
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: 00480

ID:   LX8G

SAINT PAUL, 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)

137110400

7

07/01/2015

09/30

09/20/2017

GALTIER HEALTH CENTER245340

02

445 GALTIER AVENUE

55103

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

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

From (a) :

To (b) :

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

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

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

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  107 (L18)

13.Total Certified Beds  107 (L17) B. Not in Compliance with Program

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

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

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

 107

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

09/01/1986

00

06301

09/29/2017

09/20/2017 11/30/2017

21.

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

Susanne Reuss, Unit Supervisor Kate JohnsTon, Program Specialist
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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: 00480

ID:   LX8G

SAINT PAUL, 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)

137110400

2

07/01/2015

09/30

08/03/2017

GALTIER HEALTH CENTER245340

02

445 GALTIER AVENUE

55103

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  107 (L18)

13.Total Certified Beds (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)

(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

09/01/1986

00

06301

08/25/2017 09/20/2017

21.

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

Mary Heim, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

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

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

 

F 441

SS=D

483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, 
PREVENT SPREAD, LINENS

(a) Infection prevention and control program. 

The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

(1) A system for preventing, identifying, reporting, 
investigating, and controlling infections and 
communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards (facility assessment 
implementation is Phase 2)�

(2) Written standards, policies, and procedures 
for the program, which must include, but are not 
limited to:

(i) A system of surveillance designed to identify 

F 441 8/25/17

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

08/25/2017Electronically 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.

FORM CMS-2567(02-99) Previous Versions Obsolete LX8G11Event ID: Facility ID: 00480 If continuation sheet Page  1 of 6



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/12/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245340 08/03/2017
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

445 GALTIER AVENUE
GALTIER HEALTH CENTER

SAINT PAUL, MN  55103

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 441 Continued From page 1 F 441

possible communicable diseases or infections 
before they can spread to other persons in the 
facility�

(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported�

(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections�

(iv) When and how isolation should be used for a 
resident��including but not limited to:

(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  

(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease��and

(vi) The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

(4) A system for recording incidents identified 
under the facility’s IPCP and the corrective 
actions taken by the facility. 

(e) Linens.  Personnel must handle, store, 
process, and transport linens so as to prevent the 
spread of infection.  
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(f) Annual review.  The facility will conduct an 
annual review of its IPCP and update their 
program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure appropriate 
hand hygiene procedures were followed for 2 of 2 
residents reviewed for wound care (R24, R12). 

Findings include:

R24:
During observation of a dressing change on 
8/2/17, at 8:44 a.m. for R24, licensed practical 
nurse (LPN)-A failed to perform hand hygiene at 
appropriate intervals. At 8:48 a.m. after mixing a 
cleaning solution LPN-A removed a pair of gloves 
and cleansed her hands with an alcohol based 
skin cleanser before donning a new pair of gloves 
and removing the soiled dressing from R24's right 
hip area. After removing the soiled, blood tinged 
dressing LPN-A removed the soiled gloves, 
cleansed her hands and donned a new pair of 
gloves before cleansing the wound with a diluted 
Hibiclens solution. After cleansing the wound 
LPN-A removed the gloves and donned a new 
pair of gloves without cleansing hands and rinsed 
the wound with a normal saline soaked gauze. 
After rinsing the wound, the soiled gloves were 
removed and without cleansing hands a new pair 
of gloves was donned. LPN-A then proceeded to 
pack the wound base with normal saline soaked 
gauze and a Q-tip, and then cover the wound with 
a dry gauze pad. The gloves were then removed 
and LPN-A washed her hands. 
 
On 8/2/17, at 10:00 a.m. LPN-A was asked about 

 F441-Infection Control

1.  R12 and R24 were assessed for any 
signs or symptoms of infection and none 
noted at this time.

2.  Nurses will complete hand hygiene 
with residents per policy to prevent the 
spread of infection.

3.  Staff will be provided education on the 
hand washing policy and the appropriate 
practice of washing hands during a 
dressing change.  Education will be 
completed by September 11, 2017.

4.  DON or designee will complete 4 
random hand washing audits weekly for 
one month.  Audits will be reviewed at 
monthly QAPI meeting.  QAPI members 
to determine frequency of audits after 
review of findings.
DON is responsible for compliance.
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cleansing hands after removing gloves. LPN-A 
stated she had been taught to remove gloves and 
cleanse hands when going from dirty to clean and 
she felt she had completed the task after 
removing the soiled dressing.  

The facility's 1/17, policy titled Hand Hygiene - 
Plain Soap and Water directed staff to use plain 
soap and water or an alcohol based hand rub 
after contact with non-intact skin and wound 
dressings if hands were not visibly soiled.

R12's July 2017 Physician's Orders, signed 
7/3/17, revealed orders "Sacral Wound-Cleanse 
cavity and periwound with Hibiclens 30ml 
[milliliters] W/500ml NS [with 500 milliliters normal 
saline solution], Pat dry, Apply Lantiseptic 
ointment to periwound."

On 8/2/17, at 10:10 a.m., the floor nurse (LPN)-B 
was observed lowering R12's bed. LPN-B donned 
gloves. LPN-B then removed the sheet and R12 
turned toward the side. A large open wound was 
observed in the sacral area, beefy red in color. 
LPN-B then applied the solution of Hibiclens and 
normal saline solution to a cloth and patted the 
wound. The cloth had a small amount of red 
drainage on it. A small amount of bowel matter 
was near the area. LPN-B removed and tossed 
the gloves away and applied clean gloves. Again, 
LPN-B applied the Hibiclens and normal saline 
solution to a cloth and wiped around the wound. A 
small amount of red drainage was noted on the 
cloth. LPN-B removed and disposed of her gloves 
along with the cloth.  LPN-B applied clean gloves, 
wiped around the wound, put another pair of 
gloves over the gloves and applied lantiseptic 
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cream on wound and around buttocks. LPN-B 
then removed and disposed of her gloves and 
applied clean gloves. LPN-B then stated R12's 
incontinence pad was wet, removed the pad and 
disposed of it in a plastic bag. LPN-B then 
removed her gloves and disposed of them in the 
plastic bag. LPN-B then opened R12's drawer 
and took a clean pad from the drawer. LPN-B 
donned clean gloves on her hand and applied a 
clean incontinence pad to R12. LPN-B then 
tossed the gloves away. LPN-B gathered supplies 
in the bucket and linens in the bag. LPN-B 
assisted R12 to put a gown on and position 
pillows around R12's body. LPN-B grabbed R12's 
water pitcher and put it back down. LPN-B 
opened the door and walked out of the room 
down the hall. LPN-B then went into the utility 
rooms with the linens and washed her hands. 
LPN-B was not observed washing or sanitizing 
her hands while in R12's room. 

On 8/2/17, at 10:27 a.m. immediately following 
the observation, LPN-B reported she forgot to 
bring hand sanitizer in the room. LPN-B reported 
she did not wash or sanitize hands between glove 
changes or between cleaning the wound and 
applying lotion or before touching R12's items in 
the room. LPN-B reported she only washed or 
sanitized her hands before the wound cleaning 
and then after.

ON 8/2/17, at 10:36 a.m., the nurse manager 
(RN)-A reported nurses should wash or sanitize 
hands after glove changes when doing wound 
cleaning.

The Hand Hygiene-Alcohol Based Hand Rub 
procedure, dated 1/2017, directed staff: "An 
alcohol based hand rub is an effective antiseptic 
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agent. The center requires personnel to use hand 
hygiene to remove dirt, organic material, and 
transient microorganisms. Examples of when an 
alcohol based hand rub may be used: "If hands 
are  not visibly soiled��Before having direct 
contact with residents Before inserting indwelling 
catheters, peripheral vascular catheters, and 
other invasive devices that do not require a 
surgical procedure' After contact with a resident 
intact skin (e.g. when taking a pulse or blood 
pressure and lifting a resident.)��After contact with 
body fluids or excretions, mucous membranes, 
non-intact skin and wound dressings if the hands 
are not visibly soiled��After resident care if moving 
from a contaminated-body site to a clean body 
site��After contact with inanimate objects 
(including medical equipment) in the vicinity of the 
resident. After removing gloves."
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483.10(e)(6) RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE

§483.10(e) Respect and Dignity. The resident has a right to be treated with respect and dignity, including: 

(e)(6) The right to receive written notice, including the reason for the change, before the resident’s room or 

roommate in the facility is changed.

This REQUIREMENT  is not met as evidenced by:

 F 247

Based on interview and document review, the facility failed to provide written notice of a room change to 2 of 

3 residents (R143, R147) who were moved to a different room��and failed to provide written notice of 

roommate changes to 1 of 1 resident (R12) who received a new roommate. 

Findings include:

During an interview on 7/31/17, at 7:01 p.m. R143 stated there had been a recent room change. R143 did not 

remember the reason for the move or if a written notification of the move had been provided. R143 thought 

the room change may have been because another resident was being admitted and since R143 was improving, 

a room change was required for R143. 

A social service (SS) note dated 7/24/17, revealed that over the weekend R143 had been asked if R143 would 

move to another room to accommodate a new resident. The note indicated R143 had agreed. Another SS note 

dated 7/24/17, revealed R143 requested to move back to the old room. On 7/25/17, R143 was given a tour of 

the previous room, but at a different bed. The documentation indicated R143 agreed to move and was moved 

on 7/25/17, back to the previous room. There was no indication R143 had been provided with written notice 

regarding the room change which occurred the weekend of 7/22/17.  

On 7/31/17, at 2:41 p.m. R147 stated she was moved to her current room about a week ago. R147 stated she 

was coming in from outside, and was told to move by 6:00 p.m. that evening. 

A SS noted dated 7/25/17, at 4:35 p.m. indicated R147 was asked and agreed to move to a different room to 

accommodate a new resident. However, there was no written room transfer notice provided to R147. There 

was no written room transfer notification found in R147's medical record. 

On 8/3/1, at 3:20 p.m. the director of social services (DSS) confirmed the facility did not provide R147 with a 

room transfer notification. 

On 8/1/17, at 9:25 a.m. R12 stated R12 had numerous roommates over the last eight months and R12 stated 

most of the time R12 was given about five minutes notice and then people were moving clothes in. R12 stated 

while R12 was OK with being notified on such short notice, a little more advance notice would be nice. SS 

notes dated 6/2/17 and 6/12/17, revealed R12 had been informed of getting a new roommate. However, there 

was no documentation found of R12 having received written notification of a new roommate moving in with 

R12 on these dates. 

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 

The above isolated deficiencies pose no actual harm to the residents
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On 8/3/17, at 3:20 p.m. the director of social services (DDS) reviewed R12's medical record and verified the 

documentation of a new roommate for R12 on 6/2/17 and 6/12/17, but verified there was no written notice of 

the new roommates. The DSS stated a note was always made by social services regarding new roommates for 

residents or of room transfers. 

On 8/3/17, at 3:40 p.m. the DSS stated she didn't know written notice was required and she thought that since 

the room change or roommate change had been documented in the computer that's all that was required. The 

DSS stated the facility had always given written notice prior to the new computer system started in 

approximately 6/2017. The DSS also stated if a resident declined to move to accommodate a newly admitted 

resident, the facility knew there was a seven-day notice requirement for a room change. 

The facility's 1/2017, policy titled Room and Roommate Changes indicated written notification was to be 

provided of the change to the resident/resident representative.
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