
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: 00943

ID:   MEZ0

SAINT LOUIS 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)

428658800

7

12/31

03/21/2017

GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA245148

02

3201 VIRGINIA AVENUE SOUTH

55426

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 208 (L18)

13.Total Certified Beds 208 (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)

208

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

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

See Attached Remarks

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

03/01/1968

00

00450

03/14/2017

03/29/2017 09/08/2017

21.

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

Rebecca Wong, HFE NE II Shellae Dietrich, Certification Specialist



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: 00943

ID:   MEZ0

C&T REMARKS - CMS 1539 FORM   STATE AGENCY REMARKS

CNN:  24-5148

On January 30, 2017, an extended survey was completed at this facility.  Conditions in the facility constituted both Immediate 

Jeopardy (IJ) and Substandard Quality of Care (SQC).  The most serious deficiencies were issued at a S/S level of K  (225 

and 226).

The IJ was identified on 1/22/17, was brought to the attention of the facility's executive director on 1/26/17, at 4:32 p.m. and 

was removed on 1/30/17, at 3:05 p.m.

As a result of the survey findings we imposed State monitoring, effective February 26, 2017.  In addition, we recommended to 

the CMS RO the following remedy for imposition and CMS concurred:

- Civil money penalty for deficiency cited at F225 and F226 effective January 30, 2017.

- Mandatory denial of payment for new admissions effective April 30, 2017.

Due to the extended survey and finding of substandard quality of care, the facility is subject to a loss of NATCEP for two 

years from January 30, 2017. 

On March 21, 2017, the Minnesota Department of Health completed a PCR and found the health deficiencies corrected and the 

facility was found in substantial compliance as of March 11, 2017.

As a result of the finding, the Department discontinued the Category 1 remedy of state monitoring.

In addition, we recommended the following actions to the CMS RO as it relates to the remedies detailed in our letter of 

February 21, 2017 and CMS concurred:

- C  for deficiencies cited at F225 and F226, be imposed

- Mandatory denial of payment for new admissions effective April 30, 2017 be rescinded effective March 11,

2017.

Due to the extended survey, this facility would be subject to a two year loss of NATCEP.

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



CMS Certification Number (CCN): 24-5148 September 7, 2017

Ms. Laurie Sykes,  Administrator

Golden Livingcenter - St Louis Park Plaza

3201 Virginia Avenue South

Saint Louis Park, Minnesota  55426

Dear Ms. Sykes:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective March 11, 2017 the above facility is certified for:    

  208 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 208 skilled nursing facility beds.   

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

certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

   

Shellae Dietrich, Certification Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone #: (651) 201-4106 Fax #:  (651) 215-9697

cc: Licensing and Certification File

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



Golden Livingcenter - St Louis Park Plaza

September 7, 2017

Page   2
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Glenora Souther, HFE NE II Kamala Fiske-Downing, Enforcement Specialist    
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F 000 INITIAL COMMENTS F 000

 The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form. Electronic 
submission of the POC will be used as 
verification of compliance.

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

A survey was conducted by the Minnesota 
Department of Health on January 23 through 
January 30, 2017. The survey resulted in an 
Immediate Jeopardy (IJ) at F225 and F226 
related to the facility's failed response to to 
identify, report and thoroughly investigate, 
allegations of abuse resulting in residents being 
afraid of unwanted touch and/or threats of 
physical harm from staff and other residents 
which resulted in a high potential for harm or 
death. The IJ which began on 1/22/17, was 
brought to the attention of the facility's executive 
director on 1/26/17, at 4:32 p.m. and was 
removed on 1/30/17, at 3:05 p.m. 

At the time of the survey, a complaint 
investigation(s) were also completed at the time 
of the standard survey:

An investigation of complaint H#5148165 was 
completed. The complaint was substantiated at 
F353. 

An investigation of complaint H#5148166 was 
completed. The complaint was not substanitated. 

 

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

02/24/2017Electronically 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.
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F 000 Continued From page 1 F 000

In addition, an extended survey was conducted 
by the Minnesota Department of Health on 
1/25/17 through 1/30/17.

F 154

SS=D

483.10(c)(1)(2)(iii)(4)(5) INFORMED OF HEALTH 
STATUS, CARE, & TREATMENTS

(c) Planning and Implementing Care. 
 The resident has the right to be informed of, and 
participate in, his or her treatment, including:

(c)(1) The right to be fully informed in language 
that he or she can understand of his or her total 
health status, including but not limited to, his or 
her medical condition.

(c)(iii) The right to be informed, in advance, of 
changes to the plan of care.

(c)(4) The right to be informed, in advance, of the 
care to be furnished and the type of care giver or 
professional that will furnish care.

(c)(5) The right to be informed in advance, by the 
physician or other practitioner or professional, of 
the risks and benefits of proposed care, of 
treatment and treatment alternatives or treatment 
options and to choose the alternative or option he 
or she prefers.
This REQUIREMENT  is not met as evidenced 
by:

F 154 3/11/17

 Based on observation, interview and document 
review, the facility failed to inform in advance the 
risk(s) of side effects for the medication Pyridium 
(a pain reliever used to stop the pain, or burning 
caused by urinary tract infection or irritation) for 1 
of 1 resident (R165) who had urinary discomfort.

 R165 Discharged from facility on 1/31/17

Current residents will be informed of 
health status, care, medications and 
treatments.  Resident Education will be 
documented in the resident's chart in their 
progress notes.
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F 154 Continued From page 2 F 154

Findings include:

On 1/23/17, at 4:48 p.m. R165 was observed 
sitting on bed during interview. R165 said, "I was 
not told about the antibiotic [Pyridium] that started 
in January. It turned my urine red. I thought I was 
bleeding." 

R165's admission Minimum Data Set (MDS) 
dated 1/5/17, indicated R165 was cognitively 
intact with no hallucinations, delusions or 
behaviors and had diagnoses of hypertension, 
spinal stenosis and post-acute procedural pain. 
R165's MDS indicated R165 required assistance 
with bed mobility, dressing, toileting, personal 
hygiene and walking in room or on the unit. 
R165's MDS indicated resident was occasionally 
incontinent of bladder, had constant pain at 8/10 
(10 scale being the highest level of pain) and had 
impairment in range of motion for one side upper 
and lower body.

The Urinary Incontinence and Indwelling Catheter 
Care Area Assessment (CAA) Worksheet dated 
1/10/17, indicated R165 was occasionally 
incontinent of urine. Urinary CAA indicated 
contributing factors included pain, restricted 
mobility and urinary urgency. Urinary CAA care 
plan considerations indicated R165 was 
frequently incontinent of urine and required 
assistance of staff with cares. 

The discharge care plan dated 12/30/16, 
instructed staff to educate R165 about 
medications, their side effects and when they 
should be taken.

A Progress Note dated 1/2/17, indicated nursing 
staff had reported urine culture reports to on call 

Licensed nurses and TMAs will be 
re-educated on informing residents and 
documenting of changes in medications, 
treatment, conditions and cares to include 
side effects of medication.

Nurse Managers will be responsible for 
monitoring compliance.  Weekly audits will 
be completed on education on 
documentation of any changes in 
medications, treatments, conditions and 
cares on all floors.

QAPI committee will review audits and 
actions to provide direction or changes as 
needed.
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F 154 Continued From page 3 F 154

medical doctor (MD) and informed MD "[R165] 
continuous to complaint [sic] of pain/frequency 
with urination." 

Review of Progress Notes from 1/2/17 through 
1/26/17, did not show evidence that R165 was 
told about new order for Pyridium on 1/2/17, nor 
did the Progress Notes indicate R165 was told 
Pyridium could turn urine bright orange to red in 
color.

The Order Summary Report dated 1/4/17, 
indicated R165 had a Physician's Order dated 
1/2/17, for Pyridium 200 mg three times a day for 
seven days for the treatment of pain and 
frequency with urination.

A Grievance Form dated 1/5/17, indicated R165 
was not told that a urinary tract infection (UTI) 
medication had been added. The information 
provided to the nurse's and certified medication 
technician (CMT's) instructed staff as follows: 
"Nurses, when you have a new medication order, 
please make sure you explain to the resident 
what it is for. Nurses and TMA's-please identify 
pills for the resident, especially if they are new 
medications."

During interview on 1/26/17, at 7:56 a.m. 
registered nurse (RN)-J said when a telephone 
order was received, "I talk to the patient about the 
new medication, what it is for and side effects if 
any. I document in the nurses notes the new 
orders and that I explained it to the resident." 
RN-J reviewed Physician Orders and Progress 
Notes in computer and verified there was no 
documentation that the telephone order for 
Pyridium was explained to R165. RN-J stated 
"The doctors explain their orders to the residents 
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F 154 Continued From page 4 F 154

during their visits."

During interview on 1/26/17, at 8:01 a.m. R165 
said, "I was told about the med [medication] when 
I asked why my urine was bright red. I was on an 
antibiotic for an UTI and this was the side effect." 
R165 said, "No one told me before they gave it to 
me that it could cause it to look like I was 
bleeding."

During interview on 1/26/17, at 8:56 a.m. director 
of nursing services (DNS) said, "When they 
[nurses] get a new order, the nurses are to tell the 
resident about the new medications. We provide 
education on side effects." The DNS said, "The 
nurses are to document in the nurses notes that 
they informed the resident and family about 
medication." The DNS verified the medical record 
lacked evidence of R165 ever receiving 
information or communication about the new 
order for Pyridium and the Pyridium's side effects.   

Change of condition policy requested and not 
recieved.

F 225

SS=K

483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT 
ALLEGATIONS/INDIVIDUALS

(a) The facility must-

(3) Not employ or otherwise engage individuals 
who-

(i) Have been found guilty of abuse, neglect, 
exploitation, misappropriation of property, or 
mistreatment by a court of law�

(ii) Have had a finding entered into the State 
nurse aide registry concerning abuse, neglect, 

F 225 3/11/17

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  5 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 225 Continued From page 5 F 225

exploitation, mistreatment of residents or 
misappropriation of their property��or

(iii) Have a disciplinary action in effect against his 
or her professional license by a state licensure 
body as a result of a finding of abuse, neglect, 
exploitation, mistreatment of residents or 
misappropriation of resident property.

(4) Report to the State nurse aide registry or 
licensing authorities any knowledge it has of 
actions by a court of law against an employee, 
which would indicate unfitness for service as a 
nurse aide or other facility staff.

(c) In response to allegations of abuse, neglect, 
exploitation, or mistreatment, the facility must:

(1) Ensure that all alleged violations involving 
abuse, neglect, exploitation or mistreatment, 
including injuries of unknown source and 
misappropriation of resident property, are 
reported immediately, but not later than 2 hours 
after the allegation is made, if the events that 
cause the allegation involve abuse or result in 
serious bodily injury, or not later than 24 hours if 
the events that cause the allegation do not involve 
abuse and do not result in serious bodily injury, to 
the administrator of the facility and to other 
officials (including to the State Survey Agency and 
adult protective services where state law provides 
for jurisdiction in long-term care facilities) in 
accordance with State law through established 
procedures.

(2) Have evidence that all alleged violations are 
thoroughly investigated.
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(3) Prevent further potential abuse, neglect, 
exploitation, or mistreatment while the 
investigation is in progress.

(4) Report the results of all investigations to the 
administrator or his or her designated 
representative and to other officials in accordance 
with State law, including to the State Survey 
Agency, within 5 working days of the incident, and 
if the alleged violation is verified appropriate 
corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to identify, report and 
thoroughly investigate allegations of abuse, this 
resulted in an immediate jeopardy (IJ)  for 6 of 12 
residents who had allegations of abuse (R118, 
R183, R1, R12, R260, R80) due to these 
residents being afraid of unwanted touch and/or 
threats of physical harm from staff and other 
residents. In addition to the residents in IJ, the 
facility failed to identify, report and thoroughly 
investigate allegations of abuse that were not an 
IJ for the other 6 of 12 residents (R28, R45, 
R112, R186, R218, R167).

The IJ began on 1/22/17, when R118 notified 
facility staff that a nursing assistant (NA) had 
threatened to hurt her and the facility failed to 
intervene. The IJ was identified on 1/26/17, and 
the executive director (ED) was notified of the IJ 
at 4:32 p.m. on 1/26/17. The IJ  was removed on 
1/30/17, at 3:05 p.m., but non-compliance 
remained at the lower scope and severity level of 
E.  

Findings include:

 R183 and R260 Will meet weekly with the 
unit social worker to discuss concerns at 
mutually agreed upon time and any 
concerns brought forward will be 
addressed.

Customer service and sensitivity training 
has been completed for staff.

PHQ9 assessment will be completed on 
R183 to determine if resident would 
benefit from medication adjustment.

Pain assessment to be completed on 
R183 to include direct care observation to 
ensure comfort with cares.

Night supervisor will complete direct care 
observation audits weekly to ensure 
comfort with cares.

R118 Concerns brought forward will be 
addressed

R1 Concerns brought forward will be 
addressed in a timely manner
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R183 was interviewed on 1/26/17, at 4:00 p.m. 
and stated she was aware of the reporting 
process, but felt it was useless to report, because 
they were "blaming, and accusing her of making 
up stories." R183 stated she had tried to report to 
the nurse on the night shift about an incident that 
had occurred this past spring (date unncertain). 
R183 stated, "she [the night nurse] came in and 
was blaming me, saying '[NA-HH] is just trying to 
take care of you.' So I told her to get out. I don't 
trust anyone here. That director of nursing (DNS) 
came in to talk to me and I told him to get out. I 
don't trust him." R183 had tears in her eyes and 
reported that NA-HH had rubbed her arm, and 
then had moved to her breast area. R183 said 
she'd yelled at NA-HH, "Stop, what the H**l are 
you doing?" She further stated, "He then took his 
finger [demonstrated a circular motion with her 
index finger] around my anus. I told him to stop, 
saying 'what the h**l are you doing?', but he didn't 
stop, so I slapped him [demonstrated a 
backhanded slapping motion], and he still didn't 
stop, so I slapped him again." R183 stated 
NA-HH was still working here, so she had kept a 
fork on her bedside table for a long time, as 
defense, but then they took it away with a dinner 
tray. R183 stated she woke up last week and he 
[NA-HH] was standing at the end of her bed. She 
stated, "I picked up my bottle [demonstrated 
picking up a large glass bottle of hot sauce, with a 
long thin neck] from my bedside table and 
threatened to hit him with it if he didn't leave. I 
had to say I will crack your head open to get him 
to leave." R183 agreed to speak with licensed 
practical nurse (LPN)-B, because she felt she 
could trust her, but said she would not speak with 
the DNS because she did not trust him at all. 

At 4:34 p.m. on 1/26/17, LPN-B was asked 

NA-AA received Customer Service 
Training and was reassigned to a different 
unit, no further concerns from resident 
have been reported since transferred to 
new unit.

R12 Nursing Staff have been re-educated 
on residents rights to make choices 
including but not limited to choice of 
bedtime.

R80 Staff have been reeducated to 
explain actions of cares prior to meeting 
residents needs.

Staff have been reeducated to timely 
report allegations of abuse and neglect to 
the ED/DNS for further investigations 

R28, R45, R112, R167, R186 Any 
concerns of allegations of abuse will be 
reported to the ED/DNS 

All staff have been reeducated on Abuse, 
Neglect, Maltreatment and 
Misappropriation of resident property, to 
include what constitutes as abuse and 
immediate reporting of allegations of 
abuse.

Weekly audits will be conducted to identify 
any concerns related to abuse, neglect, 
maltreatment and misappropriation of 
resident property.

The ED or designee will monitor for 
compliance
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whether she had noted any changes in R183's 
behavior or if she had heard any report about 
R183 having threated to hit a NA-HH. After some 
thought LPN-B stated, "About three or four 
months ago, R183 would not let anyone turn her 
or touch her on the night shift. I asked her if 
anything was wrong, but she wouldn't tell me." 
LPN-B added, "I have talked to my nurses, 
months and months ago, she wouldn't turn in 
bed, she wouldn't roll over. We have to be careful 
with her, she makes things up. She has a history 
of conversion disorder, hallucinations and 
delusions. I had been asking her what's wrong, 
and she specifically told me it was ok for NA-HH 
to take care of her." LPN-B went on to say that 
R183 was 'tough with mental health, and she tries 
to get people in trouble. A social worker (SW) and 
I interviewed her, then the DNS comes up and 
she kicks him out of the room." The surveyor then 
asked LPN-B whether she'd been awared that 
R183 had alleged having been touched 
inappropriately by NA-HH. LPN-B stated she had 
not be aware, then proceeded to go in to discuss 
with R183, and following their conversation 
LPN-B reported the allegation of sexual abuse to 
the State agency (SA). 

Acording to her Admission Record, R183 was 
admitted to the facility on 11/11/14, with 
diagnoses including psychosis (an abnormal 
condition of the mind that involves a loss of 
contact with reality), and major depressive 
disorder. 

A quarterly Minimum Data Set (MDS) dated 
9/6/16, indicated R183 was cognitively intact and 
had no signs or symptoms of delirium or 
hallucinations. In addition, the MDS indicated 
R183 did not reject cares and had demonstrated 

QAPI will review audits and actions to 
provide direction or change as needed.
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no verbal or physical behaviors towards others. 
R183 was totally dependent on two staff and 
utilized a  mechanical lift for transfers, required 
extensive physical assistance of two staff for bed 
mobility, dressing and toilet use, and did not have 
antipsychotic or antidepressant medications 
ordered.

An MDS dated 11/29/16, also indicated R183 was 
cognitively intact and had no signs or symptoms 
of delirium or hallucinations. However, the MDS 
indicated R183 had demonstrated physical 
behaviors directed towards others during one to 
three days, verbal behaviors directed towards 
others on four to six days, and had rejected cares 
one to three days, all days in reference to the 
MDS look back period. The MDS indicated R183 
was totally dependent on two staff and a 
mechanical lift for transfers, required extensive 
physical assistance of two staff for bed mobility, 
dressing and toilet use, and did not have 
antipsychotic or antidepressant medications 
ordered. 

A Care Area Assessment (CAA) dated 6/27/16, 
indicated R183 had triggered delirium as an area 
for assessment. The CAA analysis indicated the 
delirium was due to a decrease in her cognitive 
score and a recent change in mood��sad or 
anxious (for example crying, social withdrawal). 

The Care Plan (CP) dated as far back as 
11/14/14, indicated R183 had a potential for 
abuse due to decreased physical ability, need for 
care and history of allegations towards staff that 
were found to be unsubstantiated. The CP dated 
6/11/15, indicated behaviors which include 
shouting, crying and stating "I am not crazy. I 
have a history of psychiatric disorders and will 
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often state a complaint but change my story 
which results in an inconsistent reporting history. I 
sometimes refuse the bedpan when offered. 
Potential conversion disorder exhibited by: 1) 
verbalize I am having health issues that are not 
present upon examination/tests. I have paranoia 
related to my psychosis diagnosis that staff are 
listening to my conversations through the 
doorways and bathrooms. I often have concerns 
regarding the delivery of my cares. I meet with 
staff on a regular basis to discuss my concerns 
and resolutions. I often state the NAR's [nursing 
assistants/registered] are not helping me when in 
fact I have refused cares." Although the care plan 
indicated R183 had identified behaviors, the 
facility did not thoroughly investigate her 
allegations to determine validity of the allegations.

An Associated Clinic of Psychology (ACP) note 
dated 10/11/16, indicated the therapist and R183 
had discussed the resident's feelings of anger 
and distress with staff at the facility, and that 
R183 had elaborated on three of her concerns 
regarding staff behavior towards her and how she 
was not pleased with the follow-up thus far. The 
ACP note also indicated R183 had reported she 
had not been sleeping well recently, and that she 
had been encouraged to watch TV and play 
games on her phone to keep from being 
overwhelmed by current situation. The note 
indicated the resident utilized no known 
medications (for depression or psychosis). The 
ACP therapists recommendations included: She 
had been requesting staff to leave her alone as 
much as possible while continuing to 
appropriately address her care needs. She 
seemed to be in a protective mode at that time 
and thus staff should be very mindful of their 
behavior around her which includes the way in 
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which they care for her, what they say to her and 
their body language in her presence. Ongoing: It 
may be important for staff to know that she liked 
people to be straight with her. She reported she 
will become impatient, and most likely verbally 
aggressive, if she feels others are not being 
truthful with her. It is important she feels listened 
to. Staff trying to make sure she understands 
what is being asked of her and clarifying 
information with her will most likely be helpful. A 
subsequent ACP note dated 10/25/16, included: 
"In wheelchair in depressed mood with distressed 
affect. She reported sad and tearful due to family 
issues and grievances with staff at facility which 
she discussed in detail. Recent events have 
challenged her beliefs about staff at facility and 
has continued to find concerns that lead her to 
question their skills. No known medications (for 
depression or psychosis). Recommendations: 
Staff will inquire about her willingness to move to 
a different unit within the facility as she does not 
trust her current direct care staff and does not 
feel that relationships can be healed. She 
remains in protective mode at this time and thus 
staff should be very mindful of their behavior 
around her which includes way in which they care 
for her." An ACP note dated 11/8/16, "In 
wheelchair in room, dysphoric (state of unease or 
dissatisfaction) mood and angry affect. Reports 
progressively becoming more distressed and 
angry the longer she stays at the facility. She 
does not trust any staff or their motives. Unable to 
sleep or eat well because of this. Unrealistic 
about placement in the community. No known 
medications (for depression or psychosis). 
Recommendations: Not open to staff challenging 
her beliefs regarding her health and perceptions 
and thus staff should continue to address her 
care and flow with delusions. She is not open to 
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trying medications that may help to reduce her 
internal emotional distress as she does not 
believe that she has any mental health concerns. 
Staff who interact with her should be mindful to 
present with a neutral demeanor and facial 
expression as she does not trust "fake smiles", to 
improve rapport with her." An ACP note dated 
11/15/16, "In bed in room, incident claimed that 
direct care staff were rough with her. Dysphoric 
mood with angry affect. Appears she reacted in 
way she did due to exacerbation of pain that staff 
caused her when staff assisted in turning her. 
Vented frustration, does not trust staff. Not able to 
consider reconciling differences with staff at this 
time and shared her belief that only option to 
improve her situation was to leave facility, even 
though she has no plans or means to do so. Unit 
Social worker has initiated process of getting her 
a relocation worker to help find her appropriate 
placement in the community. Staff her interact 
with her should be mindful to present with a 
neutral demeanor and facial expression as she 
does not trust "fake smiles", to improve rapport 
with her." The ACP note dated 11/22/16, R183 
sitting in a wheelchair in a slightly euthymic 
(normal) mood with calm affect. She had 
developed a technique of refraining from 
interacting with direct care staff so they have 
nothing to use against her. Recommendations: 
Had developed a trust with physical therapist, and 
would like to work with him to assist her doctors 
with orders for exercise." 

R183's 11/30/16, CP included: "I recently bought 
a set of ankle weights and have a history of 
stating that I want to throw things at staff. I will 
request to have the weights or other objects in my 
hands while I am worked up. I have a history of 
swinging out at staff with these objects." 
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Behavior charting for R183 was reviewed from 
7/31/16 through 1/27/17:

Charting from 9/24/16, at 10:24 a.m. alleged 
R183 cursed (no further description) at NA-P, a 
female staff on the day shift.
On 10/4/16, at 9:54 p.m. R183 rejected 
assistance of dressing and personal hygiene (no 
further description) from male staff NA-JJ. 
On 10/30/16, at 8:33 p.m. R183 had behaviors 
not directed towards others (no further 
description) from male staff NA-LL. 
On 11/10/16, at 8:34 a.m. R183 rejected care (no 
further description) from female staff NA-P.
On 11/12/16, at 1:12 a.m. R183 had behaviors 
not directed towards others "socially inappropriate 
behavior", male staff NA-LL. 
On 11/14/16, at 4:03 p.m. R183 had behavior not 
directed towards others "socially inappropriate 
behaviors", male staff NA-LL. 
On 11/26/16, at 12:49 a.m. R183, rejected care 
by male staff NA-LL. 
On 12/7/16, at 9:23 p.m. R183 had verbal 
behaviors directed towards others, male staff 
NA-LL.
On 12/19/16, at 1:58 a.m. rejection of care, 
assistance dressing and personal hygiene by 
male staff NA-EE.
On 1/26/16, at 12:32 a.m. behaviors not directed 
towards others (no further description) male staff 
NA-LL. 
On 1/27/16, at 1:48 a.m. rejection of care, male 
staff NA-LL. 

The facility's Behavior documentation book was 
reviewed and noted:
On 1/13/17, night shift documented "episode of 
resistant to cares, redirected." 
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On 1/14/17, (no shift noted) "resistant to cares, 
redirected no change."
On 1/15/17, day shift "accusing staff of 
unsubstantiated things occurred on days, 
redirected." 
On 1/18/17, "resistant to cares on nights, 
redirected same."
On 1/19/17, "resistant to cares on nights 
redirected same."
On 1/20/17, (no shift noted) "Resistant to care."
On 1/24/17, "Resistant to cares on night shift 
redirected." 
On 1/26/17, "Resistant to cares on night shift." 

Nursing Progress notes reviewed:
On 12/4/16, at 9:16 a.m. R183 requested to 
speak with licensed practical nurse (LPN)-B "I am 
tired. These damn NAs refuse to take care of me 
and tell me I am trouble. I fell asleep last evening 
and woke up at midnight, asked to have my food 
heated and then be cleaned up. No one helped 
me." "I told them to leave the food tray here so I 
could show you and you wouldn't think, I was 
lying." LPN-B documented resident displaying 
paranoid behaviors, R183 asked the nurse to look 
into the bathroom to ensure no-one was listening 
to the conversation. NA-HH (alleged abuser of 
R183) and NA-LL had worked the night shift prior. 

On 12/9/16, at 8:00 a.m., LPN-M wrote a nursing 
note that R183 said "both PM [afternoon shift] 
and night aides did not change me all night, I am 
completely wet." LPN-M documented that she'd 
stated to R183, "put on your call light when you 
need help." She further documented that R183 
had gotten mad and started to use profanity. "Get 
the F*** out of my room you B****", LPN-B 
notified. NA-HH (alleged abuser of R183) and 
NA-LL had worked the night shift prior. 
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On 12/9/16 at 8:48 a.m., LPN-B had gone in to 
see R183 and two NAs were working with her. 
LPN-B told R183 she would back to get R183's 
statement about cares when finished with cares 
and breakfast trays. R183 noted to be incontinent 
in her brief at that time. R183 stated "you want to 
see what I'm talking about." LPN-B told R183, 
she would return when cares were done, and 
would speak with NA's about what they'd found. 
Documentation indicated R183 had began yelling 
and stated "Oh never mind, you don't care 
anyway. Get the F**k out, all of you just leave me 
alone...leave me the F**k alone. The note 
indicated R183 was thrashing in bed while 
hooked up to mechanical lift (Marissa Lift), and 
when staff had started to unhook the sling, R183 
had stated, "I didn't tell you to stop, get me up.'" 
R183 asked to speak to ED, said she was wet all 
night, and she was not going to ring and tell 
anyone what to do. "Get out of my room." The 
author indicated an unidentified SW had been 
notified.
On 12/9/16 at 12:11 p.m. LPN-B documented she 
had returned to R183's room with unidentified 
SW, R183 was quiet at first and did not want to 
talk to staff, then starting stating. "I don't have to 
put my call light on when I need cares. No one 
came in to take care of me all night." R183 stated 
"I'm not crazy, I know you all think I am, but I'm 
not crazy." DNS knocked and entered to respond 
to request for ED, R183 told DNS to get out of her 
room, stated "I can't stand that SOB [curse word], 
I ain't talking to him, I don't trust him." R183 
remained angry and refusing meals... Placed 
phone calls to the night shift staff and awaiting 
call back. 
On 12/9/16 at 3:23 p.m., documentation indicated 
LPN-B had interviewed night shift aides who 
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stated they had attempted to provide cares twice 
for R183, but they stated she was asleep and 
refused cares. However, during the interview with 
R183, she stated she stayed awake all night to 
see if anyone would come into her room.
On 12/15/16, at 12:45 p.m. "in house LICSW 
[licensed clinical social worker]" met with resident 
on 12/13/16, R183 was in dysthymic mood with 
angry affect, less distressed than past sessions. 
R183 able to vent about staff with whom she 
does not work well and the coping skill she has 
developed where she asks people to leave her 
room as a means to protect herself. "Staff should 
continue to be respectful of R183's right to refuse 
services and reapproach later." NA-SS and 
NA-OO worked the night shift prior. NA-P, 
NA-QQ, NA-YY, and NA-AAA worked the day 
shift. On 1/11/17, at 8:19 a.m. noted R183 
wanting to meet with LPN-B in room, with 
roommate. Residents are usually conversing and 
laughing in room. R183 will say to roommate "tell 
her what happened last night", roommate will not 
remember and R183 tells her what to say. R183 
stated "I'm telling you girl these aides are 
worthless, and I am going to report that to the 
state when they get here. R183 refused to meet 
with DNS." NA-HH (alleged abuser of R183) and 
NA-LL worked the night shift prior. On 1/14/17, at 
2:02 p.m. R183 "had a run in with a NA." 
Apparently he walked in when she was talking to 
a different NA, and she felt that was rude. R183 
told the unnamed NA to get out. The unnamed 
NA stated "I don't have to." R183 became very 
angry and cussed NA out. NA left and registered 
nurse (RN)-O came in and talked with R183, who 
calmed down. NA-HH (alleged abuser of R183), 
NA-SS worked the night shift prior. NA-P, 
NA-QQ, NA-UU, NA-E worked the day shift. 
There was no facility documentation that the 
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unnamed NA was investigated for the incident. 
1/15/17, at 4:27 a.m. RN-K noted R 183 refused 
cares that shift, NA attempted two times. RN-K 
went in and R183 attempted to get roommate to 
tell RN-K what happened. Roommate didn't quiet 
[sic] know what to say. R183 was upset at NA and 
yet refused to talk with them or receive help from 
them. R183 angrily yelled "no one is going to 
touch me, I'll hurt somebody." "I will stay like this 
and I will call the state about it". NA-HH (alleged 
abuser of R183), NA-VV, and NA-SS worked the 
night shift. On 1/23/17, at 4:34 p.m. LPN-B noted, 
early that morning, was notified by NA that R183 
asked them to get out of her room when they 
were attempting to get her up with the Marisa Lift 
to her chair. NA's reported they did nothing wrong 
and R183 won't say why she was upset. LPN-B 
and an unidentified SW talked with R183, "Get 
me up, they don't know what they are doing." 
"They didn't put the sling under me right." NA-HH 
(alleged abuser of R183), NA-LL, NA-OO worked 
the night shift prior. NA-F, NA-TT, NA-UU, 
NA-VV, NA-WW worked the day shift. On 
1/24/17, at 11:27 a.m. [unnamed] NA came to 
SW-D to assist with R183. R183 was in 
wheelchair (w/c) but was not positioned well. 
R183 said that one of the NA's helping didn't 
know what she was doing. SW-D, NA and trainee 
got resident on lift and repositioned in w/c 
correctly. Internal investigation began. NA-N, 
NA-PP, NA-QQ, and NA-RR worked the shift. On 
1/26/17, at 6:25 a.m. RN-K noted R183 refused 
cares that shift, reapproached and continued to 
refuse. When the day shift NA arrived, R183 
allowed cares, was changed and cleaned up. 
NA-OO and NA-SS worked the night shift. On 
1/26/17, at 3:30 p.m. LPN-B stated R183 had 
been interviewed and NA-HH was going to be 
suspended. 
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On 1/27/16, at 6:06 a.m. RN-K noted 15 minute 
safety checks, slept in room all night and was 
safe. No concerns noted [no documentation why 
15 minute safety checks]. 
-At 6:16 R183 refused cares this shift, 
reapproached three times. Risks and benefits 
explained. Morning staff updated. NA-HH (alleged 
abuser of R183), NA-LL, NA-OO worked the night 
shift. 
-At 12:00 p.m. LPN-B stated R183 had been put 
on 15 minute checks, was happy and had no 
complaints. 
-At 1:43 p.m. R183 stated the assistant director of 
nursing (ADNS) had told her NA-HH was gone. 

During 7 of  the 11 behavior episodes, the alleged 
abuser NA-HH had been working that shift, or the 
night shift prior. During 9 of 11 behavior episodes, 
at least one of three NAs consistently working 
that shift or the prior shift (including NA-HH, 
NA-LL, and NA-P).

The employee files were reviewed and the 
following was noted:
NA-HH, hired 6/6/11, undated training in new hire 
file for abuse/neglect, patient rights. NA-HH was 
disciplined on 10/18/11, for poor work quality and 
productivity for leaving a resident in a bed soaked 
with urine, changed sheets, but immediately wet 
again, and NA-HH left for day shift. On 1/8/12, 
NA-HH had left the floor to buy a can of pop for 
resident, did not ask nurse if resident could have 
pop. NA-HH did not tell anyone he was leaving 
the floor. Notice of 2 week voluntary resignation 
dated 4/9/15, with last day being 4/21/15. NA-HH 
was rehired 2/24/16. On 11/18/16, Step 1 
discipline notice instructed NA-HH to improve 
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getting to work on time.

NA-LL hired 9/12/16, received preventing abuse 
training on 9/22/16, and Alzheimer's training on 
10/26/16. 

NA-N, hired 3/20/15, received preventing resident 
abuse training on 4/7/15, and Alzheimer's training 
on 10/26/17. Discipline notice on 4/7/15, for 
failure to perform assigned duties in an 
appropriate manner or at assigned times. 
Discipline notice dated 9/25/15 indicated, "staff is 
loud and demanding when she approaches them 
[residents]. Makes the resident anxious and 
sometimes feel intimidated, always provide 
excellent customer service. Knock before 
entering and announce self by name and title. 
Greet all your residents at the beginning of your 
shift to let them know that you are their aide that 
day. Utilize words such as please and thank you 
frequently. Ask for resident preference, do not 
just tell them what to do. Provide explanations 
and plan ahead with them for them. Approach 
with calm, patient tone. Not all residents are deaf 
and speaking louder does not always help. It may 
seem intimidating if a resident is having a difficult 
time understanding, always ask for assistance 
from another staff member. Resident needs 
always come first. Ask questions." Discipline 
notice dated 1/25/17, instructed NA-N "customer 
service: be aware of how you approach a patient, 
be aware to speak clearly, make sure that if a 
resident is asking for your help, you are helping 
them safely. Address all needs while working with 
a patient. If you feel uncomfortable being the only 
staff caring for a resident, bring another staff 
with." 

The facility failed to fully investigate a change in 
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patient behavior, and rejection of cares. The 
facility failed to track and trend staffing patterns 
with R183's behavioral outbursts to identify a 
potential staff abuse. 

R118's quarterly MDS dated 12/16/16, indicated 
she was cognitively intact and required minimal 
assistance with activities of daily living (ADLs). 

During interview with R118 at 8:22 a.m. on 
1/24/17, the resident stated she had been 
threatened by NA-BB the week prior. She said the 
NA had threatened to "knock her head off." R118 
further stated she was afraid of NA-BB.  R118 
stated she had reported the threat to the 
Alzheimer's Care Director (ACD). R118 stated the 
ACD had replied, "it was just a joke." 

A facility document titled Verification Of 
Investigation (VOI) dated 1/22/17, was reviewed.  
The documentation indicated R118 had been 
interviewed by facility staff regarding the threat by 
the NA. The VOI included recommendations 
taken to prevent reoccurrence which included 
suspension of the employee, and customer 
service education having been provided to the 
employee. The recommendations also included 
re-directing R118 during episodes of 
inappropriate behaviors, even though the 
allegation of inappropriate behavior was made by 
R118. The facility's VOI document indicated 
abuse had not been substantiated and further 
indicated, "per investigation there was a 
misunderstanding by client regarding employee's 
comment which does not substantiate."

R1's quarterly MDS dated 12/28/16, indicated she 
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was severely cognitively impaired and required 
extensive assistance with ADLs. The care plan 
dated 12/26/17, identified R1's potential for 
abuse. The care plan further identified a physical 
functioning deficit and directed staff to assist with 
transfers, toileting and personal hygiene. 

During interview on 1/23/17, at 5:01 p.m., R1 
stated NA-AA had pushed her. R1 stated NA-AA 
was "rough" with her. She stated she needed help 
to get dressed and that she was afraid NA-AA 
would come to help her and stated, "I don't want 
to get in trouble." R1 stated she had not reported 
the incident to the facility. 

On 1/23/17, at 5:21 p.m., the allegation of abuse 
was reported to the DNS. At 6:28 p.m., the DNS 
reported to the surveyor that NA-AA had been 
sent home pending investigation of the abuse 
allegation and that the allegation had been 
reported to the State agency. 

The facility had documented a VOI on 1/24/17 for 
the allegation R1 had made 1/23/17. The VOI 
indicated R1 had reported to facility staff that 
when she requests assistance from NA-AA, the 
staff member tells her, "do it yourself, get into 
your chair." R1 reported NA-AA is rude to her and 
always had been. The VOI further identified 
recommendations/interventions to prevent 
reoccurrence as follows: NA (AA) suspended 
pending outcome of investigation, staff encourage 
R1 to transfer independently which R1 "interprets 
as being rude." Unable to substantiate allegation 
of abuse as resident does transfer herself and 
staff encourage her to promote independence. 
Customer service education will be given to 
NA-AA upon her return. 
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On 1/25/17, NA-AA was observed working the 
a.m. shift on the unit where R1 resides. 

During an interview on 1/25/17, at 10:56 a.m., the 
social services director (SSD) stated if someone 
reports an allegation of abuse, she immediately 
reports it to the DNS and the ED. She stated the 
DNS and ED make the decision whether or not 
the allegation gets reported to the State agency. 
The SSD stated if an allegation is made on the 
weekend, "it's harder because we're 
[management] not here so it goes on a grievance 
and staff would notify the building supervisor." 
The SSD stated LPN-B had told her about the 
allegation made by R1 and stated LPN-B and 
SW-C completed the investigation. 

During an interview on 1/25/17, at 11:07 a.m. with 
LPN-B and SW-C, LPN-B stated if a resident 
reports mistreatment by staff she would 
immediately report to the ADNS, DNS and ED. 
LPN-B stated the ED and DNS determine if an 
allegation is reportable to the State agency. 
SW-B verified she had assisted with the 
investigation regarding R1's report to the 
surveyor. SW-C stated she had not followed up 
with R1 but stated she had reported the allegation 
to the social worker from the ACP who was 
scheduled to see R1 on 1/24/17. SW-C stated 
she was aware the ACP social worker had 
spoken to R1 about her report however, SW-C 
stated she had not read the ACP social worker's 
report after the visit. She further stated she had 
not been aware R1 had accused NA-AA of 
pushing her or being rough with her prior to the 
investigation. At 11:14 a.m., LPN-B stated the 
DNS had told her R1 had reported to the surveyor 
that staff had been rude to her. LPN-B stated she 
was not aware R1 had reported that a staff 
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member had pushed her or been rough with her 
and stated the DNS had not told her that. LPN-B 
stated R1 had told her NA-AA refused to help her. 

Review of the ACP Progress Note dated 1/24/17, 
indicated a licensed social worker had visited with 
R1 that day and identified the following:
Staff shared R1 had reported abuse from a direct 
care worker to the State assessor yesterday. Met 
with R1, she showed no obvious evidence of any 
current delusions or hallucinations. When asked, 
she expressed some anxiety about sharing her 
concerns to the State worker and reassured her 
that it was her right to do so and important to 
keep her safe. R1 was unable to identify any clear 
reasons why she had not brought up her 
concerns during her care conference the previous 
week aside from stating she was awoken to 
attend. She (R1) was unable to confidently state 
that she would feel comfortable reporting similar 
concerns to the unit nurse manager (LPN-B) or 
SW-C in the future. 
 
During an interview on 1/25/17, at 11:24 a.m., the 
DNS stated if the facility received an allegation of 
abuse he would call the ED and they would report 
the allegation to the SA. He stated R1's allegation 
was still being investigated, but stated interviews 
with staff and other residents had been 
completed. The DNS stated based on the 
conclusion of the interview, the facility felt that 
NA-AA had been trying to promote independence 
by encouraging R1 to transfer herself and that he 
interpreted NA-AA's behavior as "rude," and had 
scheduled her for additional customer service 
training. He verified NA-AA had not completed the 
training prior to returning to work on the floor 
because they "had call-ins." The DNS further 
stated he did not interview the resident himself 
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and stated the ADNS had interviewed her. 

During interview on 1/25/17, at 11:36 a.m., the 
ADNS stated she had not talked to R1. She 
stated she talked to the facility's human resource 
specialist (HRS) who placed modules in NA-AA's 
bin and stated NA-AA "needed to complete them 
today."

During a subsequent interview on 1/25/17, at 
11:37 a.m., the DNS acknowledged no one had 
had followed up with R1 after NA-AA returned to 
work, nor had anyone asked R1 whether any staff 
had pushed her or been rough with her. He stated 
SW-C should have done that. In addition, the 
DNS stated if an employee needs to be educated, 
"we provide the education". The DNS stated he 
felt the allegation from R1 was mistaken 
information or a communication issue. At that 
time, the ED added, if there was a second 
incident with an employee the suspension could 
be longer or the employee could be terminated. 
The DNS stated NA-AA's employment file was 
reviewed and contained no previous allegations. 
The ED stated, because of the clientele, the 
education had to go into the delusion and 
hallucination piece. 

On 1/25/17, at 11:46 a.m., SW-C confirmed she 
had not followed up with R1 regarding the 
concerns.

On 1/25/17, at 1:15 p.m., the DNS stated he had 
reviewed R1's care plan to determine if it was 
appropriate for staff to encourage her to 
self-transfer and stated, he had taken notes but 
"didn't keep them." LPN-B and the ED were also 
present during the interview. LPN-B stated, "it is 
not safe for [R1] to self-transfer."

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  25 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 225 Continued From page 25 F 225

During interview on 1/25/17, at 2:36 p.m. the HRS 
stated no one had reviewed NA-AA's employment 
file for previous allegations or education. 

R12's quarterly MDS 12/9/16, identified the 
resident's diagnoses to include: bipolar disorder, 
anxiety, schizophrenia, osteogenesis imperfecta 
and diabetes mellitus obtained. In addition, the 
MDS indicated R12 had intact cognition and  no 
behavioral symptoms including verbal, physical or 
refusal/rejection of cares. 

During interview with R12 on 1/24/17 at 7:59 
a.m., when asked whether staff,  a resident or 
anyone else at the facility had abused him, 
including verbal, physical or sexual abuse, R12 
stated, "Yes." R12 further explained, "Some of 
them. A few days ago [LPN-E] talked to be like I 
was her child. She told me I had to go to bed 
before ten o'clock and I told her I was not going 
to. She said I had to, and again I told her I was 
not going to. There was an exchange of words 
between the two of us and it got verbally abusive 
from both of us. I told her she was a b***h." I 
reported it to my social worker [SW-B] and the 
director came and talked to me and said they 
were looking into it. I have been abused both 
verbally and emotionally. I told her [LPN-E] I was 
old enough to be her father."

R12's CP dated 10/15/13, indicated he was at risk 
for potential abuse due to his diagnoses 
including: bipolar disorder, schizoaffective 
disorder, clavicle fracture, osteogenesis 
imperfecta and diabetes. In addition, the care 
plan indicated the resident had a history of being 
physically, verbally, and sexually abused by his 
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father and sometimes struggled with sexual 
identity issues. The CP directed staff to explain 
what they were going to do before providing care.

On 1/25/17, at 11:01 a.m. SW-B stated R12 had 
approached her on 1/17/17, around four o'clock 
when she was just about to leave and had 
reported LPN-E had exchanged words with him 
on 1/16/17 at around 10 o'clock, and that he  felt 
his rights had been violated. SW-B stated she 
had completed a grievance report and reported 
the allegation to the DNS and put the report under 
the DNS office door. SW-B said she did not know 
whether it had been reported to the State agency 
as it was the facility management's decision. 
SW-B stated she had asked R12 whether he felt 
safe and he had indicated he was, and was able 
to voice his needs and stand his ground. SW-B 
stated she had counseled the resident 1:1 and 
thought LPN-E needed to be talked to about 
resident rights. 

On 1/25/17, at 2:06 p.m. the DNS was requested 
for the grievance report that had been filed on 
behalf of R12. DNS stated he had followed up 
with resident and told him he would follow up with 
the identified staff.

On 1/25/17, at 3:55 p.m. the DNS approached the 
surveyor and stated he had looked all over his 
office and was not able to locate the grievance 
report. DNS stated he had followed up with the 
resident and had told R12 he had spoken with 
LPN-E and had told her R12 would go to bed 
when he wanted to. DNS stated when he had 
talked with R12, the resident had not indicated he 
had been abuse. The DNS said he would go 
interview R12 about the incident again now. 
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On 1/25/17, at 4:07 p.m. the SSD and the 
surveyor went to speak to R12.  R12 stated he 
had reported to SW-B he had felt verbally and 
emotionally abused. R12 stated during the follow 
up with the DNS, the DNS had told him he had 
spoken with the staff [LPN-E]. R12 then 
proceeded to report the incident again.  He said 
that on 1/16/17, at 10:10 p.m. LPN-E had 
approached him and asked him why he was still 
up, and that LPN-E had said he [R12] needed to 
go to bed as there was not enough staff to put 
him to bed during the night. R12 stated he had 
still been up because he was watching one of his 
favorite shows, then needed to take his 
medications, and would then go to bed. R12 
stated the nurse had thrown her hand up to his 
face and stated, "we are not having this 
conversation right now" and kept threatening him 
she was going to report him to the supervisor.  
R12 said he'd told the nurse, "please do so she 
can witness this." R12 stated LPN-E also kept 
telling him she was going to call the police on him 
if he did not leave the area. R12 stated this went 
on back and forth for about 10-15 minutes and 
that initially he refused to leave the area, but did 
eventually. R12 then stated he had told LPN-E 
"This is my home and I can go to bed anytime." 
R12 further indicated he had called the nurse a 
"whore" during the exchange. When asked how 
the incident had made him feel, R12 stated, "I felt 
verbally and emotionally abused." During the 
interview, as he explained the incident, R12 
appeared upset and his voice rose. After the 
interview, the SSD stated she was going to report 
the incident to the ED, DNS and then report it to 
the SA. 

On 1/25/17, at 5:15 p.m. DNS verified there was 
no documentation of the incident in R12's medical 
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record. DNS stated LPN-E should have gone into 
the medical record and documented the incident 
"these are things we are trying to change here. 
We are trying to get nurses to report incidents of 
possible abuse and neglect to me and I want to 
make the decision whether or not to call OHFC 
[Office of Health Facility Complaints-SA]. 
Incidents like this have been written on the 
grievance reports instead of being reported to the 
SA. We are doing education to better serve the 
residents we are serving." The DNS further stated 
the supervisor was supposed to be notified of 
allegations, and dependent on the incident, 
nurses were able to report the incidents of abuse. 

R260 was observed on 1/23/17, at 6:49 p.m. to 
be sitting on the edge of the bed  moving an arm 
continuously, and changing positions frequently. 

During interview with R260 on 1/23/17, at 7:00 
p.m., when asked whether staff,  a resident or 
anyone else at the facility had abused him, 
including verbal, physical or sexual abuse, R260 
stated "Yes." When asked to explain what 
happened? R260 said, "I think the word is 
enough. They don't give a s**t that this has been 
the worst week of my life." When asked whether 
any staff had been informed of the alleged abuse, 
R260 said, "The staff all saw it." 

On 1/24/17, at 8:00 a.m. after review of R260's 
chart SW-A was asked whether R260 had 
reported having been abused. SW-A stated R260 
had not made any report of abuse. The surveyor 
then told SW-A that R260 had indicated during 
interview that she had been abused.

During interview with the ED on 1/25/17, at 2:13 
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p.m., the ED said, "If it was reported as abuse we 
should have completed an OHFC report and 
investigated it." 

During interview on 1/25/17, at 2:14 p.m. SW-A 
verified only an internal investigation had been 
completed thus far. When asked what time 
yesterday she had interviewed R260. SW-A said, 
"I interviewed her at 1:30 p.m." SW-A said "I was 
not aware an allegation of abuse had to be 
reported within two hours."

R260's Admission Record dated 1/30/17, 
indicated R260 had diagnoses including: injuries 
of right wrist, hand and fingers, bipolar disorder 
(depression with episodes of mania), 
post-traumatic stress disorder and borderline 
personality disorder (abnormal behavior 
characterized by unstable relationships with 
others).  

R80's family member (F)-A was interviewed at 
4:33 p.m. on 1/23/17. F-A reported having been 
concerned about staff hitting R80. F-A stated the 
allegtion had been reported to SW-D in 
November around 11/18/16, but F-A was not sure 
of exact day.

During an interview with R80 on 1/23/17, at 7:20 
p.m., R 80 was observed to have bruising on both 
hands and wrists. When asked what had 
happened R80 started crying and said, "They hurt 
me, they hit me, pinch me and push me around."

On 1/23/17, at 7:56 p.m. NA-A was observed to 
enter R80's room where R80 lying in bed. NA-A 
grabbed the R80's blanket and pulled it down, off 
R80 in a quick manner, indicating peri care was 
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going to be provided because R80 was always 
"digging" and had fecal material under nails. R80 
was heard to respond, "What the h**l are you 
doing, leave me alone."

On 1/23/17, at 8:30 p.m. the DNS was asked 
whether R80 or her family had ever made a 
report of staff hitting or abusing R80. The DNS 
denied being aware of any allegations of abuse 
have been made by R80 or her family. The DNS 
further stated no reports had been made to the 
SA since he started in March 2016. The 
surveyors  informed the DNS of the allegations 
made by R80 and F-A.

During a follow up interview with R80 on 1/24/17, 
at 1:47 p.m. R80 said, "Staff hit me, it is mostly 
the night shift." R80 also stated staff verbally 
abuse her. R80 stated she had told the nurse, 
nurse manager and DNS.

R80's annual MDS dated 11/3/16, indicated R80 
was moderately cognitively impaired without 
hallucinations or delusions. R80's MDS indicated 
R80 had verbal and physical behaviors toward 
others one to three times in the seven days prior 
to the MDS. R80's MDS also indicated R80 
required assistance with all ADL's except eating, 
and had diagnosis of Alzheimer's disease, 
depression and urinary incontinence.

R80's Cognitive Loss/Dementia CAA Worksheet 
dated 11/14/16, indicated R80 had diagnosis of 
dementia, but was alert and oriented to self and 
place with short term and long term memory 
deficits. In addition, the CAA indicated R80 was at 
risk for unmet needs and safety deficits. An ADL 
CAA Worksheet dated 11/14/16, indicated R80 
required staff assistance with some ADL and 
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cognitive skills. A Behavioral Symptoms CAA 
Worksheet dated 11/14/16, indicated the CAA 
had triggered due to R80 scratching a staff 
member during cares one day. Care plan 
considerations instructed staff to monitor for signs 
and symptoms of depression and to make sure 
R80 was not in pain or uncomfortable. Neither the 
cognition nor behavioral CAA indicated R80 was 
an inaccurate reporter or made false allegations 
against staff.

R80's Safety CP revised on 11/16/16, indicated: 
"My safety is at risk and there is potential for 
abuse due to diagnosis of dementia, depressive 
disorder, hypertension, hypothyroidism and 
decreased physical ability." The interventions 
instructed staff to explain all cares/procedures 
prior to beginning them. The safety care plan did 
not indicate R80 made false allegations against 
staff. A Physical Functioning Deficit CP revised 
11/16/16, indicated R80 had a history of 
personality disorder with narcissistic traits and 
could be judgmental and make negative 
statements regarding cares such as "some of 
them are awful" and instructed staff to provide 
dressing assistance and transfer assistance with 
Hoyer of two caregivers due to false allegations." 
Bed mobility, personal hygiene, toileting, oral care 
and locomotion were to be provided by assist of 
one staff member. The At Risk for Altered Skin 
Integrity CP revised 11/16/16, did not address 
presence of bruises. An alteration in mood or 
behavior care plan revised 11/16/16, did not 
identify false allegations or inaccurate reporting 
as a problem but included an intervention initiated 
6/21/16, "using 2 persons during care may be 
needed due to potential for allegations."

An undated, unlabeled nursing assistant 
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assignment sheet for R80, indicated R80 was 
frequently incontinent of both bowel and bladder 
and to not apply two incontinence briefs at the 
same time. No skin issues were identified on the 
assignment sheet. Staff were instructed to have 
"2 person care givers at all times."

The Behavioral Detail Report for R80 was 
reviewed from 3/1/16, through 1/25/17. There 
was documentation that indicated R80 had 
threatened staff once, hit staff twice, rejected 
assistance with care six times, scratched staff 
eight times, and had screamed at staff 13 times. 
The Behavioral Detail Report contained no 
documentation of R80 making false allegations 
about staff during this time period.

R80's Physician Progress Notes were reviewed 
from 4/11/16, through 12/16/16. A 4/11/16, note 
indicated R80 had dementia with behavior 
disturbances. Particularly difficult at night, with 
calling out and does not like Hoyer. The Progress 
Note for 6/14/16, indicated staff reported no new 
significant behavioral concerns. The Progress 
Note for 7/27/16, indicated R80 had told the 
nurse practitioner staff hit her at night. The nurse 
practitioner had subsequently documented having 
discussed with an RN manager, R80's concern of 
staff hitting her at night. The nurse practitioner 
had further documented that the RN said the 
issue had been addressed with R80's daughter. 
Finally, the progress note indicated there was 
bruising on top of R80's left hand and included: 
"RN Manager to address staff issues." Progress 
note dated 10/4/16, indicated, "Staff reports some 
continuing issues of complaints about her care 
and therefore she is always attended by two staff 
members." Progress note dated 12/16/16, 
indicated staff had no new concerns and there 
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were no new behaviors.

Review of the facility's reports to OHFC were 
reviewed from 3/1/16, to time of survey entrance 
on 1/23/17.  The reports indicated on 3/24/16, a 
resident, no longer in the facility, had reported 
that a staff member had struck R80 on the face 
on 3/22/16. The report to the SA indicated the 
facility had been unable to "substantiate any 
claims of abuse." There was no report to the SA 
regarding the incident the nurse practicioner had 
reported to nursing about R80 having been hit by 
staff on 7/27/16.

A VOI documented report for R80 dated 1/23/17, 
indicated the ED and SA were notified of an 
allegation on 1/23/17, at 8:45 p.m. (After the 
surveyors had reported their concerns from 
interview). In addition, doucmentation on the VOI 
dated 1/24/17, indicated, when asked if R80 had 
ever reported being abused LPN-I said, "I think 
she has but not anybody specific. It seems more 
paranoid that people are out to get her. She will 
say, 'Oh, they are out to get me'.'" In addition, the 
VOI note dated 1/24/17, indicated when asked 
about reporting R80 had ever been abused, F-B 
had said, "there was that incident when we tried 
to transfer her out and you guys blocked it."

The IJ was removed on 1/30/17, at 3:05 p.m., 
when it could be determined administration had 
modified their protocol for how to handle 
grievances, had taken action to investigate 
employee specific allegations, had provided staff 
training, and interview with staff could verify 
implementation of these interventions had 
occured. Although the IJ was removed, non 
compliance remained at the lower scope and 
severity level of E.  
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R28's significant change MDS dated 12/29/16, 
indicated she was moderately cognitively 
impaired and required physical assistance from 
staff to complete ADL's. R28's care plan dated 
1/12/17, identified a potential for abuse. 

A facility document titled: Grievance Form, dated 
12/6/16 indicated the following concern had been 
voiced by R28: NA-M said "he was going to kill 
me because I wouldn't give him the call light." 
The grievance form identified the following 
findings: "None of the allegations were 
substantiated." The findings indicated R28 had a 
history of making accusations against staff. The 
attached investigation indicated NA-M denied the 
allegation of verbal abuse. There was no 
evidence the allegation was investigated further 
and the allegation was not reported to the SA. 

During an interview with the DNS and ED on 
1/25/17, at 4:03 p.m., the DNS stated the 
allegation should have been reported "because 
she [the resident] stated he was going to kill her." 
The ED stated she had been made aware of the 
report a month later and it had not been the 
facility's practice to report late if staff had already 
completed the investigation. 

R45's quarterly MDS dated 12/8/16, indicated he 
was cognitively intact and was independent with 
all ADLs. His care plan dated 12/6/17 identified a 
potential for abuse. 

A facility document titled: Grievance Form, dated 
12/15/16, identified the following concern had 
been reported by R45 read, "On Saturday 
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12/13/16, I was waiting near the nurses' carts to 
sign out in the book. NA-AA was walking down 
the hall and as she got closer she took a 
deliberate step to the side. She [NA-AA] rammed 
her shoulder into mine on purpose." The 
grievance form findings indicated the allegation of 
physical abuse was not substantiated. The 
attached investigation indicated NA-AA had  
denied the allegation. No further investigation was 
completed, nor was the allegation reported to the 
SA. 

R112's quarterly MDS dated 1/3/17, indicated she 
was cognitively intact and was independent with 
all ADLs. Her care plan dated 1/3/17, indicated a 
potential for abuse. 

A facility document titled Grievance Form, dated 
12/29/16, indicated the following concern had 
been voiced by R112: NA-O "cusses at her and 
calls her a liar." R28 had alleged in the grievance 
that NA-O was rough with her when assisting her 
to undress. The report indicated an investigation 
was initiated. A VOI dated 1/6/17, indicated R28 
had reported she was "scared" of NA-O. The VOI 
did not indicate whether the allegation had been 
substantiated by the facility. The abuse allegation 
was reported to the State agency on 1/6/17, 
seven days after the initial report. 

R186's quarterly MDS dated 12/27/16, indicated 
she was cognitively intact and independent with 
all ADL's. R186's care plan dated 12/22/16 
identified a potential for abuse. 

A facility document titled Grievance Form, dated 
12/26/16, indicated R186 voiced the following 
concern: Certified Medication Technician 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  36 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 225 Continued From page 36 F 225

(CMT)-D began a tirade of shouting and being 
"threatening" to her. The findings indicated the 
allegation was not confirmed and indicated 
instead that R186 had been verbally attacking 
staff. There was no evidence of an investigation, 
nor was the allegation of verbal abuse reported to 
the State agency. 

During an interview on 1/25/17, at 4:03 p.m., the 
DNS confirmed no further investigation had been 
completed for R186 and stated, "we don't always 
report everything due to resident behaviors." 

R218's discharge MDS dated 11/25/16, indicated 
she was cognitively intact and independent with 
ADL's. Her care plan dated 5/4/16, identified a 
potential for abuse. 

A facility document titled Grievance Form, dated 
11/18/16, indicated R218 had reported a concern 
on 11/17/16, that NA- O was rude to her and her 
roommate. R218 had reported that NA-O opens 
her curtain after she shuts it, and bumps into her 
things with the mechanical lift. R218 further 
reported, NA-O "throws the roommate's call light 
behind her bed, and when she turns on the call 
light for her roommate, he [NA-O] tells her not to 
intervene. The investigative report indicated 
R218's roommate had confirmed NA-O put her 
call light behind her bed and also confirmed he'd 
told R218 not to push her call light for the 
roommate. The resolution on the grievance form 
indicated: DNS will follow up with employee to 
ensure behavior does not occur again. 

During an interview on 1/25/17, at 4:03 p.m., the 
DNS stated when a grievance form is completed, 
if he and the ED are aware of the information they 
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will make the decision if it needs to be reported. 
He stated if the report occurred on a weekend the 
supervisor would notify him and he would let the 
ED know. The DNS stated, "sometimes we don't 
know what is going on, they [facility staff] are not 
always telling us." He further stated, "the process 
is sloppy." At that time, the ED added, that not 
everything was reported due to resident 
behaviors. She stated, "I look at the resident's 
behaviors and look to see if it is a continued 
behavior. I look to see if it is expected." At 4:48 
p.m., the DNS stated when a report is received, 
the facility does their best to report it. He stated 
by the time they are aware it may be several days 
or several weeks. The DNS stated the facility 
changed their policy in November of 2016 to 
indicate that all grievances need to be called into 
the DNS or the ED. The DNS said if it occurred 
on a weekend, the supervisor needed to be 
notified immediately and was directed to call 
himself (DNS) and the ED. He stated he and the 
ED would determine whether a report needed to 
be made to the SA. He further stated the social 
services department had not been reporting to 
himself or the ED. 

R167's diagnoses included major depressive 
disorder, recurrent severe without psychotic 
features, borderline personality disorder, anxiety 
disorder and post-traumatic stress disorder 
obtained from the quarterly MDS dated 11/28/16. 
In addition, the MDS indicated resident had intact 
cognition, had no behavioral symptoms, which 
included verbal, physical and did not have 
refusing/rejection of cares. 

Review of R167's CP dated 3/23/16, identified 
R167 had a safety risk and there was a potential 
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for abuse due to abdominal pain with fluid 
collection, chronic pain, foot pain and depression. 
The CP directed staff "Please don't have me near 
others who disturb me. Please remove me from 
potentially dangerous situation..."  

Review of Vulnerable Adult (VA) reports identified 
a report submitted to the SA on 10/31/16. The 
report included R167's allegation that R105 had 
threatened to "smash her up against the 
building." In addition, R167 alleged R105 stated, 
"You're begging for me to smack the shit out of 
you, smack you out of your chair, and knock you 
flat on your ass." 

A review of the Disposition Letter for the incident 
report had been sent to the facility on 12/7/16, by 
the SA revealed the SA had acknowledged 
receipt of the incident however the file did not 
indicate a five day investigation report had been 
submitted to the SA after the initial report.

During review of the Progress Notes the following 
was revealed documented in the medical record 
of the allegation:
-On 10/30/16, at 7:04 a.m. writer had indicated at 
12:30 a.m. resident had informed the writer that a 
resident guy on subacute unit was harassing her. 
Resident declined to tell who it was. She stated 
that she was down on the said unit when this 
resident called her names "you thief, stop coming 
to this unit, whenever you come here, our stuff 
get lost." The writer indicated a staff from 
Subacute stated that resident had been at the 
unit however did not hear what was going on. At 
that time resident agreed to talk to the Social 
worker on Monday. Writer indicated resident had 
been re-assured she was safe and her concern 
would be passed on to the social worker. 
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Resident also stated she would call police if the 
guy continued to harass her. 
-On 10/30/16, at 11:49 a.m. writer indicated 
resident was upset then over incident with a 
resident on subacute unit, she was unsure on 
name. Resident was crying and upset, writer 
indicated they spent 1:1 with resident, called the 
supervisor who came to talk to her. 
-On 10/30/16, at 12:42 p.m. writer indicated 
resident continued to express anxiety over an 
occurrence she reported last night. She stated 
she was on subacute unit and was told to leave, 
and heard a resident yelling she was going into 
peoples' rooms and stealing things. She 
described the person as R105, who resided in the 
subacute unit. In addition to her earlier report, she 
had further described she had confronted R105 
outside when she was smoking and he stated 
"You're begging for me to smack the shit out of 
you, smack you out of your chair, and knock you 
flat on your ass." Writer asked her if she wanted 
to report this to the police, but she stated no. 
Writer reassured her that she was safe on the 
second floor where she lived. Writer also 
explained she should not go down to subacute 
unit because of concerns there with residents 
from other floors who come down and take food 
from the unit, and who could possibly enter rooms 
unauthorized at night. Also writer told resident 
she should use the smoke room on second floor, 
and this would make her feel safer as well and 
reassured resident R105 would be talked to, and 
reminded to remain in his unit as well.

Even though three different nurse staff were 
made aware and/or had knowledge of the 
incident, none reported the incident to the ED 
and/or DNS to determine if the incident was to be 
reported to the SA. A report was then submitted 
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to the SA on 10/31/16, by the social worker which 
was a day later and the ED and DNS were made 
aware also on the same day.

On 1/27/17, at 12:53 p.m. DNS reviewed the 
initial report submitted to the SA which was dated 
10/31/16, he verified there had been three 
different staff who were knowledgeable of the 
incident and had written progress notes about the 
issue and all were aware of the issue and never 
reported the incident to the ED or himself so they 
could  determine whether they should notify the 
SA. The DNS also stated the social worker who 
had completed the report was no longer working 
at the facility, "we inquire what happened then put 
in a note depending on the situation." When 
asked why the report had been submitted a day 
after the resident had reported the allegation, the 
DNS stated the report was submitted on 
10/31/16, Monday because that was when the 
social worker heard about the issue. DNS stated 
RN-F was a nurse manager and had the authority 
to report the allegation to the SA "I don't know 
why it was not reported until the 31st but we can 
say it was reported."

A facility policy titled Golden Living Investigation 
and Reporting of Alleged Violations of Federal 
and State Laws involving Mistreatment, Neglect, 
Abuse, Injuries of Unknown Source and 
Misappropriation of Resident' Property, dated 
11/18/16, was reviewed. The policy indicated the 
company would take the following steps to 
prevent abuse......Incidents identified as potential 
violations shall be reported as stated in the 
reporting section of this policy and reviewed by 
the facility's QAPI (quality assurance performance 
improvement) for detection of patterns or trends. 
The policy further indicates The ED (executive 
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director) shall notify the appropriate State agency 
and investigate the allegation.A facility policy titled 
Golden Living Investigation and Reporting of 
Alleged Violations of Federal and State Laws 
involving Mistreatment, Neglect, Abuse, Injuries 
of Unknown Source and Misappropriation of 
Resident' Property, dated 11/18/16, was 
reviewed. The policy indicated the company 
would take the following steps to prevent 
abuse......Incidents identified as potential 
violations shall be reported as stated in the 
reporting section of this policy and reviewed by 
the facility's QAPI (quality assurance performance 
improvement) for detection of patterns or trends. 
The policy further indicates The ED (executive 
director) shall notify the appropriate State agency 
and investigate the allegation.

F 226

SS=K

483.12(b)(1)-(3), 483.95(c)(1)-(3) 
DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC 
POLICIES

483.12
(b) The facility must develop and implement 
written policies and procedures that:

(1) Prohibit and prevent abuse, neglect, and 
exploitation of residents and misappropriation of 
resident property,

(2) Establish policies and procedures to 
investigate any such allegations, and

(3) Include training as required at paragraph 
§483.95,

483.95
(c) Abuse, neglect, and exploitation. In addition to 
the freedom from abuse, neglect, and exploitation 

F 226 3/11/17
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requirements in § 483.12, facilities must also 
provide training to their staff that at a minimum 
educates staff on-

(c)(1) Activities that constitute abuse, neglect, 
exploitation, and misappropriation of resident 
property as set forth at § 483.12.

(c)(2) Procedures for reporting incidents of abuse, 
neglect, exploitation, or the misappropriation of 
resident property

(c)(3) Dementia management and resident abuse 
prevention.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to implement their abuse 
prohibition policies and procedures related to 
immediate reporting of alleged abuse/neglect to 
the administrator and State agency (SA), 
protecting resident/s from ongoing abuse, and 
completing a thorough investigation following an 
allegation of abuse/neglect. This resulted in an 
immediate jeopardy (IJ) for 6 of 12 residents 
(R183, R118, R1, R12, R260, R80) due to the 
residents being afraid of unwanted touch and/or 
threats of physical harm from staff and other 
residents. In addition to the residents in IJ, the 
facility failed to identify, report and thoroughly 
investigate allegations of abuse that were not an 
IJ for the other 6 of 12 residents (R28, R45, 
R112, R186, R218, R167). 

The IJ began on 1/22/17, when R118 notified 
facility staff that a nursing assistant (NA) had 
threatened to hurt her and the facility failed to 
intervene. The IJ was identified on 1/26/17 and 
the executive director (ED) was notified of the IJ 

 Golden Living St. Louis Park has policies 
and procedures in place that prohibit and 
prevent abuse, neglect, exploitation of 
residents and misappropriation of property 
to investigate any such allegations and 
includes training as required.

R183 and R260 Will meet weekly with the 
unit social worker to discuss concerns at 
mutually agreed upon time and any 
concerns brought forward will be 
addressed.

Customer service and sensitivity training 
has been completed for staff.

PHQ9 assessment has been completed 
on R183 to determine if resident would 
benefit from medication adjustment.

Pain assessment to be completed on 
R183 to include direct care observation to 
ensure comfort with cares.
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at 4:32 p.m. on 1/26/17. The IJ  was removed on 
1/30/17, at 3:05 p.m., but non-compliance 
remained at the lower scope and severity level of 
E.  

Findings include:

A facility policy titled Golden Living Investigation 
and Reporting of Alleged Violations of Federal 
and State Laws involving Mistreatment, Neglect, 
Abuse, Injuries of Unknown Source and 
Misappropriation of Resident' Property, dated 
11/18/16, was reviewed. The policy indicated the 
company would take the following steps to 
prevent abuse......Incidents identified as potential 
violations shall be reported as stated in the 
reporting section of this policy and reviewed by 
the facility's QAPI (quality assurance performance 
improvement) for detection of patterns or trends. 
The policy further indicates The ED (executive 
director) shall notify the appropriate State agency 
and investigate the allegation.

R183 was interviewed on 1/26/17, at 4:00 p.m. 
and stated she was aware of the reporting 
process, but felt it was useless to report, because 
they were "blaming, and accusing her of making 
up stories." R183 stated she had tried to report to 
the nurse on the night shift about an incident that 
had occurred this past spring (date unncertain). 
R183 stated, "she [the night nurse] came in and 
was blaming me, saying '[NA-HH] is just trying to 
take care of you.' So I told her to get out. I don't 
trust anyone here. That director of nursing (DNS) 
came in to talk to me and I told him to get out. I 
don't trust him." R183 had tears in her eyes and 
reported that NA-HH had rubbed her arm, and 
then had moved to her breast area. R183 said 
she'd yelled at NA-HH, "Stop, what the H**l are 

Night supervisor will complete direct care 
observation audits weekly to ensure 
comfort with cares.

R118 Concerns brought forward will be 
addressed

R1 Concerns brought forward will be 
addressed in a timely manner

NA-AA received Customer Service 
Training and was reassigned to a different 
unit, no further concerns from resident 
have been reported since transferred to 
new unit.

R12 Nursing Staff have been re-educated 
on residents rights to make choices 
including but not limited to choice of 
bedtime.

R80 Staff have been reeducated to 
explain actions of cares prior to meeting 
residents needs.

Staff have been reeducated to timely 
report allegations of abuse and neglect to 
the ED/DNS for further investigations 

R28, R45, R112, R167, R186 Any 
concerns of allegations of abuse will be 
reported to the ED/DNS 

All staff have been reeducated on Abuse, 
Neglect, Maltreatment and 
Misappropriation of resident property, to 
include what constitutes as abuse and 
immediate reporting of allegations of 
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you doing?" She further stated, "He then took his 
finger [demonstrated a circular motion with her 
index finger] around my anus. I told him to stop, 
saying 'what the h**l are you doing?', but he didn't 
stop, so I slapped him [demonstrated a 
backhanded slapping motion], and he still didn't 
stop, so I slapped him again." R183 stated 
NA-HH was still working here, so she had kept a 
fork on her bedside table for a long time, as 
defense, but then they took it away with a dinner 
tray. R183 stated she woke up last week and he 
[NA-HH] was standing at the end of her bed. She 
stated, "I picked up my bottle [demonstrated 
picking up a large glass bottle of hot sauce, with a 
long thin neck] from my bedside table and 
threatened to hit him with it if he didn't leave. I 
had to say I will crack your head open to get him 
to leave." R183 agreed to speak with licensed 
practical nurse (LPN)-B, because she felt she 
could trust her, but said she would not speak with 
the DNS because she did not trust him at all. 

At 4:34 p.m. on 1/26/17, LPN-B was asked 
whether she had noted any changes in R183's 
behavior or if she had heard any report about 
R183 having threated to hit a NA-HH. After some 
thought LPN-B stated, "About three or four 
months ago, R183 would not let anyone turn her 
or touch her on the night shift. I asked her if 
anything was wrong, but she wouldn't tell me." 
LPN-B added, "I have talked to my nurses, 
months and months ago, she wouldn't turn in 
bed, she wouldn't roll over. We have to be careful 
with her, she makes things up. She has a history 
of conversion disorder, hallucinations and 
delusions. I had been asking her what's wrong, 
and she specifically told me it was ok for NA-HH 
to take care of her." LPN-B went on to say that 
R183 was 'tough with mental health, and she tries 

abuse.

Weekly audits will be conducted to identify 
any concerns related to abuse, neglect, 
maltreatment and misappropriation of 
resident property.

The ED or designee will monitor for 
compliance

QAPI will review audits and actions to 
provide direction or change as needed.
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to get people in trouble. A social worker (SW) and 
I interviewed her, then the DNS comes up and 
she kicks him out of the room." The surveyor then 
asked LPN-B whether she'd been awared that 
R183 had alleged having been touched 
inappropriately by NA-HH. LPN-B stated she had 
not be aware, then proceeded to go in to discuss 
with R183, and following their conversation 
LPN-B reported the allegation of sexual abuse to 
the SA. 

Acording to her Admission Record, R183 was 
admitted to the facility on 11/11/14, with 
diagnoses including psychosis (an abnormal 
condition of the mind that involves a loss of 
contact with reality), and major depressive 
disorder. 

A quarterly Minimum Data Set (MDS) dated 
9/6/16, indicated R183 was cognitively intact and 
had no signs or symptoms of delirium or 
hallucinations. In addition, the MDS indicated 
R183 did not reject cares and had demonstrated 
no verbal or physical behaviors towards others. 
R183 was totally dependent on two staff and 
utilized a  mechanical lift for transfers, required 
extensive physical assistance of two staff for bed 
mobility, dressing and toilet use, and did not have 
antipsychotic or antidepressant medications 
ordered.

An MDS dated 11/29/16, also indicated R183 was 
cognitively intact and had no signs or symptoms 
of delirium or hallucinations. However, the MDS 
indicated R183 had demonstrated physical 
behaviors directed towards others during one to 
three days, verbal behaviors directed towards 
others on four to six days, and had rejected cares 
one to three days, all days in reference to the 
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MDS look back period. The MDS indicated R183 
was totally dependent on two staff and a 
mechanical lift for transfers, required extensive 
physical assistance of two staff for bed mobility, 
dressing and toilet use, and did not have 
antipsychotic or antidepressant medications 
ordered. 

A Care Area Assessment (CAA) dated 6/27/16, 
indicated R183 had triggered delirium as an area 
for assessment.  The CAA analysis indicated the 
delirium was due to a decrease in her cognitive 
score and a recent change in mood��sad or 
anxious (for example crying, social withdrawal). 

The Care Plan (CP) dated as far back as 
11/14/14, indicated R183 had a potential for 
abuse due to decreased physical ability, need for 
care and history of allegations towards staff that 
were found to be unsubstantiated. The CP dated 
6/11/15, indicated behaviors which include 
shouting, crying and stating "I am not crazy. I 
have a history of psychiatric disorders and will 
often state a complaint but change my story 
which results in an inconsistent reporting history. I 
sometimes refuse the bedpan when offered. 
Potential conversion disorder exhibited by: 1) 
verbalize I am having health issues that are not 
present upon examination/tests. I have paranoia 
related to my psychosis diagnosis that staff are 
listening to my conversations through the 
doorways and bathrooms. I often have concerns 
regarding the delivery of my cares. I meet with 
staff on a regular basis to discuss my concerns 
and resolutions. I often state the NAR's [nursing 
assistants/registered] are not helping me when in 
fact I have refused cares." Although the care plan 
indicated R183 had identified behaviors, the 
facility did not thoroughly investigate her 
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allegations to determine validity of the allegations.

An Associated Clinic of Psychology (ACP) note 
dated 10/11/16, indicated the therapist and R183 
had discussed the resident's feelings of anger 
and distress with staff at the facility, and that 
R183 had elaborated on three of her concerns 
regarding staff behavior towards her and how she 
was not pleased with the follow-up thus far. The 
ACP note also indicated R183 had reported she 
had not been sleeping well recently, and that she 
had been encouraged to watch TV and play 
games on her phone to keep from being 
overwhelmed by current situation. The note 
indicated the resident utilized no known 
medications (for depression or psychosis). The 
ACP therapists recommendations included: She 
had been requesting staff to leave her alone as 
much as possible while continuing to 
appropriately address her care needs. She 
seemed to be in a protective mode at that time 
and thus staff should be very mindful of their 
behavior around her which includes the way in 
which they care for her, what they say to her and 
their body language in her presence. Ongoing: It 
may be important for staff to know that she liked 
people to be straight with her. She reported she 
will become impatient, and most likely verbally 
aggressive, if she feels others are not being 
truthful with her. It is important she feels listened 
to. Staff trying to make sure she understands 
what is being asked of her and clarifying 
information with her will most likely be helpful. A 
subsequent ACP note dated 10/25/16, included: 
"In wheelchair in depressed mood with distressed 
affect. She reported sad and tearful due to family 
issues and grievances with staff at facility which 
she discussed in detail. Recent events have 
challenged her beliefs about staff at facility and 
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has continued to find concerns that lead her to 
question their skills. No known medications (for 
depression or psychosis). Recommendations: 
Staff will inquire about her willingness to move to 
a different unit within the facility as she does not 
trust her current direct care staff and does not 
feel that relationships can be healed. She 
remains in protective mode at this time and thus 
staff should be very mindful of their behavior 
around her which includes way in which they care 
for her." An ACP note dated 11/8/16, "In 
wheelchair in room, dysphoric (state of unease or 
dissatisfaction) mood and angry affect. Reports 
progressively becoming more distressed and 
angry the longer she stays at the facility. She 
does not trust any staff or their motives. Unable to 
sleep or eat well because of this. Unrealistic 
about placement in the community. No known 
medications (for depression or psychosis). 
Recommendations: Not open to staff challenging 
her beliefs regarding her health and perceptions 
and thus staff should continue to address her 
care and flow with delusions. She is not open to 
trying medications that may help to reduce her 
internal emotional distress as she does not 
believe that she has any mental health concerns. 
Staff who interact with her should be mindful to 
present with a neutral demeanor and facial 
expression as she does not trust "fake smiles", to 
improve rapport with her." An ACP note dated 
11/15/16, "In bed in room, incident claimed that 
direct care staff were rough with her. Dysphoric 
mood with angry affect. Appears she reacted in 
way she did due to exacerbation of pain that staff 
caused her when staff assisted in turning her. 
Vented frustration, does not trust staff. Not able to 
consider reconciling differences with staff at this 
time and shared her belief that only option to 
improve her situation was to leave facility, even 
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though she has no plans or means to do so. Unit 
Social worker has initiated process of getting her 
a relocation worker to help find her appropriate 
placement in the community. Staff her interact 
with her should be mindful to present with a 
neutral demeanor and facial expression as she 
does not trust "fake smiles", to improve rapport 
with her." The ACP note dated 11/22/16, R183 
sitting in a wheelchair in a slightly euthymic 
(normal) mood with calm affect. She had 
developed a technique of refraining from 
interacting with direct care staff so they have 
nothing to use against her. Recommendations: 
Had developed a trust with physical therapist, and 
would like to work with him to assist her doctors 
with orders for exercise." 

R183's 11/30/16, CP included: "I recently bought 
a set of ankle weights and have a history of 
stating that I want to throw things at staff. I will 
request to have the weights or other objects in my 
hands while I am worked up. I have a history of 
swinging out at staff with these objects." 

Behavior charting for R183 was reviewed from 
7/31/16 through 1/27/17:

Charting from 9/24/16, at 10:24 a.m. alleged 
R183 cursed (no further description) at NA-P, a 
female staff on the day shift.
On 10/4/16, at 9:54 p.m. R183 rejected 
assistance of dressing and personal hygiene (no 
further description) from male staff NA-JJ. 
On 10/30/16, at 8:33 p.m. R183 had behaviors 
not directed towards others (no further 
description) from male staff NA-LL. 
On 11/10/16, at 8:34 a.m. R183 rejected care (no 
further description) from female staff NA-P.
On 11/12/16, at 1:12 a.m. R183 had behaviors 
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not directed towards others "socially inappropriate 
behavior", male staff NA-LL. 
On 11/14/16, at 4:03 p.m. R183 had behavior not 
directed towards others "socially inappropriate 
behaviors", male staff NA-LL. 
On 11/26/16, at 12:49 a.m. R183, rejected care 
by male staff NA-LL. 
On 12/7/16, at 9:23 p.m. R183 had verbal 
behaviors directed towards others, male staff 
NA-LL.
On 12/19/16, at 1:58 a.m. rejection of care, 
assistance dressing and personal hygiene by 
male staff NA-EE.
On 1/26/16, at 12:32 a.m. behaviors not directed 
towards others (no further description) male staff 
NA-LL. 
On 1/27/16, at 1:48 a.m. rejection of care, male 
staff NA-LL. 

The facility's Behavior documentation book was 
reviewed and noted:
On 1/13/17, night shift documented "episode of 
resistant to cares, redirected." 
On 1/14/17, (no shift noted) "resistant to cares, 
redirected no change."
On 1/15/17, day shift "accusing staff of 
unsubstantiated things occurred on days, 
redirected." 
On 1/18/17, "resistant to cares on nights, 
redirected same."
On 1/19/17, "resistant to cares on nights 
redirected same."
On 1/20/17, (no shift noted) "Resistant to care."
On 1/24/17, "Resistant to cares on night shift 
redirected." 
On 1/26/17, "Resistant to cares on night shift." 

Nursing Progress notes reviewed:
On 12/4/16, at 9:16 a.m. R183 requested to 
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speak with LPN-B "I am tired. These damn NAs 
refuse to take care of me and tell me I am 
trouble. I fell asleep last evening and woke up at 
midnight, asked to have my food heated and then 
be cleaned up. No one helped me." "I told them to 
leave the food tray here so I could show you and 
you wouldn't think, I was lying." LPN-B 
documented resident displaying paranoid 
behaviors, R183 asked the nurse to look into the 
bathroom to ensure no-one was listening to the 
conversation. NA-HH (alleged abuser of R183) 
and NA-LL had worked the night shift prior. 

On 12/9/16, at 8:00 a.m., LPN-M wrote a nursing 
note that R183 said "both PM [afternoon shift] 
and night aides did not change me all night, I am 
completely wet." LPN-M documented that she'd 
stated to R183, "put on your call light when you 
need help." She further documented that R183 
had gotten mad and started to use profanity. "Get 
the F*** out of my room you B****", LPN-B 
notified. NA-HH (alleged abuser of R183) and 
NA-LL had worked the night shift prior. 
On 12/9/16 at 8:48 a.m., LPN-B had gone in to 
see R183 and two NAs were working with her. 
LPN-B told R183 she would back to get R183's 
statement about cares when finished with cares 
and breakfast trays. R183 noted to be incontinent 
in her brief at that time. R183 stated "you want to 
see what I'm talking about." LPN-B told R183, 
she would return when cares were done, and 
would speak with NA's about what they'd found. 
Documentation indicated R183 had began yelling 
and stated "Oh never mind, you don't care 
anyway. Get the F**k out, all of you just leave me 
alone...leave me the F**k alone. The note 
indicated R183 was thrashing in bed while 
hooked up to mechanical lift (Marissa Lift), and 
when staff had started to unhook the sling, R183 
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had stated, "I didn't tell you to stop, get me up.'" 
R183 asked to speak to ED, said she was wet all 
night, and she was not going to ring and tell 
anyone what to do. "Get out of my room." The 
author indicated an unidentified SW had been 
notified.
On 12/9/16 at 12:11 p.m. LPN-B documented she 
had returned to R183's room with unidentified 
SW, R183 was quiet at first and did not want to 
talk to staff, then starting stating. "I don't have to 
put my call light on when I need cares. No one 
came in to take care of me all night." R183 stated 
"I'm not crazy, I know you all think I am, but I'm 
not crazy." DNS knocked and entered to respond 
to request for ED, R183 told DNS to get out of her 
room, stated "I can't stand that SOB [curse word], 
I ain't talking to him, I don't trust him." R183 
remained angry and refusing meals... Placed 
phone calls to the night shift staff and awaiting 
call back. 
On 12/9/16 at 3:23 p.m., documentation indicated 
LPN-B had interviewed night shift aides who 
stated they had attempted to provide cares twice 
for R183, but they stated she was asleep and 
refused cares. However, during the interview with 
R183, she stated she stayed awake all night to 
see if anyone would come into her room.
On 12/15/16, at 12:45 p.m. "in house LICSW 
[licensed clinical social worker]" met with resident 
on 12/13/16, R183 was in dysthymic mood with 
angry affect, less distressed than past sessions. 
R183 able to vent about staff with whom she 
does not work well and the coping skill she has 
developed where she asks people to leave her 
room as a means to protect herself. "Staff should 
continue to be respectful of R183's right to refuse 
services and reapproach later." NA-SS and 
NA-OO worked the night shift prior. NA-P, 
NA-QQ, NA-YY, and NA-AAA worked the day 
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shift. On 1/11/17, at 8:19 a.m. noted R183 
wanting to meet with LPN-B in room, with 
roommate. Residents are usually conversing and 
laughing in room. R183 will say to roommate "tell 
her what happened last night", roommate will not 
remember and R183 tells her what to say. R183 
stated "I'm telling you girl these aides are 
worthless, and I am going to report that to the 
state when they get here. R183 refused to meet 
with DNS." NA-HH (alleged abuser of R183) and 
NA-LL worked the night shift prior. On 1/14/17, at 
2:02 p.m. R183 "had a run in with a NA." 
Apparently he walked in when she was talking to 
a different NA, and she felt that was rude. R183 
told the unnamed NA to get out. The unnamed 
NA stated "I don't have to." R183 became very 
angry and cussed NA out. NA left and registered 
nurse (RN)-O came in and talked with R183, who 
calmed down. NA-HH (alleged abuser of R183), 
NA-SS worked the night shift prior. NA-P, 
NA-QQ, NA-UU, NA-E worked the day shift. 
There was no facility documentation that the 
unnamed NA was investigated for the incident. 
1/15/17, at 4:27 a.m. RN-K noted R 183 refused 
cares that shift, NA attempted two times. RN-K 
went in and R183 attempted to get roommate to 
tell RN-K what happened. Roommate didn't quiet 
[sic] know what to say. R183 was upset at NA and 
yet refused to talk with them or receive help from 
them. R183 angrily yelled "no one is going to 
touch me, I'll hurt somebody." "I will stay like this 
and I will call the state about it". NA-HH (alleged 
abuser of R183), NA-VV, and NA-SS worked the 
night shift. On 1/23/17, at 4:34 p.m. LPN-B noted, 
early that morning, was notified by NA that R183 
asked them to get out of her room when they 
were attempting to get her up with the Marisa Lift 
to her chair. NA's reported they did nothing wrong 
and R183 won't say why she was upset. LPN-B 
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and an unidentified SW talked with R183, "Get 
me up, they don't know what they are doing." 
"They didn't put the sling under me right." NA-HH 
(alleged abuser of R183), NA-LL, NA-OO worked 
the night shift prior. NA-F, NA-TT, NA-UU, 
NA-VV, NA-WW worked the day shift. On 
1/24/17, at 11:27 a.m. [unnamed] NA came to 
SW-D to assist with R183. R183 was in 
wheelchair (w/c) but was not positioned well. 
R183 said that one of the NA's helping didn't 
know what she was doing. SW-D, NA and trainee 
got resident on lift and repositioned in w/c 
correctly. Internal investigation began. NA-N, 
NA-PP, NA-QQ, and NA-RR worked the shift. On 
1/26/17, at 6:25 a.m. RN-K noted R183 refused 
cares that shift, reapproached and continued to 
refuse. When the day shift NA arrived, R183 
allowed cares, was changed and cleaned up. 
NA-OO and NA-SS worked the night shift. On 
1/26/17, at 3:30 p.m. LPN-B stated R183 had 
been interviewed and NA-HH was going to be 
suspended. 

On 1/27/16, at 6:06 a.m. RN-K noted 15 minute 
safety checks, slept in room all night and was 
safe. No concerns noted [no documentation why 
15 minute safety checks]. 
-At 6:16 R183 refused cares this shift, 
reapproached three times. Risks and benefits 
explained. Morning staff updated. NA-HH (alleged 
abuser of R183), NA-LL, NA-OO worked the night 
shift. 
-At 12:00 p.m. LPN-B stated R183 had been put 
on 15 minute checks, was happy and had no 
complaints. 
-At 1:43 p.m. R183 stated the assistant director of 
nursing (ADNS) had told her NA-HH was gone. 

During seven of the 11 behavior episodes, the 
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alleged abuser NA-HH had been working that 
shift, or the night shift prior. During 9 of 11 
behavior episodes, at least one of three NAs 
consistently working that shift or the prior shift 
(including NA-HH, NA-LL, and NA-P).

The employee files were reviewed and the 
following was noted:
NA-HH, hired 6/6/11, undated training in new hire 
file for abuse/neglect, patient rights. NA-HH was 
disciplined on 10/18/11, for poor work quality and 
productivity for leaving a resident in a bed soaked 
with urine, changed sheets, but immediately wet 
again, and NA-HH left for day shift. On 1/8/12, 
NA-HH had left the floor to buy a can of pop for 
resident, did not ask nurse if resident could have 
pop. NA-HH did not tell anyone he was leaving 
the floor. Notice of 2 week voluntary resignation 
dated 4/9/15, with last day being 4/21/15. NA-HH 
was rehired 2/24/16. On 11/18/16, Step 1 
discipline notice instructed NA-HH to improve 
getting to work on time.

NA-LL hired 9/12/16, received preventing abuse 
training on 9/22/16, and Alzheimer's training on 
10/26/16. 

NA-N, hired 3/20/15, received preventing resident 
abuse training on 4/7/15, and Alzheimer's training 
on 10/26/17. Discipline notice on 4/7/15, for 
failure to perform assigned duties in an 
appropriate manner or at assigned times. 
Discipline notice dated 9/25/15 indicated, "staff is 
loud and demanding when she approaches them 
[residents]. Makes the resident anxious and 
sometimes feel intimidated, always provide 
excellent customer service. Knock before 
entering and announce self by name and title. 
Greet all your residents at the beginning of your 
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shift to let them know that you are their aide that 
day. Utilize words such as please and thank you 
frequently. Ask for resident preference, do not 
just tell them what to do. Provide explanations 
and plan ahead with them for them. Approach 
with calm, patient tone. Not all residents are deaf 
and speaking louder does not always help. It may 
seem intimidating if a resident is having a difficult 
time understanding, always ask for assistance 
from another staff member. Resident needs 
always come first. Ask questions." Discipline 
notice dated 1/25/17, instructed NA-N "customer 
service: be aware of how you approach a patient, 
be aware to speak clearly, make sure that if a 
resident is asking for your help, you are helping 
them safely. Address all needs while working with 
a patient. If you feel uncomfortable being the only 
staff caring for a resident, bring another staff 
with." 

The facility failed to fully investigate a change in 
patient behavior, and rejection of cares. The 
facility failed to track and trend staffing patterns 
with R183's behavioral outbursts to identify a 
potential staff abuse. 

R118's quarterly MDS dated 12/16/16, indicated 
she was cognitively intact and required minimal 
assistance with activities of daily living (ADLs). 

During interview with R118 at 8:22 a.m. on 
1/24/17, the resident stated she had been 
threatened by NA-BB the week prior. She said the 
NA had threatened to "knock her head off." R118 
further stated she was afraid of NA-BB.  R118 
stated she had reported the threat to the 
Alzheimer's Care Director (ACD). R118 stated the 
ACD had replied, "it was just a joke." 
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A facility document titled Verification Of 
Investigation (VOI) dated 1/22/17, was reviewed.  
The documentation indicated R118 had been 
interviewed by facility staff regarding the threat by 
the NA. The VOI included recommendations 
taken to prevent reoccurrence which included 
suspension of the employee, and customer 
service education having been provided to the 
employee. The recommendations also included 
re-directing R118 during episodes of 
inappropriate behaviors, even though the 
allegation of inappropriate behavior was made by 
R118. The facility's VOI document indicated 
abuse had not been substantiated and further 
indicated, "per investigation there was a 
misunderstanding by client regarding employee's 
comment which does not substantiate."

R1's quarterly MDS dated 12/28/16, indicated she 
was severely cognitively impaired and required 
extensive assistance with ADLs. The care plan 
dated 12/26/17, identified R1's potential for 
abuse. The care plan further identified a physical 
functioning deficit and directed staff to assist with 
transfers, toileting and personal hygiene. 

During interview on 1/23/17, at 5:01 p.m., R1 
stated NA-AA had pushed her. R1 stated NA-AA 
was "rough" with her. She stated she needed help 
to get dressed and that she was afraid NA-AA 
would come to help her and stated, "I don't want 
to get in trouble." R1 stated she had not reported 
the incident to the facility. 

On 1/23/17, at 5:21 p.m., the allegation of abuse 
was reported to the DNS. At 6:28 p.m., the DNS 
reported to the surveyor that NA-AA had been 
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sent home pending investigation of the abuse 
allegation and that the allegation had been 
reported to the State agency. 

The facility had documented a VOI on 1/24/17 for 
the allegation R1 had made 1/23/17. The VOI 
indicated R1 had reported to facility staff that 
when she requests assistance from NA-AA, the 
staff member tells her, "do it yourself, get into 
your chair." R1 reported NA-AA is rude to her and 
always had been. The VOI further identified 
recommendations/interventions to prevent 
reoccurrence as follows: NA (AA) suspended 
pending outcome of investigation, staff encourage 
R1 to transfer independently which R1 "interprets 
as being rude." Unable to substantiate allegation 
of abuse as resident does transfer herself and 
staff encourage her to promote independence. 
Customer service education will be given to 
NA-AA upon her return. 

On 1/25/17, NA-AA was observed working the 
a.m. shift on the unit where R1 resides. 

During an interview on 1/25/17, at 10:56 a.m., the 
social services director (SSD) stated if someone 
reports an allegation of abuse, she immediately 
reports it to the DNS and the ED. She stated the 
DNS and ED make the decision whether or not 
the allegation gets reported to the State agency. 
The SSD stated if an allegation is made on the 
weekend, "it's harder because we're 
[management] not here so it goes on a grievance 
and staff would notify the building supervisor." 
The SSD stated LPN-B had told her about the 
allegation made by R1 and stated LPN-B and 
SW-C completed the investigation. 

During an interview on 1/25/17, at 11:07 a.m. with 
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LPN-B and SW-C, LPN-B stated if a resident 
reports mistreatment by staff she would 
immediately report to the ADNS, DNS and ED. 
LPN-B stated the ED and DNS determine if an 
allegation is reportable to the State agency. 
SW-B verified she had assisted with the 
investigation regarding R1's report to the 
surveyor. SW-C stated she had not followed up 
with R1 but stated she had reported the allegation 
to the social worker from the ACP who was 
scheduled to see R1 on 1/24/17. SW-C stated 
she was aware the ACP social worker had 
spoken to R1 about her report however, SW-C 
stated she had not read the ACP social worker's 
report after the visit. She further stated she had 
not been aware R1 had accused NA-AA of 
pushing her or being rough with her prior to the 
investigation. At 11:14 a.m., LPN-B stated the 
DNS had told her R1 had reported to the surveyor 
that staff had been rude to her. LPN-B stated she 
was not aware R1 had reported that a staff 
member had pushed her or been rough with her 
and stated the DNS had not told her that. LPN-B 
stated R1 had told her NA-AA refused to help her. 

Review of the ACP Progress Note dated 1/24/17, 
indicated a licensed social worker had visited with 
R1 that day and identified the following:
Staff shared R1 had reported abuse from a direct 
care worker to the State assessor yesterday. Met 
with R1, she showed no obvious evidence of any 
current delusions or hallucinations. When asked, 
she expressed some anxiety about sharing her 
concerns to the State worker and reassured her 
that it was her right to do so and important to 
keep her safe. R1 was unable to identify any clear 
reasons why she had not brought up her 
concerns during her care conference the previous 
week aside from stating she was awoken to 
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attend. She (R1) was unable to confidently state 
that she would feel comfortable reporting similar 
concerns to the unit nurse manager (LPN-B) or 
SW-C in the future. 
 
During an interview on 1/25/17, at 11:24 a.m., the 
DNS stated if the facility received an allegation of 
abuse he would call the ED and they would report 
the allegation to the SA. He stated R1's allegation 
was still being investigated, but stated interviews 
with staff and other residents had been 
completed. The DNS stated based on the 
conclusion of the interview, the facility felt that 
NA-AA had been trying to promote independence 
by encouraging R1 to transfer herself and that he 
interpreted NA-AA's behavior as "rude," and had 
scheduled her for additional customer service 
training. He verified NA-AA had not completed the 
training prior to returning to work on the floor 
because they "had call-ins." The DNS further 
stated he did not interview the resident himself 
and stated the ADNS had interviewed her. 

During interview on 1/25/17, at 11:36 a.m., the 
ADNS stated she had not talked to R1. She 
stated she talked to the facility's human resource 
specialist (HRS) who placed modules in NA-AA's 
bin and stated NA-AA "needed to complete them 
today."

During a subsequent interview on 1/25/17, at 
11:37 a.m., the DNS acknowledged no one had 
had followed up with R1 after NA-AA returned to 
work, nor had anyone asked R1 whether any staff 
had pushed her or been rough with her. He stated 
SW-C should have done that. In addition, the 
DNS stated if an employee needs to be educated, 
"we provide the education". The DNS stated he 
felt the allegation from R1 was mistaken 
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information or a communication issue. At that 
time, the ED added, if there was a second 
incident with an employee the suspension could 
be longer or the employee could be terminated. 
The DNS stated NA-AA's employment file was 
reviewed and contained no previous allegations. 
The ED stated, because of the clientele, the 
education had to go into the delusion and 
hallucination piece. 

On 1/25/17, at 11:46 a.m., SW-C confirmed she 
had not followed up with R1 regarding the 
concerns.

On 1/25/17, at 1:15 p.m., the DNS stated he had 
reviewed R1's care plan to determine if it was 
appropriate for staff to encourage her to 
self-transfer and stated, he had taken notes but 
"didn't keep them." LPN-B and the ED were also 
present during the interview. LPN-B stated, "it is 
not safe for [R1] to self-transfer."

During interview on 1/25/17, at 2:36 p.m. the HRS 
stated no one had reviewed NA-AA's employment 
file for previous allegations or education. 

R12's CP dated 10/15/13, indicated he was at risk 
for potential abuse due to his diagnoses 
including: bipolar disorder, schizoaffective 
disorder, clavicle fracture, osteogenesis 
imperfecta and diabetes. In addition, the care 
plan indicated the resident had a history of being 
physically, verbally, and sexually abused by his 
father and sometimes struggled with sexual 
identity issues. The CP directed staff to explain 
what they were going to do before providing care.

On 1/25/17, at 11:01 a.m. SW-B stated R12 had 
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approached her on 1/17/17, around four o'clock 
when she was just about to leave and had 
reported LPN-E had exchanged words with him 
on 1/16/17 at around 10 o'clock, and that he  felt 
his rights had been violated. SW-B stated she 
had completed a grievance report and reported 
the allegation to the DNS and put the report under 
the DNS office door. SW-B said she did not know 
whether it had been reported to the State agency 
as it was the facility management's decision. 
SW-B stated she had asked R12 whether he felt 
safe and he had indicated he was, and was able 
to voice his needs and stand his ground. SW-B 
stated she had counseled the resident 1:1 and 
thought LPN-E needed to be talked to about 
resident rights. 

On 1/25/17, at 2:06 p.m. the DNS was requested 
for the grievance report that had been filed on 
behalf of R12. DNS stated he had followed up 
with resident and told him he would follow up with 
the identified staff.

On 1/25/17, at 3:55 p.m. the DNS approached the 
surveyor and stated he had looked all over his 
office and was not able to locate the grievance 
report. DNS stated he had followed up with the 
resident and had told R12 he had spoken with 
LPN-E and had told her R12 would go to bed 
when he wanted to. DNS stated when he had 
talked with R12, the resident had not indicated he 
had been abuse. The DNS said he would go 
interview R12 about the incident again now. 

On 1/25/17, at 4:07 p.m. the SSD and the 
surveyor went to speak to R12.  R12 stated he 
had reported to SW-B he had felt verbally and 
emotionally abused. R12 stated during the follow 
up with the DNS, the DNS had told him he had 
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spoken with the staff [LPN-E]. R12 then 
proceeded to report the incident again.  He said 
that on 1/16/17, at 10:10 p.m. LPN-E had 
approached him and asked him why he was still 
up, and that LPN-E had said he [R12] needed to 
go to bed as there was not enough staff to put 
him to bed during the night. R12 stated he had 
still been up because he was watching one of his 
favorite shows, then needed to take his 
medications, and would then go to bed. R12 
stated the nurse had thrown her hand up to his 
face and stated, "we are not having this 
conversation right now" and kept threatening him 
she was going to report him to the supervisor.  
R12 said he'd told the nurse, "please do so she 
can witness this." R12 stated LPN-E also kept 
telling him she was going to call the police on him 
if he did not leave the area. R12 stated this went 
on back and forth for about 10-15 minutes and 
that initially he refused to leave the area, but did 
eventually. R12 then stated he had told LPN-E 
"This is my home and I can go to bed anytime." 
R12 further indicated he had called the nurse a 
"whore" during the exchange. When asked how 
the incident had made him feel, R12 stated, "I felt 
verbally and emotionally abused." During the 
interview, as he explained the incident, R12 
appeared upset and his voice rose. After the 
interview, the SSD stated she was going to report 
the incident to the ED, DNS and then report it to 
the SA. 

On 1/25/17, at 5:15 p.m. DNS verified there was 
no documentation of the incident in R12's medical 
record. DNS stated LPN-E should have gone into 
the medical record and documented the incident 
"these are things we are trying to change here. 
We are trying to get nurses to report incidents of 
possible abuse and neglect to me and I want to 
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make the decision whether or not to call OHFC 
[Office of Health Facility Complaints-SA]. 
Incidents like this have been written on the 
grievance reports instead of being reported to the 
SA. We are doing education to better serve the 
residents we are serving." The DNS further stated 
the supervisor was supposed to be notified of 
allegations, and dependent on the incident, 
nurses were able to report the incidents of abuse. 

R260 was observed on 1/23/17, at 6:49 p.m. to 
be sitting on the edge of the bed  moving an arm 
continuously, and changing positions frequently. 

During interview with R260 on 1/23/17, at 7:00 
p.m., when asked whether staff,  a resident or 
anyone else at the facility had abused him, 
including verbal, physical or sexual abuse, R260 
stated "Yes." When asked to explain what 
happened? R260 said, "I think the word is 
enough. They don't give a s**t that this has been 
the worst week of my life." When asked whether 
any staff had been informed of the alleged abuse, 
R260 said, "The staff all saw it." 

On 1/24/17, at 8:00 a.m. after review of R260's 
chart SW-A was asked whether R260 had 
reported having been abused. SW-A stated R260 
had not made any report of abuse. The surveyor 
then told SW-A that R260 had indicated during 
interview that she had been abused.

During interview with the ED on 1/25/17, at 2:13 
p.m., the ED said, "If it was reported as abuse we 
should have completed an OHFC report and 
investigated it." 

During interview on 1/25/17, at 2:14 p.m. SW-A 
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verified only an internal investigation had been 
completed thus far. When asked what time 
yesterday she had interviewed R260. SW-A said, 
"I interviewed her at 1:30 p.m." SW-A said "I was 
not aware an allegation of abuse had to be 
reported within two hours."

R260's Admission Record dated 1/30/17, 
indicated R260 had diagnoses including: injuries 
of right wrist, hand and fingers, bipolar disorder 
(depression with episodes of mania), 
post-traumatic stress disorder and borderline 
personality disorder (abnormal behavior 
characterized by unstable relationships with 
others).  

R80's family member (F)-A was interviewed at 
4:33 p.m. on 1/23/17. F-A reported having been 
concerned about staff hitting R80. F-A stated the 
allegtion had been reported to SW-D in 
November around 11/18/16, but F-A was not sure 
of exact day.

During an interview with R80 on 1/23/17, at 7:20 
p.m., R 80 was observed to have bruising on both 
hands and wrists. When asked what had 
happened R80 started crying and said, "They hurt 
me, they hit me, pinch me and push me around."

On 1/23/17, at 7:56 p.m. NA-A was observed to 
enter R80's room where R80 lying in bed. NA-A 
grabbed the R80's blanket and pulled it down, off 
R80 in a quick manner, indicating peri care was 
going to be provided because R80 was always 
"digging" and had fecal material under nails. R80 
was heard to respond, "What the h**l are you 
doing, leave me alone."
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On 1/23/17, at 8:30 p.m. the DNS was asked 
whether R80 or her family had ever made a 
report of staff hitting or abusing R80. The DNS 
denied being aware of any allegations of abuse 
have been made by R80 or her family. The DNS 
further stated no reports had been made to the 
SA since he started in March 2016. The 
surveyors  informed the DNS of the allegations 
made by R80 and F-A.

During a follow up interview with R80 on 1/24/17, 
at 1:47 p.m. R80 said, "Staff hit me, it is mostly 
the night shift." R80 also stated staff verbally 
abuse her. R80 stated she had told the nurse, 
nurse manager and DNS.

R80's annual MDS dated 11/3/16, indicated R80 
was moderately cognitively impaired without 
hallucinations or delusions. R80's MDS indicated 
R80 had verbal and physical behaviors toward 
others one to three times in the seven days prior 
to the MDS. R80's MDS also indicated R80 
required assistance with all ADL's except eating, 
and had diagnosis of Alzheimer's disease, 
depression and urinary incontinence.

R80's Cognitive Loss/Dementia CAA Worksheet 
dated 11/14/16, indicated R80 had diagnosis of 
dementia, but was alert and oriented to self and 
place with short term and long term memory 
deficits. In addition, the CAA indicated R80 was at 
risk for unmet needs and safety deficits. An ADL 
CAA Worksheet dated 11/14/16, indicated R80 
required staff assistance with some ADL and 
cognitive skills. A Behavioral Symptoms CAA 
Worksheet dated 11/14/16, indicated the CAA 
had triggered due to R80 scratching a staff 
member during cares one day. Care plan 
considerations instructed staff to monitor for signs 
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and symptoms of depression and to make sure 
R80 was not in pain or uncomfortable. Neither the 
cognition nor behavioral CAA indicated R80 was 
an inaccurate reporter or made false allegations 
against staff.

R80's Safety CP revised on 11/16/16, indicated: 
"My safety is at risk and there is potential for 
abuse due to diagnosis of dementia, depressive 
disorder, hypertension, hypothyroidism and 
decreased physical ability." The interventions 
instructed staff to explain all cares/procedures 
prior to beginning them. The safety care plan did 
not indicate R80 made false allegations against 
staff. A Physical Functioning Deficit CP revised 
11/16/16, indicated R80 had a history of 
personality disorder with narcissistic traits and 
could be judgmental and make negative 
statements regarding cares such as "some of 
them are awful" and instructed staff to provide 
dressing assistance and transfer assistance with 
Hoyer of two caregivers due to false allegations." 
Bed mobility, personal hygiene, toileting, oral care 
and locomotion were to be provided by assist of 
one staff member. The At Risk for Altered Skin 
Integrity CP revised 11/16/16, did not address 
presence of bruises. An alteration in mood or 
behavior care plan revised 11/16/16, did not 
identify false allegations or inaccurate reporting 
as a problem but included an intervention initiated 
6/21/16, "using 2 persons during care may be 
needed due to potential for allegations."

An undated, unlabeled nursing assistant 
assignment sheet for R80, indicated R80 was 
frequently incontinent of both bowel and bladder 
and to not apply two incontinence briefs at the 
same time. No skin issues were identified on the 
assignment sheet. Staff were instructed to have 
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"2 person care givers at all times."

The Behavioral Detail Report for R80 was 
reviewed from 3/1/16, through 1/25/17. There 
was documentation that indicated R80 had 
threatened staff once, hit staff twice, rejected 
assistance with care six times, scratched staff 
eight times, and had screamed at staff 13 times. 
The Behavioral Detail Report contained no 
documentation of R80 making false allegations 
about staff during this time period.

R80's Physician Progress Notes were reviewed 
from 4/11/16, through 12/16/16. A 4/11/16, note 
indicated R80 had dementia with behavior 
disturbances. Particularly difficult at night, with 
calling out and does not like Hoyer. The Progress 
Note for 6/14/16, indicated staff reported no new 
significant behavioral concerns. The Progress 
Note for 7/27/16, indicated R80 had told the 
nurse practitioner staff hit her at night. The nurse 
practitioner had subsequently documented having 
discussed with an RN manager, R80's concern of 
staff hitting her at night. The nurse practitioner 
had further documented that the RN said the 
issue had been addressed with R80's daughter. 
Finally, the progress note indicated there was 
bruising on top of R80's left hand and included: 
"RN Manager to address staff issues." Progress 
note dated 10/4/16, indicated, "Staff reports some 
continuing issues of complaints about her care 
and therefore she is always attended by two staff 
members." Progress note dated 12/16/16, 
indicated staff had no new concerns and there 
were no new behaviors.

Review of the facility's reports to OHFC were 
reviewed from 3/1/16, to time of survey entrance 
on 1/23/17.  The reports indicated on 3/24/16, a 
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resident, no longer in the facility, had reported 
that a staff member had struck R80 on the face 
on 3/22/16. The report to the SA indicated the 
facility had been unable to "substantiate any 
claims of abuse." There was no report to the SA 
regarding the incident the nurse practicioner had 
reported to nursing about R80 having been hit by 
staff on 7/27/16.

A VOI documented report for R80 dated 1/23/17, 
indicated the ED and SA were notified of an 
allegation on 1/23/17, at 8:45 p.m. (After the 
surveyors had reported their concerns from 
interview). In addition, doucmentation on the VOI 
dated 1/24/17, indicated, when asked if R80 had 
ever reported being abused LPN-I said, "I think 
she has but not anybody specific. It seems more 
paranoid that people are out to get her. She will 
say, 'Oh, they are out to get me'.'" In addition, the 
VOI note dated 1/24/17, indicated when asked 
about reporting R80 had ever been abused, F-B 
had said, "there was that incident when we tried 
to transfer her out and you guys blocked it."

The IJ was removed on 1/30/17, at 3:05 p.m., 
when it could be determined administration had 
modified their protocol for how to handle 
grievances, had taken action to investigate 
employee specific allegations, had provided staff 
training, and interview with staff could verify 
implementation of these interventions had 
occured. Although the IJ was removed, non 
compliance remained at the lower scope and 
severity level of E.

R28's significant change MDS dated 12/29/16, 
indicated she was moderately cognitively 
impaired and required physical assistance from 
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staff to complete ADL's. R28's care plan dated 
1/12/17, identified a potential for abuse. 

A facility document titled: Grievance Form, dated 
12/6/16 indicated the following concern had been 
voiced by R28: NA-M said "he was going to kill 
me because I wouldn't give him the call light." 
The grievance form identified the following 
findings: "None of the allegations were 
substantiated." The findings indicated R28 had a 
history of making accusations against staff. The 
attached investigation indicated NA-M denied the 
allegation of verbal abuse. There was no 
evidence the allegation was investigated further 
and the allegation was not reported to the SA. 

During an interview with the DNS and ED on 
1/25/17, at 4:03 p.m., the DNS stated the 
allegation should have been reported "because 
she [the resident] stated he was going to kill her." 
The ED stated she had been made aware of the 
report a month later and it had not been the 
facility's practice to report late if staff had already 
completed the investigation. 

R45's quarterly MDS dated 12/8/16, indicated he 
was cognitively intact and was independent with 
all ADLs. His care plan dated 12/6/17 identified a 
potential for abuse. 

A facility document titled: Grievance Form, dated 
12/15/16, identified the following concern had 
been reported by R45 read, "On Saturday 
12/13/16, I was waiting near the nurses' carts to 
sign out in the book. NA-AA was walking down 
the hall and as she got closer she took a 
deliberate step to the side. She [NA-AA] rammed 
her shoulder into mine on purpose." The 
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grievance form findings indicated the allegation of 
physical abuse was not substantiated. The 
attached investigation indicated NA-AA had  
denied the allegation. No further investigation was 
completed, nor was the allegation reported to the 
SA. 

R112's quarterly MDS dated 1/3/17, indicated she 
was cognitively intact and was independent with 
all ADLs. Her care plan dated 1/3/17, indicated a 
potential for abuse. 

A facility document titled Grievance Form, dated 
12/29/16, indicated the following concern had 
been voiced by R112: NA-O "cusses at her and 
calls her a liar." R28 had alleged in the grievance 
that NA-O was rough with her when assisting her 
to undress. The report indicated an investigation 
was initiated. A VOI dated 1/6/17, indicated R28 
had reported she was "scared" of NA-O. The VOI 
did not indicate whether the allegation had been 
substantiated by the facility. The abuse allegation 
was reported to the State agency on 1/6/17, 
seven days after the initial report. 

R186's quarterly MDS dated 12/27/16, indicated 
she was cognitively intact and independent with 
all ADL's. R186's care plan dated 12/22/16 
identified a potential for abuse. 

A facility document titled Grievance Form, dated 
12/26/16, indicated R186 voiced the following 
concern: Certified Medication Technician 
(CMT)-D began a tirade of shouting and being 
"threatening" to her. The findings indicated the 
allegation was not confirmed and indicated 
instead that R186 had been verbally attacking 
staff. There was no evidence of an investigation, 
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nor was the allegation of verbal abuse reported to 
the State agency. 

During an interview on 1/25/17, at 4:03 p.m., the 
DNS confirmed no further investigation had been 
completed for R186 and stated, "we don't always 
report everything due to resident behaviors." 

R218's discharge MDS dated 11/25/16, indicated 
she was cognitively intact and independent with 
ADL's. Her care plan dated 5/4/16, identified a 
potential for abuse. 

A facility document titled Grievance Form, dated 
11/18/16, indicated R218 had reported a concern 
on 11/17/16, that NA- O was rude to her and her 
roommate. R218 had reported that NA-O opens 
her curtain after she shuts it, and bumps into her 
things with the mechanical lift. R218 further 
reported, NA-O "throws the roommate's call light 
behind her bed, and when she turns on the call 
light for her roommate, he [NA-O] tells her not to 
intervene. The investigative report indicated 
R218's roommate had confirmed NA-O put her 
call light behind her bed and also confirmed he'd 
told R218 not to push her call light for the 
roommate. The resolution on the grievance form 
indicated: DNS will follow up with employee to 
ensure behavior does not occur again. 

During an interview on 1/25/17, at 4:03 p.m., the 
DNS stated when a grievance form is completed, 
if he and the ED are aware of the information they 
will make the decision if it needs to be reported. 
He stated if the report occurred on a weekend the 
supervisor would notify him and he would let the 
ED know. The DNS stated, "sometimes we don't 
know what is going on, they [facility staff] are not 
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always telling us." He further stated, "the process 
is sloppy." At that time, the ED added, that not 
everything was reported due to resident 
behaviors. She stated, "I look at the resident's 
behaviors and look to see if it is a continued 
behavior. I look to see if it is expected." At 4:48 
p.m., the DNS stated when a report is received, 
the facility does their best to report it. He stated 
by the time they are aware it may be several days 
or several weeks. The DNS stated the facility 
changed their policy in November of 2016 to 
indicate that all grievances need to be called into 
the DNS or the ED. The DNS said if it occurred 
on a weekend, the supervisor needed to be 
notified immediately and was directed to call 
himself (DNS) and the ED. He stated he and the 
ED would determine whether a report needed to 
be made to the SA. He further stated the social 
services department had not been reporting to 
himself or the ED. 

R167's diagnoses included major depressive 
disorder, recurrent severe without psychotic 
features, borderline personality disorder, anxiety 
disorder and post-traumatic stress disorder 
obtained from the quarterly MDS dated 11/28/16. 
In addition, the MDS indicated resident had intact 
cognition, had no behavioral symptoms, which 
included verbal, physical and did not have 
refusing/rejection of cares. 

Review of R167's CP dated 3/23/16, identified 
R167 had a safety risk and there was a potential 
for abuse due to abdominal pain with fluid 
collection, chronic pain, foot pain and depression. 
The CP directed staff "Please don't have me near 
others who disturb me. Please remove me from 
potentially dangerous situation..."  
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Review of Vulnerable Adult (VA) reports identified 
a report submitted to the SA on 10/31/16. The 
report included R167's allegation that R105 had 
threatened to "smash her up against the 
building." In addition, R167 alleged R105 stated, 
"You're begging for me to smack the shit out of 
you, smack you out of your chair, and knock you 
flat on your ass." 

A review of the Disposition Letter for the incident 
report had been sent to the facility on 12/7/16, by 
the SA revealed the SA had acknowledged 
receipt of the incident however the file did not 
indicate a five day investigation report had been 
submitted to the SA after the initial report.

During review of the Progress Notes the following 
was revealed documented in the medical record 
of the allegation:
-On 10/30/16, at 7:04 a.m. writer had indicated at 
12:30 a.m. resident had informed the writer that a 
resident guy on subacute unit was harassing her. 
Resident declined to tell who it was. She stated 
that she was down on the said unit when this 
resident called her names "you thief, stop coming 
to this unit, whenever you come here, our stuff 
get lost." The writer indicated a staff from 
Subacute stated that resident had been at the 
unit however did not hear what was going on. At 
that time resident agreed to talk to the Social 
worker on Monday. Writer indicated resident had 
been re-assured she was safe and her concern 
would be passed on to the social worker. 
Resident also stated she would call police if the 
guy continued to harass her. 
-On 10/30/16, at 11:49 a.m. writer indicated 
resident was upset then over incident with a 
resident on subacute unit, she was unsure on 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  75 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 226 Continued From page 75 F 226

name. Resident was crying and upset, writer 
indicated they spent 1:1 with resident, called the 
supervisor who came to talk to her. 
-On 10/30/16, at 12:42 p.m. writer indicated 
resident continued to express anxiety over an 
occurrence she reported last night. She stated 
she was on subacute unit and was told to leave, 
and heard a resident yelling she was going into 
peoples' rooms and stealing things. She 
described the person as R105, who resided in the 
subacute unit. In addition to her earlier report, she 
had further described she had confronted R105 
outside when she was smoking and he stated 
"You're begging for me to smack the shit out of 
you, smack you out of your chair, and knock you 
flat on your ass." Writer asked her if she wanted 
to report this to the police, but she stated no. 
Writer reassured her that she was safe on the 
second floor where she lived. Writer also 
explained she should not go down to subacute 
unit because of concerns there with residents 
from other floors who come down and take food 
from the unit, and who could possibly enter rooms 
unauthorized at night. Also writer told resident 
she should use the smoke room on second floor, 
and this would make her feel safer as well and 
reassured resident R105 would be talked to, and 
reminded to remain in his unit as well.

Even though three different nurse staff were 
made aware and/or had knowledge of the 
incident, none reported the incident to the ED 
and/or DNS to determine if the incident was to be 
reported to the SA. A report was then submitted 
to the SA on 10/31/16, by the social worker which 
was a day later and the ED and DNS were made 
aware also on the same day.

On 1/27/17, at 12:53 p.m. DNS reviewed the 
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initial report submitted to the SA which was dated 
10/31/16, he verified there had been three 
different staff who were knowledgeable of the 
incident and had written progress notes about the 
issue and all were aware of the issue and never 
reported the incident to the ED or himself so they 
could  determine whether they should notify the 
SA. The DNS also stated the social worker who 
had completed the report was no longer working 
at the facility, "we inquire what happened then put 
in a note depending on the situation." When 
asked why the report had been submitted a day 
after the resident had reported the allegation, the 
DNS stated the report was submitted on 
10/31/16, Monday because that was when the 
social worker heard about the issue. DNS stated 
RN-F was a nurse manager and had the authority 
to report the allegation to the SA "I don't know 
why it was not reported until the 31st but we can 
say it was reported."

F 241

SS=G

483.10(a)(1) DIGNITY AND RESPECT OF 
INDIVIDUALITY

(a)(1) A facility must treat and care for each 
resident in a manner and in an environment that 
promotes maintenance or enhancement of his or 
her quality of life recognizing each resident’s 
individuality. The facility must protect and 
promote the rights of the resident.
This REQUIREMENT  is not met as evidenced 
by:

F 241 3/11/17

 Based on observation, interview and document 
review, the facility failed to ensure 3 of 3 residents 
(R26, R80, R165) was treated in a dignified 
manner during personal cares. R26 sustained 
emotional harm when the facility failed to provide 
assistance with care resulting in R26 having fecal 
incontinence. 

 R26 staff have been reeducated to not 
turn call lights off until residents 
concerns/needs have been met.

Call light audits have been put in place.

Staff educated on diagnosis of 
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Findings include: 

R26, on 1/23/17, at 5:13 p.m. was asked whether 
she felt staff treated her with respect and dignity. 
R26 stated, "I just think some of the staff are lazy 
and I don't want to work with lazy people." 

On 1/27/17, at 8:17 a.m. R26 was observed to be 
in her room and was overheard yelling in a loud 
tone of voice, "I need to go to bed just do it. Why 
couldn't you transfer me when I asked you to. 
Now I am covered in s**t! You keep saying you 
need two people but you don't do it that way when 
the State is not here. I told you I needed to go to 
the bathroom and you know I can't wait. How 
many times do I have to ask three, four, five? 
Maybe you should try this." Certified medication 
technician (CMT)-C came out of R26's room. At 
8:19 a.m. CMT-C was standing at the medication 
cart. When interviewed CMT-C stated, "She [R26] 
is mad because she wanted to lay down and 
asked how come I did not do it without a second  
person. She put her light on again and 
complained about stomach pain. She said 
something about going to the bathroom at that 
point. I cannot do it, she needs a Hoyer 
[mechanical lift] and staff are in the dining room. 
The rule is you can not use the Hoyer by yourself. 
She put her light on again. I told her we would get 
to her as soon as possible. [Nursing assistant 
(NA)-E] and I put her in the sling. He put her in 
bed and he is cleaning her up now. I can't do 
anything without help to transfer her but she 
yelled at me." 

On 1/27/17, at 8:20 a.m. R26 was observed to be 
lying on her right side crying. Her shoulders were 
moving up and down and her upper body was 

gastroparesis to help decrease 
incontinence.

R80 Staff have been reeducated to 
explain cares to resident before starting 
cares.

Staff have been reeducated on the need 
to observe for signs and symptoms of 
pain during care delivery and if observed , 
stop cares immediately and inform nurse.

R165 Discharged from facility on 1/31/17

The DNS or designee will monitor for 
compliance 

QAPI will review audits and actions to 
provide direction or change as needed.
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shaking due to her crying. R26's pants were 
observed to be covered with feces. 

On 1/27/17, at  8:31 a.m. when NA-E left the 
room, R26 stated to the surveyor, "They just 
f*****g made me like this!" At 8:33 a.m. NA-E 
returned to the room NA-F and hygiene supplies. 
The nursing assistants proceeded to assist R26 
with toileting hygiene.

On 1/27/17, at 9:02 a.m. R26 was interviewed 
and stated, "I was crying because I was upset. I 
was in my wheelchair and he [CMT-C] came in. I 
told him my stomach hurt and I need to go to the 
bathroom almost before 8 a.m. [CMT-C] did not 
say anything about needing two people but turned 
the call light off. I was leaning over and was 
screaming. He [CMT-C] left and then came back 
10-15 minutes and said you need to stop 
screaming. There is a sick lady out there. Then 
he left and shut the door. I asked to be put to bed 
at that time and he said is it because you need to 
go to the bathroom? I said yes, I've got to go, I 
need to lay down. He told me the staff were doing 
breakfast so I'd have to wait until they were done.  
After 10 minutes I went over to the bed and 
pushed the button. Because I got tired of waiting 
and was going in my pants. [CMT-C] then came 
in with [NA-E]. They transferred me to bed. I had 
soiled myself. [CMT-C] asked me, 'Why must you 
yell at me? Look I don't want to hear you. You 
don't know what it is like.' He kept blabbing on 
and I told him to leave. [NA-E] put me in bed after 
[CMT-C] left.  R26 stated this experience made 
her feel very upset and embarrassed. "It made 
me hurt and I felt hurt by what he [CMT-C] said. It 
all depends on how fast I go I could not hold this 
long." R26 further commented, "This happens all 
the time, every time I ask to lay down they give 
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me excuses about not having enough staff, or 
that I need to wait till someone is free. I get 
frustrated. I have told people I am tired of talking, 
they don't listen and they don't care."  

On 1/30/17, at 10:29 a.m. a follow up interview 
was conducted with R26. The resident stated, "I 
was crying and I felt  that only happened one time 
and that was Friday when I asked to go to bed to 
have a BM [bowel movement] and didn't get there 
in time. I use the bedpan here, so they have to 
transfer me. When I am at home I use the toilet. I 
don't have that long from the time I feel the urge, 
maybe 5 minutes. I have had incontinence 
episodes where I have not been able to ask staff 
before it happens. It was very upsetting, my 
feelings got hurt. It made me mad because 
[CMT-C] knew I had to go, but he shut the call 
light off and then shut the door. To get some 
attention, I started yelling. I started yelling before I 
lost control. When they started the transfer I had 
already lost control. [NA-E] is fine, he is a good 
person. If I tell him I need to go to the bathroom 
he changes what he is doing and takes care of 
me then."

According the hospital's History and Physical 
dated 12/11/16, R26 had a diagnosis of 
gastroparesis (a condition in which the 
spontaneous movement of the muscles (motility) 
in the stomach does not function normally) 
secondary to diabetes. R26 was admitted to the 
facility on 12/16/16, to the according to the 
Admission Face Sheet.

A Bowel Assessment dated 12/19/16, indicated 
R26 was currently incontinent of bowel and that 
the resident recognized the appropriate 
time/place to defecate. The resident was able to 
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feel the urge and sensation for bowel movement, 
but was unable to participate in a program due to 
functional disability and was dependent on staff.

R26's admission Minimum Data Set (MDS) dated 
12/23/16, indicated the resident was cognitively 
intact. The MDS also indicated R26 was 
dependent upon two staff for transfers, bed 
mobility, dressing, toileting, hygiene and did not 
ambulate. The corresponding Care Area 
Assessment (CAA) for Activities of Daily Living 
dated 12/29/16, further verified the resident 
needed extensive assistance of two staff for bed 
mobility, dressing, toilet use and personal hygiene 
and did not ambulate at that time. 

R26's care plan dated 12/29/16, identified a 
problem area of  UTI's (urinary tract infections) 
and incontinence. Interventions directed staff to 
assist with incontinence care as needed. 
However, the care plan lacked evidence of any 
interventions for the diagnosis of gastroparesis 
and R26's urgency with having to defecate. 

On 1/27/17, at  9:18 a.m. NA-E was interviewed 
and stated, "She [R26] was yelling when I came 
into the room,  [CMT-C] was in the room. She 
was in the chair. I think she was upset and 
wanted to go to bed, she was upset because she 
was sitting in BM. [CMT-C] stayed in the room for 
the transfer. We put the sling on her together and 
then [CMT-C] stood there and I did the transfer. I 
went back to the dining room passing breakfast 
trays. I finished passing the trays then I went back 
to the room. It took probably 15 minutes." Even 
though the bowel assessment indicated R26 was 
incontinent, it also revealed that R26 felt the urge 
to go and knew when she had use the bedpan for 
defecation. Staff did not provide her with dignity 
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for toileting.

On 1/27/17, at 1:36 p.m. the facility's executive 
director (ED) was interviewed and verified when a 
resident needed to use the bathroom there can 
be urgency in the request. She stated R26 had 
not been treated with dignity because she had 
informed the staff she needed to defecate, and 
because staff did not respond to the request R26 
defecated all over herself, which made her 
emotionally and visibly upset. 

R80 was observed on 1/23/17, at 7:56 p.m. NA-A 
was observed to enter R80's room where R80 
laying in bed asleep. NA-A grabbed the blanket 
and pulled it down and off R80 in a quick manner. 
NA-A stated they had to provide pericare, 
because R80 was always digging in the rectal 
area and R80 had bowel movement material 
under nails. R80 asked, "What the h**l are you 
doing, leave me alone." NA-A did not provide R80 
with any explanation of what they were doing in 
the room prior to the start of cares.

On 1/23/17, at 8:30 p.m. surveyor(s) informed the 
director of nursing services (DNS) observations 
of cares provided by NA-A.

R80's annual MDS dated 11/3/16, indicated R80 
was moderately cognitively impaired. R80's MDS 
indicated R80 had verbal and physical behaviors 
toward others on to three times in the seven days 
prior to the MDS. R80's MDS indicated R80 
required assistance with all activities of daily living 
(ADL) except eating and had diagnosis of 
Alzheimer's disease, depression and urinary 
incontinence.
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R80's Cognitive Loss/Dementia CAA Worksheet 
dated 11/14/16, R80 had diagnosis of dementia 
and was alert to and oriented to self and place 
with short term and long term memory deficits. 
R80 was at risk for unmet needs and safety 
deficits. ADL CAA Worksheet dated 11/14/16, 
indicated R80 required staff assistance with some 
ADL and cognitive skills. Behavioral Symptoms 
CAA Worksheet dated 11/14/16, indicated CAA 
was triggered due to R80 scratching a staff 
member during cares one day. Care plan 
considerations instructed staff to monitor for signs 
and symptoms of depression and to make sure 
R80 was not in pain or uncomfortable. Neither 
cognition or behavioral CAA indicated R80 was 
an inaccurate reporter or made false allegations 
against staff.

The Physical Functioning Deficit care plan 
revised 11/16/16, indicated R80 had a history of 
personality disorder with narcissistic traits and 
could be judgmental and make negative 
statements regarding cares such as "some of 
them are awful" and instructed staff to provide 
dressing assistance and transfer assistance with 
hoyer of two caregivers due to false allegations." 
Bed mobility, personal hygiene, toileting, oral care 
and locomotion were to be assist of one staff 
member. Alteration in mood or behavior care plan 
revised 11/16/16, did not identify false allegations 
or inaccurate reporting as a problem but did 
instruct staff "using 2 persons during care may be 
needed due to potential for allegations date 
initiated 6/21/16."

Undated, unlabeled nursing assistant assignment 
sheet instructed staff R80 was frequently 
incontinent of both bowel and bladder and to not 
apply two incontinence briefs at the same time. 
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No skin issues were identified on the assignment 
sheet and staff were instructed to have "2 person 
care givers at all times."

R165 was sitting in bed in a hospital gown on 
1/23/17, at 4:29 p.m. R165 showed copies of 
grievances filed with the facility, and showed 
phone where R165 was documenting stay at 
facility. R165 said, "I try to journal daily to help me 
deal with depression. I don't always if I am too 
angry. I have done so for years." 

LTC Professionals Progress Note date 1/2/17, 
indicated R165 had undergone an anterior fusion 
(abdominal surgery joining of two or more 
vertebrae together so motion did not occur) of 
L5-S1 (Lumber 5-last vertebrae in lower back and 
sacral 1-first vertebrae at the top of the sacrum 
on 12/23/16, with resulting retroperitoneal (the 
space between the back and the lining around the 
organs of the abdomen) hemorrhage (bleeding) 
and had ongoing abdominal and back pain.

R165's admission MDS dated 1/5/17, indicated 
R165 was cognitively intact with signs of 
depression but no hallucinations, delusions or 
behaviors. The MDS further indicated R165 
required assistance with bed mobility, dressing, 
toileting, personal hygiene and walking in room or 
on the unit, and indicated R165 was occasionally 
incontinent of bladder, had constant pain at 8/10, 
and had impairment in range of motion for one 
side upper and lower body. In addition, the MDS 
indicated R165 had diagnosis of high blood 
pressure, spinal stenosis (narrowing) and 
post-acute procedural pain.

R165's ADL Functional /Rehabilitation Potential 
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CAA Worksheet dated 1/10/17, indicated R165 
required extensive assistance with ADL's with 
goals minimizing risks and avoiding 
complications. Urinary Incontinence and 
Indwelling Catheter CAA Worksheet Dated 
1/10/17, indicated R165 was occasionally 
incontinent of urine. Urinary CAA indicated 
contributing factors included pain, restricted 
mobility and urinary urgency. Urinary CAA care 
plan considerations indicated R165 was 
frequently incontinent of urine and required 
assistance of staff with cares. Falls CAA 
worksheet dated 1/10/17, indicated R165 was at 
risk for falls and overall decline with difficulty 
maintaining seated balance and impaired balance 
when changing positions. Pain CAA worksheet 
dated 1/10/17, indicated R165 was having pain 
that put R165 at risk for immobility depression 
and functional decline.

R165's care plan dated 12/30/16, instructed staff 
R165 preferred to wear hospital gowns for 
comfort. R165's pain management care plain 
instructed staff to implement R165's preferred 
non-pharmacological pain relief strategies of 
offering cold pack and to encourage 
independence with repositioning. R165's care 
plan lacked specific interventions for ADLs or 
urinary incontinence.

An undated Subacute NA Assignment Sheet 2, 
indicated R165 required minimal assist of one 
with mobility, was independent to assist of one at 
times for toileting, and had pain in back and leg. 
The assignment sheet instructed staff to have two 
staff present with cares and interactions.

A facility document titled Grievance Form, dated 
1/11/17, indicated R165 had reported a concern 
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on 1/10/16, that on 1/9/17, staff did not answer 
her call light for 25 minutes, beginning at 10:30 
p.m. Thus, R165 reported having been 
incontinent of urine from having to wait. 
According to the grievance, R165 reported going 
to the hallway for help and registered nurtde 
(RN)-N "laughed at her and said, 'she just needs 
a Dilaudid'." R165 reported feeling so upset R165 
"wanted to go home." The findings section on the 
Grievance Form, indicated the allegations were 
not confirmed and indicated R165 put the call 
light on and one minute later came out of room 
yelling at staff to 'give a Dilaudid now'. The 
resolution on the grievance form indicated: 
Reviewed with staff -prompt responding to call 
lights and requests and respectful interactions. It 
also indicated a meeting had been scheduled 
with the long-term-care Ombudsman for 1/16/17, 
to discuss concerns and care for R165. The 
investigation lacked indication of interview with 
nursing assistants working the unit at time of 
allegation, but included interviews completed 
1/21/17 and 1/22/17, with staff who had not been 
working the unit at the time of the allegation. This 
allegation of neglect and verbal/emotional abuse 
was not reported to the State agency. The 
grievance form was documented as having been 
received by the Grievance Official on 1/24/17.

Review of R165's Progress Notes from 1/2/17 
through 1/26/17 revealed:
Progress Note charted 1/9/17, at 11:39 p.m. R165 
had call light on one minute and came out 
screaming, "I need my pain bill (sic) now." 
Progress Note dated 1/10/17, indicated, "Res 
(resident) reported last night that she had her call 
light on 'a long time and nobody was answering it' 
and 'didn't make it to the bathroom on time.'" The 
Progress Note also indicated R165 told RN-F, 
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"She wanted to leave last night because of 'how I 
felt I was treated.' but ended up deciding to stay." 
The Progress Note further included: "her report is 
different than staff report on her behavior."

A Review of R165's Medication Administration 
Record dated 1/1/2017-1/31/2017, revealed order 
dated 12/29/16, "Assess pain intensity every shift: 
0=no pain 1-4=mild pain 5-7=moderate pain 
8-10= excruciating pain. If Pain assessed at 
moderate to excruciating=document 
interventions". Level of on 1/9/17 was 
documented as "8" on the day shift, "7" on 
evening shift "9" on the night shift. Review of 
Progress Notes for 1/9/17 did not indicate usage 
of any nonpharmacological interventions.  Review 
of MMedication Administration Record (MAR) 
revealed order dated 1/6/17 for Dilaudid tablet 4 
mg (milligram) every three hours as needed for 
pain until 1/9/17 at 23:59 (11:59 p.m.). R165 
received Dilaudid 4 mg at 3:25 a.m., 11:00 a.m., 
and 5:37 p.m. and 11:27 p.m.

During interview on 1/26/17, at 12:20 p.m. R165 
said, "I don't have the exact time, I was so upset 
that I did not make notes. I was in so much pain, I 
needed help to get to the bathroom. I put on my 
call light and when no one came I got myself to 
the bathroom. I had wet on myself. I put the 
bathroom call light on. It took me 20-25 minutes 
to clean up. I turned the call light off. I went out 
into the hall and [RN-N] said hi, what can I do for 
you? I told her I wanted Dilaudid and she turned 
to her coworker and said all she wants is her 
Dilaudid and laughed. I was so humiliated and 
came back in my room and started packing. I was 
so upset and angry, I could not respond. [RN-N] 
tried to talk me into staying. If I had gone out 
there and yelled not saying that I did I would have 
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said please."

During interview on 1/28/17, at 2:32 p.m. NA-EE 
said, "Sometimes [R165] gets upset at me but 
she does not yell. [R165] uses the call light. A call 
light is a means of communication that we 
answer normally as soon as able." NA-EE stated 
call lights have two different sounds one for the 
room and one for the bathroom. NA-EE said, 
"Someone has to respond immediately to the 
bathroom call light, it is an emergency call light. 
Everyone is responsible to answer call lights."  

During interview on 1/28/17 at 3:32 p.m. NA-O 
verified worked the evening shift. NA-O said, "We 
can have two or three lights going at the same 
time. The patients do not complain. If there are 
more than three call lights on we try to let the 
patients know that if it is not urgent they need to 
wait. Bathroom lights are very dangerous so we 
must answer them first. If a patient asks to go to 
the bathroom that needs to be first priority 
because if not they will be incontinent and feel so 
bad it could be humiliating."   

On 1/27/17, at 1:36 p.m. the facility's ED was 
interviewed and stated all residents are to be 
treated with respect and dignity.

Dignity policy effective date 2/26/15, instructed 
staff, "All residents will be treated in a manner 
and in an environment that maintains and 
enhances each resident's dignity and respect in 
full recognition of his or her individuality."

F 248

SS=D

483.24(c)(1) ACTIVITIES MEET 
INTERESTS/NEEDS OF EACH RES

F 248 3/11/17
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(c) Activities.  

(1) The facility must provide, based on the 
comprehensive assessment and care plan and 
the preferences of each resident, an ongoing 
program to support residents in their choice of 
activities, both facility-sponsored group and 
individual activities and independent activities, 
designed to meet the interests of and support the 
physical, mental, and psychosocial well-being of 
each resident, encouraging both independence 
and interaction in the community.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure activities were 
offered to 1 of 3 residents (R131) who did not 
speak English and who was at risk for social 
isolation reviewed for activities.

Findings include:

On 1/23/17, at 2:30 p.m. to 8:00 p.m. R131 was 
observed on multiple times wandering up and 
down the hallway in and out of room and to the 
dining room. R131 was never offered or 
encouraged to attend any activity. During the 
observations, the resident was observed on 
multiple times sitting around the dining room and 
going back and forth into her room. 

On 1/24/17, at 8:30 a.m. to 1:00 p.m. R131 was 
never offered or encouraged to attend any 
activities and was observed again to be 
wandering around the unit and attempting to 
speak her language. None of the staff or any of 
the other residents residing on the unit 
understood R131. The unit lacked any form of 
communication tools to aid in communicating with 

 R131 Activities are being offered based 
on her preferences of individual interests.

Communication picture boards will be 
developed to assist with language 
communication for all residents.

Resident's R131 room will be 
personalized with identified interests with 
family assistance.

ACU/AACU Activity calendars are posted 
for each unit 

ACU/AACU resident rooms will reflect an 
individualized preference relating to the 
resident. 

A new attendance sheet is being 
developed to track attendance of 
residents individualized interest.

Reeducation on care planning, attendance 
records, communication boards and 
programming to be provided to the 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  89 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 248 Continued From page 89 F 248

R131.  

On 1/25/17, at 11:42 a.m. the director of the 
Alzheimer's unit-A was observed to approach 
R131 and handed her a green wash towel to fold. 
However, the resident threw the wash towel back 
at her and at the same time resident was 
overheard speaking some words in another 
language. As R131 waved her hands about, the 
staff gestured her to join and fold linens with other 
residents. R131 then remained in the area 
looking around for another 15 minutes before she 
stood and left the dining room.

R131's Care Area Assessments (CAA) completed 
10/17/16, revealed the activities CAA did not 
trigger for further review. The cognitive CAA 
dated 10/17/16, indicated CAA triggered related 
to decreased cognition due to dementia and 
resident was at risk for activities of daily living 
(ADL) inability, social isolation, and safety issues 
decline. R131's care plan dated 1/17/17, 
indicated "I cannot speak English. My primary 
language is: Cantonese so I would like to 
participate in activities that don't depend on my 
needing to speak or understand language such 
as music, dancing, balloon ball, cleaning, sorting 
and folding tasks and setting the table."

R131's Activity Participation Review Assessment 
dated 1/19/17, indicated R131 attended small 
groups two to three times a week, attended a 
large group one to two times a month, had family 
visits two to five times a week, had been 
identified to only speak a few English phrases��
and did not engage in activities requiring 
verbalization of English or verbal responses, such 
as trivia. The assessment also indicated the 
resident enjoyed music programs, singing, 

Alzheimers care Directors and floor staff.

Activity Director or designee will complete 
weekly audits to ensure activities are 
occurring as scheduled and activities 
meet the residents individual needs.

Alzheimers Care Directors and Activity 
Director is responsible for monitoring 
compliance 

QAPI will review audits and actions to 
provide direction or change as needed.
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dancing, enjoyed looking at picture books of 
animals. The family had provided phrases that 
resident used and their translation and 
communication with resident was largely 
non-verbal. R131 enjoyed family visits.

R131's Therapeutic Recreation Attendance 
Record dated August 2016 through 1/24/17, 
indicated R131 had attended 102 activities out of 
179 days of which 96 coded as "A=active", one 
coded as "P=passive" and five coded as "P/W 
=passive wanders in/out." The Attendance 
Record also revealed there was no attendance 
log provided by the facility for September 2016. In 
addition, the Attendance Record revealed the 
resident attendance had not been reviewed to 
ensure the interventions were being followed, if 
there were appropriate for resident, and the 
record did not indicate what "Independent activity" 
resident had participated on.

On 1/25/17, at 12:50 p.m. when asked about 
resident activities the director of the Alzheimer's 
unit-A stated she was in charge of activities in the 
adjacent unit however did have an overlap with 
the other director of the Alzheimer's unit-B who 
coordinated the activities in the unit. She 
reviewed the activity logs and verified for the last 
three months there had not been any planned 
activities individualized for resident as per the 
care plan. She acknowledged with resident not 
able to communicate in English there were no 
noted activities that were individualized for 
resident as assessed and the care plan had not 
been revised for resident activity needs. 

On 1/25/17, at 1:11 p.m. when asked how staff 
communicated with resident both licensed 
practical nurse (LPN)-F and nursing assistant 
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(NA)-K stated the nursing staff had identified her 
gestures and always anticipate her needs with 
gestures. Both indicated there were particular 
words the nursing staff had known of the things 
she needed like food, and toilet needs. Both 
stated the resident liked to pound on the surfaces 
and would sing her language. R131 also liked 
make and have bracelets and necklaces. R131's 
family was at the facility almost daily for "only 
10-15 minute visits." 

On 1/25/17, at 1:19 p.m. the director of the 
Alzheimer's unit-A reviewed the care plan, 
Progress Notes and activities assessments 
stated she had completed the most recent 
assessment and she completed the assessment 
with most of the same data from the previous one 
the other director had completed. The director of 
the Alzheimer's unit-A acknowledged although 
R131's activities needs had been assessed and a 
care plan had been developed, the staff were not 
following the care plan and were not doing any 
activities with her as identified on the 
assessment. When asked if she was aware the 
resident liked to make and have jewelry she 
stated she did not know that. The director of the 
Alzheimer's unit-A also acknowledged resident 
activities needs had not been reviewed and 
re-evaluated and facility had not looked into 
getting out resources to involve resident in more 
activities other than the family visits which lasted 
10 to 15 minutes.

F 272

SS=D

483.20(b)(1) COMPREHENSIVE 
ASSESSMENTS

(b) Comprehensive Assessments

(1)  Resident Assessment Instrument.  A facility 

F 272 3/11/17
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must make a comprehensive assessment of a 
resident’s needs, strengths, goals, life history and 
preferences, using the resident assessment 
instrument (RAI) specified by CMS.  The 
assessment must include at least the following: 

(i) Identification and demographic information
(ii) Customary routine.
(iii) Cognitive patterns.
(iv) Communication.
(v) Vision.
(vi) Mood and behavior patterns.
(vii) Psychological well-being.
(viii) Physical functioning and structural 
problems.
(ix) Continence.
(x) Disease diagnosis and health conditions.
(xi) Dental and nutritional status.
(xii) Skin Conditions.
(xiii) Activity pursuit.
(xiv) Medications.
(xv)Special treatments and procedures.
(xvi) Discharge planning.
(xvii) Documentation of summary information 
regarding the additional assessment performed 
on the                
                care areas triggered by the completion 
of the Minimum Data Set (MDS).
(xviii) Documentation of participation in 
assessment.  The assessment process must 
include direct 
                observation and communication with 
the resident, as well as communication with 
licensed and 
                non-licensed direct care staff members 
on all shifts.

The assessment process must include direct 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  93 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 272 Continued From page 93 F 272

observation and communication with the resident, 
as well as communication with licensed and 
non-licensed direct care staff members on all 
shifts.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to conduct a comprehensive 
assessment of resident potential restraint use for 
1 of 1 resident (R151) reviewed who was newly 
admitted with and had siderails on the bed.

Findings include:

R151 was observed on 1/24/17, at 9:47 a.m. 
R151 was sitting in wheel chair and gave 
permission to check side rail. The right half side 
rail was in the down position in middle of the bed 
and the rail was tight as it did not move from side 
to side. The left half side rail was in the up 
position. The left side rail moved side to side. 
During observation on 1/25/17, at 6:39 a.m. R151 
was lying in bed with the call light on, both half 
side rails were down in the middle of the bed.

During observation of morning cares on 1/25/17, 
at 7:18 a.m. R151 was sitting on edge of the bed. 
The right half rail was in the down position and 
left side rail was in the up position. Nursing 
assistant (NA)-E assisted R151 to stand up. R151 
used left side to stand up and the side rail moved. 
NA-E did a pivot transfer with R151. R151 sat 
down on wheelchair arm rest. NA-E helped R151 
stand back up and sat R151 down in wheelchair. 
R151 said, "They usually use the EZ [mechanical 
lift] lift. It is easier, I get stuck on the wheel 
[wheelchair]."

R151's initial care plan dated 12/31/16, did not 

 R151 Side rail assessment has been 
completed, consent obtained, order has 
been entered and care plan in place.

Other residents will be assessed at time 
of admission, quarterly or with change in 
condition for utilization of side rails.  If side 
rails are needed a consent, physician 
order and a care plan will be updated to 
include adding side rail information to 
assignment sheets.

Maintenance will continue to complete 
weekly side rail audits as part of the 
preventative maintenance plan.

Nurse Managers will inform maintenance 
when side rails are no longer needed for 
removal.

Nurse Managers are responsible for 
monitoring compliance.

QAPI will review audits and actions to 
provide direction or change as needed.
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address side rail usage until after surveyor asked 
licensed practical nurse (LPN)-B about R151's 
activity of daily living (ADL) care plan. Nor did the 
temporary plan of care address R151 mobility 
status, transfer status, and recent stroke. 

R151's admission comprehensive assessment 
dated 1/2/17, indicated the resident was a fall 
risk. The admisssion Physician Orders were 
reviewed from 1/2/17, going forward and there 
were no orders for the siderails use. 

R151's physical therapy (PT) evaluation dated 
1/2/17, did not address side rails or grab bars. PT 
was working with R151 for bed mobility including 
side to side turning using minimal assistance and 
transfers using moderate assistance. 

R151's admission MDS dated 1/7/17, indicated 
R151 was cognitively intact with no behaviors and 
required assistance with activities of daily living 
(ADL) including bed mobility and transfers. 
R151's MDS indicated R151's diagnoses included 
cerebral vascular accident (stroke) and left sided 
hemiplegia (weakness). The MDS indicated the 
resident did not use bedrails or restraints and had 
not fallen since admit.

R151's Falls CAA Worksheet dated 1/10/17, 
indicated R151 was at risk for falls with injury 
related to recent stroke with left sided weakness.

The Subacute NA Assignment Sheet undated did 
not address side rails or positioning bars use. 

On 1/25/17, at 7:25 a.m. NA-E was interviewed. 
NA-E indicated R151 was a pivot transfer and 
that R151 used the rails for transferring. NA-E 
verified the left grab bar could be moved 
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approximately 1.5 inches in either direction.  

On 1/26/17, at 7:35 a.m. R151's bed rails were 
observed with the maintenance director. The right 
side rail was in the down position and did not 
deviate from side to side. The left side rail was in 
the up grab bar position. The left side rail moved 
back and forth approximately 1.5 inches. The 
maintenance director looked at side rail and 
verified the left grab bar was loose. The 
maintenance director stated that side rails were 
on for preventative maintenance this month and 
that he would fix the rail. When asked what the 
process was for preventative maintenance the 
maintenance director stated he looked at all the 
bed rails on a weekly basis. He indicated he did 
not document the rooms as he did all of the 
rooms. The preventative maintenance was 
reviewed in the electronic record. The electronic 
record read check and adjust all side rails set up 
weekly as preventative maintenance task. It was 
not room specific which would instruct staff to 
tighten or replace side rails if not tight or 
functioning correctly. It was marked as being 
completed every Thursday.

On 1/27/17, at 8:02 a.m. LPN-D verified the 
medical record lacked evidence of an 
assessment for side rails, risk versus benefits 
explanation, lacked consent, lacked a physician's 
order, and lacked care planning for the siderails. 
LPN-D also verified when R151 was in bed, the 
1/2 rails are to be in the down position. LPN-D 
verified the left rail was loose and could be 
moved approximately 1.5 inches in either 
direction which made the rail wobbly.  

On 1/27/17, at 11:23 a.m. RN-E stated , "I do not 
think he could get him self up without assist [of 
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the bedrails] but he could go to the bottom of the 
bed if the bedrail is in the down position."

During interview on 1/27/17, at 1:01 p.m. director 
of nursing services (DNS) said, "We do not have 
side rails on the beds, we have railings on bed 
that are used as assist with bed mobility and 
turning and repositioning." DNS said, "We do not 
obtain a consent, because we don't use restraints 
in the facility." DNS said, "We assess patients 
upon admission and provide them with the 
necessary equipment. We do risk and benefits if 
it is appropriate." 

During interview on 1/30/17 at 12:10 p.m. DNS 
indicated the side rails were on the bed when the 
bed was delivered to the unit. The bed was in the 
room when resident was admitted and no 
interventions were documented prior to using the 
railings.  DNS stated the staff were to follow the 
care plan.

The Restraint Evaluation and Utilization Guideline 
dated 2/4/16, instructed staff The need for the 
use of restraint will be discussed with the resident 
and/ or family. The risks and benefits will be 
explained to the resident and /or family. The 
facility will obtain a signed consent for the use of 
the restraint. The center will obtain a physician 
order for the least restrictive device. The 
Physician Order must include the medical 
symptom for which the device is to be used. No 
consent could located in R151's medical record. 
In addition, the medical record lacked evidence 
any interventions tried before applying the bed 
rails.

The MDS 3.0 manual October of 2016 directed 
the facility MDS coordinator "to record the 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  97 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 272 Continued From page 97 F 272

frequency over the 7-day look-back period that 
the resident was restrained by any of the listed 
devices at any time during the day or night. 
Assessors will evaluate whether or not a device 
meets the definition of a physical restraint and 
code only the devices that meet the definition." 
R151 had bilateral siderails on the bed without 
the use of a comprehensive assessment.

F 280

SS=D

483.10(c)(2)(i-ii,iv,v)(3),483.21(b)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP

483.10
(c)(2) The right to participate in the development 
and implementation of his or her person-centered 
plan of care, including but not limited to:

(i) The right to participate in the planning process, 
including the right to identify individuals or roles to 
be included in the planning process, the right to 
request meetings and the right to request 
revisions to the person-centered plan of care.

(ii) The right to participate in establishing the 
expected goals and outcomes of care, the type, 
amount, frequency, and duration of care, and any 
other factors related to the effectiveness of the 
plan of care.

(iv) The right to receive the services and/or items 
included in the plan of care.

(v) The right to see the care plan, including the 
right to sign after significant changes to the plan 
of care.

(c)(3) The facility shall inform the resident of the 
right to participate in his or her treatment and 
shall support the resident in this right. The 

F 280 3/11/17
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planning process must-- 

(i) Facilitate the inclusion of the resident and/or 
resident representative.

(ii) Include an assessment of the resident’s 
strengths and needs.

(iii) Incorporate the resident’s personal and 
cultural preferences in developing goals of care.

483.21
(b) Comprehensive Care Plans

(2) A comprehensive care plan must be- 

(i) Developed within 7 days after completion of 
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 
resident.

(C) A nurse aide with responsibility for the 
resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included in a resident’s 
medical record if the participation of the resident 
and their resident representative is determined 
not practicable for the development of the 
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resident’s care plan.

(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 
or as requested by the resident.

(iii) Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure the care plan 
was revised for 1 of 3 residents (R131) who did 
not speak English and who was at risk for social 
isolation reviewed for activities. In addition, the 
facility failed to evaluate and update care planned 
interventions for 1 of 3 residents (R118) reviewed 
for falls.

Findings include:

On 1/23/17, at 2:30 p.m. to 8:00 p.m. resident 
was observed on multiple times wandering up 
and down the hallway in and out of room and to 
the dining room was never offered or encouraged 
to attend any activity. During the observations 
resident was observed on multiple times sitting 
around the dining room and going back and forth 
into her room. 

On 1/24/17, at 8:30 a.m. to 1:00 p.m. resident 
was never offered or encouraged to attend any 
activities and was observe again wandering 
around the unit and attempting to speak her 
language however, nobody staff or any of the 
resident residing in the unit understood and no 
staff either used a communication board. 

 R131 Residents care plan interventions 
identifying music, dancing, balloon toss 
and jewelry making have been added and 
are part of her activities program.

A communication picture board is being 
developed to assist with communication.

R118 Residents care plan for falls 
interventions have been reviewed and 
revised to include that she was moved to 
a room closer to the nursing station, 
medical director has reviewed her fall 
history and met with resident to review 
pain concerns related to not using her 
walker.  PT is working with resident on 
balance and utilizing her walker.

NAR assignment sheet are updated to 
include the revised falls interventions.

New residents will be assessed for falls, 
communication and activity needs.  Care 
plan developed and reviewed with any 
change of condition and quarterly.

Reeducation of nursing staff will be 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  100 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 280 Continued From page 100 F 280

On 1/25/17, at 11:42 a.m. the director of the 
Alzheimer's unit-A was observed approach 
resident and handed her a green wash towel to 
fold however resident throw the wash towel at her 
and at the same time resident was heard say 
some words in another language in a loud voice 
as she waved her hands out as the staff gestured 
her to join and fold linens with other residents. 
Resident then remained in the area looking 
around for another 15 minutes before she stood 
and left the dining room.

R131's diagnoses included dementia, psychosis, 
and age-related osteoporosis obtained from the 
January 2017, Medication Administration Record 
(MAR). 

R131's Care Area Assessment (CAA) completed 
10/17/16, revealed the activities CAA did not 
trigger for further review. The cognitive CAA 
dated 10/17/16, indicated CAA triggered related 
to decreased cognition due to dementia and 
resident was at risk for activities of daily living 
(ADL) inability, social isolation, and safety issues 
decline. R131's care plan dated 1/17/17, 
indicated "I cannot speak English. My primary 
language is: Cantonese so I would like to 
participate in activities that don't depend on my 
needing to speak or understand language such 
as music, dancing, balloon ball, cleaning, sorting 
and folding tasks and setting the table.

R131's Activity Participation Review Assessment 
dated 1/19/17, indicated resident attended small 
groups two to three times a week, attended large 
group one to two times a month, had family visits 
two to five times a week, had been identified only 
spoke a few English phrases��and did not engage 

completed on falls, communication, 
activity needs and care plans.

Weekly audits will be completed

DNS or designee is responsible for 
monitoring compliance.

QAPI will review audits and actions to 
provide direction or change as needed
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in activities requiring verbalization of English or 
verbal responses, such as trivia. The assessment 
also indicated resident enjoyed music programs, 
singing, dancing. Family visits which resident very 
much enjoyed, enjoyed looking at picture books 
of animals, the family had provided phrases that 
resident used and their translation and 
communication with resident was largely 
non-verbal. 

R131's Therapeutic Recreation Attendance 
Record dated August 2016, through 1/24/17, 
indicated R131 had attended 102 activities out of 
179 days of which 96 coded as "A=active", one 
coded as "P=passive" and five coded as "P/W 
=passive wanders in/out." The attendance record 
also revealed there was no attendance logged 
and provided by the facility for September 2016. 
In addition, the attendance record revealed 
resident attendance had not been reviewed to 
ensure the interventions were being followed and 
if there were appropriate for resident and record 
did not indicate what "Independent activity" 
resident had participated on.

On 1/25/17, at 12:50 p.m. when asked about 
resident activities the director of the Alzheimer's 
unit-A stated she was in charge of activities in the 
adjacent unit however did have an over lap with 
the other director of the Alzheimer's who 
coordinated the activities in the unit. She 
reviewed the activity logs and verified for the last 
three months there had not been any planned 
activities individualized for resident as per the 
care plan. She acknowledged with resident not 
able to communicate in English there were no 
noted activities individualized for resident as 
assessed the care plan had not been revised for 
resident activity needs. 
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On 1/25/17, at 1:11 p.m. when asked how staff 
communicated with resident both licensed 
practical nurse (LPN)-F and nursing assistant 
(NA)-K stated the nursing staff had identified her 
gestures and always anticipate her needs with 
gestures. Both indicated there were particular 
words the nursing staff had known of the things 
she needed like food, and toilet needs. Both 
stated resident liked to pound on the surface and 
would sing her language, liked bracelets and 
necklaces, also resident family was at the facility 
almost daily for "only 10-15 minute visits." 

On 1/25/17, at 1:19 p.m. the director of the 
Alzheimer's unit-A reviewed the care plan, 
progress notes and activities assessments stated 
she had completed the most recent assessment 
and she completed the assessment with most of 
the same data from the previous one the other 
director had completed. The director of the 
Alzheimer's unit-A acknowledged although 
resident activities needs had been assessed and 
a care plan had been developed, the staff were 
not following the care plan and were not doing 
any activities with her as identified on the 
assessment. When asked if she was aware 
resident liked to make and have jewelry she 
stated  she did not know. The director of  the 
Alzheimer's unit also acknowledged resident 
activities needs had not been reviewed and 
re-evaluated and facility had not looked into 
getting out resources to involve resident in more 
activities other than the family visits which lasted 
10 to 15 minutes. 

R118's quarterly Minimum Data Set (MDS) dated 
12/16/16 indicated she was cognitively intact and 
required some limited assistance with activities of 
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daily living. The MDS indicated she was 
occasionally incontinent of bladder. 

R118's care plan dated 12/14/17, indicated a risk 
for falls  related to a history of falls in the facility. 
Care planned interventions dated 5/5/16, 
included: assess for pain, call light in reach, 
observe for side effects of medications, therapy 
referral and use mechanical lift if unable to get up 
off floor independently. A facility document 
untitled and undated, (nursing assistant care 
sheet) identified the following fall intervention: 
"Sling Size: large sling if falls and unable to self 
transfer from floor." No other interventions were 
indicated. 

During observation on 1/27/17, at 9:25 a.m., 
R118 was ambulating independently throughout 
the unit. She was not using her walker, nor did 
staff encourage her to use the walker. 

A review of R118's  GL (Golden Living) - St. Louis 
Park Progress Notes dated 5/5/16, through 
1/27/17 identified the following falls: 
On 5/5/16, R118 had an unwitnessed fall in her 
bathroom. Staff entered room  and found her 
sitting on the floor. R118 stated she had slipped 
and indicated her socks were slippery. Staff 
provided R118 with non-slip socks. On 5/9/16, 
R118 was found on the floor leaning against her 
walker. On 6/30/16, R118 was heard calling for 
help at 6:00 p.m., staff responded to find her 
sitting on the floor in the doorway of her 
bathroom. A facility document titled Post Fall 
Analysis/Plan dated 7/7/16, indicated the 
interdisciplinary team (IDT) reviewed the fall and 
recommended R118 be reminded to use her 
walker. On 7/20/16, R118 reported she lost her 
balance and fell in her room and hit her head. A 
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facility document titled Post Fall Analysis/Plan 
dated 7/21/16 indicated the IDT reviewed the fall 
and recommended staff encourage R118 to call 
for assistance and staff to offer assistance. On  
8/5/16, R118 was found lying on the floor by her 
bathroom doorway. On 9/2/16, R118 stated she 
was trying to find the bathroom and could not find 
the grab bar. Stated she lost her balance and fell. 
On 10/7/16, Staff heard R118 calling for help and 
found her sitting on the floor with her walker next 
to her. She stated she tripped on her walker. On 
10/12/16, staff responded to R118's bathroom 
light to find her lying on the floor. R118 stated she 
fell and crawled to the bathroom to call for help. 
On 10/20/16, Staff heard a loud noise coming 
from the craft room and responded to find R118 
sitting on the floor beside the toilet. On 11/2/16, a 
housekeeper alerted nursing staff that R118 had 
fallen.  A facility document titled Post Fall 
Analysis/Plan, dated 11/3/16  indicated the IDT 
reviewed the fall and indicated R118 was working 
with physical therapy to increase use of walker. 
On 11/5/16, R118 was found lying on the floor 
calling for help. She was on her right side lying 
across her doorway. R118 stated she was coming 
from the bathroom and lost her balance and fell. 
On 11/15/16, staff responded to R118's call light 
to find her sitting on the floor in the middle of her 
room. On 12/14/16, R118 was found sitting on the 
floor, stated she fell after tripping on her walker. 
On 1/2/17,  R118 was found lying on the floor at 
7:00 p.m., she stated she had hit her head. No 
recommendations were identified. On 1/12/17,  
R118 fell in the dining room. A facility document 
titled Post Fall Analysis/Plan, dated 1/13/17 
indicated the IDT reviewed the fall and 
recommended staff decorate R118's walker to 
encourage use. On 1/14/17, R118 was found 
lying on the floor next to her bed by staff. She 
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indicated she had slid out of her bed and landed 
on her bottom. On 1/27/17, R118 was ambulating 
and lost her balance. 

During interview on 1/26/17, at 3:56 p.m. NA-S 
stated she was unaware of any fall interventions 
for R118. NA-S reviewed her care sheet and 
indicated the only intervention was to use a sling 
if R118 falls and can't get up.

During an interview on 1/26/17, at 3:59 p.m. 
LPN-G stated R118 has a lot of jerking she is 
unable to control due to her diagnosis and that it 
may contribute to her falls. She stated 
interventions include, encourage her and offer 
assistance and she makes sure to give R118's 
meds on time. 

During and interview on 1/26/17, at 4:30 p.m., the 
assistant director of nursing services (ADNS) 
stated R118 needed a weighted walker due to 
impaired balance. She stated she  would not use 
it even though staff encourage her. the ADNS 
stated when a fall was reported the nurse 
completed an incident report. She stated the falls 
are discussed at the IDT meetings. The DNS 
stated the facility has attempted therapy and 
stated R118 had shoulder pain that was 
increased with use of her walker. She stated 
most recently they discussed decorating R118's 
walker to promote use. 

During an interview on 1/30/17, at 9:55 a.m., the 
director of nursing services (DNS) stated an 
incident report should be completed for each fall. 
He stated the IDT reviews each fall and 
discusses potential interventions to prevent future 
falls. He stated all of her falls were due to 
non-compliance with the use of her walker.  He 
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stated R118 does not always remember her 
walker and staff will educate her and remind her 
to use it. He stated R118 has balance problems 
and has been referred to therapy. He stated when 
she uses her walker she's fine, even though she 
had her walker with her during many of her falls. 
The DNS stated other than therapy referral and 
reminders to use the walker, they did not 
implement any other interventions. He stated, "I 
think we should have looked at other options 
instead of just what we did." He stated, "we 
should have looked at her more closely, and we 
didn't."

While R118 sustained 17 falls in the facility, one 
of which required an emergency room visit 
related to a laceration, there was no evidence the 
facility consistently reviewed R118's falls in an 
effort to determine causal factors and/or prevent 
further injury. Further, the staff indicated R118's 
falls were all related to non-compliance with the 
use of her walker, however, at least three of 
R118's falls indicated she was using her walker 
and there was no evidence these falls were 
investigated. 

A facility policy titled Golden Living post Fall 
Analysis Summary and Guidelines for 
Completion, dated 10/11/16, was reviewed and 
indicated the following:
It is the policy of the living center to completed the 
Post fall Analysis Summary after every known fall. 
The IDT team will complete a review of the post 
fall Analysis within 72 hours. Recommendations 
implemented shall be recorded on the report and 
plan of care revised as necessary.

Interdisciplinary Care Plan policy Effective date 
4/1/16, instructed staff, "The interdisciplinary care 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  107 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 280 Continued From page 107 F 280

plan will be reviewed at least quarterly to evaluate 
effectiveness and be revised/updated as 
necessary to address resident needs in 
accordance with the most current assessment. 
Interventions that have proved ineffective must be 
changed on care plans immediately."

F 282

SS=E

483.21(b)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-

(ii) 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 3/11/17

 Based on observations, interview and document 
review, the facility failed to follow the plan of care 
for 1 of 3 residents (R150) who was dependent 
for grooming reviewed for activities of daily living 
(ADL)��the facility failed to follow the plan of care 
for 2 of 3 residents (R260, R119) reviewed for 
accidents��the facility failed to follow the plan of 
care for 1 of 2 residents (R26) who requested 
toileting assistance��and the facility failed to 
ensure resident's who pain received assistance 
with ADLs for 1 of 3 residentsa (R165). 

Findings include: 

Grooming:
R150's diagnoses included unspecified dementia, 
paranoid schizophrenia and depressive disorder 
obtained from the quarterly Minimum Data Set 
(MDS) dated 12/6/16. In addition the MDS 

 R150 Nails are being trimmed and 
cleaned per plan of care.  Nails are 
checked and documented as part his 
weekly skin assessment.

All residents will be assessed for 
grooming needs at time of admission with 
weekly skin checks.  Care plans are 
developed to identify grooming needs and 
will be reviewed quarterly and as needed.

R260 A new smoking assessment has 
been completed and she has been 
identified as being independent to smoke.

The smoking policy has been reviewed 
and the new policy will identify if residents 
are assessed to be independent with 
smoking, they will not have to be 
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indicated resident did not exhibit rejection of care 
and required extensive assistance of one with 
personal hygiene.

R150's ADL Care Area Assessment dated 
6/21/16, indicated the CAA triggered related to 
resident requiring staff assistance and had 
diagnosis of dementia and paranoid 
schizophrenia. Care plan dated 12/12/16, 
indicated "I have a physical functioning deficit 
related to: Self care impairment, mobility 
impairment, diagnoses of dementia, paranoid 
schizophrenia and osteoarthritis pain." Care plan 
directed staff to turning and position resident per 
tissue tolerance and provide nail care as needed. 

On 1/24/17, at 9:39 a.m. during observations 
R150 was observed seated on wheelchair at the 
bedside watching television and both hand 
fingernails were observed to be long 
approximately one quarter (1/4) inch, jagged 
edged and had brown matter underneath. During 
interview at 9:41 a.m., resident stated staff did 
assist him with nail care. 

On 1/25/15, at 7:40 a.m. R150 was observed 
seated on a wheelchair at the dining room table. 
R150 appeared sleepy at the time however was 
seated up straight well positioned and was all 
dressed for the day. When approached and 
asked how he was doing resident stated "I have 
pain in my back" when asked if he wanted pain 
medications R150 stated "please get me a 
couple." Surveyor approached licensed practical 
nurse (LPN)-F reported resident pain. R150's 
fingernails to both hands remained long 
approximately one quarter (1/4) inch long, jagged 
edged and with brown matter underneath the 
nails.

supervised, they will not have to wear a 
smoking apron, will be able to keep their 
smoking materials in their possession.

Residents and staff will be educated on 
the new smoking policy.

The supervised smoking room will 
continue with the existing policy.

New resident wishing to smoke will be 
assessed at time of admission, quarterly 
or with any significant change in condition.

R119 Comprehensive falls assessment 
identifying the contributing factors and 
root cause analysis has been completed 
for falls.

Resident has been referred to physical 
therapy for evaluation and treatment.

All residents upon admission will be 
assessed for fall risk and care plan 
developed to address fall risk  and care 
plan developed to address fall risk and 
interventions implemented to to decrease 
the risk of falls.

R26 Care plan was reviewed and revised 
to include interventions for gastroparesis 
and urgency with bowel movements.

Nursing staff will be educated on including 
diagnosis of gastroparesis in care plan 
development.

R165 Discharged from facility on 1/31/17
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-At 8:05 a.m. LPN-F was observed apply R150's 
hearing aides both hands visible never offered to 
trim the nails. 
-At 8:18 a.m. the director of the Alzheimer's unit 
approached with R150's breakfast, the nails were 
visible as the resident's hands were on the table 
and the director never acknowledged or offered to 
have fingernails trimmed.

On 1/25/17, at 11:06 a.m. R150 was observed 
seated on wheelchair at the dining room table 
right in front of the nursing station, drinking a pop 
at the time both hands fingernails were visible 
from standing 10 feet and nails still noted with 
brown matter underneath, long and jagged 
edged. 

On 1/26/17, at 1:10 p.m. resident was observed 
seated on wheelchair right next to bed the 
fingernails to both hands still long, jagged edged 
and had brown matter underneath them. When 
approached and asked how he was doing R150 
stated "well." When asked about his fingernails 
resident looked at the nails and stated "they are 
long." When asked if he would let staff trim them 
resident stated "no problem." 
-At 1:10 p.m. LPN-G stated resident was not 
diabetic and staff was supposed to trim the nails 
with his shower weekly. LPN-G went to room and 
she verified the fingernails were long, jagged 
edged and had brown matter underneath them. 
-At 1:13 p.m. LPN-G went back to R150's room, 
approached the resident and asked the resident if 
she could trim the nails. R150 was observed to 
stretch his left hand over and LPN-G was 
observed provide nail care. 

On 1/26/17, at 1:23 p.m. when approached and 
asked about resident nail care nursing assistant 

Weekly audits on care plans to be 
completed on all floors.

DNS or designee is responsible for 
monitoring compliance.

QAPI will review audits and action to 
provide direction or change as needed.
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(NA)-H stated resident was ate independently and 
staff was to supposed to assist to clean under his 
nails as food got into them. NA-H also stated 
resident liked nail care to be done on the day he 
got a shower as they were soft under water. 

During review of the Weekly Skin Review dated 
12/24/16, 12/31/16, 1/7/17, 1/14/17, and 1/21/17, 
it was revealed the skin had been assessed and 
indicated as intact however lacked documentation 
the nail care had been provided or had been 
offered and refused. During review of Progress 
Notes dated 12/1/16, through 1/23/17, it was 
revealed there was no documentation of resident 
refusing cares. 

On 1/27/17, at 8:50 p.m. registered nurse (RN)-H 
stated nail care was put of the care plan and was 
to be provided and as needed. RN-H stated the 
staff was supposed to follow the plan of care.

On 1/27/17, at 1:00 p.m. the director of nursing 
services (DNS) stated, staff was supposed to 
follow the care plan. 
Accidents:
R260's Smoking Assessment section indicated 
on 1/12/17, R260 did not have any cigarettes and 
the smoking policy was explained. On 1/30/17, 
the Smoking Assessment was updated and 
indicated R260 did not have cognitive or physical 
impairment preventing from safely containing ash 
and extinguishing cigarette after the surveyor 
brought it to the attention of the facility. 

The Immediate Plan of Care Smoking dated 
1/12/17, revealed R260 had impaired cognition, 
hand tremors and was not following smoking 
policy. The care plan instructed staff, "supervision 
per policy while resident is smoking."
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The Smoking Care Plan dated 1/13/17, indicated 
R260 was at risk for smoking related injury 
related to: "Smokes independently Non-compliant 
with facility smoking policy. Smokes in 
undesignated areas at undesignated times, and 
does not keep smoking materials in locked cart." 
R260's smoking care plan instructed staff to, 
"Assure smoking material is extinguished prior to 
patient leaving smoking area, Observe patient for 
unsafe smoking behaviors or attempts to obtain 
smoking material from outside sources, 
immediately inform facility management. Patient 
not to have cigarettes or smoking material on 
person Place patient in position to assure 
visualization of ashtray, Provide smoking apron 
while smoking, Storage of smoking materials per 
Living Center policy." 

R260 was observed on 1/24/17, at 9:55 a.m. 
R260 was observed to put a cigarette out on the 
sidewalk of the court yard, leaving the smoldering 
tip of cigarette on the sidewalk. R260 walked into 
the facility. There were no facility staff observed in 
the area. The surveyor continued to observe to 
ensure tip stopped smoldering. During a random 
observation on 1/25/17, at 9:39 a.m. R260 was 
smoking in the outside courtyard R260 threw 
cigarette into the garden without putting it out. 
There were no facility staff in the common area 
leading to the outside court yard to supervise the 
resident while they smoked. 

During continuous observation on 1/25/17, from 
11:42 a.m. until 12:43 p.m. 
- At 11:43 a.m. R260 came walking into common 
area with a cigarette dangling out of her mouth. 
R260 went out to the courtyard and said to 
another resident "no one is in the lunch room so I 
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decided to have a cigarette." R260 lit cigarette 
with lighter and then put the lighter back in her 
coat pocket. 
-At 11:46 a.m. R260 reentered building with 
cigarette in hand. R260 put cigarette in the left 
coat pocket. R260 verified she had put cigarette 
in her pocket and showed surveyor that she had 
knocked the end off of it and the cigarette was 
not smoldering. R260 had a pack of Smoky Joe's 
cigarettes that had 15 cigarettes in it.
-At 12:23 p.m. R260 entered the common area 
with a cigarette hanging out of her mouth and 
went out to the courtyard to smoke.  
-At 12:25 p.m. R260 went out to the courtyard 
and lit cigarette then sat on bench. R260 tapped 
the ash off of the cigarette onto the ground. R260 
was holding cigarette in right hand that had a 
splint and gauze wraps on it.
-At 12:29 p.m. R260 put cigarette out on ground 
by bench. 

During a random observation on 1/28/17, at 2:44 
p.m. R260 was outside wearing a white tee shirt 
and gray sweat pants and boots. R260 was 
passing a cigarette back and forth with sharing a 
cigarette with unidentified resident. Temperature 
at that time was 23 degrees with a wind chill of 11 
degrees Fahrenheit.

During interview on 1/26/17, at 7:11 a.m. LPN-B 
said, "All of our residents who smoke are to go up 
to second floor. All people there are supervised. 
There is supposed to be no smoking outside."

During interview on 1/27/17, at 11:57 a.m. RN-E 
said, "It is impossible to keep the residents who 
smoke in the courtyard supervised. They do what 
they want to. We try to keep them in when it is 
cold but that does not work. She [R260] is not 
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safe to smoke in the court yard but insists." 

R119's nurse was interviewed on 1/24/17, 10:15 
a.m. When asked how many falls the resident 
had in the last 30 days LPN-I stated the resident 
had a fall on 1/1/17, and had no injuries. 

On 1/28/17, at 4:20 p.m. to 4:50 p.m. resident 
was observed wheel self in the first floor of the 
facility by the subacute unit. Resident was 
observed wearing a pair of blue gripper socks. 
When asked about her transfers and the 
assistance she received, resident stated the staff 
was supposed to help her however when she 
needed the assistance it was a while before 
someone came. When asked about her gait the 
resident stated "sometimes am just tired like after 
dialysis." When asked about the falls, the resident 
stated they happened so fast. 

During review of the medical record both 
electronically and the paper chart the following 
was revealed about the resident falls in the 
Progress Note:
-6/2/16, at 10:45 p.m. indicated the nursing 
assistant had reported to the writer the resident 
was on the floor. The writer went into the resident 
room and found the resident on the floor between 
the wheelchair and bed crying. When asked what 
had happened, the resident stated "I was trying to 
get my chips from the floor" and the resident slip 
off the wheelchair and had hit her left arm and 
was complaining of pain. The resident was 
assessed and transferred using a Hoyer 
(specialized lift) with two staff and vital signs were 
noted to be within normal limits. 
-8/10/16, at 10:20 p.m. the writer indicated the 
resident had been found on the floor, sitting on 
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her bottom, denied hitting head and denied pain 
and had no injuries noted.
-12/23/16, at 8:00 p.m. the resident was found 
sitting by the bedside. The resident stated she 
had slid to the floor when trying to transfer self. 
Denied hitting head. Transferred and denied pain. 
The note indicated the resident had been asked 
to use the call light when trying to transfer to 
avoid falls. During review of the Post Fall 
Analysis/Plan 12/23/16, it was revealed the 
interdisciplinary team (IDT) review and 
recommendation had been made for resident to 
be referred to physical/occupational/speech 
therapy for evaluation. 
-1/1/17, at 6:56 a.m. note indicated the resident 
had a fall at 6:20 a.m. and resident had stated "I 
was grabbing a candy, and fell." The note 
indicated the resident was assessed, denied, vital 
signs were obtained, denied hitting her head and 
no injuries noted. 

During further document review, it was revealed 
there were no Post Fall Analysis/Plan reports 
were completed for R119 for falls dated 6/2/16, 
8/10/16, and 1/1/17. In addition, it was revealed 
even though the IDT had recommended 
therapies the recommendation had not been 
followed on. 

R119's care plan dated 1/24/17, indicated 
resident was at risk for falls related to history of 
falls, balance impairments, 
weakness/deconditioning, history of high blood 
pressures history of low blood sugar. The care 
plan also indicated R119 was to have therapy as 
needed. R119 did not receive therapy as 
recommended and per the plan of care.

On 1/26/17, at 3:01 p.m. the director of nursing 
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services (DNS) stated he was not able to pull the 
actual incident reports and Post Fall Analysis/Plan 
for R119's falls for the dates 6/2/16, 8/10/16, and 
1/1/17. When asked the facility policy for 
investigating falls aftermath, DNS stated the 
nurses were supposed to complete both as that 
was how the IDT followed up all incidences and if 
there was no incident the falls were not reviewed 
as they did not generate "Total Events" log for 
resident. 

On 1/30/17, at 9:25 a.m. a therapy staff reviewed 
the therapy notes and all the episodes R119 
stated the last time resident had been seen by 
physical, occupational and speech therapies was 
6/28/16, 9/19/16, and 11/24/16, respectfully. She 
verified resident had not been seen by either of 
the therapies even though it had been 
recommended by the IDT team to be seen 
following the fall on 12/23/16. 

Toileting:
R26 was overheard on 1/27/17, at 8:17 a.m. 
yelling in a loud tone of voice. R26 was in her 
room and stating "I need to go to bed just do it. 
Why couldn't you transfer me when I asked you 
to? Now I am covered in s**t!  You keep saying 
you need two people but you don't do it that way 
when the State is not here. I told you I needed to 
go to the bathroom you know I cannot wait. How 
many times do I have to ask three, four, five? 
Maybe you should try this." Certified medication 
technician (CMT)-C came out of R26's room. At 
8:19 a.m. CMT-C was standing at the medication 
cart. When interviewed CMT-C indicated, "She is 
mad because she wanted to get laid down and 
asked how come I did not do it without a second 
person. She put her light on again and 
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complained about stomach pain. She said 
something about going to the bathroom at this 
point. I cannot do it. It is a Hoyer and staff are in 
the dining room. The rule is you cannot use the 
Hoyer by yourself. She put her light on again. I 
told her we would get to her as soon as possible. 
[Nursing assistant (NA)-E] and I put her in the 
sling. He put her in bed and he is cleaning her up 
now. I can not do anything without help to transfer 
her but she yelled at me." On 1/27/17, at 8:20 
a.m. R26 was observed to be lying on the right 
side, crying. Her shoulders were moving up and 
down and R26's upper body was shaking as R26 
was crying. R26's pants were covered with feces. 
On 1/27/17, at 8:31 a.m. NA-E left the room and 
the resident stated, "They just f*****g made me 
like this!" At 8:33 a.m. NA-E returned to the room 
with more supplies and with NA-F. Both aides 
assisted R26 with toileting hygiene.

On 1/30/17, at 10:29 a.m. R26 indicated, "I was 
crying and I felt that only happened one time and 
that was Friday when I asked to go to bed to have 
a BM [bowel movement] and didn't get there in 
time. I don't have that long from the time I feel the 
urge, maybe 5 minutes. I have had incontinence 
episodes where I have not been able to ask staff 
before it happens. It was very upsetting, my 
feelings got hurt. It made me mad because 
[CMT-C] knew I had to go, but he shut the call 
light off and then shut the door. To get some 
attention, I started yelling. I started yelling before I 
lost control. When they started the transfer I had 
already lost control. [NA-E] is fine he is a good 
person. If I tell him I need to go to the bathroom 
he changes what he is doing and does me then."

R26 was admitted to the facility on 12/16/16, with 
diagnosis of gastroparesis (a condition in which 
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the spontaneous movement of the muscles 
(motility) in your stomach does not function 
normally) secondary to diabetes. 

R26's Bowel Assessment dated 12/19/16, read 
R26 was currently incontinent of bowel and the 
resident recognized appropriate time/place to 
defecate. The resident was able to feel the urge 
and sensation for bowel movement. R26 was 
unable to participate in a program due to 
functional disability and was dependent on staff.

R26's admission Minimum Data Set (MDS) dated 
12/23/16, indicated the resident was cognitively 
intact. The MDS dated 12/23/16, also indicated 
R26 was dependent upon two staff for transfers, 
bed mobility, dressing, toileting, hygiene and did 
not ambulate. 

R26's Care Area Assessment for Activities of 
Daily Living dated 12/29/16, triggered due to 
resident needing extensive assistance of two staff 
for bed mobility, dressing, toilet use and personal 
hygiene. Resident did not ambulate at that time. 

The care plan dated 12/2916, for UTI's and 
incontinence directed staff to assist with 
incontinence care as needed. The care plan 
lacked evidence of any interventions for the 
diagnosis of gastroparesis and R26's urgency 
with having to defecate. 

On 1/27/17, at 9:18 a.m. NA-E was interviewed 
and stated, "She [R26] was yelling when I came 
into the room,  [CMT-C] was in the room. She 
was in the chair. I think she was upset and 
wanted to go to bed and was upset as she was 
sitting on BM. [CMT-C] stayed in the room for the 
transfer. We put the sling on her together and 
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then [CMT-C] stood there and I did the transfer. I 
back was in the dining room passing breakfast 
trays. I finished passing the trays then I went back 
to the room. It took probably 15 minutes. She is 
normally incontinent of bowel she never uses the 
bed pan. She does not normally have a bowel 
movement in the morning. Yesterday around this 
time she wanted to go to bed to be changed. She 
had had a bowel movement."

On 1/27/17, at 1:36 p.m. the executive director 
was interviewed and verified the when a resident 
needed to use the bathroom there can be 
urgency in the request. R26 was not treated with 
dignity as she had informed the staff she needed 
to defecate and the staff did not respond to the 
request and therefore R26 defecated all over 
herself, which made her emotionally and visibly 
upset.

Pain management:
R165 was sitting in bed in a hospital gown on 
1/23/17, at 4:29 p.m. R165 showed copies of 
grievances filed with the facility, and showed 
phone where R165 was documenting stay at 
facility. R165 said, "I try to journal daily to help me 
deal with depression. I don't always if I am too 
angry. I have done so for years." 

LTC Professionals Progress Note date 1/2/17, 
indicated R165 had undergone an anterior fusion 
(abdominal surgery joining of two or more 
vertebrae together so motion did not occur) of 
L5-S1 (Lumber 5-last vertebrae in lower back and 
sacral 1-first vertebrae at the top of the sacrum 
on 12/23/16, with resulting retroperitoneal (the 
space between the back and the lining around the 
organs of the abdomen) hemorrhage (bleeding) 
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and had ongoing abdominal and back pain.

R165's ADL Functional /Rehabilitation Potential 
CAA Worksheet dated 1/10/17, indicated R165 
required extensive assistance with ADL's with 
goals minimizing risks and avoiding 
complications. Urinary Incontinence and 
Indwelling Catheter CAA Worksheet Dated 
1/10/17, indicated R165 was occasionally 
incontinent of urine. Urinary CAA indicated 
contributing factors included pain, restricted 
mobility and urinary urgency. Urinary CAA care 
plan considerations indicated R165 was 
frequently incontinent of urine and required 
assistance of staff with cares. Falls CAA 
worksheet dated 1/10/17, indicated R165 was at 
risk for falls and overall decline with difficulty 
maintaining seated balance and impaired balance 
when changing positions. Pain CAA worksheet 
dated 1/10/17, indicated R165 was having pain 
that put R165 at risk for immobility depression 
and functional decline.

R165's care plan dated 1/6/17, for "Pain 
management and monitoring related to chronic 
Back pain, Surgical Procedure", instructed staff 
R165 to administer pain medication as ordered, 
Evaluate what makes the patients pain worse, 
implement the patients preferred 
non-pharmacological pain relief strategies-offer 
cold pack. R165's care plan lacked specific 
interventions for ADLs or urinary incontinence. 
R165's Mood care plan revised 1/16/17, 
instructed staff to attempt interventions before my 
behaviors begin validate distress, listen in the 
moment and help problem solve and to make 
sure I am not in pain or uncomfortable. These 
interventions were initiated 12/30/16. R165 did 
not receive the needed assistance with toileting 
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due to pain as the care plan directed.

An undated Subacute NA Assignment Sheet 2, 
indicated R165 required minimal assist of one 
with mobility, was independent to assist of one at 
times for toileting, and had pain in back and leg. 
The assignment sheet instructed staff to have two 
staff present with cares and interactions.

A facility document titled Grievance Form, dated 
1/11/17, indicated R165 had reported a concern 
on 1/10/16, that on 1/9/17, staff did not answer 
her call light for 25 minutes, beginning at 10:30 
p.m. Thus, R165 reported having been 
incontinent of urine from having to wait. 
According to the grievance, R165 reported going 
to the hallway for help and RN-N "laughed at her 
and said, 'she just needs a Dilaudid'." R165 
reported feeling so upset R165 "wanted to go 
home." The findings section on the Grievance 
Form, indicated the allegations were not 
confirmed and indicated R165 put the call light on 
and one minute later came out of room yelling at 
staff to 'give a Dilaudid now'. The resolution on 
the grievance form indicated: Reviewed with staff 
-prompt responding to call lights and requests 
and respectful interactions. It also indicated a 
meeting had been scheduled with the 
long-term-care Ombudsman for 1/16/17, to 
discuss concerns and care for R165. 

Review of R165's Progress Notes from 1/2/17 
through 1/26/17 revealed:
Progress Note charted 1/9/17, at 11:39 p.m. R165 
had call light on one minute and came out 
screaming, "I need my pain bill (sic) now." 
Progress Note dated 1/10/17, indicated, "Res 
(resident) reported last night that she had her call 
light on 'a long time and nobody was answering it' 
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and 'didn't make it to the bathroom on time.'" The 
Progress Note also indicated R165 told RN-F, 
"She wanted to leave last night because of 'how I 
felt I was treated.' but ended up deciding to stay."  
The Progress Note further included: "her report is 
different than staff report on her behavior."

During interview on 1/26/17, at 12:20 p.m. R165 
said, "I don't have the exact time, I was so upset 
that I did not make notes. I was in so much pain, I 
needed help to get to the bathroom. I put on my 
call light and when no one came I got myself to 
the bathroom. I had wet on myself. I put the 
bathroom call light on. It took me 20-25 minutes 
to clean up. I turned the call light off. I went out 
into the hall and [RN-N] said hi, what can I do for 
you? I told her I wanted Dilaudid and she turned 
to her coworker and said all she wants is her 
Dilaudid and laughed. I was so humiliated and 
came back in my room and started packing. I was 
so upset and angry, I could not respond. [RN-N] 
tried to talk me into staying. If I had gone out 
there and yelled not saying that I did I would have 
said please."

During interview on 1/28/17, at 2:32 p.m. NA-EE 
said, "Sometimes [R165] gets upset at me but 
she does not yell. [R165] uses the call light. A call 
light is a means of communication that we 
answer normally as soon as able." NA-EE stated 
call lights have two different sounds one for the 
room and one for the bathroom. NA-EE said, 
"Someone has to respond immediately to the 
bathroom call light, it is an emergency call light. 
Everyone is responsible to answer call lights."  

During interview on 1/28/17 at 3:32 p.m. NA-O 
verified worked the evening shift. NA-O said, "We 
can have two or three lights going at the same 
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time. The patients do not complain. If there are 
more than three call lights on we try to let the 
patients know that if it is not urgent they need to 
wait. Bathroom lights are very dangerous so we 
must answer them first. If a patient asks to go to 
the bathroom that needs to be first priority 
because if not they will be incontinent and feel so 
bad it could be humiliating."   

On 1/27/17, at 1:36 p.m. the facility's executive 
director was interviewed and stated all residents 
are to be treated with respect and dignity.

On 1/30/17, at 7:29 a.m. the DNS said, "We have 
an hour to give scheduled medications. PRN [as 
needed] medications should be given when 
requested." DNS stated we have a team of pain 
physicians that come in and make adjustments. 
R165 was seen on January 2nd, so when you are 
getting a lot of PRN's after seven days, we need 
to follow up with the physician to increase the 
scheduled medications. When you are working 
with pain physicians, they say let's give it some 
time, especially for patients who are narcotic 
dependent. They (narcotic dependent residents) 
say, "I want, I want, I want. A knee or a surgical 
patient has pain." DNS was asked if aware that 
R165 was admitted to the facility after back 
surgery with diagnosis of acute post-operative 
pain. DNS did not answer.

Interdisciplinary Care Plan policy Effective date 
4/1/16, instructed staff, "The interdisciplinary care 
plan is implemented to guide the LivingCenter in 
the provision of necessary care and services to 
attain or maintain the highest practicable physical, 
mental, and psycho-social well being of the 
resident and to promote the participation of the 
resident family or legal representative in planning 
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care."

F 312

SS=D

483.24(a)(2) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene.
This REQUIREMENT  is not met as evidenced 
by:

F 312 3/11/17

 Based on observations, interview and document 
review, the facility failed to provide 
grooming/hygiene for 2 of 3 residents (R150, 
R26) who was dependent for activities of daily 
living (ADL). 

Findings include: 

R150's ADL Care Area Assessment (CAA) dated 
6/21/16, indicated the CAA triggered related to 
resident requiring staff assistance and had 
diagnosis of dementia and paranoid 
schizophrenia. R150's diagnoses included 
unspecified dementia, paranoid schizophrenia 
and depressive disorder obtained from the 
quarterly Minimum Data Set (MDS) dated 
12/6/16. In addition the MDS indicated resident 
did not exhibit rejection of care and required 
extensive assistance of one with personal 
hygiene. The care plan dated 12/12/16, indicated 
"I have a physical functioning deficit related to: 
Self care impairment, mobility impairment, 
diagnoses of dementia, paranoid schizophrenia 
and osteoarthritis pain." The care plan directed 
staff to turning and position resident per tissue 
tolerance and provide nail care as needed. 

On 1/24/17, at 9:39 a.m. during observations 

 R150 Residents nails will be checked, 
trimmed and cleaned as needed.

Weekly skin checks will include nail care 
documentation.

All residents nail care needs will be 
assessed at time of admission, quarterly 
and change in condition.

R26 Staff educated on the diagnosis of 
gastroparesis to include understanding 
urgency of need to be assisted to bedpan 
as soon as possible to prevent 
incontinence.

Nursing reeducated on assisting residents 
with nail care and toileting per residents 
individual plan of care.

Weekly call light audits and care 
observations to be completed on all floors.

DNS or designee is responsible for 
monitoring compliance on all floors.

QAPI will review audits and actions to 
provide direction or change as needed.
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R150 was observed seated on wheelchair at the 
bedside watching television and both hand 
fingernails were observed to be long 
approximately one quarter (1/4) inch, jagged 
edged and had brown matter underneath. During 
interview at 9:41 a.m., the resident stated staff did 
assist him with nail care. 

On 1/25/15, at 7:40 a.m. R150 was observed 
seated on a wheelchair at the dining room table. 
R150 appeared sleepy at the time however was 
seated up straight well positioned and was all 
dressed for the day. When approached and 
asked how he was doing resident stated "I have 
pain in my back" when asked if he wanted pain 
medications R150 stated "please get me a 
couple." Surveyor approached licensed practical 
nurse (LPN)-F reported the resident pain. R150's 
fingernails to both hands remained long 
approximately one quarter (1/4) inch long, jagged 
edged and with brown matter underneath the 
nails.
-At 8:05 a.m. LPN-F was observed apply R150's 
hearing aids both hands visible never offered to 
trim the nails. 
-At 8:18 a.m. the director of the Alzheimer's unit 
approached with R150's breakfast (the nails were 
visible as resident hands were on the table) never 
acknowledged or offered to have fingernails 
trimmed.

On 1/25/17, at 11:06 a.m. R150 was observed 
seated on wheelchair at the dining room table 
right in front of the nursing station, drinking a pop 
at the time both hands fingernails were visible 
from standing 10 feet and nails still noted with 
brown matter underneath, long and jagged 
edged. 
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On 1/26/17, at 1:10 p.m. the resident was 
observed seated on wheelchair right next to bed 
the fingernails to both hands still long, jagged 
edged and had brown matter underneath them. 
When approached and asked how he was doing 
R150 stated "well." When asked about his 
fingernails resident looked at the nails and stated 
"they are long." When asked if he would let staff 
trim them resident stated "no problem." 
-At 1:10 p.m. LPN-G stated resident was not 
diabetic and staff was supposed to trim the nails 
with his shower weekly. LPN-G went to room and 
she verified the fingernails were long, jagged 
edged and had brown matter underneath them. 
-At 1:13 p.m. LPN-G went back to R150's room, 
approached resident asked resident if she could 
trim the nails and R150 was observed stretch his 
left hand over and LPN-G was observed provide 
nail care. 
-At 1:17 p.m. LPN-G approached the nursing 
station stated "his nails were so brittle that I 
nipped his skin. Now I have to do an incident 
report." 

On 1/26/17, at 1:23 p.m. when approached and 
asked about resident nail care, nursing assistant 
(NA)-H stated resident was ate independently and 
staff was to supposed to assist to clean under his 
nails as food got into them. NA-H also stated 
resident liked nail care to be done on the day he 
got a shower as they were soft under water. 

During review of the Weekly Skin Review dated 
12/24/16, 12/31/16, 1/7/17, 1/14/17, and 1/21/17, 
it was revealed the skin had been assessed and 
indicated as intact however lacked documentation 
the nail care had been provided or had been 
offered and refused. During review of 
Interdisciplinary Notes dated 12/1/16, through 
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1/23/17, it was revealed there was no 
documentation of resident refusing cares. 

On 1/27/17, at 8:50 p.m. registered nurse (RN)-H 
stated nail care was put of the care plan and was 
to be provided and as needed. RN-H stated he 
would expect the staff to offer nail care and 
provide it resident allowed. RN-H reviewed the 
medical record verified there was no 
documentation of resident refusing nail care in 
the last week or previous dates when showers 
had been provided. 

On 1/27/17, at 1:00 p.m. when asked about nail 
care and grooming the director of nursing 
services (DNS) stated, "We are supposed to do 
nail care with showers and for diabetes the nurse 
is supposed to do nail care and skin check."  

A Bowel Assessment dated 12/19/16, indicated 
R26 was currently incontinent of bowel and that 
the resident recognized the appropriate time and 
place to defecate. The resident was able to feel 
the urge and sensation for bowel movement, but 
was unable to participate in an incontinence 
management program due to R26's functional 
disability and because R26 was dependent on 
staff for cares.

R26's admission MDS dated 12/23/16, indicated 
the resident was cognitively intact. This MDS also 
indicated R26 was dependent upon two staff for 
transfers, bed mobility, dressing, toileting, 
hygiene and did not ambulate. The corresponding 
CAA for Activities of Daily Living dated 12/29/16, 
further verified the resident needed extensive 
assistance of two staff for bed mobility, dressing, 
toilet use and personal hygiene and did not 
ambulate at that time. 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  127 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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 312 Continued From page 127 F 312

R26's care plan dated 12/29/16, identified a 
problem area of  UTI's (urinary tract infections) 
and incontinence.  Interventions directed staff to 
assist with incontinence care as needed. 
However, the care plan lacked evidence of any 
interventions for the diagnosis of gastroparesis 
and R26's urgency with having to defecate. 

On 1/27/17, at 8:17 a.m. R26 was observed to be 
in her room and was overheard yelling in a loud 
tone of voice, "I need to go to bed just do it. Why 
couldn't you transfer me when I asked you to. 
Now I am covered in s**t!  You keep saying you 
need two people but you don't do it that way when 
the State is not here. I told you I needed to go to 
the bathroom and you know I can't wait. How 
many times do I have to ask three, four, five? 
Maybe you should try this." Certified medication 
technician (CMT)-C came out of R26's room. At 
8:19 a.m. CMT-C was standing at the medication 
cart. When interviewed CMT-C stated, "She [R26] 
is mad because she wanted to lay down and 
asked how come I did not do it without a second  
person. She put her light on again and 
complained about stomach pain. She said 
something about going to the bathroom at that 
point. I cannot do it, she needs a Hoyer 
(mechanical lift) and staff are in the dining room. 
The rule is you can not use the Hoyer by yourself. 
She put her light on again. I told her we would get 
to her as soon as possible. [NA-E] and I put her in 
the sling. He put her in bed and he is cleaning her 
up now. I can't do anything without help to 
transfer her but she yelled at me." 

On 1/27/17, at 8:20 a.m. R26 was observed to be 
lying on her right side crying. R26's pants were 
observed to be covered with feces.  
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At 8:33 a.m. NA-E returned to the room with NA-F 
and hygiene supplies. The nursing assistants 
proceeded to assist R26 with toileting hygiene.

On 1/27/17, at 9:02 a.m. R26 was interviewed 
and stated, "I was crying because I was upset. I 
was in my wheelchair and he [CMT-C] came in. I 
told him my stomach hurt and I need to go to the 
bathroom almost before 8 a.m. [CMT-C] did not 
say anything about needing two people but turned 
the call light off. I was leaning over and was 
screaming. He [CMT-C] left and then came back 
10 to 15 minutes and said you need to stop 
screaming. There is a sick lady out there. Then 
he left and shut the door. I asked to be put to bed 
at that time and he said is it because you need to 
go to the bathroom? I said yes, I've got to go, I 
need to lay down. He told me the staff were doing 
breakfast so I'd have to wait until they were done.  
After 10 minutes I went over to the bed and 
pushed the button. Because I got tired of waiting 
and was going in my pants. [CMT-C] then came 
in with [NA-E]. They transferred me to bed. I had 
soiled myself. [NA-E] put me in bed after [CMT-C] 
left. 

On 1/30/17, at 10:29 a.m. a follow up interview 
was conducted with R26. "I use the bedpan here, 
so they have to transfer me. When I am at home I 
use the toilet. I don't have that long from the time 
I feel the urge, maybe five minutes. I have had 
incontinence episodes where I have not been 
able to ask staff before it happens." 

According the hospital's History and Physical 
dated 12/11/16, R26 had a diagnosis of 
gastroparesis (a condition in which the 
spontaneous movement of the muscles (motility) 
in the stomach does not function normally) 
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secondary to diabetes. R26 was admitted to the 
facility on 12/16/16, to the Admission Face Sheet.

On 1/27/17, at  9:18 a.m. NA-E was interviewed 
and stated, "She [R26] was yelling when I came 
into the room,  [CMT-C] was in the room. She 
was in the chair. I think she was upset and 
wanted to go to bed, she was upset because she 
was sitting in BM. [CMT-C] stayed in the room for 
the transfer. We put the sling on her together and 
then [CMT-C] stood there and I did the transfer. I 
went back to the dining room passing breakfast 
trays. I finished passing the trays then I went back 
to the room. It took probably 15 minutes." Even 
though the bowel assessment indicated R26 was 
incontinent, it also revealed that R26 felt the urge 
to go and knew when she had use the bedpan for 
defecation. 

On 1/27/17, at  1:20 p.m. when asked about the 
length of time it takes to put a resident in bed to 
use a bedpan the director of nurses said, "It 
depends if there is enough staff to put the 
resident in bed. If they are supposed to use the 
Hoyer, we communicate to the resident, as we 
have to find two staff to help. We provide help as 
soon as we can. Nursing assistants have six to 
ten residents in a team and when you are in a 
room helping another resident and the next 
resident wants to go to bed someone wil have to 
wait."

Incontinence care policy was requested but not 
received.

F 323

SS=G

483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES

(d) Accidents.

F 323 3/11/17
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The facility must ensure that -

(1) The resident environment remains as free 
from accident hazards as is possible��and

(2) Each resident receives adequate supervision 
and assistance devices to prevent accidents.

(n) - Bed Rails.  The facility must attempt to use 
appropriate alternatives prior to installing a side or 
bed rail.  If a bed or side rail is used, the facility 
must ensure correct installation, use, and 
maintenance of bed rails, including but not limited 
to the following elements.

(1) Assess the resident for risk of entrapment 
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with 
the resident or resident representative and obtain 
informed consent prior to installation.

(3) Ensure that the bed’s dimensions are 
appropriate for the resident’s size and weight.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to thoroughly assess 
residents at risk for falls, and failed to develop 
and/or implement interventions to prevent further 
falls for 2 of 3 residents (R118, R119) reviewed. 
This resulted in actual harm for R118 who 
sustained a laceration to her arm which required 
medical intervention. In addition the facility failed 
to ensure 1 of 3 residents (R151) was safe in bed 
with rails on the bed and the facility failed to 
ensure 1 of 1 resident (R260) had appropriate 
supervision during smoking.

 R118 and R119 Comprehensive falls 
assessment identifying the contributing 
factors and root cause analysis has been 
completed.

Unit huddles will include review of falls 
and accidents, identification of risk and 
prevention, commitment to safety and 
other factors that would put residents at 
risk for falls.

Nursing staff will complete a fall scene 
investigation form with every fall.
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Findings include:

According to R118's record, she sustained 17 
falls in the facility, one of which required an 
emergency room visit related to a laceration.  
However, there was no evidence the facility 
consistently reviewed R118's falls in an effort to 
determine causal factors and/or prevent further 
injury. Further, the staff indicated R118's falls 
were all related to non-compliance with the use of 
her walker, however, at least three of R118's falls 
indicated she was using her walker and there was 
no evidence these falls were investigated. 

R118's quarterly Minimum Data Set (MDS) dated 
12/16/16, indicated she was cognitively intact and 
required limited assistance with activities of daily 
living. The MDS indicated she was occasionally 
incontinent of bladder. 

R118's care plan dated 12/14/16, indicated the 
resident had a risk for falls related to a history of 
falls in the facility. Care plan interventions 
included: assess for pain, call light in reach, 
observe for side effects of medications, therapy 
referral and use mechanical lift (Hoyer) if unable 
to get up off floor independently. A facility 
document untitled and undated, (nursing 
assistant care sheet) identified the following fall 
intervention: "Sling Size: large sling if falls and 
unable to self transfer from floor." No other 
interventions were indicated. 

R118's Progress Notes and corresponding 
Incident Reports were reviewed from 5/5/16 
through 1/27/17. The following fall history was 
identified: 

5/5/16 - R118 had an unwitnessed fall in her 

Immediate, individualized interventions 
will be put in place and reviewed by the 
IDT for accidents and falls.

Fall risk assessment will be completed at 
time of admission, quarterly and with an 
change in condition.

All care plans and NAR assignments will 
be updated as needed.

Nursing staff will be educated on the new 
fall scene investigation form and the 
huddle process to review falls and 
accidents.

R151 Side rail assessment has been 
completed, consent obtained, order has 
been entered and care plan in place.

All residents will be assessed at time of 
admission, quarterly or with change in 
condition for utilization of side rails.  If side 
rails are needed a consent, order, and a 
care plan will be updated to include 
adding side rail information to assignment 
sheets.

Maintenance will continue to complete 
weekly side rail audits as part of the 
preventative maintenance plan.

Nurse Managers will inform Maintenance 
when side rails are no longer needed for 
removal.

R260 A new smoking assessment has 
been completed and she has been 
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bathroom. Staff entered room and found her 
sitting on the floor. At that time the resident stated 
she had slipped because her socks were slippery. 
Although staff provided R118 with non-slip socks, 
there was no evidence an incident/investigative 
report had been completed. 

5/9/16 - R118 was found on the floor leaning 
against her walker. She sustained an abrasion to 
her right foot. There was no evidence an 
incident/investigative report had been completed. 

6/30/16 - R118 was heard calling for help at 6:00 
p.m. staff responded to find her sitting on the floor 
in the doorway of her bathroom. At that time, the 
resident stated she'd slid to the floor and crawled 
to the bathroom. A subsequent Progress Note 
dated 7/5/16, indicated R118 had sustained a 
bruise to her right knee related to the 6/30/16 fall. 
A facility document titled Post Fall Analysis/Plan 
dated 7/7/16, indicated the interdisciplinary team 
(IDT) had reviewed the fall and recommended 
R118 be reminded to use her walker. 

7/20/16 - R118 reported she lost her balance and 
fell in her room and hit her head. The resident 
sustained a cut to her left elbow measuring 0.8 
centimeters (cm) x 0.1 cm. A facility document 
titled Post Fall Analysis/Plan dated 7/21/16, 
indicated the IDT had reviewed the fall and 
recommended staff encourage R118 to call for 
assistance, and for staff to offer assistance. 

8/5/16 - R118 was found lying on the floor by her 
bathroom doorway. There was no evidence an 
incident/investigative report had been completed. 

9/2/16 - R118 stated she was trying to find the 
bathroom and could not find the grab bar. She 

identified as being independent to smoke.

The smoking policy has been reviewed 
and revised and the new policy will identify 
if residents are assessed to be 
independent with smoking, they will not 
have to be supervised , they will not have 
to wear a smoking apron and will be able 
to keep their smoking materials in their 
possession.

Residents and staff will be educated on 
the new smoking policy.

The supervised smoking room will 
continue with the existing policy.

New residents wishing to smoke will be 
assessed at time of admission, quarterly 
or with any significant change in condition.

Weekly audits on care plans to be 
completed on all floors.

DNS or designee is responsible for 
monitoring compliance.

QAPI will review audits and actions to 
provide direction or change as needed.
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told staff she had lost her balance and fallen. 
There was no evidence an incident/investigative 
report had been completed. 

10/7/16 -Staff heard R118 calling for help and 
found her sitting on the floor with her walker next 
to her. The resident told staff she had tripped on 
her walker. Although R118 sustained three skin 
tears to her right forearm, there was no evidence 
an incident/investigative report had been 
completed. 

10/12/16 - Staff responded to R118's bathroom 
light to find her lying on the floor. R118 stated 
she'd fallen and crawled to the bathroom to call 
for help. There was no evidence an 
incident/investigative report had been completed. 

10/20/16 - Staff heard a loud noise coming from 
the craft room and responded to find R118 sitting 
on the floor beside the toilet in the craft room 
bathroom. There was no evidence an 
incident/investigative report had been completed. 

11/2/16 - A housekeeper called nursing staff to 
report R118 had fallen. The housekeeper had 
reported R118 had been standing at the door and 
putting on her sweater when she'd lost her 
balance and fallen backwards. The resident 
sustained discomfort and redness to her left 
elbow. A facility document titled Post Fall 
Analysis/Plan dated 11/3/16, indicated the IDT 
had reviewed the fall and that R118 was working 
with physical therapy to increase/improve use of 
walker. 

11/5/16 - R118 was found lying on the floor calling 
for help. She was on her right side lying across 
her doorway. The documentation indicated R118 
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had stated she'd been coming from the 
bathroom, had lost her balance and had fallen. 
There was no evidence of any further 
investigation related to the incident. 

11/15/16 - Staff responded to R118's call light to 
find her sitting on the floor in the middle of her 
room. R118 had sustained a "deep laceration to 
the elbow." Documentation indicated the 
laceration measured 4 cm x 2 cm and that  R118 
went to the emergency room for treatment, 
returning with staples in her arm to close the 
wound. Although R118 sustained an injury 
requiring medical care, there was no evidence of 
any further investigation related to the fall.  

12/14/16 - R118 was found sitting on the floor and 
stated she'd fallen after tripping on her walker. An 
Incident Report dated 12/17/16, indicated R118 
had a scratch to her left leg and a bruise 
measuring 6 cm x 3 cm to her right side below 
her shoulder blade as a result of the 12/14/16 fall. 
However, there was no evidence the incident was 
investigated or reviewed by the IDT. 

1/2/17 - R118 was found lying on the floor at 7:00 
p.m.  Documentation indicated she'd reported to 
staff that she'd hit her head. A facility document 
titled Post Fall Analysis/Plan dated 1/3/17, 
indicated the IDT had reviewed the fall and that 
R118 continued with physical therapy and refused 
to use the walker. No other recommendations 
were identified. 

1/12/17 - R118 fell in the dining room and was 
lying on her back. Staff indicated she was 
ambulating while eating ice cream, lost her 
balance and fell. A facility document titled Post 
Fall Analysis/Plan, dated 1/13/17, indicated the 
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IDT reviewed the fall and recommended staff try 
to decorate R118's walker to encourage use. 

1/14/17 - R118 was found lying on the floor next 
to her bed by staff. Documentation indicated 
R118 had reported to staff she'd slid out of her 
bed and landed on her bottom. A facility 
document titled Post Fall Analysis/Plan, dated 
1/23/17, indicated the IDT reviewed the fall and 
recommended continued reminders to use her 
walker. 

1/27/17 - R118 fell while ambulating in the hallway 
at 3:00 p.m. Documentation indicated she'd 
reported she'd  pivoted too quickly and lost her 
balance. There was no evidence the IDT 
reviewed the fall as of 1/30/17, at 4:30 p.m. 

During observation on 1/27/17 at 9:25 a.m., R118 
was ambulating independently throughout the 
unit. She was not using her walker. Staff on the 
unit did not approach R118 with reminders to use 
her walker. 

During interview on 1/26/17 at 3:56 p.m., nursing 
assistant (NA)-S stated she was unaware of any 
fall interventions for R118. NA-S reviewed her 
care sheet and indicated the only intervention 
was to use a sling if R118 falls and cannot get up.

During an interview on 1/26/17 at 3:59 p.m., 
licensed practical nurse (LPN)-G stated R118 
experiences a lot of jerking she is unable to 
control due to her medical diagnosis which may 
contribute to her falls. LPN-G indicated fall 
interventions for R118 include: encourage her, 
offer assistance, and to make sure to give R118's 
meds on time. 
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During an interview on 1/26/17 at 4:30 p.m., the 
assistant director of nursing services (ADNS) 
stated R118 needs a weighted walker due to 
impaired balance. She stated R118 will not use 
the walker even though staff encourage her. The 
ADNS stated when a fall was reported the nurse 
was supposed to complete an incident report and 
that falls are discussed at the IDT meetings. The 
ADNS stated the facility had attempted physical 
therapy for R118, however  R118 had complained 
of increased shoulder pain with use of her walker. 
The ADNS then stated most recently the IDT had 
discussed decorating R118's walker to promote 
use. 

During an interview on 1/30/17 at 9:55 a.m., the 
director of nursing services (DNS) stated an 
incident report should be completed for each fall. 
He stated the IDT reviews each fall and 
discusses potential interventions to prevent future 
falls. In addition, the DNS stated R118's falls were 
due to non-compliance with the use of her walker. 
He stated R118 does not always remember her 
walker and that staff will regularly educate and 
remind her to use it. He stated R118 has balance 
problems and has been referred to physical 
therapy. He stated when she uses her walker 
she's fine, even though she had her walker with 
her during many of her falls. The DNS verified 
other than the physical  therapy referral and 
reminders to use the walker, they had not 
implemented any other interventions. He 
acknowledged, "We should have looked at other 
options instead of just what we did.We should 
have looked at her more closely, and we didn't."

A facility policy titled Golden Living post Fall 
Analysis Summary and Guidelines for 
Completion, dated 10/11/16, was reviewed and 
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indicated the following: It is the policy of the living 
center to complete the Post fall Analysis 
Summary after every known fall. The IDT team 
will complete a review of the post fall Analysis 
within 72 hours. Recommendations implemented 
shall be recorded on the report and plan of care 
revised as necessary. A facility Falls Management 
Guideline, undated, indicated following a 
resident's fall, appropriate interventions to prevent 
falls will be implemented. 

R119's falls were not thoroughly investigated to 
identify the root cause. 

R119's falls CAA dated 4/20/16, indicated 
resident was at risk for falls related to weakness 
and balance instability. In addition the care 
indicated resident was at risk for fall with potential 
for fracture and/or serious injury and further 
debilitation. R119's diagnoses included 
hypertension and diabetes mellitus with diabetic 
neuropathy obtained from the quarterly MDS 
dated 12/7/16. In addition, the MDS indicated 
resident required extensive physical assistance of 
one staff with transfers, used a wheelchair for 
locomotion and was not steady and required 
human assistance to stabilize when moving from 
seated to standing position. R119's Clinical 
Health Status dated 12/21/16, indicated resident 
had been identified at a high risk for falls. R119's 
care plan dated 1/24/17, indicated resident was at 
risk for falls related to history of falls, balance 
impairments, weakness/deconditioning, history of 
high blood pressures history of low blood sugar. 

On 1/24/17, 10:15 a.m. when asked how many 
falls had resident had in the last 30 days LPN-I 
stated resident had a fall on 1/1/17, and had no 
injuries. 
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On 1/28/17, at 4:20 p.m. to 4:50 p.m. resident 
was observed wheel self in the first floor of the 
facility by the subacute unit. Resident was 
observed wearing a pair of blue gripper socks. 
When asked about her transfers and the 
assistance she received, resident stated the staff 
was supposed to help her however when she 
needed the assistance it was a while before 
someone came. When asked about her gait the 
resident stated "sometimes am just tired like after 
dialysis." When asked about the falls, the resident 
stated they happened so fast. 

During review of the medical record, both 
electronic and paper, the following was revealed 
about the resident falls in the Progress Note:
-6/2/16, at 10:45 p.m. indicated a NA had 
reported to the writer the resident was on the 
floor. The writer went into the resident room and 
found the resident on the floor between the 
wheelchair and bed crying. When asked what had 
happened, the resident stated "I was trying to get 
my chips from the floor" and the resident slip off 
the wheelchair and had hit her left arm and was 
complaining of pain. The resident was assessed 
and transferred using a Hoyer with two staff and 
vital signs were noted to be within normal limits. 
-8/10/16, at 10:20 p.m. the writer indicated the 
resident had been found on the floor, sitting on 
her bottom, denied hitting head and denied pain 
and had no injuries noted.
-12/23/16, at 8:00 p.m. the resident was found 
sitting by the bedside. The resident stated she 
had slid to the floor when trying to transfer self. 
Denied hitting head. Transferred and denied pain. 
The note indicated the resident had been asked 
to use the call light when trying to transfer to 
avoid falls. During review of the Post Fall 
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Analysis/Plan 12/23/16, it was revealed the 
interdisciplinary team (IDT) review and 
recommendation had been made for resident to 
be referred to physical/occupational/speech 
therapy for evaluation. 
-1/1/17, at 6:56 a.m. note indicated the resident 
had a fall at 6:20 a.m. and resident had stated "I 
was grabbing a candy, and fell." The note 
indicated the resident was assessed, denied, vital 
signs were obtained, denied hitting her head and 
no injuries noted. 

During further document review, it was revealed 
there were no Post Fall Analysis/Plan reports 
were completed for R119 for falls dated 6/2/16, 
8/10/16, and 1/1/17. In addition it was revealed 
even though the IDT had recommended 
therapies the recommendation had not been 
followed on. 

On 1/26/17, at 3:01 p.m. the director of nursing 
services (DNS) stated he was not able to pull the 
actual incident reports and Post Fall Analysis/Plan 
for R119's falls for the dates 6/2/16, 8/10/16, and 
1/1/17. When asked the facility policy for 
investigating falls aftermath, DNS stated the 
nurses were supposed to complete both as that 
was how the IDT followed up all incidences and if 
there was no incident the falls were not reviewed 
as they did not generate "Total Events" log for 
resident. 

On 1/30/17, at 9:25 a.m. a therapy staff reviewed 
the therapy notes and all the episodes R119 
stated the last time resident had been seen by 
physical, occupational and speech therapies was 
6/28/16, 9/19/16, and 11/24/16, respectfully. She 
verified resident had not been seen by either of 
the therapies even though it had been 
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recommended by the IDT team to be seen 
following the fall on 12/23/16. 

On 1/30/17, at 11:30 a.m. DNS stated the staff 
was still looking for the Incident reports and would 
provide them. At 12:54 p.m. DNS approached 
stated he was not able to find the incident reports 
for the 6/2/16. He indicated the staff was 
supposed to fill the incident reports as the IDT 
team would follow up and identified the root 
cause of the fall or incident. 
R151 was observed on 1/24/17, at 9:47 a.m. 
R151 was sitting in wheel chair and gave 
permission to check side rail. The right half side 
rail was in the down position in middle of the bed 
and the rail was tight as it did not move from side 
to side. The left half side rail was in the up 
position. The left side rail moved side to side. 
During observation on 1/25/17, at 6:39 a.m. R151 
lying in bed with call light on, both half side rails 
were down in the middle of the bed.

During observation of morning cares on 1/25/17, 
at 7:18 a.m. R151 was sitting on edge of the bed. 
The right half rail was in the down position and 
left side rail was in the up position. NA-E assisted 
R151 to stand up. R151 used left side to stand up 
and the side rail moved. NA-E did a pivot transfer 
with R151. R151 sat down on wheelchair arm 
rest. NA-E helped R151 stand back up and sat 
R151 down in wheelchair. R151 said, "They 
usually use the EZ [mechanical lift] lift. It is easier, 
I get stuck on the wheel [wheelchair]."

R151's initial care plan dated 12/31/16, did not 
address side rail usage until after surveyor asked 
LPN-B about R151's activity of daily living (ADL) 
care plan. Nor did the temporary plan of care 
address R151 mobility status, transfer status, and 
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recent stroke. 

R151's admission comprehensive assessment 
dated 1/2/17, indicated the resident was a fall 
risk. The physician admission orders were 
reviewed from 1/2/17, going forward and there 
were no orders for the side rails use. 

R151's physical therapy (PT) evaluation dated 
1/2/17, did not address side rails or grab bars. PT 
was working with R151 for bed mobility including 
side to side turning using minimal assistance and 
transfers using moderate assistance. 

R151's admission MDS dated 1/7/17, indicated 
R151 was cognitively intact with no behaviors and 
required assistance with ADL including bed 
mobility and transfers. R151's MDS indicated 
R151's diagnoses included cerebral vascular 
accident (stroke) and left sided hemiplegia 
(weakness). The MDS indicated the resident did 
not use bedrails or restraints and had not fallen 
since admit.

R151's Falls CAA Worksheet dated 1/10/17, 
indicated R151 was at risk for falls with injury 
related to recent stroke with left sided weakness.

The Subacute NA Assignment Sheet undated did 
not address side rails or positioning bars use. 

On 1/25/17, at 7:25 a.m. NA-E was interviewed. 
NA-E indicated R151 was a pivot transfer and 
that R151 used the rails for transferring. NA-E 
verified the left grab bar could be moved 
approximately 1.5 inches in either direction.  

On 1/26/17, at 7:35 a.m. R151's bed rails were 
observed with the maintenance director. The right 
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side rail was in the down position and did not 
deviate from side to side. The left side rail was in 
the up grab bar position. The left side rail moved 
back and forth approximately 1.5 inches. The 
maintenance director looked at side rail and 
verified the left grab bar was loose. The 
maintenance director stated that side rails were 
on for preventative maintenance that month and 
that he would fix the rail. When asked what the 
process was for preventative maintenance the 
maintenance director stated he looked at all the 
bed rails on a weekly basis. He indicated he did 
not document the rooms as he did all of the 
rooms. The preventative maintenance was 
reviewed in the electronic record. The electronic 
record read check and adjust all side rails set up 
weekly as preventative maintenance task. It was 
not room specific which would instruct staff to 
tighten or replace side rails if not tight or 
functioning correctly. It was marked as being 
completed every Thursday.

On 1/27/17, at 8:02 a.m. LPN-D verified the 
medical record lacked evidence of an 
assessment for side rails, risk versus benefits 
explanation, lacked consent, lacked a physician's 
order, and lacked care planning for the side rail. 
LPN-D also verified when R151 was in bed, the 
1/2 rails are to be in the down position. LPN-D 
Verified that the left rail was loose and could be 
moved approximately 1.5 inches in either 
direction which made the rail wobbly.  

 On 1/27/17, at 11:23 a.m. RN-E stated, "I do not 
think he could get himself up without assist [of the 
bedrails] but he could go to the bottom of the bed 
if the bedrail is in the down position."

During interview on 1/27/17, at 1:01 p.m. DNS 
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said, "We do not have side rails on the beds, we 
have railings on bed that are used as assist with 
bed mobility and turning and repositioning." DNS 
said, "We do not obtain a consent, because we 
don't use restraints in the facility." DNS said, "We 
assess patients upon admission and provide 
them with the necessary equipment. We do risk 
and benefits if it is appropriate." 

During interview on 1/30/17, at 12:10 p.m. DNS 
indicated the side rails were on the bed when the 
bed was delivered to the unit. The bed was in the 
room when resident was admitted and no 
interventions were documented prior to using the 
railings. DNS stated the staff were to follow the 
care plan.

The Restraint Evaluation and Utilization Guideline 
dated 2/4/16, instructed staff. The need for the 
use of restraint will be discussed with the resident 
and/ or family. The risks and benefits will be 
explained to the resident and /or family. The 
facility will obtain a signed consent for the use of 
the restraint. The center will obtain a physician 
order for the least restrictive device. The 
Physician Order must include the medical 
symptom for which the device was to be used. No 
consent could located in R151's medical record. 
In addition, the medical record lacked evidence 
any interventions tried before applying the bed 
rails.

R260 was observed on 1/24/17, at 9:55 a.m. 
R260 was observed to put a cigarette out on the 
sidewalk of the court yard, leaving the smoldering 
tip of cigarette on the sidewalk. R260 walked into 
the facility. There were no facility staff observed in 
the area. Surveyor continued to observe to 
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ensure tip stopped smoldering. During a random 
observation on 1/25/17, at 9:39 a.m. R260 was 
smoking in the outside courtyard R260 threw 
cigarette into the garden without putting it out. 
There were no facility staff in the common area 
leading to the outside court yard. 

During continuous observation on 1/25/17, from 
11:42 a.m. until 12:43 p.m. 
- At 11:43 a.m. R260 came walking into common 
area with a cigarette dangling out of her mouth. 
R260 went out to the courtyard and said to 
another resident "no one is in the lunch room so I 
decided to have a cigarette." R260 lit cigarette 
with lighter and then put the lighter back in her 
coat pocket. 
-At 11:46 a.m. R260 reentered building with 
cigarette in hand. R260 put cigarette in the left 
coat pocket. R260 verified she had put cigarette 
in her pocket and showed surveyor that she had 
knocked the end off of it and the cigarette was 
not smoldering. R260 had a pack of Smoky Joe's 
cigarettes that had 15 cigarettes in it.
-At 12:23 p.m. R260 entered the common area 
with a cigarette hanging out of her mouth and 
went out to the courtyard to smoke.  
-At 12:25 p.m. R260 went out to the courtyard 
and lit cigarette then sat on bench. R260 tapped 
the ash off of the cigarette onto the ground. R260 
was holding cigarette in right hand that had a 
splint and gauze wraps on it.
-At 12:29 p.m. R260 put cigarette out on ground 
by bench. 

During a random observation on 1/28/17, at 2:44 
p.m. R260 was outside wearing a white tee shirt 
and gray sweat pants and boots. R260 was 
passing a cigarette back and forth with sharing a 
cigarette with unidentified resident. Temperature 
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at that time was 23 degrees with a wind chill of 11 
degrees Fahrenheit.

The Clinical Health Status Form dated 1/12/17, 
indicated R260 was at risk for elopement due to 
being cognitively impaired with impaired decision. 
The Smoking Assessment section indicated on 
1/12/17, R260 did not have any cigarettes and the 
smoking policy was explained. On 1/30/17, the 
Smoking Assessment was updated and indicated 
R260 did not have cognitive or physical 
impairment preventing from safely containing ash 
and extinguishing cigarette after the surveyor 
brought it to the attention of the facility. 

The Immediate Plan of Care Smoking dated 
1/12/17, revealed R260 had impaired cognition, 
hand tremors and was not following smoking 
policy. The care plan instructed staff, "supervision 
per policy while resident is smoking."

The Smoking Care Plan dated 1/13/17, indicated 
R260 was at risk for smoking related injury 
related to: "Smokes independently Non-compliant 
with facility smoking policy. Smokes in 
undesignated areas at undesignated times, and 
does not keep smoking materials in locked cart." 
R260's smoking care plan instructed staff to, 
"Assure smoking material is extinguished prior to 
patient leaving smoking area, Observe patient for 
unsafe smoking behaviors or attempts to obtain 
smoking material from outside sources, 
immediately inform facility management. Patient 
not to have cigarettes or smoking material on 
person Place patient in position to assure 
visualization of ashtray, Provide smoking apron 
while smoking, Storage of smoking materials per 
Living Center policy." 
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The Comprehensive Assessment dated 1/16/17, 
indicated R260 had diagnoses of borderline 
personality disorder, bipolar depression with 
psychosis history of suicide attempts with lethal 
intent. The Assessment section indicated, "Res. 
[resident] reported to be a smoker but did not 
bring in any cigarettes. 2 hours later noted res. To 
have a cigarette hanging out of her mouth and 
was asked where she found a cig [cigarette] and 
res. Stated, 'I found a friend'. Informed of 
smoking policy and designated times to smoke, 
place to smoke, and also requiring a smoke eval 
[evaluation] and supervision. Res agrees with 
everything staff tell her but then does something 
different. Was noted to be smoking outdoors with 
redirection given and res stood and looked at 
staff and cont. [continues] to smoke. ETOH 
[alcohol] policy reviewed also."  

During interview on 1/26/17, at 7:11 a.m. LPN-B 
said, "When she first came she did not have 
cigarettes but she made friends easily. All of our 
residents who smoke are to go up to second 
floor. All people there are supervised. There is 
supposed to be no smoking outside." When 
asked what you do to keep residents who smoke 
in the court yard safe, LPN-B said, "Most of the 
people who smoke outside are pretty safe. They 
know the policy and choose to smoke outside. It 
has been a battle. Residents are not compliant 
with the smoking policy." When told of 
observations made of R260 smoking outside, 
LPN-B said, "If someone were to not ash in the 
receptacle or put their butts into the receptacle 
that would be unsafe behavior. I have seen her 
[R260] yesterday up in the smoke room."  

During interview on 1/27/17, at 6:50 a.m. 
housekeeping -A verified there were 32 cigarette 
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butts on the ground of the courtyard. 
Housekeeping-A said, "I clean the butts up two 
times a day in the morning and again right before 
two p.m." Housekeeping-A verified there was a 
cigarette box in the butt can and verified there 
was no way to call for help if someone started a 
fire. Housekeeping-A said we have had no fires 
out here. Housekeeping-A was unable to say 
where nearest fire extinguisher was.

During interview on 1/27/17, at 11:23 a.m. 
registered nurse (RN)-E reviewed R260's 
smoking assessment dated 1/13/17, and said, 
"Social Service [SS]-A did the assessment. We 
have non complaint patients and we care plan 
noncompliance.  Per care plan she [260] is 
independent with smoking and is also identified 
as non-compliant." RN-E said, "I will let [SS-A] 
know, she will care plan and do the education." 
When asked, do you notify management every 
time there is unsafe behavior or a resident 
borrows smoking materials or other violations of 
your policy, RN-E said, "It would be daily. We talk 
about people at morning meetings. We do not 
have anyone patrolling the court yard." RN-E 
verified there was no call light in the courtyard or 
common area to be used in case of an 
emergency. RN-E verified the closest fire 
extinguisher was in the hallway on the other side 
of the common area from the entrance to the 
courtyard. 

During interview on 1/27/17, at  11:44 a.m. SS-A 
said the supervisor who was here on the day a 
resident is admitted, "watches the resident 
smoking and writes it down in the nursing 
packet." SS-A said, basically it was very difficult to 
tell the independent people what to do. "We 
cannot force them to come in because they do 
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not listen. We cannot force them to come inside 
and take their cigarettes because that would be 
abuse. All we can do is educate and hope, 
especially when it is really cold outside. I have 
never seen it. We are working on coming up with 
a plan to make the smoking policy work for the 
independent people. We are waiting to see what 
the Monarch policy is." SS-A verified R260 was at 
the facility under a provisional discharge which 
included a Provisional Discharge Contract dated 
1/12/17, that indicated, "I [R260] will maintain my 
safety and well-being. This involves not doing to 
harm or threaten others or myself including use of 
illicit drugs and alcohol." 

During interview on 1/27/17 at 11:57 a.m. RN-E 
said, "It is impossible to keep the residents who 
smoke in the courtyard supervised. They do what 
they want to. We try to keep them in when it is 
cold but that does not work. She [R260] is not 
safe to smoke in the court yard but insists." RN-E 
verified putting a used cigarette in pocket would 
be unsafe, knocking the tip off a cigarette would 
be unsafe, and not putting a cigarette in the trash 
bin would be unsafe behavior. 

During interview on 1/27/17, at 1:10 p.m. DNS 
said, "We do a smoking assessment upon 
admission. If they wish to smoke and do not have 
the cigarette we reach out to guardian and POA 
[power of attorney] as we know resident is going 
to smoke. All residents smoking in the courtyard 
are people who have been assessed per facility 
policy and they go out and smoke. We can take 
the cigarettes and they have family bring more." 
When asked, how do you ensure they are safely 
smoking, the DNS said "The residents are the 
ones who feel they are independent and 
ambulate on their own. They say 'no you are not 
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going to supervise me. We pick our battles." DNS 
verified the throwing a cigarette was a risky 
behavior. When asked, how can a resident notify 
staff if there was a concern, DNS did not answer. 
DNS said, "We have not had any accidents." 

During interview on 1/28/17, at 4:50 p.m. DNS 
verified there were 78 cigarette butts on the 
ground in the courtyard. DNS verified there was a 
folded long section of toilet paper in the butt can 
that had a cigarette burn through several layers. 
DNS verified the outside weather was 23 degrees 
and the wind chill was 11 degrees Fahrenheit.   

During interview on 1/30/17 at 8:36 a.m. 
Executive Director said, "How do we keep them 
safe as they will go outside in spite of what we 
say. They will go out other doors not dressed 
appropriate for the weather."

Smoking and Tobacco Use Guideline dated 
9/14/15, indicated "Patients and Residents of 
Golden Living are permitted to smoke in the 
designated area only. Each LivingCenter will 
specify the smoking area. Smoking outside the 
LivingCenter designated smoking area is strictly 
prohibited. Patient/Residents may only smoke at 
the designated times. Each LivingCenter will 
develop and specify the smoking times. Smoking 
will be supervised by a staff member. Smoking 
garments/aprons will be worn by all residents 
while smoking for safety. The designated 
smoking area will be equipped with smoking 
aprons, fire-proof furniture, Fire-proof receptacles 
and a fire extinguisher. Smoking is not permitted 
in any other area of the property."

F 334

SS=D

483.80(d)(1)(2) INFLUENZA AND 
PNEUMOCOCCAL IMMUNIZATIONS

F 334 3/11/17
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(d) Influenza and pneumococcal immunizations

(1) Influenza. The facility must develop policies 
and procedures to ensure that-

(i) Before offering the influenza immunization, 
each resident or the resident’s representative 
receives education regarding the benefits and 
potential side effects of the immunization�

(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�

(iii) The resident or the resident’s representative 
has the opportunity to refuse immunization��and

(iv) The resident’s medical record includes 
documentation that indicates, at a minimum, the 
following:

(A) That the resident or resident’s representative 
was provided education regarding the benefits 
and potential side effects of influenza 
immunization��and

(B) That the resident either received the influenza 
immunization or did not receive the influenza 
immunization due to medical contraindications or 
refusal.

(2) Pneumococcal disease. The facility must 
develop policies and procedures to ensure that-

(i) Before offering the pneumococcal 
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immunization, each resident or the resident’s 
representative receives education regarding the 
benefits and potential side effects of the 
immunization��

(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized��

(iii) The resident or the resident’s representative 
has the opportunity to refuse immunization��and

(iv) The resident’s medical record includes 
documentation that indicates, at a minimum, the 
following:

(A) That the resident or resident’s representative 
was provided education regarding the benefits 
and potential side effects of pneumococcal 
immunization��and

(B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to administer and/or offer influenza 
and pneumococcal according to the current 
standards of immunizations for pneumonia and 
influenza for 1 of 5 residents (R13) whose 
vaccinations history were reviewed.

Findings include:

The Center for Disease Control and Prevention 
identified "Adults 65 years of age or older who 

 R13 Resident will be offered the 
Pneumococcal immunization.

All residents will be offered all 
immunizations upon admission and per 
the immunization guideline.

Weekly audits on care plane to be 
completed on all floors.

Nurse Manager is responsible for 
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have not previously received PCV13 and who 
have previously received one or more doses of 
PPSV23 (pneumococcal polysaccharide vaccine 
23) should receive a dose of pneumococcal 
13-valent Conjugate Vaccine (PCV13). The dose 
of PCV13 should be administered at least one 
year after the most recent PPSV23 dose." 

The facility Influenza/Pneumococcal 
Immunization Guideline revised 5/2/16, directed 
"LivingCenters will offer and encourage that each 
resident receive immunization against Influenza 
annually, as well as lifetime immunization against 
pneumococcal disease. This immunization will be 
administered unless it is medically 
contraindicated, the resident has already been 
immunized or the resident and/or responsible 
party refuse the immunization..."

R13's record indicated the 65 year old had 
resided at the facility since 1/4/17. R13's 
immunization record revealed resident had not 
been offered Influenza, PCV13 and PPSV23 
since admit to the facility. R13's diagnoses 
included pneumonia, respiratory failure and 
hypertension obtained from admission Minimum 
Data Set (MDS) dated 1/11/17. 

On 1/26/17, at 3:27 p.m. the licensed practical 
nurse (LPN)-J reviewed R13's both electronic and 
chart medical record and verified resident only 
had a record of Influenza had last administered 
on 11/19/11. LPN-J directed surveyor to the MDS 
coordinator.

On 1/26/17, at 3:39 p.m. the both registered 
nurses (RN)-D and RN-I both verified R13's most 
recent MDS indicated resident had "None" and 
"not offered" for both immunizations. Both 

monitoring compliance.
QAPI will review audits and actions to 
provide direction or change as needed.
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reviewed the medical record and verified there 
was no Immunization Consent or Declination in 
the chart. When asked who was responsible for 
making sure this was completed both stated was 
the nurse manager's responsibility as the facility 
had done a facility wide immunization clinic in 
September 2016. Both acknowledged the unit 
had a nurse manager who had just started 
working at the facility that week and she was out 
ill for the day and prior to that the unit did not 
have a unit nurse manager. 

On 1/30/17, at 2:31 p.m. during the quality 
assurance interview with the director of nursing 
services (DNS) and the consultant registered 
nurse when asked what the facility was doing in 
implementing the recent pneumococcal 
recommendations, the DNS stated in August or 
September of last year 2016, the facility had 
identified a list of resident who required the 
immunizations and had and had been able to 
administer appropriate shots. When asked how 
the facility was ensuring the new admissions 
received the immunizations and the immunization 
record was updated, DNS stated "We check MIIC 
[Minnesota Immunization Information Connection] 
immunization site, all HUC's [health unit 
coordinators] have access, and then manager is 
responsible for making sure it gets done. If HUC 
doesn't do it, we provide immunizations, but try to 
verify if they had it." When asked about units 
where the facility did not have permanent 
managers, and who covered the role, DNS stated 
the unit manager for those units had actually left 
in October 2016, for two North and two South and 
the assistant director of nursing services was 
following up on that unit.

F 353 483.35(a)(1)-(4) SUFFICIENT 24-HR NURSING F 353 3/11/17
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SS=F STAFF PER CARE PLANS

483.35 Nursing Services

The facility must have sufficient nursing staff with 
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident, as determined by 
resident assessments and individual plans of care 
and considering the number, acuity and 
diagnoses of the facility’s resident population in 
accordance with the facility assessment required 
at §483.70(e). 
[As linked to Facility Assessment, §483.70(e), will 
be implemented beginning November 28, 2017 
(Phase 2)]

(a) Sufficient Staff. 
(a)(1) The facility must provide services by 
sufficient numbers of each of the following types 
of personnel on a 24-hour basis to provide 
nursing care to all residents in accordance with 
resident care plans:

(i) Except when waived under paragraph (e) of 
this section, licensed nurses��and

(ii) Other nursing personnel, including but not 
limited to nurse aides.

(a)(2) Except when waived under paragraph (e) of 
this section, the facility must designate a licensed 
nurse to serve as a charge nurse on each tour of 
duty.

(a)(3) The facility must ensure that licensed 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  155 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 353 Continued From page 155 F 353

nurses have the specific competencies and skill 
sets necessary to care for residents’ needs, as 
identified through resident assessments, and 
described in the plan of care. 

(a)(4) Providing care includes but is not limited to 
assessing, evaluating, planning and implementing 
resident care plans and responding to resident’s 
needs.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to provide sufficient 
nursing staff to meet assessed resident needs for 
9 of 26 residents (R165, R151, R71, R252, R54, 
R26, R118, R243, R183) reviewed for activities of 
daily living and 13 of 13 staff members (licensed 
practical nurse (LPN)-H, LPN-L, certified 
medication technician (CMT)-E, nursing assistant 
(NA)-BB, LPN-K, NA-CC, LPN-C, NA-DD, NA-FF, 
NA-GG, LPN-J, NA-I, CMT-B, anonymous nurse, 
LPN-I, NA-G) felt staffing was insufficient.   
 
Findings include:

Resident Interview:
R165's admission Minimum Data Set (MDS) 
dated 1/5/17, indicated R165 was cognitively 
intact with signs of depression but no 
hallucinations, delusions or behaviors. R165's 
MDS indicated R165 required assistance with 
bed mobility, dressing, toileting, personal hygiene 
and walking in room or on the unit. R165's MDS 
indicated resident was occasionally incontinent of 
bladder, had constant pain at 8/10 and had 
impairment in range of motion for one side upper 
and lower body. R165's MDS indicated R165 had 
diagnosis of high blood pressure, spinal stenosis 
(narrowing) and post-acute procedural pain.

 Facility will provide nursing staffing 
services according to the residents 
assessments and plans of care. 

Nursing staff will be reeducated on the 
provision of staffing related to the 
residents needs according to 
assessments and plan of care.

Weekly audits will be completed to ensure 
quality of care is being delivered.

HR and Staff Development will work with 
corporate recruiter to assist in filling open 
cores up to and including: attending job 
fairs, employment advertising, reaching 
out to Staffing Agency as necessary, 
offering additional shift bonuses, offering 
part time employees a signing bonus to 
take a FT core for the next five months as 
we continue to recruit. Working with MDH 
to grant waiver to be a satellite NAR 
training site. Reaching out to Colleges for 
a waiver to continue clinical training for 
professional nurses.  Hired 24 hour a 
week in house RN Staff Developer.  
Change in DNS and ADNS to provide new 
leadership and policy and practice 
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During interview on 1/23/17, at 4:44 p.m. R165 
said, "I have had four to five grievances 
surrounding getting pain medication on time 
sometimes it taken up to one hour or one and a 
half hours. I think they think I do not need it. We 
had a meeting today about it. I was told the 
reason they took so long as they were busy with 
other residents. I told her [social service (SS)-A] I 
get that. They could have at least relayed the 
message." I needed the pain med. R165 said, 
"Give me the respect of answering the call light. 
Voice tearful when taking. I feel some of them 
need sensitivity training. You cannot make a 
determination about someone else's pain. It 
should not take more than five to ten minutes. I 
would be ok even with 20 minutes if I had to, but 
an hour is way too long to lay in bed in pain. It is 
more on their time. R165 stated I am taking notes 
and showed surveyor documentation on R165's 
phone. R165 said, "On  1/22/17, at 7:20 p.m. I put 
the call light on about for 10 minutes an aide 
came and I requested something for pain. I put 
the call light on from 7:52 p.m. to 7:56 p.m. a 
person came in and said they would tell the 
nurse. At 8:15 p.m. had not gotten my prn [as 
needed] medication. At 8:20 p.m. I put on the call 
light. At 8:30 p.m. [NA-EE] said did not have an 
PRN's [as needed medications] due. I was given 
meds [medications] at 8:45 p.m." R165 said, "On 
the weekends the call light stays on constantly 
during the evening and on the weekends the 
response is very slow. I have been incontinent 
one to two times after putting on the call light."

R151's admission MDS dated 1/7/17, indicated 
R151 was cognitively intact with no behaviors and 
required assistance with activities of daily living 

change.
 
HR and Staff Development Nurse are 
responsible for monitoring compliance.

QAPI will review audits and actions a to 
provide direction or change as needed.

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  157 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 353 Continued From page 157 F 353

(ADL) including bed mobility and transfers. 
R151's MDS indicated R151's diagnoses included 
cerebral vascular accident (stroke) and left sided 
hemiplegia (weakness). During review of the 
Medication Administration Record (MAR) dated 
1/1/17 through 1/31/17, it was revealed R165 had 
an order for Oxycodone 10 (milligram) mg three 
times a day as needed for pain with at least three 
hours between doses. On 1/22/17, the MAR 
indicated R165 received oxycodone 10 mg at 
12:15 a.m. and 8:41 p.m. with a pain rating of 
8/10 both times (on a scale of 0 no pain and 10 
the most pain).

During interview on 1/24/17, at 9:37 a.m. R151 
said, "I have to have a lot of patience in here to 
get to bed you have to wait a long time before 
they come some evenings. Sundays are really 
bad. They are kind of lax about Sunday. There is 
a lot of waiting here for things. They have other 
residents, I understand. I sleep with my door 
open at night and the call lights go all night. 

R71's MDS indicated R71 required assistance 
with bed mobility, transfers, dressing, toileting, 
and personal hygiene R71's MDS indicated 
resident was frequently incontinent of bladder, 
and had occasional pain at 4/10. R71's MDS 
indicated R71 had diagnoses of diabetes, and 
chronic kidney disease.

During interview on 1/24/17, at 8:56 a.m. R71 
said, "I waited from 3 a.m. to 3:45 a.m. to get 
back to bed last night. There is a couple times 
this happens but I report it and the person that 
has been reported gets back to you." R71's 
quarterly MDS dated 11/9/16, indicated R71 was 
cognitively intact with signs of depression but no 

FORM CMS-2567(02-99) Previous Versions Obsolete MEZ011Event ID: Facility ID: 00943 If continuation sheet Page  158 of 184



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/28/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245148 01/30/2017

C

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

3201 VIRGINIA AVENUE SOUTH
GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA

SAINT LOUIS PARK, MN  55426

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 353 Continued From page 158 F 353

hallucinations, delusions or behaviors. 

R252's admission MDS dated 12/29/16, indicated 
R252 was cognitively intact. R252's MDS 
indicated R252 was Independent with activities of 
daily living and received Intravenous medications. 
R252's MDS indicated R252 had diagnoses of 
diabetes, and chronic foot ulcer.  

During interview on 1/23/17, at 5:38 p.m. R252 
said, "Sometimes, I have to wait 45 minutes to an 
hour to get my IV [intravenous] site flushed." 

R54's quarterly MDS dated 1/5/17, indicated R54 
had intact cognition and required limited to 
extensive assistance with ADL's.
On 1/23/17, at 4:46 p.m. when asked if he felt 
there was enough staff available to make sure 
you get the care and assistance you need without 
having to wait a long time R54 stated "I wait 
sometimes a long time. Sometimes 45 minutes to 
an hour."

R26's 30 day scheduled assessment MDS dated 
1/13/17, indicated cognition was intact, required 
extensive physical assistance of two staff with 
bed mobility, dressing, toilet use, personal 
hygiene and used a wheelchair for mobility.  

On 1/23/17, at 5:22 a.m. when asked if she felt 
there was enough staff available to make sure 
she got the care and assistance she needed 
without having to wait for a long time R26 stated 
"they put one staff here some just stand . I can 
only sit in my chair for 3 hours I ask to be laid 
down and they say no it is almost supper or lunch 
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and I do not get in bed."

R118's quarterly MDS dated 12/16/16, indicated 
cognition was intact, required supervision to 
extensive physical assistance of one staff with 
bed mobility, dressing, toilet use, personal 
hygiene and used a walker for mobility.  

On 1/24/17, at 8:31 a.m. when asked if she felt 
there was enough staff available to make sure 
she got the care and assistance she needed 
without having to wait for a long time R118 stated 
"I don't get regular baths, I get them when they 
come and ask if I have had one. They never 
answer my light. The staff plays a lot too. I have 
waited up to two hours for my light to be 
answered. I fell and just laid there and I had the 
bathroom light on within the last month."

R243's admission MDS dated 1/14/17, indicated 
cognition was intact, required extensive physical 
assistance of two staff with bed mobility, 
dressing, toilet use, personal hygiene and used 
walker and wheelchair for mobility.  

On 1/24/17, at 9:26 a.m. when asked if she felt 
there was enough staff available to make sure 
she got the care and assistance she needed 
without having to wait for a long time R243 stated 
"many times no. Sometimes long call light waits. 
Sometimes it takes a while for staff to answer 
alarm."

R183's quarterly MDS dated 11/29/16, indicated 
cognition was intact, required total dependence to 
extensive physical assistance of two staff with 
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bed mobility, dressing, toilet use, personal 
hygiene and used a wheelchair for mobility.  

On 1/24/17, at 9:26 a.m. when asked if she felt 
there was enough staff available to make sure 
she got the care and assistance she needed 
without having to wait for a long time R183 stated 
"I have to wait between 45 minutes and 2 hours 
for help."

Staff interviews
On 1/25/17, at 6:44 a.m. when asked about 
staffing level at the facility LPN-H stated the night 
shift was always short staff and that made it 
impossible to get the cares done timely and 
residents had to wait for a while before staff 
would get to them. 

On 1/25/17, at 7:56 a.m. when sitting at the 
nursing station, NA-J was overheard stated "I 
don't know how they expect us to do all this 15 
minutes checks to all this people when we have 
all the rest of the work to do."
-At 7:57 a.m. when approached and asked about 
staffing stated "it's actually okay. I was just joking. 
I like to give the social worker hard time." 

On 1/27/17, at 5:56 a.m. LPN-L said, "This floor is 
ok but when I work on second floor they always 
need more staff. Usually on second floor we get 
the job done but it is straining. Third floor it is a lot 
of residents who need two to three staff members 
for turning or transferring. We do the best we are 
able."

On 1/27/17, at 6:06 a.m. CMT-E said, "I mostly 
work on 1 North. We have one nurse and one 
aide, sometime two aides if busy or need more 
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help. Staffing is ok we can get our work done. We 
are not able to supervise those that go outside to 
smoke because we are busy and cannot hear the 
call lights on 1 North." 
On 1/27/17, at 6:14 a.m. NA-BB said, "There are 
two of us for all of our residents on the floor. Most 
of the residents are two people assist or total. 
Sometimes we have to get the aide from the 
other floor. I cannot get everything done but I do 
my best and let the nurse know."  

On 1/27/17, at 6:22 a.m. LPN-K stated, "On the 
night shift I have both the ACU [Alzheimer Care 
Unit] and the AACU [Advance Alzheimer Care 
Unit]. I have 46 patients and two aides. I am the 
third person or we call from other floors. I am also 
the supervisor usually the two aides can pretty 
much handle it. They manage. Nights is not busy 
the residents are sleeping. During the evening 
shift they need five staff members but except for 
survey they have three to four staff."

On 1/28/17, at 2:05 a.m. NA-CC said, "Staffing is 
up and down. When it is up I can get my work 
done, when it is down I have to let something go."

On 1/28/17, at 2:57 a.m. LPN-C said I have 20 
residents. During survey we have three nursing 
assistants. Normally we have two to two and a 
half nursing assistants. We are short nurses and 
aides a lot of the time it is so hard. We do our 
best. 

On 1/28/17, at 3:04 a.m. NA-DD said, "We are 
always short. If a call light goes off we try to 
answer right away because we have to know 
what somebody wants. Sometimes we cannot get 
to the call lights for 30 minutes."
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On 1/28/17, at 3:11 a.m. NA-FF said, "Most of the 
time we only have two aides. If we need help, the 
residents are having to wait, but I don't know how 
long they wait. I think we have been working short 
most of the time I have worked here. We are 
always busy. We are few. I have worked here 
over year. We always work short. I work nights by 
myself on ACU [Alzheimer Care Unit]. Some of 
the residents cannot reposition themselves and 
need to wait until there is another person. Some 
resident have to wait 20 minutes to an hour for 
me to get help to turn them. R26 does not yell, 
when we are free, we take her and transfer her to 
the bedpan. Sometimes when I am the only one 
on the unit she has to wait 30 minutes to go to 
bed."

On 1/28/17, at 3:20 a.m. NA-GG said, "I am 
working a double today. I work doubles often 
because we are short. Third floor needs six 
people on day shift between both units. It is so 
hard, we have too many residents do everything. 
We do what we can but it is not your best. 
Sometimes we are not on time for repositioning. 
We cannot come back if they ref something and 
offer again, like shaving." 

On 1/28/17, at 3:44 a.m. when asked about 
staffing, LPN-J laughed at surveyor and said, 
"They are trying. I have two nursing assistants 
and a CMT. We share an aide between 2 South 
and 2 North." LPN-J said, "No, we do not have 
enough staff. We make out with what we got. We 
try, some days it is worse. If we have a call in we 
keep calling people and hope someone will come 
in.  The residents don't care about others. I have 
to tell people that someone who is sick is my first 
priority and that I won't miss a soul but it may take 
too long. If someone falls, they are first. A fall is a 
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priority. I am here at 6:30 a. m. and I am often still 
here until sometimes 5 or 6 pm. I like the home, 
but we need more aides. We need a third one in 
the morning [DNS] said he will initiate a third aide 
but we have not seen it yet. We have more help 
during the week than we do on the weekend 
because the managers work with the aides.

On 1/28/17, at 2:19 p.m. when asked about 
staffing NA-I stated staffing was so bad and the 
staff was not able to toilet and answer all the call 
lights timely because there was not enough staff 
around for all the resident needs. 

On 1/28/17, at 2:54 p.m. CMT-B stated when 
asked about staffing "Horrible. We have talked to 
them about having one [trained medication aide] 
TMA for each of the units and nothing has been 
done. Sometimes it's so bad and I have had to 
work in three units down stairs and up here to 
help the nurse. We have to do the blood sugar as 
those have to be done before the meal and are 
time sensitive and sometimes we are just not 
able to get everything done. Going between the 
units is so bad and between doing treatments and 
passing the medications it's hard to tell you and 
this is not safe for the residents and for our 
license or certificate." If we have someone to do 
checks every 15 minutes this is even another 
challenge added and to tell you the truth that is 
when you say I have to choose what to do 
because there is not enough staff here to do it 
all."

On 1/28/17, at 3:07 p.m. anonymous nurse 
approached surveyor stated she wanted to have 
a serious word with this surveyor about the 
working conditions at the facility. nurse directed 
surveyor to a room and stated "I want you to tell 
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me how someone can do this when there is only 
one nurse at night with two aides and there are 
four residents who use Hoyer's which need two 
staff to get the resident in and out of bed. 
Sometimes when there is a sick resident it is hard 
to get anything done here because there is only 
one aide and I have to help them to turn, 
reposition, toilet residents who need two staff for 
assist. When someone is sick you know and 
someone is on the floor after a fall I don't even 
know what to do because I have to attend to this 
one who is on distress. There is no cordless 
phone to call you know 911 and as I am getting 
this other one off the floor for the supervisor to 
come help. So they would pull the only other aide 
from the other unit to help here and guess what 
unit is left without a staff to monitor or answer the 
call lights which very dangerous and unsafe. I 
have told them about this chronic staffing 
problem and feel like sometimes am being 
insubordinate to them. When working I have to 
have residents wait if they need pain medications 
or need to use the toilet because I have to attend 
to the one who is in distress because I just can't 
do it all because there is just not enough staff 
here. At times the supervisor can help but most 
times they are busy helping another unit which is 
in need." As staff spoke with surveyor she started 
to cry and was shaking stated she was afraid 
something bad was going to happen with the 
residents not getting their needs met because of 
staffing "Please do something." 

On 1/28/17, at 3:13 p.m. LPN-I when asked about 
staffing "I have reported the concern about 
staffing to management several times. There is 
one TMA between the units and honestly it's just 
not enough and if one of the residents got sick or 
there was a fall you feel like you are sinking 
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because you have to give medications for 27 
residents. There was only two aides and they 
need help. It is not safe at all to the residents 
because they unit is heavy and residents have 
huge needs." 

On 1/30/17, at 9:45 a.m. when asked about 
staffing NA-G stated "since you guys came to the 
facility they have been over staffing the units and 
today I think people called in because they don't 
want to work when you are here. We are 
supposed to have three aides in the unit 
depending on the census and two in the memory 
unit. It is hard all the time and we are not able to 
do everything we are supposed to do for the 
residents and have to make them wait. I have to 
take care of myself because I can do so much 
because we get burned out and they think we can 
do this all when we are working with less staff. 
They started the hospitality aide thing and they 
are supposed to come and help pass the water, 
and clean out after the meals but that department 
has huge turnover and most of the times the aide 
never shows up to the floor to help. Its's hard and 
staffing is bad here they think we can do it all. 
The resident don't understand when we are not 
able to meet their needs because they depend on 
us to assist them but we are short and don't have 
enough help."

On 1/26/17, at 8:31 a.m. the nursing department 
educator stated that new employees orientation 
was run weekly for the facility, and she worked 
individually with staff on the floor that required 1:1 
hands on training or review. 

On 1/30/17, at 1:00 p.m. an interview with human 
resources (HR) revealed a large number of open 
positions in the facility. Staffing was based on 
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positions listed in FTE (Full Time Equivalent= 40 
hours per week, 80 hours per pay period). A 1.4 
FTE would fill one 8-hour shift for 14 days, in 
other words the facility had 32 open positions, 
and lacked more than 11 full time employees in 
the nursing department. HR indicated the open 
positions for the nursing department include:
Registered nurse (RN) supervisors 2.0 FTE = 160 
hours per pay period.
Nurses RN or LPN 2.7 FTE 216 hour per pay 
period
CMT or TMA 1.5 FTE = 120 hours per pay period 
and 
NA 10.5 FTE = 840 hours per pay period. 

On 1/30/17, at 2:00 p.m. the staffing coordinator 
verified it was fair to say the facility occasionally 
worked short. The staffing coordinator verified 
that the schedule had only 50% of shifts filled 
after the posted date of the schedule. 

On 1/30/17, at 1:59 p.m. the facility Medical 
Director (FMD) was interviewed and stated that 
staffing was discussed in quality meetings in 
regard to the challenge of having full staffing, a 
full compliment of staff of board. FMD further 
stated, trying to retract and retain really good 
employees in this market was very difficult. When 
asked if each individual fall was not tracked and 
discussed in the quality meeting, FMD stated just 
numbers in a report.

During review of the block scheduling provided 
when there was multiple grievance reports of staff 
not providing pain medications timely and call 
lights not being answered for the following dates 
1/5/17, 1/6/17, 1/7/17, and 1/8/17, the block 
scheduling did not reflect a consistent staffing 
pattern for the facility on the evening shift. On the 
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dates reviewed, it was revealed there was 
between 13-21 nursing assistants scheduled for 
the PM shift. 

During review of actual staffing sheets for 
assorted days it was revealed on 10/30/16, 
11/25/16, 12/10/16, 12/12/16, 12/15/16, 12/29/16, 
1/14/17, 1/15/17, and 1.27/17, multiple staff had 
picked up multiple shifts, worked doubles back to 
back, staff had been floated between units and 
there were no replacement for the units they had 
been moved from and staff had been scheduled 
but then removed from the schedule without 
explanation. In addition it was revealed multiple 
staff had called in sick with no replacements on 
multiple shifts. 

A review of the falls indicated 16 falls in the facility 
within the last 3 months, which had not been 
tracked or trended by individual resident and 
most of the falls lacked root cause analysis 
performed for those with multiple falls. 

During review of the 13 "call light" audits done 
between October and December 2016, it was 
revealed the call light audits were actually for 
accommodation of needs follow-up from a prior 
survey, and only answered the following 
questions: "Is call light within reach", "Does 
clothing fit properly", d\"Does care plan reflect, 
follow up needed". The audits did not reflect 
actual time call light was on, the room number or 
unit it occurred on and if the need had been met.

Refer to F225/F226. The facility failed to identify 
report and thoroughly investigate allegations of 
abuse resulting in residents being afraid of 
unwanted touch, threats of physical harm from 
staff and other residents and not receiving 
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assistance as needed, which resulted to an 
immediate jeopardy.

Refer to F241. The facility failed to ensure 2 of 2 
residents (R26, R80) was treated in a dignified 
manner during personal cares. R26 sustained 
emotional harm when the facility failed to provide 
assistance with care resulting in R26 having fecal 
incontinence. 

Refer to F312. The facility failed to provide 
assistance with grooming and toileting 2 of 3 
residents (R150, R26) who required assistance 
with activities of daily living.

Refer to F323. the facility failed to thoroughly 
assess for and implement interventions to 
prevent falls for 2 of 3 residents (R118, R119) 
reviewed. This resulted in actual harm for R118 
who sustained multiple minor injuries. In addition 
the facility failed to ensure 1 of 3 residents (R151) 
was safe in bed with rails on the bed and the 
facility failed to ensure 1 of 1 resident (R260) had 
appropriate supervision during smoking.

F 356

SS=C

483.35(g)(1)-(4) POSTED NURSE STAFFING 
INFORMATION

483.35
(g) Nurse Staffing Information
(1)   Data requirements.  The facility must post 
the following information on a daily basis:

(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked 
by the following categories of licensed and 

F 356 3/11/17
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unlicensed nursing staff directly responsible for 
resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed 
vocational nurses (as defined under State law)

(C) Certified nurse aides.

(iv) Resident census.

(2) Posting requirements.

(i) The facility must post the nurse staffing data 
specified in paragraph (g)(1) of this section on a 
daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to 
residents and visitors.

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

(4) Facility data retention requirements.  The 
facility must maintain the posted daily nurse 
staffing data for a minimum of 18 months, or as 
required by State law, whichever is greater.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to post the required nurse staffing 

 New Posted Nursing Hour form has been 
implemented to reflect daily nursing hours 
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information daily. In addition, nursing hours were 
counted for staff that were not assigned direct 
care duties for residents. This had the potential to 
affect all 177 residents in the facility.

Findings include:

On 1/30/17, at 2:00 p.m. an interview with the 
staffing coordinator, director of nursing services 
(DNS), executive director (ED), and intern was 
held. During the interview the staffing coordinator 
was asked if the five registered nurse's (RNs) 
noted on the day shift staff posting for 1/25/17, 
included nurse managers in the count, since a 
review of the actual staffing sheet showed one 
RN during the day shift. Staffing coordinator and 
DNS verified that nurse managers were counted 
in the posted hours. DNS and ED verified the 
nurse managers do not have a direct patient care 
assignment. 

On 2/1/17, at 12:09 p.m. the staffing coordinator 
stated each staff posting page had three days on 
it. The nurse staffing posting when posted 
included the hours for three consecutive days. 
The facility staffing coordinator was asked who 
was responsible for updating the staff posting 
every shift if there were changes, no answer has 
been received. 

On 2/6/17, at 12:00 noon the staffing coordinator 
stated the day shift posting was updated by her 
every day, but the weekend was posted for the 
entire three day weekend on Friday and it was up 
to the nurse supervisors to update the census 
and staffing on the weekend.

The Facility Nurse Staff Hours policy dated 
8/14/14, stated nursing staff hours will be posted 

of assigned staff providing direct care 
24/7.  Staffing coordinator has been 
educated on new Posted Hour form

Weekly audits will be completed 

Staffing coordinator is responsible for 
monitoring compliance.

QAPI will review audits and actions to 
provide direction or change as needed.
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in accordance with state and federal regulations 
in all facilities. The facility failed to post the nurse 
staffing hours daily, in addition, the facility failed 
to update the nurse staff posting every shift which 
would include only direct care staff hours.

F 490

SS=F

483.70 EFFECTIVE 
ADMINISTRATION/RESIDENT WELL-BEING

483.70 Administration. 
A facility must be administered in a manner that 
enables it to use its resources effectively and 
efficiently to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident.
This REQUIREMENT  is not met as evidenced 
by:

F 490 3/11/17

 Based on interview and document review, the 
administrator failed to identify, report and 
thoroughly investigate allegations of abuse 
resulting in residents being afraid of unwanted 
touch, threats of physical harm from staff and 
other residents and not receiving assistance as 
needed with toileting for 6 of 12 residents (R183, 
R1, R80, R12, R118, R260). In addition, the 
facility failed to to identify, report and thoroughly 
investigate allegations of abuse for 6 of 12 
residents (R165, R112, R186, R145, R218, R28). 
This had the potential to affect all 177 residents 
who resided in the facility. 

Findings include:

Grievance Reports and Incident Reports reviews 
going back six months to July 2016, were 
completed. The administrator failed to identify a 
problem with the identifying, reporting and 
investigating potential abuse. The administrator 
failed to respond appropriately to address the 

 New administration was put in place late 
November 2016 to ensure policies and 
procedures regarding quality of life and 
quality of care were initiated and staff is 
being held a accountable.  

New grievance process has been put in 
place along with training staff on the 
importance of understanding and 
reporting grievances in a timely manner 
along with understanding allegations 
versus grievances.

Executive Director and or designee in her 
absence reviews all 
grievances/investigations and gives 
directions as needed immediately after 
being notified from mandated reporters 
who have been reeducated on timely 
reporting.  

Please refer to plan of corrections:  F241, 
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problem. 

The Administrator Job Description which included 
an addendum labeled Compliance Liaison 
Responsibilities updated 10/14/15, noted as 
follows:
"Compliance Liaisons are responsible for: 
providing leadership and support regarding 
compliance issues at their operational level and 
facility levels��distributing written 
compliance-related materials as necessary��
assuring the provision of appropriate training and 
the proper documentation of such training��
assuring the appropriate distribution of internal 
and external audits reports and monitoring of 
corrective action related to such reports or other 
identified compliance related issues��assuring 
proper reporting and responses to 
compliance-related functions." The addendum 
went onto note the administrator was to lead by 
example, was to monitor the staff training, and 
was to conduct internal audits for monitoring, 
identify issues from the audits to ensure 
corrective action was taken to address the issue, 
and prevent the issue from re-occurring.
 
On 1/25/17, at 4:04 p.m. during interview with the 
executive director (ED) and director of nursing 
services (DNS), the ED stated we do not always 
get called on grievances. The ED said, "Some of 
these [grievances] I was not made aware of. We 
get a report and if we think it is abuse and 
neglect, we do our best to report it. By the time 
we became aware of issues, it was several days 
or several weeks after the event. We were not 
review grievances at the time they were made. At 
the end of November, I changed the process for 
grievances and abuse reporting, when we were 
talking about a resident to resident." The DNS 

F312, F323 and F497.

ED and DNS are responsible for 
monitoring compliance.

QAPI will review audits and actions to 
provide direction or change as needed.
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explained the grievance process has been 
revised. The DNS said, "The plan we have in 
place now is that every grievance needs to be 
reported to me, so I and the ED can determine if 
an OHFC [office of health facility complaints] 
report is required." The ED said "What we have in 
place now will allow us to be sure grievance are 
followed up on and completed thoroughly. Every 
grievance will be reviewed by the team during 
stand up meeting. We want to see every 
grievance. The expectation is whenever there is a 
concern the supervisor will notify me."             

Refer to F225/F226. The facility failed to identify 
report and thoroughly investigate allegations of 
abuse resulting in residents being afraid of 
unwanted touch, threats of physical harm from 
staff and other residents and not receiving 
assistance as needed, which resulted to an 
immediate jeopardy.

Refer to F241. The facility failed to ensure 1 of 2 
residents (R26) was treated in a dignified manner 
during personal cares. R26 sustained emotional 
harm when the facility failed to provide assistance 
with care resulting in R26 having fecal 
incontinence. 

Refer to F312. The facility failed to provide 
assistance with grooming and toileting 2 of 3 
resident (R150, R26) who required assistance 
with activities of daily living.

Refer to F323. The facility failed to thoroughly 
assess for and implement interventions to 
prevent falls for 2 of 3 residents (R118, R119) 
reviewed. This resulted in actual harm for R118 
who sustained multiple minor injuries.  
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Refer to F497. The facility failed to complete 
performance reviews every 12 months and failed 
to ensure the nursing assistant(s) had completed 
at least 12 hours of continuing education which 
would include abuse/neglect training and 
dementia training for 10 of 10 nursing assistants 
(NA)-L, NA-P, NA-Q, NA-R, NA-T, NA-U, NA-V, 
NA-W, NA-X, NA-Y.

F 497

SS=F

483.35(d)(7) NURSE AIDE PERFORM 
REVIEW-12 HR/YR INSERVICE

(d)(7) Regular In-Service Education

The facility must complete a performance review 
of every nurse aide at least once every 12 
months, and must provide regular in-service 
education based on the outcome of these 
reviews.  In-service training must comply with the 
requirements of §483.95(g).
This REQUIREMENT  is not met as evidenced 
by:

F 497 3/11/17

 Based on interview and document review, the 
facility failed to complete performance reviews 
every 12 months and failed to ensure the nursing 
assistant(s) had completed at least 12 hours of 
continuing education for 10 of 10 nursing 
assistants (NA)-L, NA-P, NA-Q, NA-R, NA-T, 
NA-U, NA-V, NA-W, NA-X, NA-Y. This had the 
potential to affect all 177 residents in the facility. 

Findings include:

Nursing assistant (NA)-L's personnel file was 
reviewed on 1/27/17, and indicated a hire date of 
2/12/07. The personnel file indicated NA-L's void 
of any evidence that a performance evaluation 
had been completed at all. In addition, a review of 
NA-L's Training Records from 1/1/16 through 

 New in house RN Staff Development 
nurse was hired 2/17/2017 to partner with 
HR Director to ensure all nursing assistant 
staff complete the required 12 hours of 
yearly mandatory training.  Any NAR not in 
yearly compliance by 12/2017 and there 
after by anniversary date will be removed 
from schedule until training is completed.

The process for annual performance 
evaluation will be implemented and all 
staff will be evaluated by 12/2017 and 
there after on anniversary date.

Audits will be completed monthly by Staff 
Developer and HR Director to ensure 
compliance of evaluations and continuing 
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12/31/16, noted NA-L only had 5.75 hours of 
continuing education, which only included the 
dementia training. The file lacked evidence of the 
NA having completed twelve hours of continuing 
education in the last year.

NA-P's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 12/5/85. The 
personnel file indicated NA-P's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-P's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-P only had 10.25 hours of continuing 
education, which included the dementia and 
abuse training. The file lacked evidence of the NA 
having completed twelve hours of continuing 
education in the last year.

NA-Q's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 4/8/14. The personnel 
file indicated NA-Q's void of any evidence that a 
performance evaluation had been completed at 
all. In addition, a review of NA-Q's Training 
Records from 1/1/16 through 12/31/16, noted 
NA-Q had no documented hours of continuing 
education, which included abuse and dementia 
training. The file lacked evidence of the NA 
having completed twelve hours of continuing 
education in the last year.

NA-R's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 2/9/09. The personnel 
file indicated NA-R's void of any evidence that a 
performance evaluation had been completed at 
all. In addition, a review of NA-R's Training 
Records from 1/1/16 through 12/31/16, noted 
NA-R had no documented hours of continuing 
education, which included abuse and dementia 
training. The file lacked evidence of the NA 

education.

QAPI will review audits and actions to 
provide direction or change as needed.
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having completed twelve hours of continuing 
education in the last year.

NA-T's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 9/10/12. The 
personnel file indicated NA-T's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-T's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-T had no documented hours of 
continuing education, which included abuse and 
dementia training. The file lacked evidence of the 
NA having completed twelve hours of continuing 
education in the last year.

NA-U's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 11/21/11. The 
personnel file indicated NA-U's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-U's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-U had no documented hours of 
continuing education, which included abuse and 
dementia training. The file lacked evidence of the 
NA having completed twelve hours of continuing 
education in the last year.

NA-V's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 11/30/92. The 
personnel file indicated NA-V's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-V's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-V only had 5.75 documented hours of 
continuing education, which included dementia 
training. The file lacked evidence of the NA 
having completed twelve hours of continuing 
education in the last year.
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NA-W's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 11/6/06. The 
personnel file indicated NA-W's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-W's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-W only had 1.50 documented hours of 
continuing education, which included dementia 
training. The file lacked evidence of the NA 
having completed twelve hours of continuing 
education in the last year.

NA-X's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 11/3/08. The 
personnel file indicated NA-X's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-X's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-X had no documented hours of 
continuing education, which included abuse and 
dementia training. The file lacked evidence of the 
NA having completed twelve hours of continuing 
education in the last year.

NA-Y's personnel file was reviewed on 1/27/17, 
and indicated a hire date of 11/5/12. The 
personnel file indicated NA-Y's void of any 
evidence that a performance evaluation had been 
completed at all. In addition, a review of NA-Y's 
Training Records from 1/1/16 through 12/31/16, 
noted NA-Y had no documented hours of 
continuing education, which included abuse and 
dementia training. The file lacked evidence of the 
NA having completed twelve hours of continuing 
education in the last year.

On 1/26/17, at 7:03 a.m. the administrator stated 
Golden Living did not do evaluations and so they 
do not have them here. 
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The administrator was interviewed on 1/27/17, at 
1:07 p.m. and indicated she knew about the lack 
of training and stated it would be fixed.

F 520

SS=F

483.75(g)(1)(i)-(iii)(2)(i)(ii)(h)(i) QAA 
COMMITTEE-MEMBERS/MEET 
QUARTERLY/PLANS

(g) Quality assessment and assurance.

(1) A facility must maintain a quality assessment 
and assurance committee consisting at a 
minimum of: 

(i) The director of nursing services�

(ii) The Medical Director or his/her designee�

(iii) At least three other members of the facility's 
staff, at least one of who must be the 
administrator, owner, a board member or other 
individual in a leadership role��and

(g)(2) The quality assessment and assurance 
committee must :

(i) Meet at least quarterly and as needed to 
coordinate and evaluate activities such as 
identifying issues with respect to which quality 
assessment and assurance activities are 
necessary��and

(ii) Develop and implement appropriate plans of 
action to correct identified quality deficiencies��

(h) Disclosure of information.  A State or the 
Secretary may not require disclosure of the 
records of such committee except in so far as 

F 520 3/11/17
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such disclosure is related to the compliance of 
such committee with the requirements of this 
section.

(i) Sanctions. Good faith attempts by the 
committee to identify and correct quality 
deficiencies will not be used as a basis for 
sanctions.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to develop a quality 
assessment performace improvement (QAPI) 
committee that established appropriate plans of 
action for identified quality deficiencies related to 
ensure allegations of abuse were thoroughly 
investigated for 6 of 6 residents (R183, R12, 
R167, R118, R260, R1) which resulted in 
extended survey, and then immediate jeopardy 
for the facility. In addition, the facility failed to 
ensure staff treated residents with dignity for 2 of 
2 residents (R26, R80), incidents and accidents 
were tracked or trended for patterns, and failed to 
do root cause analysis for repeated falls for 2 of 3 
residents (R118, R119). This had the potential to 
affect all 177 residents in the facility. 

Findings include:

Refer to F225: The facility failed to report to the 
administrator and state agency, and investigate, 
all allegations of staff abuse, neglect, and/ or 
mistreatment for 6 of 6 residents (R183, R12, 
R167, R118, R260 and R1) who made allegations 
of staff maltreatment. The failure of the facility to 
ensure a system was in place regarding all 
allegations of staff abuse, neglect, and 
mistreatment were reported to the administrator 
and state agency, and were thoroughly 

 QAPI will be held quarterly to establish 
appropriate plans of actions to identify 
quality deficiencies to ensure plans of 
correction are developed and met to 
ensure the well being of resident care, 
staff development and family/resident 
satisfaction.  QAPI will have adverse 
event monitoring to systemically identify, 
report, track, investigate, and analyze 
such events.  Facility will use the data and 
information relating to adverse events to 
develop plans to prevent/correct adverse 
events.

Appropriate designated staff will attend 
QAPI quarterly.

QAPI minutes will reflect appropriate 
plans of action to correct identified quality 
deficiencies.  Staff will be educated on 
QAPI process.

DNS or designee will monitor compliance.

QAPI will review and update QAPI 
process as necessary to meet 
compliance.
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investigated, resulted in an Immediate Jeopardy 
(IJ) for all 177 residents currently residing in the 
facility. 

Refer to F226: The facility failed to ensure the 
abuse prevention policy and procedure was 
implemented for 6 of 6 residents (R183, R12, 
R167, R118, R260 and R1) who made allegations 
of staff abuse, neglect, and/or mistreatment, and 
the facility failed to report to the State agency 
(SA), and/or administrator, and did not complete 
a thorough investigation, resulted in an IJ. This 
had the potential to affect all 177 residents 
currently residing in the facility. 
 
Refer to F241: The facility failed to ensure staff 
treated residents with respect during incontinence 
cares for 2 of 2 residents R26 and R80 resulting 
in psychosocial harm for 1 resident (R26).

Refer to F323: The facility failed to track or trend 
falls for patterns and root cause analysis for 2 of 
3 residents (R118, R119) reviewed. This resulted 
in actual harm for R118 who sustained multiple 
minor injuries.

Review of QAPI Minutes sign in sheet for the 
period of March 2016, through December 2016, 
indicated facility QAPI met monthly. The QAPI 
Minutes for 7/20/16, 8/17/16, 9/21/16, and 
10/19/16, did not indicate the executive director 
attended the meetings or calling in to the 
meetings.

During interview on 1/30/17, at 1:59 p.m. medical 
director indicated he was informed of immediate 
jeopardy this weekend but no one had requested 
his input for plan of removal. When asked what 
the quality assistance and performance 
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improvement (QAPI) committee did in regards to 
allegations of abuse or neglect toward residents, 
the medical director stated, "The lead social 
worker explains what concerns were made and 
the investigation and what conclusions were 
made. We look at things like were call lights 
answered properly, concerns of abuse, staff 
terminations and what happened and lost items." 
Medical director was unable to verify if QAPI was 
tracking or trending timeliness of reporting 
allegations of abuse to the executive director, or 
number of abuse allegations that were being 
reported on grievance forms. The medical 
director said "My experience about abuse or true 
neglect was that those were handled much more 
expeditiously." Medical director indicated the 
interim executive director was not always at the 
QAPI meetings and was "hard to touch base with 
as he was not in the office frequently, when I 
come in to see patients." When asked if the 
Executive Director ever called into the QAPI 
meetings on the phone the medical director said, 
"No." Medical director indicated Staffing concerns 
were discussed at the QAPI meetings as it was a 
challenge to have full staff but he believed they 
now had a "full complement of staff on board." 
The medical director stated, "I am not aware of 
any incidents or accidents related to short 
staffing." The medical director stated smoking in 
the courtyard has been a big topic with QAPI over 
a long period of time. Trying to allow access to 
smoking but keep it as safe as possible is 
difficult. Supervised smoking works but you 
cannot put all the smokers in the smoke room at 
the same time. We try to discourage it but it is 
impossible to enforce. When asked about falls 
the medical director said, "We try to look at how 
many falls, where they are happening, each 
individual fall, how do we keep them safe without 
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restraint, individuality and independence." The 
Medical director was unable to verify if R118's 
falls were discussed. "[R118] is not my patient. I 
wouldn't remember names." 

During interview on 1/30/17, at 2:31 p.m. the 
director of nurses (DNS) explained the QAPI 
process because the Executive Director was new 
and had only been at the 12/21/16, QAPI 
meeting. The DNS said, "We have not been 
reviewing grievances at QAPI. As a team we talk 
about VOI's [Verification of Investigations] or 
OHFC [Office of Facility Complaints] reports. I 
connect with medical director and update him to 
specific cases." When asked has the QAPI 
identified the concerns identified during the 
survey DNS said, "Yes, we have talked a lot about 
grievances" DNS initially denied knowing there 
was a was a problem with grievance process and 
said, "We have a decision tree for what to report" 
DNS then stated in October or November, we felt 
the process needed to be looked at and 
re-evaluated. DNS said, "[QAPI committee] 
Talked about it [grievance process], but only 
mentioned in QAPI, that we would look at a 
grievance process." DNS said we put a new 
process in place in November. We have made 
progress, but if it happens on evenings or 
weekends, we have not heard. Anyone or 
everyone can complete a grievance form, but 
communication to get to manager is an issue." 
DNS said, "We met and review falls, total number 
of falls compared to individual falls. I have a 
report that I generate, total falls for March, June, 
July. We look at time of day, the room, and look 
at patterns." When asked if this was instead of 
root cause analysis DNS said, "Yes" DNS was 
unable to discuss facility fall rate or how it was 
calculated. This information had been requested 
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previously but not provided. Only action plan DNS 
shared was there had been an action plan for 
"how to recruit more staff, fill shifts and offer 
incentives."

QAPI Committee Guideline Revised August 2014 
instructed staff, "The QAPI Committee monitors 
and sustains Living Center operational 
performance in clinical and non-clinical systems 
through self-identification and improvement in 
areas where opportunities for improvement 
(OFIs) have been identified."
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IA

Type of Survey (select all that apply):

A

Extent of Survey (Select all that apply):

3.25Total Clerical/Data Entry Hours...............................................................

 34.75Total Supervisory Review Hours ...............................................................

NWas Statement of Deficiencies given to the provider on-site at completion of the survey? .....

18623

30951

32982

35569

35993

37910

01-27-2017

01-25-2017

01-23-2017

01-23-2017

01-23-2017

01-23-2017

01-27-2017

01-30-2017

01-30-2017

01-30-2017

01-30-2017

01-30-2017

 0.00

 0.00

 0.00

 0.00

 2.00

 0.00

 0.50

 3.50

 5.00

 3.50

 6.50

 5.00

 3.50

 38.50

 43.75

 48.00

 53.00

 53.00

 0.00

 0.00

 2.00

 2.00

 2.75

 2.75

 0.00

 0.00

 0.00

 0.00

 0.00

 0.00

 1.00

 15.00

 15.00

 26.50

 27.50

 37.00

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

DEPARTMENT OF HEALTH AND HUMAN SERVICES                                                          FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION                                                            OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,

Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor.   Use the surveyor's information number.

4.

Pre-Survey On-Site On-Site On-Site Travel Off-Site Report

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

12am-8am 8am-6pm 6pm-12am Hours

(E) (F) (G) (H) (I)

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring       G Validation            K State License

D Follow-up Visit          H Life safety Code      L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey
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A

Type of Survey (select all that apply):

D

Extent of Survey (Select all that apply):

2Total Clerical/Data Entry Hours...............................................................

 0.25Total Supervisory Review Hours ...............................................................

UWas Statement of Deficiencies given to the provider on-site at completion of the survey? .....

32982 01-25-2017 01-26-2017  0.00  0.00  6.00  0.00  0.25  3.00

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,

Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor.   Use the surveyor's information number.

4.

Pre-Survey On-Site On-Site On-Site Travel Off-Site Report

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

12am-8am 8am-6pm 6pm-12am Hours

(E) (F) (G) (H) (I)

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring G Validation K State License

D Follow-up Visit H Life safety Code L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey
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A

Type of Survey (select all that apply):

D

Extent of Survey (Select all that apply):

2Total Clerical/Data Entry Hours...............................................................

 0.25Total Supervisory Review Hours ...............................................................

UWas Statement of Deficiencies given to the provider on-site at completion of the survey? .....

35993 01-25-2017 01-26-2017  0.00  0.00  1.50  0.00  0.25  0.00

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,

Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor.   Use the surveyor's information number.

4.

Pre-Survey On-Site On-Site On-Site Travel Off-Site Report

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

12am-8am 8am-6pm 6pm-12am Hours

(E) (F) (G) (H) (I)

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring G Validation K State License

D Follow-up Visit H Life safety Code L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey
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IH

Type of Survey (select all that apply):

A

Extent of Survey (Select all that apply):

Total Clerical/Data Entry Hours...............................................................

 0.25Total Supervisory Review Hours ...............................................................

Was Statement of Deficiencies given to the provider on-site at completion of the survey? .....

37009 01-24-2017 01-24-2017  1.00  0.00  6.00  0.00  1.50  3.00

FORM HCFA-670 (12-91)

1.

2.

3.

5.

6.

7.

8.

9.

10.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINSTRATION OMB No. 0938-0391

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT 

Public reporting burden for this collection of information is estimated to average 10 minutes per response,

including time for reviewing instructions, searching existing data sources, gathering and maintaining data needed,

and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any

other aspect of this collection of information, including suggestions for reducing the burden, to Office of

Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; or to the Office of Management and Budget,

Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor.   Use the surveyor's information number.

4.

Pre-Survey On-Site On-Site On-Site Travel Off-Site Report

Preparation

Hours

(D)

Hours Hours Hours Hours Preparation

12am-8am 8am-6pm 6pm-12am Hours

(E) (F) (G) (H) (I)

First Last

Date Date
Arrived Departed

Surveyor Id Number

(A) (B) (C)

Team Leader

A Complaint Investigation  E Initial Certification I  Recertification

B Dumping Investigation    F Inspection of Care    J Sanction/Hearing

C Federal Monitoring G Validation K State License

D Follow-up Visit H Life safety Code L Chow

A Routine/Standard (all providers/suppliers)

B Extended Survey (HHA or long term care facility)

C Partial Extended Survey (HHA)

D Other Survey



����������	��
���	������

��
�����������������

������
�����������������������

��������	
��	��
���	����������������

�������������������������
����������� � !"#�$#�!"���� ����������

	�������

�����

�������

��	�	�
���
���



�
	�������������������

�	
�������	��

	�����	�
��

����������
���������

����

	

��

�

���
��������
���
���

������������	
�� ������
�����������������������������	�
��� �

��! �����
��������������������������	����

��	�� "���������������#

�$�

�������


 �����

�����	�
�	�

�	���
�������


%�����

�����	�
�	��$�

	�	�
���
������

!������


$�����

&����	�
�	�
�$�

��
����'����������

�%� ()*� )%

� 

�%&'()��&*%��+*,

�����+*,

���#����+*,

 !$���

 !$���

 !$���

 !$���

 !$���+��+�,

 !$���+��+�,

� 

��

��

�%

��

�!

 �� ��,�
��

 �� ��,�
��

 �� ��,�
��

 �� ����

 �� ����

 �� ����

�� �� ��%��

��������	�
������
���������������������������������������

����������� ��!��"��#��$��%�����&'(

"����#"�	����#"	����
	�������#"����)��
��

	�����������#

	�	�	 	�

��&����	��
�����
�������	��������"�������������������)#

,

"�������	����

�	���������#

	%

�)

�	��
���������
����
�����
,	) �) �)

��$��

����������������

"	--�.(/01.(2�3.(34�3.(�45.167-(.(2#

����

"�8�45.167-(.�494:(;#

�	�
	��������������

"�8:�3--�.(/01.(2�3.(34�3.(�45.167-(.(2#

��	��	
���

�8.;����' !$�3





��������	�
���

�����������	�������������������

���������������� �!����!����������

"�#�"�$���������


%
&�'���������������������(���	�������))�

*���������	�*��������++)�)

����*�,�������-

.(��*�������������!������� ���(	� ���(�������������������	�����(��������������(�����/��(��(�

��������0���������������������#�������������������������������������������������(������,��1������������������2�����

��������������(������������������ �!����!�����������/(�������/�������!�����(����0�������2������������

(��0�������������������������,��3��0�������2�������������!�����������!��������������������������

��������������2����!�����������)
�41��)%5,�5	������������(��������1�������"�������	�)
�41��)%5,�+	

6���������7���	����)
�41��)%5,
+	�6���������4����(����������������(����!!������8�������������������(���(���

�����9���������������/��������������(�!��(����������!!������8������9�����/���������������������

!�����(��!���!��(�!	�0���������(���!!������8������	�/��(���������(�!,

����������������������:������7�����4������;����7�����"�#�"�$	�5
���<������������������(

�����7�����"�#	�*���++)
=	�/(��(�/����!����������>�����5�	�
���	�/��(��������!������(����0������

2�������������/����������,��7������0���/�����(��������������������(����������(��������!������,

•••• ������������	�
���������������������������������������������������  �����������!���!"� �#� ��

•••• ����$�������	�
����������%�������&����'��������������(��� ����)� )�����%"������ ���&�*���+� �����

�����������(��������1�������"��������?@)%5,�5A,�����������������(����������������������(�����(�����0������

���!�0���	�!������!���	����������������(����������(�!�������������,

4����������(���������������/��(�����������������������!��(��������������(�����������������������������,��.(�

�!�������������*�,�7�������#��	�,

B������(������2��������	���������������������������!�,

���������	� ��

� � �

C!��1��#�;��/����

*�������������!������� ���(

7������������4������������"����!

 ���(�������������������

.����(���-�?=+�A�
��;)��
��1�-�?=+�A�
�+;&=&�

�!��-���C!�,1��#�;��/����D����,!�,��

� � �

+,-.*/.�01&�2��0.��0�01��0(��2+,-3�01�.4*�4*�5.4�-���55�2�00*�-.�0�

���������	

	���������
�	����



��������	�
���

����������������������	���

��������� ��

����������������� ��!

������� ��"	��#�$$%�$

����������������&

'!�������" ���������(���� )������!	������!�*������� ������"� �	��"��!��"���������+,�+!������-��!��!�

��"� �"�.����,� )���"��+�����"����������"����)�+������"��������"����)�+������"�����!��"������/��������������� �

��0����"��"�� �� ��),��!�������������!,"�+���"� )����"����! (����"�����"�-! �!������+�����

"�."��������0�����,� )�+�����1��."��������0�����,� )�+����(���"� ��� ��( �����)�+���+��"���������� 

�����+����� ����0����(���"�������%
��/*�%23�3	�*�"��������!��� ������/�+����,����+��+�"	

%
��/*�%23�$	�������,� )�4�)�	� ��%
��/*�%23
$	�������,� )�������!���+ �"����������!����((������

5� ����,�� ���"������!����!� ��"�)��,6����������� )� ��-���"�������+�����!��(��!����"�� ���((������

5� ����,6� ����-���"������� ��������) ��( ����!���(���(���!��(	�.�����""��!����((�������5� ����,	

-��!�� ��+�����!��(

��"��� �� ���"����,� )�7 �����4�����������������4 ��"���������8�

3
���9���������������� ��!	�������4 ��"�����	��#��$$%
:	�-!�+!�-�"�+ (������� ��;�����,�3�	�
���	

-��!���������(������!���"�."��������0�����,� )�+����-�"��� �������4�"����.�� -������!��)������

�� ���� �"��!�������� ��!�"������(����� �

•••• ������������	�
���������������������������������������������������  �����������!���!"� �#� ��

•••• ����$�������	�
����������%�������&����'��������������(��� ����)� )�����%"������ ���&�*���+� �����

*�"��������!��� ������/�+����,����+��+�"�<=%23�3>��*������� �"�����!�"��������������"�����"��!�����!��� 

.��)����)� (��.�"�	�(�"�����(���	���������+�""��,��!,"�+�������+!�(�+�����"������"

'!���. ���)�+����,�!�"������������������ �+ ���+���!����)�+���+��"�-!�+!�-��) ������������!��"����,� ��

? ��+����""�"��.,���"+�""�����!��"����,�)������"�-��!��!��)�+����,@"�(���+�������+� ���� ���"� )��!��"����,

)������"�-!�+!��� ����������������) �(��� �� ���!���� ���� �"�+���.�������-�������!��)�+����,� ������!�

�����""�.�� -

A)�, ��!������,�0��"�� �"	�����"��)����)����� �+ ���+��(�

� � �

+,-.*/.�01&�2��0.��0�01��0(��2+,-3�01�.4*�4*�5.4�-���55�2�00*�-.�0�

���������	

	���������
�	����



���+����,	� ��

� � �

B�(����/�"���� -����

�����" ���������(���� )������!

4�+��"�������������)�+��� ���� ���(

�� ���(��""����+��C���

�����!�*������� ������"� �

'����! ��&�<:$�>�
���%��
��/�D&�<:$�>�
�$�E:E�

�(���&���B�(���/�"���� -����F"����(��"

++&� 4�+��"�������������)�+��� ��/���

7 �����4�����������������4 ��"���������8�

��������	�
���

�������




��������	�
���

��������������	�������������������

��������������� 

!����!��"��������� 


#
$�%�������������������������	�������&��

'����������	�'���������&&(�(

�����'�)��������*

+���������������������������������������������,������-���� .������/����-�����!����!��"�

0
���1�� ����������������	�������-�����!���	�'���&&(
2�������3����������4�������0�	�
���)

��������3�������������������5��������3�����������������������������������������������������6��������

7��������������)

.�������������������������5���������������������������3��������������������������������������

��������)��+�������������������� ���������3���������������5�����3������3����)

8��������������7����������������3�����	�������������������������������3�)

���������	� ��

� � �

9�3����:����/��5��� 

'���������������3�������;����

-������� �����.�������������!�� ��3

!�� ��3�����������%���

;�����<� ����������������

+�������*�=2&�>�
��/(��
��:��*�=2&�>�
�&/$2$�

�3���*���9�3���):����/��5��� ?�����)3�)��

� � �

���������	
���������	������������	���������������������������

���������	

	���������
�	����



��������	�
���

���������������	���

��������������������������

���������	���������

������������� 

�!����""������������#�"���$�%����!	�%����!�&��'�����"���(����"	�����!�����������")*�)!���������!��!�

�����"��+����*��$��"���)��"����������"'���"��$�)���������"��"'���"��$�)���������"��!���������,����������'�����"

��-'�����'�����"���$*��!������"��"���!*��)��"���$�"'���"��!�#��������"����!��!�(����)��(��

�'+���"�����-'����*��$�)�����./'+���"�����-'����*��$�)����#��"���"�����#������$�)��")��������������

�����)������"���-'���#�"���'"����0
�1,&�023�3	�&�����"��4�!�(�����"��,�)����*�5��)��)��	

0
�1,&�023��	�6'����*��$�7�$�	����0
�1,&�023
�	�6'����*��$�1�����!���)�"����'������!����##������

8������*����������"��!����!������$��*9���������"��$����������������)�'���!��#��!������"����##������

8������*9���������������������"�����$���#�����!�"�#�"�#���!��#	�+'��������!�"��##�������8������*	

���!�"���)�'���!��#

4������"��'���'�(�*��$�:����"�7�(�"�1�"����;�/��7�'���5����5��<�

3
��������"����(�"'��/�'�!	�/��"��7�'���5���	�������0
�	��!�)!�����)�#��������"�=�"'��*�3�	�
���	

���!�(�������#�"����!����'+���"�����-'����*��$�)�����������(������7������+����������!��$������

(�������"���!�����������!��������#�"����"

•••• ������������	�
���������������������������������������������������  �����������!���!"� �#� ��

•••• ����$�������	�
����������%�������&����'��������������(��� ����)� )�����%"������ ���&�*���+� ��������������

&�����"��4�!�(�����"��,�)����*�5��)��)���>?023�3@��&��'�����"���"��!�����������"��������"����!�����!����

+��$����$��#��+'��	�#�������#�"�	��"��'""�)�����*��!*��)����"��)!�#�)����������"��

�!���+�(��$�)����*�!�����������������"����)����)���!����$�)��")�����!�)!����$�'"���'��"���!���'�(�*� ��

A�'�)�"��������+*����)'���"���!���'�(�*�$�"��"������!��!��$�)����*B��#���)�������)�����1�������$��!���'�(�*

$�"��"����!�)!����(��������������"$��#����"��"��!��(�������"��)�"�+����(����������!��$�)����*��������!�

��������+����

C$�*�'�!�(���"*�-'�����"�	��������$����$�������)�"��)��#�

� � �

+,-.*/.�01&�2��0.��0�01��0(��2+,-3�01�.4*�4*�5.4�-���55�2�00*�-.�0�

���������	

	���������
�	����



/�")����*	� ��

� � �

D�#����,����;���"�"�

��""������������#�"���$�%����!

7�)�"��"���"��1����$�)����"�5�����#

5�����#����'��")��E"��

%����!�&��'�����"���(����"

�����!�"� �>���@�
��;0��
��,�F �>���@�
��;����

�#��� ���D�#���,����;���"�"�G�����#"'�

)) � 7�)�"��"���"��1����$�)����"�,���

:����"�7�(�"�1�"����;�/��7�'���5����5��<�

��������	�
���

5������




��������	�
���

���������������������	���

������������������������

��������� ���	��!�""#
�

������������������$

%�������������������&�������'�����	�'������(�)����������*�����	���������������)���+�����)���,�������

��������-����+�������������)���������������)����������������������)��������������������������.���������)�������

��/�����������������+�������������)���+�����������������)���&������������,�����*�������*��

��-���������/�����+����������0��-���������/�����+���������&������������&���������������������������

����������������/����&�����������#
�1.(�#23�3	�(��������4���*��������.������+� ��������	

#
�1.(�#23�"	�5�����+��������	����#
�1.(�#23
"	�5�����+����1����������������������������&&������

6������+����������������������������+7�����������������,��������������������&��������������&&������

6������+7������,������������������������&���������&���&������&	�-��������������&&�������6������+	

,�����������������&

4���������������*�+����8��������*��)1������9���������� ���� ��:�

3
���;��)������*����������	������������� ���	��!��""#
�	�,�����,�����&����������<�����+�3�	�
���	

,����*�������&������������-���������/�����+���������,������*�������������-���,����������������

*��������������������������������&�������

•••• ������������	�
���������������������������������������������������  �����������!���!"� �#� ��

•••• ����$�������	�
����������%�������&����'��������������(��� ����)� )�����%"������ ���&�*���+� �����

(��������4���*��������.������+� ���������=>#23�3?��(�)����������������������)���������������������)�����

-����������&��-���	�&�������&���	���������������+���+�������������&���������������

%����-�*���������+�������������������������������������������������,�����,�������������)��������*�+� ��

@��������������-+����������)��������*�+�������)��,���������������+A��&�����������������1����������������*�+

������)��,��������*������������������&�������������*��������������-����*��,�����������������+����������

��������-���,

B��+�����*����+�/��������	�����������������������������&�

� � �

+,-.*/.�01&�2��0.��0�01��0(��2+,-3�01�.4*�4*�5.4�-���55�2�00*�-.�0�

���������	

	���������
�	����



��������+	� ��

� � �

C�&����.����9��,���)

����������������&�������'�����

��������)�����1������������� ��)��&

 ��)��&�����������D���

'������(�)����������*�����

%��������$�=�"�?�
��9#��
��.��$�=�"�?�
�"9E�E�

�&���$���C�&���.����9��,���)F�����&���

��$� ��������)�����1�������������.���

8��������*��)1������9���������� ���� ��:�

��������	�
���

 �)����




��������	�
���

����������������	���

������������������� ����!��"

���������#�����

$������������	������%�#

�������������&

'(������������������)�����*�+����(	�+����(�,������������!�����	�����(�������������-��(����"����(��(�

��������.����-��*������������������"���������*������������"���������*��������������(���������/�"���������������

��0����������������*-��(�������"�����(-���������*���������(�)������"������(��(�!�������!�"

��.����"��"�0�����-��*�������1$�.����"��"�0�����-��*������)������������)����"�*����������������"���

����������������0����)�������"���%
�2/,�%����	�,���"���� �(�!������"�/������-����������	

%
�2/,�%����	�3�����-��*���*�	����%
�2/,�%��
�	�3�����-��*�2�����(�����������������(����))�"����

4�����"-��������"����(����(������*��-5������������*������"������"��������(��)��(�����������))�"����

4�����"-5��������"������"�����������*���)�����(���)���)���(��)	�.���������(����))�"�����4�����"-	

���(�����������(��)

 ���"�����������!�-��*�6��"�����!���2������7�$����������������8�

�
���9���������!�����$���(	�$���������������	�������%
#	��(��(�������)�����"����:�����-���	�
���	

���(�!��"����)���"��(�����.����"��"�0�����-��*�������������!�"�"�������"�.����������(��*�"����

!�����������(�����"�����(���"����)�������

•••• ������������	�
���������������������������������������������������  �����������!���!"� �#� ��

•••• ����$�������	�
����������%�������&����'��������������(��� ����)� )�����%"������ ���&�*���+� �����

,���"���� �(�!������"�/������-�����������;<%����=��,���������������(������������������"������(�����(����

.��*����*��)��.���	�)�������)���	���"�����������-��(-��������"��(�)���������������

'(���.�!��*������-�(����������"��������������������(��"�*�����������(��(����*���"�"�������(�����!�-� ��

>��������������.-�"�����������(�����!�-�*��"��������(��(��*������-?��)�"�����"���������2�������*��(�����!�-

*��"������(��(����!�"��"������"���*��)����������(��!��������������.����!����"�����(��*������-��������(�

�""�����.����

@*�-���(�!����-�0��������	��������*����*���������������)�

� � �

+,-.*/.�01&�2��0.��0�01��0(��2+,-3�01�.4*�4*�5.4�-���55�2�00*�-.�0�

���������	

	���������
�	����



$�������-	� ��

� � �

A�)����/����7�������

����������������)�����*�+����(

������������"�2����*��������������)

������)�����������B���

+����(�,������������!�����

'����(���&�;#��=�
��7%��
��/�C&�;#��=�
��7D#D�

E)���&���A�)���/����7�������F�����)���

��&� ������������"�2����*��������/���

6��"�����!���2������7�$����������������8�

��������	�
���

�������




  

 

 

  

—

  

(Signature) 

(Signature) 

(Si(Signagnature) e) e) e) 

      Thomas Linhoff 12424 02-09-2017

Golden Livingcenter St. Louis
Park

3201 Virginia Avenue South
St. Louis Park, MN 55426

01/24/2017

208208

Deputy State Fire Marshal State Fire Marshal Division 02/08/2017

37009

Fire Safety Supervisor State Fire Marshal Division

F5148025

245148

1

✔ ✔

✔ ✔

208

✔



  

Repair, Renovation, Modification, or Reconstruction 

Change of Use or Change of Occupancy 

Additions 



  



  

Sprinklered stories must be sprinklered throughout by an approved, 
supervised automatic system in accordance with section 9.7. (See 19.3.5) 

Give a brief description, in REMARKS, of the construction, the number of stories, 
including basements, floors on which patients are located, location of smoke or 
fire barriers and dates of approval. Complete sketch or attach small floor 
plan of the building as appropriate. 

Golden Livingcenter St. Louis Park is a 3-story
building with no basement. The building was
constructed at 2 different times. The original
building was constructed in 1966 and was
determined to be of Type II (222)
construction. In 1972 a two- story addition was
constructed to the East Wing and determined
to be of Type II (222) construction. Because
the original building and the 1 addition are of
the same type of construction, the facility was
surveyed as one building. The building is fully
protected by an automatic fire sprinkler
system. The facility has a fire alarm system
with smoke detection in the corridors and
spaces open to the corridors that is monitored
for automatic fire department notification.



  

Sprinklered stories must be sprinklered throughout by an approved, 
supervised automatic system in accordance with section 9.7. (See 18.3.5) 

Give a brief description, in REMARKS, of the construction, the number of stories, 
including basements, floors on which patients are located, location of smoke or 
fire barriers and dates of approval. Complete sketch or attach small floor 
plan of the building as appropriate. 



  



  



  



  



  



  



  



  



  

If all vertical openings are properly enclosed with construction providing at 
least a 2 hour fire resistance rating, also check this 

box.



  

Describe the floor and zone locations of hazardous areas that are deficient 
in REMARKS. 

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔

✔



  

Describe the floor and zone locations of hazardous areas that are deficient 
in REMARKS. 



  



  



  

Standard for 
Ventilation Control and Fire Protection of Commercial Cooking Operations



  

Indicate flame spread rating(s).

Indicate flame spread rating(s). 

National Electric Code,
National Fire Alarm Code

Class B



  



  

National
Electric Code, National Fire Alarm and Signaling Code. 



  

Standard for the Installation of Sprinkler 
Systems. 

Standard for 
Installation of Sprinkler Systems. 

Standard for the Installation 
of Sprinkler Systems. 

Standard for 
Installation of Sprinkler Systems. 

National Fire Alarm 
and Signaling Code,



  

Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire Protection Systems. 

Provide in REMARKS information on coverage for any non-required or 
partial automatic sprinkler system. 

Standard for Portable Fire 
Extinguishers. 

11/11/2016

Summit

City Water



  

If the walls have a fire resistance rating, give the rating _____________ if 
the walls terminate at the underside of the ceiling, give brief description in 
REMARKS, describing the ceiling throughout the floor area. 



  

Show in REMARKS details of doors such as fire protection ratings, 
automatics closing devices, etc. 

Show in REMARKS details of doors such as fire protection ratings, 
automatic closing devices, etc.  



  

Detail in REMARKS zone dimensions including length of zones and dead-
end corridors. 

Detail in REMARKS zone dimensions including length of zones and dead-
end corridors. 



  

Describe any mechanical smoke control system in REMARKS. 

Describe any mechanical smoke control system in REMARKS. 



Name of Facility 2012 LIFE SAFETY CODE 

ID 
PREFIX 

MET 
NOT 
MET 

N/A REMARKS 

K374 2012 NEW 

Doors in smoke barriers have at least a 20-minute fire protection rating or 
are at least 1¾-inch thick solid bonded core wood. 

Required clear widths are provided per 18.3.7.6(4) and (5). 

Nonrated protective plates of unlimited height are permitted. Horizontal-
sliding doors comply with 7.2.1.14. Swinging doors shall be arranged so 
that each door swings in an opposite direction. 

Doors shall be self-closing and rabbets, bevels, or astragals are required at 
the meeting edges. Positive latching is not required. 

18.3.7.6, 18.3.7.7, 18.3.7.8 

K379 Smoke Barrier Door Glazing 

2012 EXISTING 

Openings in smoke barrier doors shall be fire-rated glazing or wired glass 
panels in steel frames. 

19.3.7.6, 19.3.7.6.2, 8.5 

2012 NEW 

Windows in smoke barrier doors shall be installed in each cross corridor 
swinging or horizontal-sliding door protected by fire-rated glazing or by 
wired glass panels in approved frames. 

18.3.7.9 

K381 Sleeping Room Outside Windows and Doors 

Every patient sleeping room has an outside window or outside door. In new 
occupancies, sill height does not exceed 36 inches above the 
floor. Windows in atrium walls are considered outside windows. Newborn 
nurseries and rooms intended for occupancy less than 24 hours have no 
outside window or door requirements. Window sills in special nursing care 
areas (e.g., ICU, CCU, hemodialysis, neonatal) do not exceed 60 inches 
above the floor. 

42 CFR 403, 418, 460, 482, 483, and 485 

SECTION 4 – SPECIAL PROVISIONS 

K400 Special Provisions – Other 

List in the REMARKS section any LSC Section 18.4 and 19.4 Special 
Provisions requirements that are not addressed by the provided K-tags, but 
are deficient. This information, along with the applicable Life Safety Code or 
NFPA standard citation, should be included on Form CMS-2567. 

Form CMS-2786R ( /2016) Page 29



  

National
Fuel Gas Code
National Electric Code



  

Safety Code for Elevators and 
Escalators. 

Safety Code for Existing 
Elevators and Escalators.



  

Safety Code for Elevators and 
Escalators. 

Safety Code for Elevators 
and Escalators,

Safety Code for Existing Elevators and 
Escalators.  



  



  



  



  



  

Standard for Smoke Control Systems



  



  



  



  



  



  

Electrical
Equipment



  



  



  

Transfilling of High Pressure Gaseous Oxygen Used for 
Respiration



  



  

o

o

o

o



  

  

  

  

(Signature)

(Signature) 



9/21/11 BR

GOLDEN LIVINGCENTER ST LOUIS PARK

HC140440

8/8/12 BR



9/21/11 BR

GOLDEN LIVINGCENTER ST LOUIS PARK
HC140440

8/8/12 BR



GOLDEN LIVINGCENTER ST LOUIS

PARK

9/21/11 BR

HC140440

8/8/12 BR



1 1

F5148025 01/24/2017Golden Livingcenter St. Louis Park

Laurie Sykes (952) 935-0333

laurie.sykes@goldenliving.com

William Abderhalden, (507) 361-6204 william.abderhalden@state.mn.us

✔

This was an annual federal recertification and state licensing inspection to the standards of
the 2012 edition of the Life Safety Code NFPA 101 and the 2012 edition of the Health Care
Facilities Code NFPA 99.

This facility meets the requirements.



Transaction Report
For: GOLDEN LIVINGCENTER - ST LOUIS PARK PLAZA - 00943

245148
Page 2 of 27

01/30/2017Survey Date:Provider #:

Printed: 09/20/2017

Certification ID: MEZ0

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559258

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559259

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559260

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559261

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559262

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559520

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559522

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559524

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559526

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559528

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559530

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559532

Message Detail:

By:03/15/2017
10 - Successful Load into ODIEStatus:

On:

03 - ADD

Transaction Number:

Tran Type:

240006559534

Message Detail:

TransactionUpload.rpt   09/2004


