DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  QTQY
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00866
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 7 (L)
(LD 245298 (L3) GOLDEN LIVINGCENTER - TWIN RIVERS
1. TInitial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 305 FREMONT STREET 3. Termination 4. CHOW
(L2) 400099400 (L5) ANOKA, MN (L6) 55303 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 04/02/2012 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
R FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: o (L10) 03 SNF/NF/Distinct 07 X-Ray 11 IMR 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®): Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 56 (L18) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 56 (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 IMR 1861 (e) (1) or 1861 (j) (1): (L15)
56
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Edith Hasskamp - HFE-NEII 04/10/2012 o Nicole Steege,Program Specialist 04/10/2012
(L20)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY

10/01/1985 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (LAD) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot fnvoluntaty Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA44) 00-Active
(L27) B. Rescind Suspension Date:
(LA45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00454
(L28) (131 Posted 04/17/2012 CO.
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
04/05/2012
(L32) L33) DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  QTQ9
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00866

C&T REMARKS - CMS 1539 FORM

Provider Number: 24-5298
Item 16 Continuation for CMS-1539

At the time of the standard survey completed on February 15, 2012, the facility was not in substantial compliance and the
most serious deficiencies were isolated deficiencies that constituted no actual harm with potential for more than minimal
harm that is not immediate jeopardy (Level D) whereby corrections were required. The facility was given an opportunity to
correct before remedies were imposed.

On April 2, 2012, the Minnesota Department of Health completed a Post Certification Revisit and determined that the facility
had achieved substantial compliance pursuant to the standard survey completed on February 15, 2012, effective March 23,
2012. Therefore, the remedies outlined in our letter dated February 24, 2012 will not be imposed. See attached
CMS-2567B for the results of the April 2, 2012 revisit.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Medicare Provider # 24-5298
April 10, 2012

Mr. Ernest Gershone, Administrator
Golden Livingcenter - Twin Rivers
305 Fremont Street

Anoka, Minnesota 55303

Dear Mr. Gershone:

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 23, 2012 the above facility is recommended for:
56 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 56 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,
Nicole Steege, Program Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring

Telephone #: (651) 201-4124  Fax #: (651) 215-9697

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

April 10, 2012

Mr. Ernest Gershone, Administrator
Golden Livingcenter - Twin Rivers
305 Fremont Street

Anoka, Minnesota 55303

RE: Project Number S5298023
Dear Mr. Gershone:

On February 24, 2012, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on February 15, 2012. This survey found
the most serious deficiencies to be isolated deficiencies that constituted no actual harm with potential for more
than minimal harm that was not immediate jeopardy (Level D) whereby corrections were required.

On April 2, 2012, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to verify
that your facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a standard survey, completed on February 15, 2012. We presumed, based on your plan of correction, that
your facility had corrected these deficiencies as of March 23, 2012. Based on our PCR, we have determined
that your facility has corrected the deficiencies issued pursuant to our standard survey, completed on February
15, 2012, effective March 23, 2012 and therefore remedies outlined in our letter to you dated February 24, 2012,
will not be imposed.

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions.

Sincerely,

Pat Halverson, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (218) 723-4637  Fax: (218) 723-2359

Enclosure

cc: Licensing and Certification File 5298R12.rtf

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting 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 CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245298 B. Wing 4/2/2012
Name of Facility Street Address, City, State, Zip Code
GOLDEN LIVINGCENTER - TWIN RIVERS 305 FREMONT STREET
ANOKA, MN 55303

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (YS) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0272 03/23/2012 ID Prefix F0311 03/23/2012 ID Prefix F0318 03/23/2012
Reg. # 483.20(b)(1) Reg. # 483.25(a)(2) Reg. # 483.25(e)(2)
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0458 03/23/2012 ID Prefix ID Prefix
Reg. # 483.70(d)(1)(ii) Reg. # Reg. #
LsSC LsSC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LsC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LsC LsSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
PH/NCS 4/10/12 g y 12831 4/2/12
State Agency
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
2/15/2012 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 EventID: QTQ912



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

April 10, 2012

Mr. Ernest Gershone, Administrator
Golden Livingcenter - Twin Rivers
305 Fremont Street

Anoka, Minnesota 55303

Re: Enclosed Reinspection Results - Project Number S5298023

Dear Mr. Gershone:

On April 2, 2012 survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
survey completed on February 15, 2012, with orders received by you on February 29, 2012. At this

time these correction orders were found corrected and are listed on the attached Revisit Report Form.

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

Please feel free to call me with any questions.

Sincerely,

Pat- 2l alvtarn

Pat Halverson, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (218) 723-4637 Fax: (218) 723-2359

Enclosure(s)
cc: Original - Facility

Licensing and Certification File
S$5298023

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



AH Form Approved
4/10/2012

State

Form: Revisit Report

(Y1) Provider / Supplier / CLIA/
Identification Number

00866

(Y2) Multiple
A. Buildi

B. Wing

Construction
ng

(Y3) Date of Revisit
4/2/2012

Name of Facility

GOLDEN LIVINGCENTER - TWIN RIVERS

Street Address, City, State, Zip Code

305 FREMONT STREET
ANOKA, MN 55303

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

(Y4)  Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 20540 03/23/2012 ID Prefix 20895 03/23/2012 ID Prefix 20915 03/23/2012
Reg. # MN Rule 4658.0400 Subp. Reg. # MN Rule 4658.0525 Subp. Reg. # MN Rule 4658.0525 Subp.
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: 12831 Date: 4/2/12
State Agency PH/NCS 4/10/12
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
2/15/2012 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

STATE FORM: REVISIT REPORT (5/99)

Page 1 of 1

Event ID: QTQ912



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  QTQY
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00866
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 2 (L)
(LD 245298 (L3) GOLDEN LIVINGCENTER - TWIN RIVERS
1. TInitial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 305 FREMONT STREET 3. Termination 4. CHOW
(L2) 400099400 (L5) ANOKA, MN (L6) 55303 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 02/15/2012 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
§ = . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: _ Lo 03 SNF/NF/Distinct 07 X-Ray 11 IMR 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®): Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 56 (L18) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 56 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF IMR 1861 (e) (1) or 1861 (j) (1): (L15)
56
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Kathie Killoran, HFE-NEII 03/13/2012 o) Nicole Steege, Program Specialist 04/04/2012
(L20)

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

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY

10/01/1985 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (LAD) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot fnvoluntaty Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA44) 00-Active
(L27) B. Rescind Suspension Date:
(LA45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00454
w28) D) Posted 4/5/2012 ML
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) L33) DETERMINATION APPROVAL

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

020499



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  QTQ9
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00866

C&T REMARKS - CMS 1539 FORM

Provider Number: 24-5298
Item 16 Continuation for CMS-1539

At the time of the standard survey completed on February 15, 2012, the facility was not in substantial compliance and the most serious deficiencies were isolated deficiencies that
constituted no actual harm with potential for more than minimal harm that is not immediate jeopardy (Level D) whereby corrections are required. The facility has been given an
opportunity to correct before remedies are imposed. See attached CMS-2567 for survey results. Post Certification Revisit to follow.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7010 1060 0002 3051 0428
February 24, 2012

Mr. Ernest Gershone, Administrator
Golden Livingcenter - Twin Rivers
305 Fremont Street

Anoka, Minnesota 55303

RE: Project Number S5298023
Dear Mr. Gershone:

On February 15, 2012, a standard survey was completed at your facility by the Minnesota Departments
of Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level D), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed.

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

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

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

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

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

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Golden Livingcenter - Twin Rivers
February 24, 2012
Page 2

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

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

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

DEPARTMENT CONTACT

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

Pat Halverson

Minnesota Department of Health
Government Service Center

320 West Second St, Room 703
Duluth, Minnesota 55802-1402

Telephone: (218) 723-4637

Fax: (218) 723-2359
OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES
As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by March 26, 2012, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

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



Golden Livingcenter - Twin Rivers
February 24, 2012
Page 3

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

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

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

- Include signature of provider and date.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's PoC if the PoC is reasonable, addresses the problem and provides evidence that the corrective
action has occurred.

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

. Optional denial of payment for new Medicare and Medicaid admissions (42 CFR
488.417 (a));

. Per day civil money penalty (42 CFR 488.430 through 488.444).

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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



Golden Livingcenter - Twin Rivers
February 24, 2012
Page 4

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

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

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by May 15, 2012 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the
failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
result of a complaint visit or other survey conducted after the original statement of deficiencies was



Golden Livingcenter - Twin Rivers
February 24, 2012
Page 5

issued. This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by August 15, 2012 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

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

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

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

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205
Fax: (651) 215-0541
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Feel free to contact me if you have questions.

Sincerely,

Pat Halverson, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (218) 723-4637  Fax: (218) 723-2359

Enclosure

cc: Licensing and Certification File

5298S12.rtf
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{4y In SUMMARY STATEMERNT OF DFF[GIENG!ES D PROVIDER'S PLAN OF CORREOTION (an
PREFIX {EACH DEFIGIENCY MUST Bt PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE— .« | COMPLETION
TAG REGULATORY OR LSG INENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DATE
DHFICINGY) .
Jving Conter Twin Rivers
F 000 INITIAL COMMENTS F 000 (oiifi]c{i(:: %o{ ! t[i allogations of non-
compliance In this Statement of .
THE FACILITY PLAN OF CORREGTION (POG) - Deoficlenoy
WILL SERVE AS YOUR ALLEGATION QF with both the findlngs of non-
COMPLIANGE UPON THE DEPARTMENT'S compliance and ihe level of deflclency
ACCEPTANCE, YOUR SIGNATURE AT THE olted, Submlssion of this response and
BOTTOM OF THE FIRST PAGE OF THE : ¢ Plan of Correction is not a legal

CMS-2667 FORM WILL BE USED AS
VERIFICATION OF COMPLIANCE,

adiadsslon that a deficlency oxlsts or
fliat this statemont of deficlency was
correctly oited and s also not to be

UPCN RECEIPT OF AN ACCEPTABLE POC, consirued as an  admisslon agalnst i
AN ONSITE REVISIT OF YOUR FAOCILITY MAY Interest of the facily, the administrator
BE GONDUCTED TO VALIDATE THAT of wy employees, agents or other
SUBSTANTIAL COMPLIANCE WITH THE individuals who deaR or may be
REGULATIONS HAS BEEN ATTAINED IN . discussed In this Responso or Plan of
ACCORDANGE WITH YOUR VERIFICATION. Corzectlon, In addition, proparation and
F 272 483.20(1)(1) COMPREHENSIVE ) F272 stibmigsion of this Plan of Correction
95=0 [ ASSESSMENTS does not constitute an admisston or an
agrecment of any kind by the factilty of
i The faollity must conduct Inifially and peredically the truth or any facts alleged or the
a comprehonsive, accurate, standardized i correciness of aiy conclusions sot forth

raproducihle assessment of each resident's iy (hls ailegation by the survey agency.

functional capaclly.

Actordingly, GLC ‘Twin Rivers has

' A faollity must make a comprehensive prepared and submbtted bl Plan of
assossment of a resldent's neads, using the Correcton  solely  because of the | !
resident assessment Inslrumeant (RA specliled requirements wnder State and Federal {:
by the State. The assessment must Include at Jaw that mandate submisslon of a plan |
least the following! : of correotlon within ten days of tho i,
Identllicalion and demographic information; 1 survey as a Conditlon of Partiéipation in
Customary rouline; Pitle 18 and ‘Fitle 19 programs, The

7 Cognliiva patterns; 3' / 3/ &2 submisslod of the Plan of Correction |
Communteation; i iwlthin this thme frame should bt no way

/ Vision; .,{df:}'} be * cansldored o  construed  as
lhjnoor; and t{:elhavgitolr} plattems; agreemont with  aflogations of non-
sychosoctal well-belng;
Physteal funotioning and struolural problems; ;ﬂlﬁ’:]ﬁ"w or adulsslons by - the
Conlinance; ROHILY . :
Piseass dlagnosls and health contlitions; ]
; A
LAGORATGRY PIREGTOR'S OR paow? SUPHLIRA REPRESENTATIVE'S SIONATURE , TITER (X8} DATE-
bl Ut Grouawe L redtor.. 3-6 (2.

Any delicloney statement ending wilh an astorlsk (*) denoles a dollclenoy which Lho tnstilution may he excvsed from correcting providing it Is determined tha
olhor safeguards provice sufflclent prolection to the pallents. (Sea tslracllons.) Except for nursing homos, (e ndings slated above aro disglasable 90 days
foilowln? the date of survey whethar o not a plan of correciion Is provided. Forf nurslng homes, the above findings and plans of coreacllon are disclosable 14
days fol awlrnl? ;het ‘dale thase documents are made avaliable to the faclily, If deflclontles are cited, an approvad pfan of correction Is raguisite o continuad
program padlelpation,

FORM C11$-2667{02-00) Provious Verslons Obsolale tventD;QTQH1{ Facility!D:OOBeB ' ) —I-I' c{;m[ﬂuallon shaolPage o8
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the addiifonal asgessment performad on the care
aroas iriggered by the complstion of the Mininum
Dala Sel {(MDS); and

Documentation of participation In agsessment,

ghfs REQUIREMENT s not met as evidenced

v

Based on Interview and docurnantation reviey
the facllity did not provide comprehensive
assessment of range of mollon services for 1 of 1
residents (R38) reviewed for range of motion,
Findings ncluded:

R39's dlagnoses Included Parkinson's disease
and contraclure of the rlght hand,

1 :
1 The annval Minknum Data Set (MDS) dated, !
:r 117/2012, Indlcated R38 was moderataly '
j cognltive impalred and requlred ihe extensive
aaslstance of one to two stalf for all aclivilles of
daily lIiving (ADL's), The MDS fdentifled R38 had l
functional imitation in range of motlen of both
upper extremitles. The MDS Indicaled R38 was
not on a restoralive nursing program, not
provided ROM setvicos and did not have a spilnt

‘aditsslon and quarterly, Clinieal heaith

SUMMARY STATEMENT OF DEFICIENGIES 0] PROVIDES PLAN OF CORREGTION 128)
(EACH DEFICIENCY JUST BE PRECEDLD BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BH GOMPLETON
REGULATORY OR L8C IDENTIFYING INFORMATION) TAQ CROSSREFERENCED TO THE APPROPRIATE DAYE
DEFIGIEHOY)
1292

Continued From page 1 F272]  1tisthe Policy of Golden Living Conter
Dental and nuldtional status; Twin Rivors that onch resident has thoe §
8kin condilions; _ right to bo ussessed for range of motlon ;
Activity pursult; services. To assure  contiuned
Madiealions; compliance the folfowlng plan has been
Speclal treatments and procedures; implemented, ‘
Discharge potantial;
Documentation of sumrnary information regarding Resldent #f 38 Is presently on

Occupatlonal  Therapy  case  load,
Therapy Is working on appropriate
range of motlon and spliniing program
for R wrist and hand.

New adinlsslons will be screened by
Physteal and oceupational therapy for
rango of motion nesds, Other residents
rango of motlon needs will be sereencd
by Ocoupational and Physieal Therapy |
guatterty, '

Licensed  nurses witt  address
functlonal range of matlon af time of

stalug section C will be comploted on |
adimisslon  Interdisciplinary resident
roview scotlon H will be completed
quarterly.

Llcensed nurses will be lu-serviced on ,
complstion of sectlon € and H on)
musing  forms, Occupational and;
physleal therapy staff whl bs in-
sorviced on . sereentng for filastlonal
detleils,

FORM CM2.2607(02:89) Praviovs Vorslony Qbsolole

Evont 10:QTQOH

Facily [0: 00566

{F centinyalion shesl Page 20f §




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

PRINTED: 02/24/2012
FORM APPROVED
OMB NO. 0938-0391

18

STATEMENT OF DEFICIENGIES {%1) PROVIDERISUPPLIERIGLIA {X2} MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUKONG COMPLETED
245200 b WG 02/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDREGS, CITY, $TATE, 2IP GODE
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(%4} 1D SUMMARY STATEMENT OF DEFICIEHOIES 0 PROVIDER'S PLAN OF CORREGTION e
PRERIX {EACH DEFICIENGY HMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG [DENTIRYING INFORMATION) TAG GROSS-REFERENOED TO THE APPROPRIATE DATR
. DEFICIENOY) -
F 272 Gonlinued From page 2 Fo72i The DNS or desighes will condrot
-Or Hrace, weskly sudils fo assure conthmmed
, ! compliatice.
The ADL functianal and rehabilitation needs Care
Area Assessment (CAA) dated 1/20/2012, The QA&f} Commilteo will provide
Indicatod R38 was at rlsk to malntaln currant lovol direotion or change whon necessary and j
of functioning. There was no evidence of will dictato  tho  conthuation or
assessmant to delermine if restoralive ROM was E"“’gl“““‘l‘g of :m?l ‘-“°“i:°:i’:ig PIocess . Yy /I
anproprlate, ased on (ke compliance noted, '/ ‘
pprop Dalo of complotion; 3/23/12 +
The Ocoupallonal Theraplst (OT) Progress :
Report dated 8/19/11, Indicated aclive assistant | i }
(AAYROM to tha rlght wrlst extenslon was at <20 i
dagroes. {The lowsr the number the grealer the
musole contraction), Following skilled OF |
sarvices for ROM, the OT Frograss Report dated ;
9116111, Indlcated the right wilst extension
Improved {0 -40 degrees. The OTI Prc:'gre?Os " F 3l
Report and Discharge Summary datad 10/06/11, 1
Indicated that ROM goals for the right upper It s tho Follcy of Goldon L"’i'(}g ‘t"’"ff,;
extremlly/wrist had hoon met with right wiist Twin Rivers tmft each res elltl wm
extenslon at 50 degrees, OT services were recelve  mppropriate (romhinent
discontiued on 10/06/2014. sorvlees fo malnlain or Jmprove his or
her sbillles,  To assure condinued
The MDS nurss, interviewed by phone on coripliance the foflowlng plan has been
21712012, a1 11:40 a.in,, stated there was no roplenonted:
annual assessment of R38's malnienance ROM Inated b
needs. The MDS nures verified the MDS Restdent I} GO was ovatuatad oy s
Identiffed the functional imitatlon of righl wist - physloal  therapy for fndepondont i
ROM. walking program, Ho was defermined
F 811 | 483.26(a)(2) TREATMENT/SERVICES TO F 39| to bo indopondost with ambulation and .
§§=D | IMPROVE/MAINTAIN ADLS disoharged from thetapy. °
Nurses will complote seetion © for daily
A resident s glven the appropriate treatment and aetvitlos on ofinleal Liealth status form
services to malntaln or Improve his or her abliiles at thne of admisslon, Nurses will
spocliled In paragraph (a)(1) of this seotlon. comploto sectfon H « balance durlng
transfijons  snd walking on
interdlsoiplinary resident review form |
! This REQUIREMENT I8 not met as evidenced . quarterly, i
i
L i

FORM GI18-2607(02-99) Pravious Versions Obsolele

Evant ID:QTGO{

Fadlity (D: 00856
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{%4) I SUMIMARY STATEMENT OF DEFIOIENCIES i PROVIDER'S PLAN OF GORREGTION (%6
PREFIX (EAGH DEFIGIENGY MUST BE PREOEDED BY FULL PREVIX {EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L50 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERICIENCY]
F 311] Continued From page 3 F 34t Physlcal Therapy will sorcon rosidents
by: for fimctlonal deficlls at thne of
Based an iterview and dooumentation review admisslon and quarterly
the facility did not provide ambulation assistance ! Resldents on walking programs will be
for 1 of 1 resldents (R60) In the sampla reviewsd reviowed montiily and as needed for |
for ambulation services, progress  and  appropriatencss  of |
1 progran :
Flndings Include; Nursing staff will be in-gerviced to re- ©
approach resident If they refuse and to :
R60, interviewed on 2/12/12012 &} 6:68 p.m,, document re-npproach and If resident 4
stated that he was suppose to walk twice a day - contlues to refuse. The explanation of
it It was not happening. rofisal will bo documented,
X . Physloal” therapy staff will bo In.
R&0's dlagnosls Included depression, anemla,
congestivg hoart fatiure, and COPD. The ;‘:h”’ic“fl ond “"’:‘lp"l’""g BOroGIE Ol
g;;larteriy fvglnfmucrln DalahSet (MDIS)’dated hisslon A quartorty.
03/12, indicated R8O had good short and fon
tarm menory, was cognilivaly intact and had nc? fhyﬂc'“‘it therapy “'"]' °?mp1;t° thevapy
behaviors, The nursing assistant (NA} work shest dlsohnroinr  toskdos catlon. forut vwlien
used on 2116112, ndicated RGO was on an ! s‘[’hfrgh‘g rosident on  functlonal
}qmg:ufatlon ;{)[rogram. 'gha soheidule sge’et for fmalienaico progam.
“ghruary Incicated RE0 was to he ambulated 60 The DNS or desi
gnee witl conduct
to 100 feef, two Himes & day. ' weokly  atdits o nssure” conlinued ] |
Ithlie carﬁ conferen?de su[?:mlatry daf!;:-:cl 16112 compliance, !
nlicated R0 would walk with siaff and use the
axerclse bike. The Comprehensive Narrative The QA&A Committco will provide
Surmmary dated 1/3/12, Indicated R60's short and dlrcctloit or change when necessary and
Jong term memory wera ok and indicates he will dictato the contlnuation or
ambulated with Hmited asslst of one staff, completlon of this monitoriug process |
based on the corapliance noted. i
Review of the walking schedule, from February 1 Dato of complotion: 3/23/12 3227
- 18, 2012, with the nurse manager (NM-A)
Indloated that RG0 was to walk twice a day wilh
asslstance, The sohedule Indleated that R60 did
not walk at ali In February, with 11 refusats ouf of
| 24 opporlunitfes, 'The schedule ndicated he
stated he was husy one time and there was no
documented explanation of other refusals.

FORM ChS.2567(02-98) Provious Versions Obsolela

Hvopl 1. QTQ9H

Facitity |D: 60860
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PREFIX
TAG
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PREFIX
TAG
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DATE

F311

F318
§3=D

Continued From page 4

R60 was Intervlewed on 2/16/12 at 9 a.m, and
stated he wanfed to walk but had not been
regularly asked. RG0 sald ihat somelimeshe
declined the staff request If he was husy {on the
phone) or dolng something eise. He stated staff
didt nof return so he could walk later. |

interview with nurse manager (NM-A) on 2/16/12
at 9:06 a.m, Indleated that they wera golng to
discontinite R80's walking program hecauss he
refusad to walk all of the ime. Review of the
walking schadule with her confirmed that It was
racorded RGO had refused 11 out of the 24
opporltnities to walk In February, When asked
what the NAs ware supposed to do whon a
resident refuses to walk, NM-A stated that slaff
are suppose to re-approach resldents If they.
refuse to do somathing, Review of the walking list
Indioated there was no record of stalf
re-approaching R60 n Fobruary 2012,

Interview with the NM-A at'11:46 a.m. on 2/16/12
Indicated that R60 was on a functional
malntenance program and should be asslstad
with walking iwice a day.

483,26{e)(2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

Based on the comprehonsive assessmont of a
rosident, the facliily must ensure that a resident
with & Hmited range of molion recelves
appropriale treatmant and setvices to Inorease
range of moflon andior to prevent further
decrease in rangs of motion,

F 311

F 318

[

F3i8

1t Is the Polioy of Qolden Living Centor
Twin Rivers that cach rosident with
limited range of motlon
appropriate freatment and services fo |

recelves

FORM GMS-2607(02-99) Previeus Vorslons Obsolelo

Evont 1D:QTQ91

Faciily (00 00868
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(X4) 1>

SUMBMARY STATEMENT OF DEFICIENGIES

D

PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE AGTION SHQULD BE

Lo
GOM%LL’NOH
DATE

“extromity/iwrist had boon met with right wrist

This REQUIREMENT s not mot as avidenced

by:

Basad on fnterview and document revlew the
facllity did not provide maintenance range of
mollor serviges for 1 of 1 residents (R38)
reviewsd for range of mollon. Findlngs Included:

R38 was nol provided malntenance ROM for a
contraclure of the dght hand and wrist,

R38's diagnoses inoluded Parkinson's disoage
and ¢ontractire of the right hand,

The annual Minkmum Dala Set (MDS) dated
11712012, Indlcated R38 was moderately
cognitive Impalred and required the extensivo
asslstance of one to two staff for all activities of
daly Iiving (ADL's}. The MDS ldentiffed R38 had
functional litnitation in range of motton of hoth
upper exiremliles. The MDS Indleated R38 was
not on a restorative nursing program, not
prcgvfded ROWM services and did not have a spiin
or brage,

The Oceupallonal Theraplst (OT) Progress
Report dated 8/19/11, Indloated active aaststant
{AAIROM to the rlght witst oxtonslon was at -20
degrees. (Ths lower the number the greater the
musocle contraclion). Followlng skilled OT
sorvices for ROM, the OT Progress Reporf daled
9116111, ndlcated the sight wrlat extension
improved {o -40 degrees. The OT Progress
Report and Discharge Sumimary datad 10/06/14,
indloated that ROM goals for the right upper

extenslon at -80 degress. OT servicos wére
discontinued on 10/06/2011. Restoralive ROM
gervicos were not addrasaed,

PREFN (EAGH DEFICIEHCY MUSYT BYt PREGEDRD DY FULL PREFI
TAG REGULATORY O1t L8G IDEHTHFYING INFORMATION) ' YAQ CROSS-REFERENOED TO THE APPROPRIATE
. DEFICIEHGY)
F 318 Continued From pags b F 318] incroase rango of motlon and/or prevent

further decrease In range of motlon, |

To nsswre continued compliance the !

following plan has been hnplemented

## 38 is presontly on
Therapy c¢ase  load,

Resldent
Gecupational

~ Therapy Js working on appropriate

range of motion and splinting program
for R wrist and hand, -

Othor residents ringo of motlon needs
wiil be ser¢ened by Ocoupational and
Physleal ‘Therapy on admisslon and
quarterty .

Liconsed nurses will complsto sectlon C
{ Activities of daily lving) on Clinfcal
Health Status form at time of admission,
Licensed murses will coniplets section H
{ balance dwlng fransitions and
venlking) on Interdiseipiinary vestdont
roview form quatterly,

Tieonsed nurses will be in-serviced on
compleilon of section C and H on
nursing  forms. Ocoupational and
physical thorapy staff will bo in-
soryleed on  sereening for functional
doflolts

The NS or designes will conduct
waekly  audits to assure contined
coamphance.

‘The QA&A Committes wil provide
direction or chango when necessary and
wii  dictate  the contlhuation  or

complotion of this monitoring process’

based on the compliance noted.
Dato of connpletion; 3/23/12

322

FORM CMS2607{02-90) Provious Veslons Obsolele

Event [0: QYQR1H

Factlity 1D: 00896
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The following double resident rooing did not meet ;
the recqtilrad minimum square footage per

i
i
]

HA D SUMMARY STATEMENT OF DEFICIENOIES 0 PROVIDER'S PLAN OF CORREQTION )
PREFIX (EACH DEFICIENOY MUST DE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD b CoMpLETION
TAG REGULATORY OR LSG 10ENTIFYING IMFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 318 Conlinued From page 6 . Fai8
* The OT Progress Report and Discharge : ’ %
Summary dated 12/29/11, Indleatad R38 :
continued to require skaff assistance with all
ADL's, There was a recommendation for a
custom wristhand splint to Inorease ROM,
reduce pain and prevent further conlraclure,
Review of live Care Conference Summaty dated F458
1719712 Indlcaled that R38 was on an ambulation Golden  LivingCenter-T'win  Rivers
program for restorative rehabilitatlon, There was would like fto request a walver under
no plan to ralntaln ROM of the right wrlst F458 I repaed to resldont room slzo:
conlraclirs, OT-G examined R38's right welst The rooms fo be ineluded ht this walvero
contracture on 2/43112 and stated the ROM was aro 4, 7, 19, 20,21, 29, 35, aud 36, !
40 with dlscomfort. s Thoso rooms were constructed
) i 1962 and do not meet the |
rhe MDS nurse, Interviewed by phone on ourrent requirements for square |
201712012, at 1140 a.m., verliled the lack of footage In two-bed roois, |
ROM sorvices or splinting for R38's right virlst. ‘There i3 no method availablo ;
F 458 | 483.70(d)(1){l) BEDROOMS MEASURE AT F 458 to Increase the slze of the:
§5up | LEAST 80 SQ FT/RESIDENT rooms  without  eausing
hardship on the faollity, ;
Bedrooms must moagure af loast 80 square fost v Granting this watver would not !
per resident In mulliple resident bedrooms, and at adversoly affoct the resldents:
least 100 stjuare fest In single resldent rooms. residing in the aforamentioned i
rooms, ‘The residents’ healih,
{reatments, confort, safely and
This REQUIREMENT is not met as svidenoad WGi;-bt}iilg wilt be mahﬂ}(:[ngd :
by: at fhe highost possible level,.
Based on Interview and record review, the facHlity Curcontly  {here are  no!
fatled to provide 80 squiare faot of {foor space par goncorns o complaints from
resident In 8 of 28 resldent rooms (4, 7, 17, 20, rogldents regarding thelr room X
21, 29, 35, 36). S’ze‘ "
) ¢ ‘The Dirgctor of Malnfenance is
Findings Incfude: responstble for the corcection
and monltorlng to prevent «

reoccurrence of the deflelenoy,

i e = it

FORM CH{S-2087(02-90} Provious Verslons Obsolote Evonl ID: QTG4

Fackity [0: 00846
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PROVIDER'S PLAN OF GORREGTION 148}
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-

F 4568 Continued From page 7 F 458
rasidant,

Room 4 = 180 squars feet, 75 square foot per
resldent

Room 7 = 162,58 square feef, 76.2 square foat per
resldent

Room 17 = 150 square fest, 76 sqjuare foot per
residant.

Room 26 = 100 square feet, 76 square fool per
residant

Room 21 = 160 square feet, 75 squars foot per
rasident

Room 28 = 160 square fesl, 76 square foot per
resldent

Room 36 = 1560 square feet, 76 scquare foot per
resident ,

Room 38 = 166 square faet, 77.6 square foot per
resident

Thera was no svidence these rosidents were
naegalively impaoted by thelr room size.

On 2/12/2012, at 3:16 p.m. during the entraice
conference, the facilily's exacutive dirgctor
vaillled the abovs findings, and stated the facllily
viould apply for a walver for this requirement.

|
{
1
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K000 INITIAL COMMENTS K 000
FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey, Golden Livingcenter Twin
Rivers was found in substantial compliance with
the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

This 1-story building was constructed in 1962 and
was determined to be of Type Il (111)
construction. With an addition of the same type in
1977. It has a partial basement and is automatic
sprinkler protected throughout. The facility has
fire alarm detection in corridors and spaces open
to the corridor that is monitored for fire
department notification. The facility has a
capacity of 56 and had a census of 52 at the time
of the inspection.

The requirement at 42 CFR, Subpart 483.70(a) is
MET.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:QTQ921 Facility ID: 00866 If continuation sheet Page 1 of 1



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7010 1060 0002 3051 0428
February 24, 2012

Mr. Ernest Gershone, Administrator
Golden Livingcenter - Twin Rivers
305 Fremont Street

Anoka, Minnesota 55303

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5298023
Dear Mr. Gershone:

The above facility was surveyed on February 12, 2012 through February 15, 2012 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rulesl. At the time of the
survey, the survey team from the Minnesota Department of Health, Compliance Monitoring Division,
noted one or more violations of these rules that are issued in accordance with Minnesota Stat. section
144.653 and/or Minnesota Stat. Section 144A.10. If, upon reinspection, it is found that the deficiency
or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited deficiency.
Please remember that this provision is only a suggestion and you are not required to follow it. Failure
to follow the suggested method will not result in the issuance of a penalty assessment. You are
reminded, however, that regardless of the method used, correction of the deficiency within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form
(attached). The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

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

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Golden Livingcenter - Twin Rivers
February 24, 2012
Page 2

and the Time Period For Correction.

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

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

When all orders are corrected, the order form should be signed and returned to this office at Minnesota
Department of Health, 320 West Second St, Room 703, Duluth, Minnesota 55802-1402. We urge you
to review these orders carefully, item by item, and if you find that any of the orders are not in
accordance with your understanding at the time of the exit conference following the survey, you should
immediately contact me.

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

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

Please feel free to call me with any questions.

Sincerely,

Pat- 2l alvtarn

Pat Halverson, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (218) 723-4637 Fax: (218) 723-2359

Enclosure(s)
cc: Original - Facility

Licensing and Certification File
5298S12lic.rtf
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2000

Initial Comments
*****ATTENTION******
NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

On 2/12/12 through 2/15/12, surveyors of this
Department's staff, visited the above provider and
the following correction orders are issued. When
corrections are completed, please sign and date,
make a copy of these orders and return the
original to the Minnesota Department of Health,
Division of Compliance Monitoring, Licensing and

2000

THE

PLEASE DISREGARD THE HEADING OF

STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

FOURTH COLUMN WHICH

Minnesota Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

STATE FORM

6899

QTQ911

If continuation sheet 1 of 9
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2000 | Continued From page 1 2000
Certification Program; 320 West 2nd Street, THERE IS NO REQUIREMENT TO
Duluth, MN 55802 SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.

2540, MN Rule 4658.0400 Subp. 1 & 2 Comprehensive = 2540
Resident Assessment

Subpart 1. Assessment. A nursing home must
conduct a comprehensive assessment of each
resident's needs, which describes the resident's
capability to perform daily life functions and
significant impairments in functional capacity. A
nursing assessment conducted according to
Minnesota Statutes, section 148.171, subdivision
15, may be used as part of the comprehensive
resident assessment. The results of the
comprehensive resident assessment must be
used to develop, review, and revise the resident's
comprehensive plan of care as defined in part
4658.0405.

Subp. 2. Information gathered. The
comprehensive resident assessment must
include at least the following information:

A. medically defined conditions and prior

medical history;
. medical status measurement;
. physical and mental functional status;
. sensory and physical impairments;
. nutritional status and requirements;
. special treatments or procedures;
. mental and psychosocial status;
. discharge potential;

dental condition;

activities potential;
. rehabilitation potential;

cognitive status;
. drug therapy; and
. resident preferences.

ZIr X" ITOMMOOW®

Minnesota Department of Health
STATE FORM 6899 QTQ911 If continuation sheet 2 of 9
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2 540 | Continued From page 2 2540
This MN Requirement is not met as evidenced
by:

Based on interview and documentation review the
facility did not provide comprehensive
assessment of range of motion services for 1 of 1
residents (R38) reviewed for range of motion.
Findings included:

R38's diagnoses included Parkinson's disease
and contracture of the right hand.

The annual Minimum Data Set (MDS) dated
1/17/2012, indicated R38 was moderately
cognitive impaired and required the extensive
assistance of one to two staff for all activities of
daily living (ADL's). The MDS identified R38 had
functional limitation in range of motion of both
upper extremities. The MDS indicated R38 was
not on a restorative nursing program, not
provided ROM services and did not have a splint
or brace.

The ADL functional and rehabilitation needs Care
Area Assessment (CAA) dated 1/20/2012,
indicated R38 was at risk to maintain current level
of functioning. There was no evidence of
assessment to determine if restorative ROM was
appropriate.

The Occupational Therapist (OT) Progress
Report dated 8/19/11, indicated active assistant
(AA)ROM to the right wrist extension was at -20
degrees. (The lower the number the greater the
muscle contraction). Following skilled OT
services for ROM, the OT Progress Report dated
9/16/11, indicated the right wrist extension
improved to -40 degrees. The OT Progress
Report and Discharge Summary dated 10/05/11,
indicated that ROM goals for the right upper
extremity/wrist had been met with right wrist

Minnesota Department of Health
STATE FORM 6899 QTQ911 If continuation sheet 3 of 9
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Continued From page 3

extension at -50 degrees. OT services were
discontinued on 10/05/2011.

The MDS nurse, interviewed by phone on
2/17/2012, at 11:40 a.m., stated there was no
annual assessment of R38's maintenance ROM
needs. The MDS nurse verified the MDS
identified the functional limitation of right wrist
ROM.

SUGGESTED METHOD OF CORRECTION:

The Director of Nursing or designee could
develop, review, and/or revise policies and
procedures to ensure the MDS addressed all
pertinent care requirements. The Director of
Nursing or designee could educate all appropriate
staff on the policies and procedures.

The Director of Nursing or designee could
develop monitoring systems to ensure ongoing
compliance.

TIME PERIOD FOR CORRECTION: Twenty
One (21) Days

MN Rule 4658.0525 Subp. 2.B Rehab - Range of
Motion

Subp. 2. Range of motion. A supportive program
that is directed toward prevention of deformities
through positioning and range of motion must be
implemented and maintained. Based on the
comprehensive resident assessment, the director
of nursing services must coordinate the
development of a nursing care plan which
provides that:

B. aresident with a limited range of motion
receives appropriate treatment and services to
increase range of motion and to prevent further
decrease in range of motion.

2540

2895

Minnesota Department of Health

STATE FORM
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This MN Requirement is not met as evidenced
by:

Based on interview and document review the
facility did not provide maintenance range of
motion services for 1 of 1 residents (R38)
reviewed for range of motion. Findings included:

R38 was not provided maintenance ROM for a
contracture of the right hand and wrist.

R38's diagnoses included Parkinson's disease
and contracture of the right hand.

The annual Minimum Data Set (MDS) dated
1/17/2012, indicated R38 was moderately
cognitive impaired and required the extensive
assistance of one to two staff for all activities of
daily living (ADL's). The MDS identified R38 had
functional limitation in range of motion of both
upper extremities. The MDS indicated R38 was
not on a restorative nursing program, not
provided ROM services and did not have a splint
or brace.

The Occupational Therapist (OT) Progress
Report dated 8/19/11, indicated active assistant
(AA)ROM to the right wrist extension was at -20
degrees. (The lower the number the greater the
muscle contraction). Following skilled OT
services for ROM, the OT Progress Report dated
9/16/11, indicated the right wrist extension
improved to -40 degrees. The OT Progress
Report and Discharge Summary dated 10/05/11,
indicated that ROM goals for the right upper
extremity/wrist had been met with right wrist
extension at -50 degrees. OT services were
discontinued on 10/05/2011. Restorative ROM
services were not addressed.

Minnesota Department of Health

STATE FORM
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The OT Progress Report and Discharge
Summary dated 12/29/11, indicated R38
continued to require staff assistance with all
ADL's. There was a recommendation for a
custom wrist/hand splint to increase ROM,
reduce pain and prevent further contracture.

Review of the Care Conference Summary dated
1/19/12 indicated that R38 was on an ambulation
program for restorative rehabilitation. There was
no plan to maintain ROM of the right wrist
contracture. OT-G examined R38's right wrist
contracture on 2/13/12 and stated the ROM was
-40 with discomfort.

The MDS nurse, interviewed by phone on
2/17/2012, at 11:40 a.m., verified the lack of
ROM services or splinting for R38's right wrist.

SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or her designee could
develop a system to ensure an ongoing program
to maintain proper positioning of residents and
range of motion services to maintain or prevent
decline in the resident ' s range of motion. The
Director of Nursing along with the physical
therapist could educate appropriate staff on
proper range of motion. The Director of Nursing
or her designee could develop a monitoring
system to ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: Twenty one
(21) Days

MN Rule 4658.0525 Subp. 6 A Rehab - ADLs

Subp. 6. Activities of daily living. Based on the
comprehensive resident assessment, a nursing
home must ensure that:

2895

2915

Minnesota Department of Health
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A. aresident is given the appropriate
treatments and services to maintain or improve
abilities in activities of daily living unless
deterioration is a normal or characteristic part of
the resident's condition. For purposes of this
part, activities of daily living includes the
resident's ability to:

(1) bathe, dress, and groom;

(2) transfer and ambulate;

(3) use the toilet;

(4) eat; and

(5) use speech, language, or other
functional communication systems; and

This MN Requirement is not met as evidenced
by:

Based on interview and documentation review the
facility did not provide ambulation assistance for 1
of 1 residents (R60) in the sample reviewed for
ambulation services.

Findings include:

R60, interviewed on 2/12/2012 at 6:58 p.m.,
stated that he was suppose to walk twice a day
but it was not happening.

R60's diagnosis included depression, anemia,
congestive heart failure, and COPD. The
quarterly Minimum Data Set (MDS) dated
1/03/12, indicated R60 had good short and long
term memory, was cognitively intact and had no
behaviors. The nursing assistant (NA) work sheet
used on 2/15/12, indicated R60 was on an
ambulation program. The schedule sheet for
February indicated R60 was to be ambulated 50

Minnesota Department of Health
STATE FORM 6899 QTQ911 If continuation sheet 7 of 9
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to 100 feet, two times a day.

The care conference summary dated 1/5/12
indicated R60 would walk with staff and use the
exercise bike. The Comprehensive Narrative
Summary dated 1/3/12, indicated R60's short and
long term memory were ok and indicates he
ambulated with limited assist of one staff.

Review of the walking schedule, from February 1
- 13, 2012, with the nurse manager (NM-A)
indicated that R60 was to walk twice a day with
assistance. The schedule indicated that R60 did
not walk at all in February, with 11 refusals out of
24 opportunities. The schedule indicated he
stated he was busy one time and there was no
documented explanation of other refusals.

R60 was interviewed on 2/15/12 at 9 a.m. and
stated he wanted to walk but had not been
regularly asked. R60 said that sometimes he
declined the staff request if he was busy (on the
phone) or doing something else. He stated staff
did not return so he could walk later.

Interview with nurse manager (NM-A) on 2/15/12
at 9:05 a.m. indicated that they were going to
discontinue R60's walking program because he
refused to walk all of the time. Review of the
walking schedule with her confirmed that it was
recorded R60 had refused 11 out of the 24
opportunities to walk in February. When asked
what the NAs were supposed to do when a
resident refuses to walk, NM-A stated that staff
are suppose to re-approach residents if they
refuse to do something. Review of the walking list
indicated there was no record of staff
re-approaching R60 in February 2012.

Interview with the NM-A at 11:45 a.m. on 2/15/12
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indicated that R60 was on a functional
maintenance program and should be assisted
with walking twice a day.

SUGGESTED METHOD OF CORRECTION: The
director of nursing or her designee could develop
policies and procedures to ensure residents
receive ambulation assistance as determined
necessary by their individualized assessment.
The director of nursing or her designee could
educate all appropriate staff on these policies and
procedures. The director of nursing or her
designee could develop monitoring systems to
ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: Twenty one
(21) days
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