORES

SPRING PARK, MN  55384

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 282 Continued From page 16 F 282

A facility Care Plan Policy and Procedure dated 
4/2016, identified a care plan was used to, 
"Ensure the resident has the appropriate care 
required to maintain or attain the resident's 
highest level of practicable function possible."

F 309

SS=G

483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

Each resident must receive and the facility must 
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.

This REQUIREMENT  is not met as evidenced 
by:

F 309 10/7/16

 Based on interview and document review, the 
facility failed to accurately assess and monitor a 
significant change about a resident's status after 
the resident fell, for 1 of 2 residents (R148) 
reviewed for accidents.  This resulted in actual 
harm for R148, after developing a cranial 
hematoma, laceration and died. 

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. R148's admission Minimum Data 
Set dated 5/23/16, identified R148 was on an 
anticoagulant medication (blood thinner), and had 
received the medication in the last 6 days.  

 Resident #148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An in-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
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R148's Comprehensive Data Collection form 
dated 5/18/16, identified R148 was oriented to 
person, place and time, with level of 
consciousness as alert.  Further, the neurological 
status noted weakness and a history of and risk 
for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16, 
identified R148 was "Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was completed by 
Physical Therapist (PT)-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R148 had a witnessed fall 
without injury. R148 was walking to the dining 

team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 
building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance.
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room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "pressure to stop bleeding" and "cold 
compress to hematoma."  The medical provider 
was notified by fax on 5/23/16, at 1:10 a.m., 4 
hours and 10 minutes after the injury from the fall.  
R148 identified she hit her head, and her head 
hurt, and was holding her head with one hand. BP 
noted after the fall was 79/49.  The Fall Huddle 
Review Form dated 5/22/16 identified a drawing 
of the residents position in relation to other items.  
The picture identified R148's head was touching a 
dresser, which was next to the residents 
television.   

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes), dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16, at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration. There was another entry on the Neuro 
Check Flow sheet after the 1:00 p.m. notation but 
there was no date identified (blank) and no 
specific time identified but just "PM". This entry 
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showed no changes, and pupils were equal and 
reactive to light. 

A Facility Facsimile Transmittal Form was faxed 
to the the physician with a faxed date identified as 
5/23/16, which was hand written on the form. The 
form identified: "6:00 p.m. while ambulating to 
dining room 'my knees gave out'.  NAR [nursing 
assistant registered] caught her and lowered her 
to a sitting position on floor."  It also identified: 
"9:00 pm.  Resident 'thought she could do it 
herself' and ambulated to the bathroom where 
she fell, hitting her head. There is a bump on 
head. VS [vital signs] and neuro's [neurological 
checks] are being monitored.  Blood pressure 
after fall was 79/49.  It was then 106/74 then 
135/87..."  There was no further data on the form 
to the physician following the ellipsis. This form 
was marked, "Noted" and signed by the physician 
on 5/23/16, and faxed back to the facility on 
5/23/16, at 8:29 a.m.

An undated facility Falls Follow Up Form for R148 
was reviewed.  The form lacked date or time of 
the occurrence, however identified long term 
interventions of resident changed to assist of one 
with all transfers, and therapy notified of 
increased weakness. Neuro at baseline and INR 
(international normalized ratio), a laboratory test 
for measurement of anticoagulants for blood 
clotting, was within normal limits. There was no 
date or time identified of when this form was 
completed for the long term interventions.  

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R148. R148 needed assistance of one 
for toileting, bed to chair/chair to bed transfers 
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and sit to stand. A change was made to walking 
with assistance of one at all times. The form was 
completed by physical therapy assistant-A.   

R146's Care Conference Summary dated 
5/23/16, identified: "[R148] had 2 falls on Sunday, 
did hit head."  It also noted: "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted: "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148's progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  

- 5/23/16 at 8:23 am care conference summary, 
identified "Resident was ind [independent] with all 
mobility, ambulation, and self-cares walker but 
has had a decline over the weekend and is not 
SBA [stand by assist] with FWW [four wheeled 
walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
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back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor. Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box observed on floor and, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes on 
5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT - Therapist Progress & Discharge 
Summary dated 5/24/16, identified: "Pt [patient] 
passed away unexpectedly last night following 
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decline over the past few days."  It also noted: 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training and pt [patient] education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R146) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
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unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, and with a change 
in status the medical doctor (MD) should be 
notified.

When interviewed on 8/31/16, at 4:46 p.m. MD-A 
stated a fax was received on 5/23/16, at 1:05 
a.m. at the office, but nobody was in the office to 
receive it at that time. The fax was reviewed by 
her colleague on 5/23/16.  The fax identified 
R148 had a bump on the head.  MD-A denied any 
knowledge of a change in status and stated, "We 
didn't know that she was bleeding."  Notification 
received from the facility included a routine fax to 
sign orders for therapy, and the next was a 
notification of her death.  MD-A added, "No where 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but added, "Given her history you gotta wonder."  

R148 was admitted to the facility on 5/18/16, and 
was independent with��toileting, transferring from 
bed to chair, sit to stand, walking in her room and 
only needed staff assistance of one, if ambulating 
more than 100 feet.  R148 sustained 2 falls, on 
5/23/16, following the fall on 5/23/16 at 9:00 p.m. 
R148 hit her head.  R148 had changes in her 
medical status less than 24 hours after the fall.  
R148 complained she was not feeling very well, 
was gray in color, shaky and needed staff 
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assistance with transfers and toileting even 
though she was previously independent with this. 
R148 also needed additional staff assistance for 
ambulation at all times, which was a change from 
assistance of one staff for long distances of 100+ 
feet, and had neurological changes in her pupil 
status 12 hours after her fall. Although R148 
showed a change in her medical status after her 
fall on 5/22/16, the facility had not recognized and 
comprehensively reassess these medical 
changes and failed to contact the physician for 
possible medical interventions which resulted in 
actual harm for R148 who subsequently died.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.

F 314 483.25(c) TREATMENT/SVCS TO F 314 10/7/16
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SS=D 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:
 Based on observation, interview and document 
review, the facility failed to ensure interventions 
were implemented to reduce the risk of pressure 
ulcer formation for 1 of 4 residents (R80) 
reviewed for pressure ulcer care.  

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's Skin Risk and Braden assessment, dated 
7/20/16, identified R80 to have fragile skin and 
signs and symptoms of neuropathy with, "Tingling 
sensation of lower extremity or feet."  Further, the 
assessment identified R80 was at, "Mild Risk" or 
developing pressure ulcers. 

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 

 To correct this for resident #80, staff 
completed a Braden and Skin Risk 
Assessment to make the Care Plan 
correct and updated care plan/Team 
Sheets.

Corrective Action as it applies to other 
residents:  The policy and procedure for 
skin risk and pressure ulcer prevention 
was reviewed and is current.  To prevent 
reoccurrence for other residents we will 
pull a report of all pressure issues in Point 
Click Care and audit the Care Plan to 
make sure the proper instructions are on 
Team Sheets. An in-service will be held 
reviewing the Skin at Risk Policy to follow 
floating of heels and points of pressure.  
The Team Sheets will be reviewed to 
insure all areas of concern are addressed.  
All residents are assessed upon 
admission for skin risk and the care plan 
and my best day/ team sheet updated with 
interventions.  All residents are assessed 
minimally quarterly and with change of 
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bed."  

R80's most recent Body Audit dated 8/15/16, 
identified R80 had no current pressures and her 
heels were described as, "Clear."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 12:20 p.m. 
licensed practical nurse clinical coordinator 
(LPN)-B stated R80 was at, "Slight risk for 
pressure ulcers" because of her impaired mobility 
and incontinence.  LPN-B stated she was 
unaware of any concerns for R80 concerning her 
heels which would cause them to be red, [I'm] not 
aware of anything wrong with her heels."  LPN-B 
stated if staff attempted to float her heels and she 
refused, it should be documented however, 
LPN-B stated there was, "No documentation to 

status impacting risk and the care plan 
and my best day/ team sheet are updated 
to reflect interventions or changes in skin 
risk. 

Reoccurrence will be prevented by:  
Clinical Coordinator or designee auditing 
the care plan, assessment and team 
sheets to ensure all of the information is 
accurate.  Staff will audit 10% of the 
residents each week to make sure all 
areas are matching and that the 
interventions are in place.  

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. The Clinical Administrator will report 
audits to the QA Team.  QA will determine 
frequency of audits.
c. The Administrator will be responsible 
for compliance.
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support" they had been floated during the 
previous night or morning.  

When interviewed again on 8/31/16, at 1:56 p.m. 
LPN-B stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

A facility Skin Risk Policy dated 8/2016, identified 
a directive to, "Implement preventative measures��
and to provide appropriate treatment modalities 
for pressure ulcers/injuries according to industry 
standards of care."  Further, the policy provided 
general care guidelines for staff to follow which 
included, "Elevate heels off bed as indicated..."
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

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

INITIAL COMMENTS:

 2 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using  federal software. 
Tag numbers have been assigned to  
Minnesota state statutes/rules for Nursing 
Homes.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/30/16Electronically Signed
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 2 000Continued From page 1 2 000

Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 
On August 28, 2016, through August 31, 2016, 
surveyors of this Department's staff, visited the 
above provider and the following correction 
orders are issued.  Please indicate in your 
electronic plan of correction that you have 
reviewed these orders, and identify the date when 
they will be completed.  
Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes. The assigned tag number 
appears in the far left column entitled  "ID Prefix 
Tag."  The state statute/rule out of compliance is 
listed in the "Summary Statement of Deficiencies" 
column and replaces the "To Comply" portion of 
the correction order. This column also includes 
the findings which are in violation of the state 
statute after the statement, "This Rule is not met 
as evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.
PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION."  THIS 
APPLIES TO FEDERAL DEFICIENCIES ONLY. 
THIS WILL APPEAR ON EACH PAGE. 
THERE IS NO REQUIREMENT TO SUBMIT A 
PLAN OF CORRECTION FOR VIOLATIONS OF 
MINNESOTA STATE STATUTES/RULES.

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

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

THERE IS NO REQUIREMENT TO 
SUBMIT A PLAN OF CORRECTION FOR 
VIOLATIONS OF  MINNESOTA STATE 
STATUTES/RULES. 

Minnesota Department of Health
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 2 265 MN Rule 4658.0085 Notification of Chg in 
Resident Health Status

A nursing home must develop and implement 
policies to guide staff decisions to consult 
physicians, physician assistants, and  nurse 
practitioners, and if known, notify the resident's 
legal representative or an interested family 
member of a resident's acute illness, serious 
accident, or death.  At a minimum, the director of 
nursing services, and the medical director or an 
attending physician must be involved in the 
development of these policies.  The policies must 
have criteria which address at  least the 
appropriate notification times for: 

      A.  an accident involving the resident which 
results in injury and has the potential for requiring 
physician intervention��

      B.  a significant change in the resident's 
physical,  mental, or psychosocial status, for 
example, a deterioration in  health, mental, or 
psychosocial status in either life-threatening 
conditions or clinical complications��

      C.  a need to alter treatment significantly, for 
example, a need to discontinue an existing form 
of treatment due to adverse consequences, or to 
begin a new form of treatment��

       D.  a decision to transfer or discharge the 
resident from the nursing home��or

       E. expected and unexpected resident deaths.

This MN Requirement  is not met as evidenced 
by:

 2 265 10/7/16

Minnesota Department of Health
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Based on interview and document review, the 
facility failed to inform the resident's physician of 
pertinent information about the resident's status 
after the resident fell for 1 of 2 residents (R148) 
reviewed for falls.  

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. The 5/23/16 admission Minimum 
Data Set identified R148 was on an anticoagulant 
medication (blood thinner), and had received the 
medication in the last 6 days.  

Comprehensive Data Collection form dated 
5/18/16, identified R148 was oriented to person, 
place and time, with level of consciousness as 
alert.  Neurological status noted weakness and a 
history of and risk for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 

Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 

Minnesota Department of Health
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left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16 
identified R146 was" Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was filled out by 
Physical Therapy-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R146 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "Pressure to stop bleeding" and "Cold 
compress to hematoma".  The medical provider 
was notified by fax on 5/23/16 at 1:10 a.m. of the 
fall.  R148 identified she hit her head, and her 
head hurt, and was holding her head with one 
hand. BP noted after the fall 79/49.  

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes),  dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16 at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 

building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance. 
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neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration to the back/top of R148's head. There 
was another entry on the Neuro Check Flow 
sheet after the 1:00 p.m. notation but there was 
no date identified (blank) and no specific time 
identified but just "PM". This entry showed no 
changes, and pupils were equal and reactive to 
light.        

A Facility Facsimile Transmittal Form sent to the 
physician faxed on 5/23/16 which was hand 
written on the form. The form identified "6:00 p.m.  
while ambulating to dining room 'my knees gave 
out'.  NAR [nursing assistant registered] caught 
her and lowered her to a sitting position on floor."  
It also identified "9:00 pm.  Resident 'thought she 
could do it herself'' and ambulated to the 
bathroom where she fell, hitting her head. There 
is a bump on head. VS [vital signs] and neuro's 
[neurological checks] are being monitored.  Blood 
pressure after fall was 79/49.  It was then 106/74 
then 135/87..."  There was no further data on the 
form to the physician following the ellipsis. This 
form was marked "noted" and signed by the 
physician on 5/23/16, and faxed back to the 
facility on 5/23/16, at 8:29 a.m.

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R146 and R146 needed assistance of 
one for toileting, bed to chair/chair to bed 
transfers and sit to stand. A change was made to 
walking with assistance of one at all times. The 
form was filled out by physical therapy 
assistant-A. 

R148's Care Conference Summary dated 
Minnesota Department of Health
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5/23/16, identified R148 "Had 2 falls on Sunday, 
did hit head".  It also noted "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148 progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  

- 5/23/16 at 8:23 am titled care conference 
summary, identified "Resident was ind 
[independent] with all mobility, ambulation, and 
self-cares walker but has had a decline over the 
weekend and is not SBA [stand by assist] with 
FWW [four wheeled walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor.  Will 
cont [continue] to monitor." 

Minnesota Department of Health
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-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box with observed on floor, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes from 
5/19/16 to 5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT-Therapist Progress & Discharge 
Summary dated 5/24/16, identified "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training And pt education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

Minnesota Department of Health

If continuation sheet  8 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/03/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 265Continued From page 8 2 265

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R148) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 

Minnesota Department of Health
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R148 had a change in status, with a change in 
status the MD should be notified.

When interviewed on 8/31/16, at 4:46 p.m. 
medical doctor (MD)-A stated a fax was received 
on 5/23/16 at 1:05 a.m. at the office, but nobody 
was in the office to receive it at that time. The fax 
was reviewed by her colleague on 5/23/16.  The 
fax identified R148 had a bump on the head.  
MD-A denied any knowledge of a change in 
status.  "We didn't know that she was bleeding."  
Notification received from the facility included a 
routine fax to sign orders for therapy, and the 
next was a notification of her death.  "Nowhere 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but "given her history you gotta wonder."  

Although R148 showed a change in her medical 
status after her fall and subsequent death on 
5/23/16, the facility had not recognized and 
comprehensively assessed these medical 
changes and failed to contact the physician for 
possible medical interventions for R148.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 

Minnesota Department of Health
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review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice nursing staff on ensuring the physician 
is notified timely of significant changes in resident 
condition, then audit charts to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care��Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:

 2 565 10/7/16

Based on observation, interview and document 
review, the facility failed to implement care plan 
interventions to promote skin integrity for 1 of 4 
residents (R80) reviewed for pressure ulcers. 

Findings include: 

To correct this for resident 80 staff 
completed a Braden and Skin Risk 
Assessment to make the Care Plan 
correct and update care plan/Team 
Sheets.

Minnesota Department of Health
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R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 9:52 a.m. licensed 
practical nurse (LPN)-B stated the care plan was 
used as an, "Overall guide on how to take care of 
that person," and staff were to, "Follow the care 
plan the way its supposed to be followed."  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
skin risk and pressure ulcer prevention 
was reviewed and is current.  To prevent 
reoccurrence for other residents we will 
pull a report of all pressure issues in Point 
Click Care and audit the Care Plan to 
make sure the proper instructions are on 
Team Sheets.   An In-service will be held 
reviewing the Skin at Risk Policy to follow 
floating of heels and points of pressure.  
The Team Sheets will be reviewed to 
insure all areas of concern are addressed.  
All residents are assessed upon 
admission for skin risk and the care plan 
and my best day/ team sheet updated with 
interventions.  All residents are assessed 
minimally quarterly and with change of 
status impacting risk and the care plan 
and my best day/ team sheet are updated 
to reflect interventions or changes in skin 
risk. 

Reoccurrence will be prevented by:  
Clinical Coordinator or designee auditing 
the care plan, assessment and team 
sheets to ensure all of the information is 
accurate.  Staff will audit 10% of the 
residents each week to make sure all 
areas are matching and that the 
interventions are in place.  

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. The Clinical Administrator will report 
audits to the QA Team.  QA will determine 
frequency of audits.
c. The Administrator will be responsible for 
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When interviewed on 8/31/16, at 1:56 p.m. 
LPN-C stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

A facility Care Plan Policy and Procedure dated 
4/2016, identified a care plan was used to, 
"Ensure the resident has the appropriate care 
required to maintain or attain the resident's 
highest level of practicable function possible."  

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice staff about implementing the care plan 
and then audit cares to ensure compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

compliance 

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care��General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

 2 830 10/7/16
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This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to accurately assess and monitor a 
significant change about a resident's status after 
the resident fell, for 1 of 2 residents (R148) 
reviewed for accidents.  This resulted in actual 
harm for R148, after developing a cranial 
hematoma, laceration and died. 

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. R148's admission Minimum Data 
Set dated 5/23/16, identified R148 was on an 
anticoagulant medication (blood thinner), and had 
received the medication in the last 6 days.  

R148's Comprehensive Data Collection form 
dated 5/18/16, identified R148 was oriented to 
person, place and time, with level of 
consciousness as alert.  Further, the neurological 
status noted weakness and a history of and risk 
for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 

Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.

Minnesota Department of Health

If continuation sheet  14 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/03/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 830Continued From page 14 2 830

for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16, 
identified R148 was "Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was completed by 
Physical Therapist (PT)-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R148 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "pressure to stop bleeding" and "cold 
compress to hematoma."  The medical provider 
was notified by fax on 5/23/16, at 1:10 a.m., 4 
hours and 10 minutes after the injury from the fall.  
R148 identified she hit her head, and her head 
hurt, and was holding her head with one hand. BP 
noted after the fall was 79/49.  The Fall Huddle 
Review Form dated 5/22/16 identified a drawing 
of the residents position in relation to other items.  
The picture identified R148's head was touching a 

b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 
building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance. 

Minnesota Department of Health

If continuation sheet  15 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/03/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 830Continued From page 15 2 830

dresser, which was next to the residents 
television.   

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes), dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16, at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration. There was another entry on the Neuro 
Check Flow sheet after the 1:00 p.m. notation but 
there was no date identified (blank) and no 
specific time identified but just "PM". This entry 
showed no changes, and pupils were equal and 
reactive to light. 

A Facility Facsimile Transmittal Form was faxed 
to the the physician with a faxed date identified as 
5/23/16, which was hand written on the form. The 
form identified: "6:00 p.m. while ambulating to 
dining room 'my knees gave out'.  NAR [nursing 
assistant registered] caught her and lowered her 
to a sitting position on floor."  It also identified: 
"9:00 pm.  Resident 'thought she could do it 
herself' and ambulated to the bathroom where 
she fell, hitting her head. There is a bump on 
head. VS [vital signs] and neuro's [neurological 
checks] are being monitored.  Blood pressure 
after fall was 79/49.  It was then 106/74 then 
135/87..."  There was no further data on the form 
to the physician following the ellipsis. This form 
was marked, "Noted" and signed by the physician 
on 5/23/16, and faxed back to the facility on 

Minnesota Department of Health

If continuation sheet  16 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/03/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 830Continued From page 16 2 830

5/23/16, at 8:29 a.m.

An undated facility Falls Follow Up Form for R148 
was reviewed.  The form lacked date or time of 
the occurrence, however identified long term 
interventions of resident changed to assist of one 
with all transfers, and therapy notified of 
increased weakness. Neuro at baseline and INR 
(international normalized ratio), a laboratory test 
for measurement of anticoagulants for blood 
clotting, was within normal limits. There was no 
date or time identified of when this form was 
completed for the long term interventions.  

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R148. R148 needed assistance of one 
for toileting, bed to chair/chair to bed transfers 
and sit to stand. A change was made to walking 
with assistance of one at all times. The form was 
completed by physical therapy assistant-A.   

R146's Care Conference Summary dated 
5/23/16, identified: "[R148] had 2 falls on Sunday, 
did hit head."  It also noted: "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted: "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148's progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  
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- 5/23/16 at 8:23 am care conference summary, 
identified "Resident was ind [independent] with all 
mobility, ambulation, and self-cares walker but 
has had a decline over the weekend and is not 
SBA [stand by assist] with FWW [four wheeled 
walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor. Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box observed on floor and, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
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respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes on 
5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT - Therapist Progress & Discharge 
Summary dated 5/24/16, identified: "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted: 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training and pt [patient] education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R146) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
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notification would be acceptable, and the only 
time a call is warranted is when there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, and with a change 
in status the medical doctor (MD) should be 
notified.

When interviewed on 8/31/16, at 4:46 p.m. MD-A 
stated a fax was received on 5/23/16, at 1:05 
a.m. at the office, but nobody was in the office to 
receive it at that time. The fax was reviewed by 
her colleague on 5/23/16.  The fax identified 
R148 had a bump on the head.  MD-A denied any 
knowledge of a change in status and stated, "We 
didn't know that she was bleeding."  Notification 
received from the facility included a routine fax to 
sign orders for therapy, and the next was a 
notification of her death.  MD-A added, "No where 
did we see a change in neuro status or the 
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bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but added, "Given her history you gotta wonder."  

R148 was admitted to the facility on 5/18/16, and 
was independent with��toileting, transferring from 
bed to chair, sit to stand, walking in her room and 
only needed staff assistance of one, if ambulating 
more than 100 feet.  R148 sustained 2 falls, on 
5/23/16, following the fall on 5/23/16 at 9:00 p.m. 
R148 hit her head.  R148 had changes in her 
medical status less than 24 hours after the fall.  
R148 complained she was not feeling very well, 
was gray in color, shaky and needed staff 
assistance with transfers and toileting even 
though she was previously independent with this. 
R148 also needed additional staff assistance for 
ambulation at all times, which was a change from 
assistance of one staff for long distances of 100+ 
feet, and had neurological changes in her pupil 
status 12 hours after her fall. Although R148 
showed a change in her medical status after her 
fall on 5/22/16, the facility had not recognized and 
comprehensively reassess these medical 
changes and failed to contact the physician for 
possible medical interventions which resulted in 
actual harm for R148 who subsequently died.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.
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A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.  

 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice nursing staff to ensuring ongoing and 
consistent monitoring of any changes in condition 
are completed with medical intervention,  then 
audit charts to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 900 MN Rule 4658.0525 Subp. 3 Rehab - Pressure 
Ulcers

Subp. 3.  Pressure sores.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

    A.  a resident who enters the nursing home 
without  pressure sores does not develop 
pressure sores unless the  individual's clinical 
condition demonstrates, and a physician  
authenticates, that they were unavoidable��and 

 2 900 10/7/16
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      B.  a resident who has pressure sores 
receives  necessary treatment and services to 
promote healing, prevent  infection, and prevent 
new sores from developing.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure interventions 
were implemented to reduce the risk of pressure 
ulcer formation for 1 of 4 residents (R80) 
reviewed for pressure ulcer care.  

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's Skin Risk and Braden assessment, dated 
7/20/16, identified R80 to have fragile skin and 
signs and symptoms of neuropathy with, "Tingling 
sensation of lower extremity or feet."  Further, the 
assessment identified R80 was at, "Mild Risk" or 
developing pressure ulcers. 

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

R80's most recent Body Audit dated 8/15/16, 
identified R80 had no current pressures and her 
heels were described as, "Clear."  

During observation of morning care on 8/31/16, at 

To correct this for resident 80, upon 
identification that heels were not being 
floated, it was immediately corrected and 
staff involved were re-educated on 
resident plan of care. 
 
The care plan was reviewed and is 
current. The Team Sheet was updated to 
match Care Plan interventions. 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
care plan was reviewed and is current.  All 
residents are assessed on admission and 
care plan initiated.  All residents care plan 
and My Best day/ assignment sheet are 
reviewed minimally quarterly and with 
change in status  and updated with any 
changes. To prevent reoccurrence for 
other residents we will audit the team 
sheets to make sure the current team 
sheets match the care plan for each 
resident. When there is a change in care 
the clinical coordinators (or designee)  will 
update the team sheets and the care plan. 
There will be an in-service regarding the 
process of updating of care plan and team 
sheets for all nursing the week of October 
3, 2016.

Reoccurrence will be prevented by:  
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8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 12:20 p.m. 
licensed practical nurse clinical coordinator 
(LPN)-B stated R80 was at, "Slight risk for 
pressure ulcers" because of her impaired mobility 
and incontinence.  LPN-B stated she was 
unaware of any concerns for R80 concerning her 
heels which would cause them to be red, [I'm] not 
aware of anything wrong with her heels."  LPN-B 
stated if staff attempted to float her heels and she 
refused, it should be documented however, 
LPN-B stated there was, "No documentation to 
support" they had been floated during the 
previous night or morning.  

When interviewed again on 8/31/16, at 1:56 p.m. 
LPN-B stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

Weekly audits will be done by Clinical 
Coordinators. They will chose 10% of the 
residents each week to make sure care 
plans match team sheets and that the 
services indicated on the plan of care are 
being followed.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team. QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for compliance. 
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A facility Skin Risk Policy dated 8/2016, identified 
a directive to, "Implement preventative measures��
and to provide appropriate treatment modalities 
for pressure ulcers/injuries according to industry 
standards of care."  Further, the policy provided 
general care guidelines for staff to follow which 
included, "Elevate heels off bed as indicated..." 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice staff about implementing the care plan 
to prevent pressure ulcer development, and then 
audit cares to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 21800 MN St. Statute144.651 Subd. 4 Patients & 
Residents of HC Fac.Bill of Rights

 Subd. 4.    Information about rights.  Patients and 
residents shall, at admission, be told that there 
are legal  rights for their protection during their 
stay at the facility or throughout their course of 
treatment and maintenance in the community and 
that these are described in an accompanying 
written statement of the applicable rights and 
responsibilities set forth in this section.  In the 
case of patients admitted to residential programs 
as defined in section 253C.01, the written 
statement shall also describe the right of a 
person 16 years old or older to request release as 
provided in section 253B.04, subdivision 2, and 
shall list the names and telephone numbers of  
individuals and organizations that provide 
advocacy and legal  services for patients in 
residential programs.  Reasonable 

 21800 9/30/16
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accommodations shall be made for those with 
communication impairments and those who 
speak a language other than English.   Current 
facility policies, inspection findings of state and 
local health authorities, and further explanation of 
the written statement of rights shall be available 
to patients, residents, their guardians or their 
chosen representatives upon reasonable request 
to the administrator or other designated staff 
person, consistent with chapter 13, the Data 
Practices Act, and section  626.557, relating to 
vulnerable adults.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to provide the required Notice of 
Medicare Non-Coverage for 1 of 3 residents 
(R93) reviewed for liability notices. 

Findings include: 

R93's progress note dated 7/13/16, identified R93 
would be completing therapy and discharge back 
to assisted living on 7/15/16.  R93 had, "No 
further recommendations for continued therapy."  

R93's medical record was reviewed.  There was 
no evidence R93 had been provided a Notice of 
Medicare Non-Coverage (CMS-10123) as 
required when their Medicare coverage was 
ended. 

During interview on 8/31/16, at 3:55 p.m. licensed 
social worker (LSW)-A stated R93 admitted to the 
nursing home for therapy services under 
Medicare Part A coverage.  R93 completed his 
therapy services and was originally planned to 

Resident 93 was discharged prior to 
adequate notice given related to family 
and resident's wishes to discharge earlier 
than anticipated end date of therapy.  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
Medicare Denials was reviewed and is 
current.  To prevent reoccurrence for other 
residents the criteria for denial for 
Medicare benefits is reviewed daily at IDT 
meetings. This in-service for this group will 
be held the week of 9/26/2016.  Specific 
training and tool kits were created for staff 
responsible for providing notices.

Reoccurrence will be prevented by: Audits 
will be done weekly by the Resident 
Services Director (LSW) or designee. The 
audits will be reviewed monthly to check 
for criteria of discharge to make sure 
notices are given timely.

Minnesota Department of Health
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discharge on Saturday, 7/16/16, however the 
assisted living would not accept him on the 
weekend.  LSW-A stated a decision was made 
with R93's family to move up his discharge to 
Friday, 7/15/16, instead.  LSW-A stated R93 was 
not provided a Notice of Medicare Non-Coverage 
(CMS-10123) because R93, "Chose to go on his 
own wishes prior to the last day."  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
inservice staff about providing Medicare notices 
of non-coverage timely, and then audit to ensure 
compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

Correction will be monitored by:   
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance. 

 21805 MN St. Statute 144.651 Subd. 5 Patients & 
Residents of HC Fac.Bill of Rights

Subd. 5.    Courteous treatment.  Patients and 
residents have the right to be treated with 
courtesy and respect for their individuality by 
employees of or persons providing service in a  
health care facility.  

This MN Requirement  is not met as evidenced 
by:

 21805 10/7/16

Based on observation, interview and document 
review, the facility failed to ensure a dignified 
rising routine was consistently provided for 1 of 3 
residents (R80) reviewed for dignity. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 

To correct the deficient practice for 
resident #80 LSW interviewed resident to 
make sure we have proper understanding 
of what time the resident would prefer to 
rise and go to bed.  Weekly check-ins with 
resident services for this resident will 
occur to ensure resident needs are being 
met ongoing.

Minnesota Department of Health

If continuation sheet  27 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/03/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21805Continued From page 27 21805

7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was totally dependent on staff for transfers. 

During interview on 8/29/16, at 4:24 p.m. R80 
stated she did not feel staff treated her with 
dignity because it seemed, "Like there's always a 
lag of time," in getting assistance with cares and 
dressing.  R80 stated the staff often start helping 
her then, "Leave the room and not come back," 
so R80 has to, "Lay there on the bed waiting for 
someone to help finish dressing me."  R80 stated 
this happens, "All the time," and it makes her feel, 
"Rejected and uncared for."  

On 8/31/16, at 7:54 a.m. R80 was in bed in her 
room with her call light turned on.  Licensed 
practical nurse (LPN)-B entered the room and 
turned off R80's call light.  LPN-B applied a 
cream to R80's legs and asked her, "Are you 
ready to get up?"  R80 stated she had, "Been 
waiting to get up," to which LPN-B stated she 
would inform the nursing assistant (NA) staff.  At 
7:57 a.m. R80 again turned on her call light 
outside the room.  LPN-B entered the room and 
turned off the call light and told R80 the NA staff 
would be coming, "In a minute."  LPN-B then 
applied a warm washcloth to R80's eyes and left 
the room.  

At 8:25 a.m. R80 remained in bed without any 
assistance being offered to help her get up or 
ready for the day as she had requested.  R80 
stated she was, "Waiting on my aides [NA]," and 
had been waiting for help to get up, "since 7:30 
[a.m.]."  R80 stated having to wait this long for 
help had happened before, and it makes her feel, 
"Lonelier because I have to eat by myself [in the 
dining room]."  At 8:29 a.m. (thirty five minutes 
after observation began) NA-A entered R80's 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
call light response and dignity were 
reviewed and are current.  All resident 
preferences are assessed upon 
admission, minimally quarterly and as 
indicated with a change in request of 
services from family or resident.  All staff 
are trained on timely response of call 
lights and meeting resident requests upon 
hire and minimally annually with annual 
training.   We will do an in-service to 
review the importance of resident 
preferences and Dignity policy during the 
week of October 3, 2016.  This topic will 
be discussed at resident council upcoming 
in October as to resident preference and 
timeliness of services.  Household 
residents will be interviewed by LSW to 
learn preference on what time the 
residents would like to get up and go to 
sleep each day.   A Committee has been 
formed to discuss on going staffing 
patterns in the morning/evening and how 
we can best meet our residents 
preferences.

Reoccurrence will be prevented by:  
Weekly audits will be done on 10% of the 
residents to ensure resident�s 
preferences are being met when it comes 
to preferred wake times and the times 
they are going to bed. Residents� 
preferred wake times will be added to 
NAR team sheets.  Audits of timely 
response rates will also be conducted to 
ensure ongoing needs are being met 
timely.  

Minnesota Department of Health
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room and helped her get dressed for the day.  At 
9:28 a.m. R80 was assisted out of her room to 
the dining room and seated at a table by herself, 
with only two other residents seated in the dining 
room at a different table.  R80 was served 
breakfast alone in the dining room.  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80 had complained about not being 
helped timely in the morning before to her, and 
residents sometimes have to wait for longer 
periods if they are short staffed because they are 
typically, "Really behind," then.

During interview on 8/31/16, at 10:03 a.m. LPN-B 
stated staff, "Try to get them [residents] as we 
can," and sometimes R80, "Has to wait a little bit" 
for her cares in the morning. 

When interviewed on 8/31/16, at 12:20 p.m. LPN 
clinical coordinator (LPN)-C stated residents 
should not have to wait for extended periods to 
be helped with cares adding, "We don't ever want 
anyone to wait a long period of time," because, 
"This is their home and they need to feel trust in 
us."  

A facility Dignity policy dated 12/2014, identified 
resident should be cared for, "In a manner and in 
an environment that promotes maintenance 
and/or enhancement of each resident's quality of 
life."  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) could inservice 
staff about ensuring cares are initiated and 
complete timely for each resident, then complete 
audits of care to ensure compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 

The Correction will be monitored by:  
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance. 

Minnesota Department of Health
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(21) days.
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

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

INITIAL COMMENTS:

 2 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using  federal software. 
Tag numbers have been assigned to  
Minnesota state statutes/rules for Nursing 
Homes.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/30/16Electronically Signed
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Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 
On August 28, 2016, through August 31, 2016, 
surveyors of this Department's staff, visited the 
above provider and the following correction 
orders are issued.  Please indicate in your 
electronic plan of correction that you have 
reviewed these orders, and identify the date when 
they will be completed.  
Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes. The assigned tag number 
appears in the far left column entitled  "ID Prefix 
Tag."  The state statute/rule out of compliance is 
listed in the "Summary Statement of Deficiencies" 
column and replaces the "To Comply" portion of 
the correction order. This column also includes 
the findings which are in violation of the state 
statute after the statement, "This Rule is not met 
as evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.
PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION."  THIS 
APPLIES TO FEDERAL DEFICIENCIES ONLY. 
THIS WILL APPEAR ON EACH PAGE. 
THERE IS NO REQUIREMENT TO SUBMIT A 
PLAN OF CORRECTION FOR VIOLATIONS OF 
MINNESOTA STATE STATUTES/RULES.

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

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

THERE IS NO REQUIREMENT TO 
SUBMIT A PLAN OF CORRECTION FOR 
VIOLATIONS OF  MINNESOTA STATE 
STATUTES/RULES. 

Minnesota Department of Health
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 2 265 MN Rule 4658.0085 Notification of Chg in 
Resident Health Status

A nursing home must develop and implement 
policies to guide staff decisions to consult 
physicians, physician assistants, and  nurse 
practitioners, and if known, notify the resident's 
legal representative or an interested family 
member of a resident's acute illness, serious 
accident, or death.  At a minimum, the director of 
nursing services, and the medical director or an 
attending physician must be involved in the 
development of these policies.  The policies must 
have criteria which address at  least the 
appropriate notification times for: 

      A.  an accident involving the resident which 
results in injury and has the potential for requiring 
physician intervention��

      B.  a significant change in the resident's 
physical,  mental, or psychosocial status, for 
example, a deterioration in  health, mental, or 
psychosocial status in either life-threatening 
conditions or clinical complications��

      C.  a need to alter treatment significantly, for 
example, a need to discontinue an existing form 
of treatment due to adverse consequences, or to 
begin a new form of treatment��

       D.  a decision to transfer or discharge the 
resident from the nursing home��or

       E. expected and unexpected resident deaths.

This MN Requirement  is not met as evidenced 
by:

 2 265 10/7/16
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Based on interview and document review, the 
facility failed to inform the resident's physician of 
pertinent information about the resident's status 
after the resident fell for 1 of 2 residents (R148) 
reviewed for falls.  

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. The 5/23/16 admission Minimum 
Data Set identified R148 was on an anticoagulant 
medication (blood thinner), and had received the 
medication in the last 6 days.  

Comprehensive Data Collection form dated 
5/18/16, identified R148 was oriented to person, 
place and time, with level of consciousness as 
alert.  Neurological status noted weakness and a 
history of and risk for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 
for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 

Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 
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left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16 
identified R146 was" Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was filled out by 
Physical Therapy-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R146 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "Pressure to stop bleeding" and "Cold 
compress to hematoma".  The medical provider 
was notified by fax on 5/23/16 at 1:10 a.m. of the 
fall.  R148 identified she hit her head, and her 
head hurt, and was holding her head with one 
hand. BP noted after the fall 79/49.  

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes),  dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16 at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 

building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance. 
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neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration to the back/top of R148's head. There 
was another entry on the Neuro Check Flow 
sheet after the 1:00 p.m. notation but there was 
no date identified (blank) and no specific time 
identified but just "PM". This entry showed no 
changes, and pupils were equal and reactive to 
light.        

A Facility Facsimile Transmittal Form sent to the 
physician faxed on 5/23/16 which was hand 
written on the form. The form identified "6:00 p.m.  
while ambulating to dining room 'my knees gave 
out'.  NAR [nursing assistant registered] caught 
her and lowered her to a sitting position on floor."  
It also identified "9:00 pm.  Resident 'thought she 
could do it herself'' and ambulated to the 
bathroom where she fell, hitting her head. There 
is a bump on head. VS [vital signs] and neuro's 
[neurological checks] are being monitored.  Blood 
pressure after fall was 79/49.  It was then 106/74 
then 135/87..."  There was no further data on the 
form to the physician following the ellipsis. This 
form was marked "noted" and signed by the 
physician on 5/23/16, and faxed back to the 
facility on 5/23/16, at 8:29 a.m.

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R146 and R146 needed assistance of 
one for toileting, bed to chair/chair to bed 
transfers and sit to stand. A change was made to 
walking with assistance of one at all times. The 
form was filled out by physical therapy 
assistant-A. 

R148's Care Conference Summary dated 
Minnesota Department of Health
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5/23/16, identified R148 "Had 2 falls on Sunday, 
did hit head".  It also noted "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148 progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  

- 5/23/16 at 8:23 am titled care conference 
summary, identified "Resident was ind 
[independent] with all mobility, ambulation, and 
self-cares walker but has had a decline over the 
weekend and is not SBA [stand by assist] with 
FWW [four wheeled walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor.  Will 
cont [continue] to monitor." 

Minnesota Department of Health
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-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box with observed on floor, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes from 
5/19/16 to 5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT-Therapist Progress & Discharge 
Summary dated 5/24/16, identified "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training And pt education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

Minnesota Department of Health
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When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R148) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
notification would be acceptable, and the only 
time a call is warranted is when there there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
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If continuation sheet  9 of 306899STATE FORM KN7Z11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/04/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00271 08/31/2016

NAME OF PROVIDER OR SUPPLIER

LAKE MINNETONKA SHORES

STREET ADDRESS, CITY, STATE, ZIP CODE

4527 SHORELINE DRIVE

SPRING PARK, MN  55384

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 265Continued From page 9 2 265

R148 had a change in status, with a change in 
status the MD should be notified.

When interviewed on 8/31/16, at 4:46 p.m. 
medical doctor (MD)-A stated a fax was received 
on 5/23/16 at 1:05 a.m. at the office, but nobody 
was in the office to receive it at that time. The fax 
was reviewed by her colleague on 5/23/16.  The 
fax identified R148 had a bump on the head.  
MD-A denied any knowledge of a change in 
status.  "We didn't know that she was bleeding."  
Notification received from the facility included a 
routine fax to sign orders for therapy, and the 
next was a notification of her death.  "Nowhere 
did we see a change in neuro status or the 
bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but "given her history you gotta wonder."  

Although R148 showed a change in her medical 
status after her fall and subsequent death on 
5/23/16, the facility had not recognized and 
comprehensively assessed these medical 
changes and failed to contact the physician for 
possible medical interventions for R148.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.

A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
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review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice nursing staff on ensuring the physician 
is notified timely of significant changes in resident 
condition, then audit charts to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care��Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:

 2 565 10/7/16

Based on observation, interview and document 
review, the facility failed to implement care plan 
interventions to promote skin integrity for 1 of 4 
residents (R80) reviewed for pressure ulcers. 

Findings include: 

To correct this for resident 80 staff 
completed a Braden and Skin Risk 
Assessment to make the Care Plan 
correct and update care plan/Team 
Sheets.
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R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

During observation of morning care on 8/31/16, at 
8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 9:52 a.m. licensed 
practical nurse (LPN)-B stated the care plan was 
used as an, "Overall guide on how to take care of 
that person," and staff were to, "Follow the care 
plan the way its supposed to be followed."  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
skin risk and pressure ulcer prevention 
was reviewed and is current.  To prevent 
reoccurrence for other residents we will 
pull a report of all pressure issues in Point 
Click Care and audit the Care Plan to 
make sure the proper instructions are on 
Team Sheets.   An In-service will be held 
reviewing the Skin at Risk Policy to follow 
floating of heels and points of pressure.  
The Team Sheets will be reviewed to 
insure all areas of concern are addressed.  
All residents are assessed upon 
admission for skin risk and the care plan 
and my best day/ team sheet updated with 
interventions.  All residents are assessed 
minimally quarterly and with change of 
status impacting risk and the care plan 
and my best day/ team sheet are updated 
to reflect interventions or changes in skin 
risk. 

Reoccurrence will be prevented by:  
Clinical Coordinator or designee auditing 
the care plan, assessment and team 
sheets to ensure all of the information is 
accurate.  Staff will audit 10% of the 
residents each week to make sure all 
areas are matching and that the 
interventions are in place.  

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. The Clinical Administrator will report 
audits to the QA Team.  QA will determine 
frequency of audits.
c. The Administrator will be responsible for 
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When interviewed on 8/31/16, at 1:56 p.m. 
LPN-C stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

A facility Care Plan Policy and Procedure dated 
4/2016, identified a care plan was used to, 
"Ensure the resident has the appropriate care 
required to maintain or attain the resident's 
highest level of practicable function possible."  

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice staff about implementing the care plan 
and then audit cares to ensure compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

compliance 

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care��General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

 2 830 10/7/16
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This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to accurately assess and monitor a 
significant change about a resident's status after 
the resident fell, for 1 of 2 residents (R148) 
reviewed for accidents.  This resulted in actual 
harm for R148, after developing a cranial 
hematoma, laceration and died. 

Findings include:

R148's Admission Record sheet (undated) 
identified she was admitted to the facility on 
5/18/16 with diagnoses of end stage renal 
disease, hypo tension, difficulty walking and a 
history of falls. R148's admission Minimum Data 
Set dated 5/23/16, identified R148 was on an 
anticoagulant medication (blood thinner), and had 
received the medication in the last 6 days.  

R148's Comprehensive Data Collection form 
dated 5/18/16, identified R148 was oriented to 
person, place and time, with level of 
consciousness as alert.  Further, the neurological 
status noted weakness and a history of and risk 
for falls.

R148's Individual Resident Care Plan dated 
5/18/16, identified R148 was independent with 
ambulation with use of a walker, and required 
assist of one for transfers until seen by therapy.  
It also noted R148 was alert and oriented.  The 
care plan failed to address the risk for falls.  

The Physical Therapy (PT) Plan of Care dated 
5/18/16, identified muscle weakness and difficulty 
in walking as the treatment diagnosis, with a start 
of care as 5/18/16.  It also noted hospitalization 

Resident # 148 expired on 5/23/2016

Corrective Action as it applies to other 
residents: The policy and procedures for 
assessment and provider notification was 
reviewed and is current.  All residents are 
assessed upon admission, minimally 
quarterly and as needed with change of 
condition.  All residents with change of 
condition are reviewed with IDT daily and 
physicians updated timely as per clinical 
indications and per policy.  The facility 
EMR also alerts nurses to documentation 
and report of NARs to potential change in 
status each shift.  An In-service for 
nursing staff will be presented during the 
week of 10/3/2016 related to recognition 
and assessment of status change and 
timely notification of physician/ provider 
team including information to be reported.  
The information presented will review the 
policy on reporting Change of Condition 
and Policy on Falls.  At this in-service staff 
will review eInteract tools, and the 
reporting of a Significant Change progress 
note.  This will ensure ongoing and 
consistent monitoring of any change in 
condition is completed with medical 
intervention.  

Reoccurrence will be prevented by: 
a. Audits for significant change will be 
completed in daily IDT meeting. All falls 
will be reviewed for significant change. 
Policy will be followed for proper 
notification of provider, Administrator, and 
family.
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for falls and weakness, with three falls in the past 
month.  R148 was noted to have complaints of 
weakness, fatigue and impaired balance 
impacting ability to ambulate, transfer and 
perform activities of daily living (ADLs) safely and 
independently. R148 noted significant fatigue and 
left knee feeling like it would buckle with gait.  

 
The facility Therapy to Nursing Functional 
Maintenance Program form dated 5/18/16, 
identified R148 was "Independent Toilet, Bed to 
Chair/Chair to Bed, Sit to Stand." The form also 
identified under Walking, "Independent walking in 
room, A1 [assist of 1] longer distances [100+ feet] 
to all destinations."  This form was completed by 
Physical Therapist (PT)-A. 

A Resident Occurrence Report dated 5/22/16, at 
6:00 p.m. identified R148 had a witnessed fall 
without injury. R148 was walking to the dining 
room, knees gave out, and was lowered to the 
floor by staff.  Medical provider was notified via 
voicemail at 6:35 p.m. of the fall.  

A Resident Occurrence Report dated 5/22/16, at 
9:00 p.m. identified R148 was observed on the 
floor, noting a fall with injury, including hematoma 
and laceration to the back/top of head.  The 
report noted medical attention was required, 
including "pressure to stop bleeding" and "cold 
compress to hematoma."  The medical provider 
was notified by fax on 5/23/16, at 1:10 a.m., 4 
hours and 10 minutes after the injury from the fall.  
R148 identified she hit her head, and her head 
hurt, and was holding her head with one hand. BP 
noted after the fall was 79/49.  The Fall Huddle 
Review Form dated 5/22/16 identified a drawing 
of the residents position in relation to other items.  
The picture identified R148's head was touching a 

b. 24 hour report will be reviewed daily by 
Clinical Coordinators to check for change 
in condition. The nurse in charge of the 
building will be reviewing on the 
weekends.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for ongoing compliance. 
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dresser, which was next to the residents 
television.   

Review of the facility Neuro Check Flow sheet (a 
monitoring tool used to identify changes in 
neurological symptom changes), dated 5/22/16 
from 9:00 pm thru 5/23/16 at 1:00 p.m. identified 
no changes in neurological status from 5/22/16 at 
9:00 p.m. thru 5/23/16 at 5:00 a.m. The sheet 
identified on 5/23/16, at 9:00 a.m. and 1:00 p.m. 
R148's right and left pupils were slow to respond 
but identified there were no changes from last 
neuro check even though R148's pupils were 
slow to respond on these two separate occasions 
at 9:00 a.m. and 1:00 p.m., 12 hours after R148 
fell hitting her head resulting in a hematoma and 
laceration. There was another entry on the Neuro 
Check Flow sheet after the 1:00 p.m. notation but 
there was no date identified (blank) and no 
specific time identified but just "PM". This entry 
showed no changes, and pupils were equal and 
reactive to light. 

A Facility Facsimile Transmittal Form was faxed 
to the the physician with a faxed date identified as 
5/23/16, which was hand written on the form. The 
form identified: "6:00 p.m. while ambulating to 
dining room 'my knees gave out'.  NAR [nursing 
assistant registered] caught her and lowered her 
to a sitting position on floor."  It also identified: 
"9:00 pm.  Resident 'thought she could do it 
herself' and ambulated to the bathroom where 
she fell, hitting her head. There is a bump on 
head. VS [vital signs] and neuro's [neurological 
checks] are being monitored.  Blood pressure 
after fall was 79/49.  It was then 106/74 then 
135/87..."  There was no further data on the form 
to the physician following the ellipsis. This form 
was marked, "Noted" and signed by the physician 
on 5/23/16, and faxed back to the facility on 
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5/23/16, at 8:29 a.m.

An undated facility Falls Follow Up Form for R148 
was reviewed.  The form lacked date or time of 
the occurrence, however identified long term 
interventions of resident changed to assist of one 
with all transfers, and therapy notified of 
increased weakness. Neuro at baseline and INR 
(international normalized ratio), a laboratory test 
for measurement of anticoagulants for blood 
clotting, was within normal limits. There was no 
date or time identified of when this form was 
completed for the long term interventions.  

A Therapy to Nursing Functional Maintenance 
Program dated 5/23/16, identified a change in 
status for R148. R148 needed assistance of one 
for toileting, bed to chair/chair to bed transfers 
and sit to stand. A change was made to walking 
with assistance of one at all times. The form was 
completed by physical therapy assistant-A.   

R146's Care Conference Summary dated 
5/23/16, identified: "[R148] had 2 falls on Sunday, 
did hit head."  It also noted: "Had increase in 
weakness over the weekend and increased 
shakiness."  The summary noted: "Resident was 
ind [independent] with all mobility, ambulation, 
and self-cares walker but has had a decline over 
the weekend as is now SBA [stand by assist] with 
FWW [four wheeled walker].  Balance score puts 
resident in moderate risk for falls.  Resident is 
SBA [stand by assist] for dressing/toileting."

Review of R148's progress notes dated 5/18/16, 
through 5/24/16, identified the following: 

- 5/23/16 at 10:03 a.m. Fax received from MD, 
"fall noted".  
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- 5/23/16 at 8:23 am care conference summary, 
identified "Resident was ind [independent] with all 
mobility, ambulation, and self-cares walker but 
has had a decline over the weekend and is not 
SBA [stand by assist] with FWW [four wheeled 
walker]." 

- 5/23/16 at 12:47 p.m. by RN-B "Resident 
thought she could do it herself and ambulated to 
bathroom where she fell in the doorway.  
Resident landed on her back after hitting her 
head on built in dresser on way down.  Put in bed 
with call light close at hand. Close monitor."  
Injury description was "Hit back/top of head.  
Bleeding and bump as result." 

- 5/23/16 at 4:16 p.m. by LPN-A "Laceration on 
back of head dry, no infection noted." 

- 5/23/16 at 6:16 p.m. by LPN-A "Res [resident] 
very weak and shaky today.  Stayed in bed all 
shift, had room tray for dinner, appetite poor. Will 
cont [continue] to monitor." 

-5/23/16 at 22:26 p.m. by LPN-A "Res [resident] 
roommate called out for a nurse from the hallway.  
She heard a loud crash that woke her up.  Writer 
entered the room and found res [resident] lying 
face down, unresponsive.  Res [resident] was 
rolled to her back and sternal rub tried.  Resp 
[respirations] absent, pulse absent, res [resident] 
DNR/DNI."

Review of the facility Resident Occurrence Report 
dated 5/23/16, at 9:45 p.m. identified a check 
mark on box observed on floor and, "bleeding on 
R [right] cheek." Medical attention required, no��
first aid required, no��witness, no. The form 
identified R148 was unconscious, unable to 
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respond verbally and "res [resident] had expired." 
The physician was notified on 5/23/16 at 11:00 
p.m.  

Review of the PT Daily Treatment Notes on 
5/23/16 identified the following:

5/23/16: "PTA [physical therapy assistant] alerted 
nursing of pt [patient] grey coloring, weakness 
and shakiness.  Due to pt increased weakness 
got a w/c [wheelchair] for pt."  It also noted "Pt 
very weak after 2nd fall.  Pt shaky even with voice 
in speaking."

The PT - Therapist Progress & Discharge 
Summary dated 5/24/16, identified: "Pt [patient] 
passed away unexpectedly last night following 
decline over the past few days."  It also noted: 
"Skilled services provided since start of care 
included There ex [therapeutic exercises], gait 
training and pt [patient] education which improved 
patient's abilities in Amb [ambulation], transfers 
and ADLs prior to functional decline leading up to 
pt passing away."

When interviewed on 8/31/16, at 2:09 p.m. rehab 
program manager (RPM) stated R148 was 
receiving therapy from 5/18/16, through 5/23/16.  
On 5/18/16, R148 was assessed as being 
independent, and when ambulating all longer 
distances was to have assist of one.  On 5/23/16, 
the resident (R146) changed, and needed 
assistance of one for all mobility (including 
transferring and ambulation).  

When interviewed on 8/31/16, at 2:29 p.m. 
registered nurse (RN)-B stated after the fall on 
5/22/16, R148 had a wound on her head.  Staff 
were expected to notify the physician and start 
neuro's, which they did.  RN-B stated a fax 
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notification would be acceptable, and the only 
time a call is warranted is when there was a 
change in cognition or a change in neuro's or 
when medical attention from the emergency room 
is required.  The documentation identified (R148) 
had a hematoma with some bleeding.  This was 
documented in the record and the physician 
would be called only if the bleeding did not stop.  
At 2:43 p.m. the director of nursing (DON) 
entered and stated a physician would not need to 
be called unless staff were unable to stop the 
bleeding, adding this is what the physician would 
expect from the staff.  

When interviewed on 8/31/16, at 3:22 p.m. 
licensed practical nurse (LPN)-A stated he was 
unsure if R148 had any change in status.  After 
reviewing the notes, LPN-A stated he would 
definitely notify the physician.  However, LPN-A 
was unable to locate any notification made to the 
physician on 5/23/16, following the fall with a 
hematoma and laceration on 5/22/16, and 
complaints of not feeling well on 5/23/16.  LPN-A 
also stated from reading the progress notes, 
R148 had a change in status, and with a change 
in status the medical doctor (MD) should be 
notified.

When interviewed on 8/31/16, at 4:46 p.m. MD-A 
stated a fax was received on 5/23/16, at 1:05 
a.m. at the office, but nobody was in the office to 
receive it at that time. The fax was reviewed by 
her colleague on 5/23/16.  The fax identified 
R148 had a bump on the head.  MD-A denied any 
knowledge of a change in status and stated, "We 
didn't know that she was bleeding."  Notification 
received from the facility included a routine fax to 
sign orders for therapy, and the next was a 
notification of her death.  MD-A added, "No where 
did we see a change in neuro status or the 
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bleeding."  MD-A stated there was a failure in 
communication, and it appeared R148 had a 
decline in status, not necessarily a head bleed, 
but added, "Given her history you gotta wonder."  

R148 was admitted to the facility on 5/18/16, and 
was independent with��toileting, transferring from 
bed to chair, sit to stand, walking in her room and 
only needed staff assistance of one, if ambulating 
more than 100 feet.  R148 sustained 2 falls, on 
5/23/16, following the fall on 5/23/16 at 9:00 p.m. 
R148 hit her head.  R148 had changes in her 
medical status less than 24 hours after the fall.  
R148 complained she was not feeling very well, 
was gray in color, shaky and needed staff 
assistance with transfers and toileting even 
though she was previously independent with this. 
R148 also needed additional staff assistance for 
ambulation at all times, which was a change from 
assistance of one staff for long distances of 100+ 
feet, and had neurological changes in her pupil 
status 12 hours after her fall. Although R148 
showed a change in her medical status after her 
fall on 5/22/16, the facility had not recognized and 
comprehensively reassess these medical 
changes and failed to contact the physician for 
possible medical interventions which resulted in 
actual harm for R148 who subsequently died.   

A facility policy dated as reviewed on 2/16, 
Change of Condition Physician Notification Policy, 
indicated staff was to notify the physician any 
time there was a significant change in condition. It 
also directed staff to document in the medical 
record the time called, the person spoken to, 
what was reported and their response if any.  The 
policy included a "list of possible examples of 
what should be reported", which identified any 
injury requiring first aid, and any falls.
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A facility policy dated as reviewed 2/16, Fall 
Prevention and Management Program Policy 
review date 2/16, identified with minor head 
trauma or unwitnessed fall where the resident is 
not able to state if they hit their head, staff was to 
alert the physician or nurse practitioner with any 
changes.  It also directed staff to make an entry 
into the medical record including patient 
appearance at the time of discovery, patient 
response to event, evidence of injury, location, 
medical provider notification, responsible party 
notification, and nursing actions.  

 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice nursing staff to ensuring ongoing and 
consistent monitoring of any changes in condition 
are completed with medical intervention,  then 
audit charts to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 900 MN Rule 4658.0525 Subp. 3 Rehab - Pressure 
Ulcers

Subp. 3.  Pressure sores.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

    A.  a resident who enters the nursing home 
without  pressure sores does not develop 
pressure sores unless the  individual's clinical 
condition demonstrates, and a physician  
authenticates, that they were unavoidable��and 

 2 900 10/7/16
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      B.  a resident who has pressure sores 
receives  necessary treatment and services to 
promote healing, prevent  infection, and prevent 
new sores from developing.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to ensure interventions 
were implemented to reduce the risk of pressure 
ulcer formation for 1 of 4 residents (R80) 
reviewed for pressure ulcer care.  

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 
7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was at risk for pressure ulcer formation.  

R80's Skin Risk and Braden assessment, dated 
7/20/16, identified R80 to have fragile skin and 
signs and symptoms of neuropathy with, "Tingling 
sensation of lower extremity or feet."  Further, the 
assessment identified R80 was at, "Mild Risk" or 
developing pressure ulcers. 

R80's care plan dated 8/3/16, identified R80 had, 
"Limited physical mobility in bed," and R80 had, 
"Potential for alteration in skin integrity."  The care 
plan directed staff to, "Keep heels elevated in 
bed."  

R80's most recent Body Audit dated 8/15/16, 
identified R80 had no current pressures and her 
heels were described as, "Clear."  

During observation of morning care on 8/31/16, at 

To correct this for resident 80, upon 
identification that heels were not being 
floated, it was immediately corrected and 
staff involved were re-educated on 
resident plan of care. 
 
The care plan was reviewed and is 
current. The Team Sheet was updated to 
match Care Plan interventions. 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
care plan was reviewed and is current.  All 
residents are assessed on admission and 
care plan initiated.  All residents care plan 
and My Best day/ assignment sheet are 
reviewed minimally quarterly and with 
change in status  and updated with any 
changes. To prevent reoccurrence for 
other residents we will audit the team 
sheets to make sure the current team 
sheets match the care plan for each 
resident. When there is a change in care 
the clinical coordinators (or designee)  will 
update the team sheets and the care plan. 
There will be an in-service regarding the 
process of updating of care plan and team 
sheets for all nursing the week of October 
3, 2016.

Reoccurrence will be prevented by:  
Minnesota Department of Health
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8:29 a.m. R80 was laying in her room in bed.  
Nursing assistant (NA)-A pulled back R80's 
bedding exposing R80's legs and feet.  R80's 
heels were not being floated with any devices or 
pillows, instead they were directly on the 
mattress.  R80 stated, "My heel hurts," and the 
back of her heel was reddened in color.  There 
were no visible open areas.  At 8:59 a.m. R80 
was assisted to the bathroom and NA-A stated 
R80 reddened heel, "Kind of feels soft."  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80's heels were not being floated when 
she removed her bedding and her right heel was 
reddened.  NA-A stated she had noticed times in 
the past where R80's heels were not floated when 
she would assist her with morning cares.  Further, 
NA-A stated R80's heels have been red in the 
morning before when they are not floated, "Their 
usually red."  

During interview on 8/31/16, at 12:20 p.m. 
licensed practical nurse clinical coordinator 
(LPN)-B stated R80 was at, "Slight risk for 
pressure ulcers" because of her impaired mobility 
and incontinence.  LPN-B stated she was 
unaware of any concerns for R80 concerning her 
heels which would cause them to be red, [I'm] not 
aware of anything wrong with her heels."  LPN-B 
stated if staff attempted to float her heels and she 
refused, it should be documented however, 
LPN-B stated there was, "No documentation to 
support" they had been floated during the 
previous night or morning.  

When interviewed again on 8/31/16, at 1:56 p.m. 
LPN-B stated R80's heels should have been 
floated while she was in bed, or the nursing staff 
should have documented the reason why they 
weren't.  

Weekly audits will be done by Clinical 
Coordinators. They will chose 10% of the 
residents each week to make sure care 
plans match team sheets and that the 
services indicated on the plan of care are 
being followed.

The Correction will be monitored by:  
a. The audits will be given to the Clinical 
Administrator for review.
b. Administrator will report audits to the 
QA Team. QA will determine frequency of 
audits
c. The Clinical Administrator will be 
responsible for compliance. 
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A facility Skin Risk Policy dated 8/2016, identified 
a directive to, "Implement preventative measures��
and to provide appropriate treatment modalities 
for pressure ulcers/injuries according to industry 
standards of care."  Further, the policy provided 
general care guidelines for staff to follow which 
included, "Elevate heels off bed as indicated..." 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
inservice staff about implementing the care plan 
to prevent pressure ulcer development, and then 
audit cares to ensure compliance.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 21800 MN St. Statute144.651 Subd. 4 Patients & 
Residents of HC Fac.Bill of Rights

 Subd. 4.    Information about rights.  Patients and 
residents shall, at admission, be told that there 
are legal  rights for their protection during their 
stay at the facility or throughout their course of 
treatment and maintenance in the community and 
that these are described in an accompanying 
written statement of the applicable rights and 
responsibilities set forth in this section.  In the 
case of patients admitted to residential programs 
as defined in section 253C.01, the written 
statement shall also describe the right of a 
person 16 years old or older to request release as 
provided in section 253B.04, subdivision 2, and 
shall list the names and telephone numbers of  
individuals and organizations that provide 
advocacy and legal  services for patients in 
residential programs.  Reasonable 

 21800 9/30/16
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accommodations shall be made for those with 
communication impairments and those who 
speak a language other than English.   Current 
facility policies, inspection findings of state and 
local health authorities, and further explanation of 
the written statement of rights shall be available 
to patients, residents, their guardians or their 
chosen representatives upon reasonable request 
to the administrator or other designated staff 
person, consistent with chapter 13, the Data 
Practices Act, and section  626.557, relating to 
vulnerable adults.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to provide the required Notice of 
Medicare Non-Coverage for 1 of 3 residents 
(R93) reviewed for liability notices. 

Findings include: 

R93's progress note dated 7/13/16, identified R93 
would be completing therapy and discharge back 
to assisted living on 7/15/16.  R93 had, "No 
further recommendations for continued therapy."  

R93's medical record was reviewed.  There was 
no evidence R93 had been provided a Notice of 
Medicare Non-Coverage (CMS-10123) as 
required when their Medicare coverage was 
ended. 

During interview on 8/31/16, at 3:55 p.m. licensed 
social worker (LSW)-A stated R93 admitted to the 
nursing home for therapy services under 
Medicare Part A coverage.  R93 completed his 
therapy services and was originally planned to 

Resident 93 was discharged prior to 
adequate notice given related to family 
and resident's wishes to discharge earlier 
than anticipated end date of therapy.  

Corrective Action as it applies to other 
residents:  The policy and procedure for 
Medicare Denials was reviewed and is 
current.  To prevent reoccurrence for other 
residents the criteria for denial for 
Medicare benefits is reviewed daily at IDT 
meetings. This in-service for this group will 
be held the week of 9/26/2016.  Specific 
training and tool kits were created for staff 
responsible for providing notices.

Reoccurrence will be prevented by: Audits 
will be done weekly by the Resident 
Services Director (LSW) or designee. The 
audits will be reviewed monthly to check 
for criteria of discharge to make sure 
notices are given timely.
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discharge on Saturday, 7/16/16, however the 
assisted living would not accept him on the 
weekend.  LSW-A stated a decision was made 
with R93's family to move up his discharge to 
Friday, 7/15/16, instead.  LSW-A stated R93 was 
not provided a Notice of Medicare Non-Coverage 
(CMS-10123) because R93, "Chose to go on his 
own wishes prior to the last day."  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
inservice staff about providing Medicare notices 
of non-coverage timely, and then audit to ensure 
compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

Correction will be monitored by:   
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance. 

 21805 MN St. Statute 144.651 Subd. 5 Patients & 
Residents of HC Fac.Bill of Rights

Subd. 5.    Courteous treatment.  Patients and 
residents have the right to be treated with 
courtesy and respect for their individuality by 
employees of or persons providing service in a  
health care facility.  

This MN Requirement  is not met as evidenced 
by:

 21805 10/7/16

Based on observation, interview and document 
review, the facility failed to ensure a dignified 
rising routine was consistently provided for 1 of 3 
residents (R80) reviewed for dignity. 

Findings include: 

R80's quarterly Minimum Data Set (MDS) dated 

To correct the deficient practice for 
resident #80 LSW interviewed resident to 
make sure we have proper understanding 
of what time the resident would prefer to 
rise and go to bed.  Weekly check-ins with 
resident services for this resident will 
occur to ensure resident needs are being 
met ongoing.
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7/25/16, identified R80 had intact cognition, 
required extensive assistance with bed mobility, 
and was totally dependent on staff for transfers. 

During interview on 8/29/16, at 4:24 p.m. R80 
stated she did not feel staff treated her with 
dignity because it seemed, "Like there's always a 
lag of time," in getting assistance with cares and 
dressing.  R80 stated the staff often start helping 
her then, "Leave the room and not come back," 
so R80 has to, "Lay there on the bed waiting for 
someone to help finish dressing me."  R80 stated 
this happens, "All the time," and it makes her feel, 
"Rejected and uncared for."  

On 8/31/16, at 7:54 a.m. R80 was in bed in her 
room with her call light turned on.  Licensed 
practical nurse (LPN)-B entered the room and 
turned off R80's call light.  LPN-B applied a 
cream to R80's legs and asked her, "Are you 
ready to get up?"  R80 stated she had, "Been 
waiting to get up," to which LPN-B stated she 
would inform the nursing assistant (NA) staff.  At 
7:57 a.m. R80 again turned on her call light 
outside the room.  LPN-B entered the room and 
turned off the call light and told R80 the NA staff 
would be coming, "In a minute."  LPN-B then 
applied a warm washcloth to R80's eyes and left 
the room.  

At 8:25 a.m. R80 remained in bed without any 
assistance being offered to help her get up or 
ready for the day as she had requested.  R80 
stated she was, "Waiting on my aides [NA]," and 
had been waiting for help to get up, "since 7:30 
[a.m.]."  R80 stated having to wait this long for 
help had happened before, and it makes her feel, 
"Lonelier because I have to eat by myself [in the 
dining room]."  At 8:29 a.m. (thirty five minutes 
after observation began) NA-A entered R80's 

Corrective Action as it applies to other 
residents:  The policy and procedure for 
call light response and dignity were 
reviewed and are current.  All resident 
preferences are assessed upon 
admission, minimally quarterly and as 
indicated with a change in request of 
services from family or resident.  All staff 
are trained on timely response of call 
lights and meeting resident requests upon 
hire and minimally annually with annual 
training.   We will do an in-service to 
review the importance of resident 
preferences and Dignity policy during the 
week of October 3, 2016.  This topic will 
be discussed at resident council upcoming 
in October as to resident preference and 
timeliness of services.  Household 
residents will be interviewed by LSW to 
learn preference on what time the 
residents would like to get up and go to 
sleep each day.   A Committee has been 
formed to discuss on going staffing 
patterns in the morning/evening and how 
we can best meet our residents 
preferences.

Reoccurrence will be prevented by:  
Weekly audits will be done on 10% of the 
residents to ensure resident�s 
preferences are being met when it comes 
to preferred wake times and the times 
they are going to bed. Residents� 
preferred wake times will be added to 
NAR team sheets.  Audits of timely 
response rates will also be conducted to 
ensure ongoing needs are being met 
timely.  
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room and helped her get dressed for the day.  At 
9:28 a.m. R80 was assisted out of her room to 
the dining room and seated at a table by herself, 
with only two other residents seated in the dining 
room at a different table.  R80 was served 
breakfast alone in the dining room.  

When interviewed on 8/31/16, at 9:34 a.m. NA-A 
stated R80 had complained about not being 
helped timely in the morning before to her, and 
residents sometimes have to wait for longer 
periods if they are short staffed because they are 
typically, "Really behind," then.

During interview on 8/31/16, at 10:03 a.m. LPN-B 
stated staff, "Try to get them [residents] as we 
can," and sometimes R80, "Has to wait a little bit" 
for her cares in the morning. 

When interviewed on 8/31/16, at 12:20 p.m. LPN 
clinical coordinator (LPN)-C stated residents 
should not have to wait for extended periods to 
be helped with cares adding, "We don't ever want 
anyone to wait a long period of time," because, 
"This is their home and they need to feel trust in 
us."  

A facility Dignity policy dated 12/2014, identified 
resident should be cared for, "In a manner and in 
an environment that promotes maintenance 
and/or enhancement of each resident's quality of 
life."  

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) could inservice 
staff about ensuring cares are initiated and 
complete timely for each resident, then complete 
audits of care to ensure compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 

The Correction will be monitored by:  
a. The audits will be given to the 
Administrator for review.
b. Administrator will report audits to the 
QA Team.  QA will determine frequency of 
audits
c. The Administrator will be responsible 
for compliance. 
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)
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(21) days.
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