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On March 8, 2016, a Minimum Data Set (MDS) 3.0/Staffing Focused Survey was completed to verify compliance with
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constituted actual harm that was not immediate jeopardy (Level G) whereby corrections were required.

Post Certification Revisit (PCR) to follow. Please refer to the CMS 2567 along with the facility's plan of correction
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Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Certified Mail # 7011 0470 0000 5262 2939
March 29, 2016

**This letter redacts and replaces the letter dated March 25, 2016.**

Mr. Michael Carlson, Administrator
Golden Livingcenter - Lynnhurst
471 Lynnhurst Avenue West

Saint Paul, Minnesota 55104

RE: Project Number S5394028
Dear Mr. Carlson:

On March 8, 2016, a Minimum Data Set (MDS) 3.0/Staffing Focused Survey was completed at your facility
by the Minnesota Department of Health 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
actual harm that is not immediate jeopardy (Level G), 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;

An equal opportunity employer
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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:

Gloria Derfus, Unit Supervisor
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0970
Telephone: (651) 201-3792

Fax: (651) 201-3790

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct before
remedies will be imposed when actual harm was cited at the last standard or intervening survey and also
cited at the current survey. Your facility does not meet this criterion. Therefore, if your facility has not
achieved substantial compliance by April 17, 2016, the Department of Health will impose the following
remedy:

e State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that the following
remedy will be imposed:

e Per instance civil money penalty for the deficiency cited at F 314. (42 CFR 488.430 through
488.444)

PLAN OF CORRECTION (PoC)

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

- Address how corrective action will be accomplished for those residents found to have been
affected by the deficient practice;
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Address how the facility will identify other residents having the potential to be affected by
the same deficient practice;

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

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

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

Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to

the CMS Region V Office that one or more of the following remedies be imposed:

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

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

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

PRESUMPTION

OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. 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.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility will be conducted to verify that
substantial compliance with the regulations has been attained. The revisit 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
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Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the
latest correction date on the approved PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred
sooner than the latest correction date on the PoC.

Original deficiencies not corrected

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

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through the
informal dispute resolution process. However, the remedies specified in this letter will be imposed for
original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

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

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

If substantial compliance with the regulations is not verified by June 8, 2016 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the failure
to comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of
new deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint
visit or other survey conducted after the original statement of deficiencies was issued. This mandatory
denial of payment is in addition to any remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human Services
that your provider agreement be terminated by September 8, 2016 (six months after the identification of
noncompliance) if your facility does not achieve substantial compliance. This action is mandated by the
Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections
488.412 and 488.456.

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

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

P.O. Box 64900

St. Paul, Minnesota 55164-0900

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

You must notify MDH at this website of your request for an IDR or IIDR 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.

Feel free to contact me if you have questions.

Sincerely,

&z/b’% A—

Kate JohnsTon, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

85 East Seventh Place, Suite 220

P.0O. Box 64900

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

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

Enclosure

cc: Licensing and Certification File
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3 . not to be construed as an admission of
The facility must conduct initially and periodically fault by Ihe facility, the Executive Director
a comprehensive, accurate, standardized I i i
reproducible assessment of each resident's or any employees, agenis or other
functional capacity. individuals who draft or may be discussed
N ) in this Response and Plan of Correction.
A facility must make a comprehensive In addition, preparation and submission
assessment of a resident's needs, using the .
resident assessment instrument (RAI) specified of this Plan of Correction does not
by the State. The assessment must include at constitute an admission or agreement of
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gg;‘(‘:ﬁg‘r‘;’?omn o mographic information; facts alleged or the correctness of any
Cognitive patterns; conclusions set forth in the allegations.
Communication;
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g:;gf:‘?c"ag&cr’;i';nz";igfggh conditions, requirements under state and federal law
Skin conditions: ' that mandate submission of a Plan of
Activity pursui; Carrection within ten {10) days of the
gem“:alﬂtonst; s and 4 survey as a condition to participate in
pecial treatments and procedures; . .
Discharge potential: Title 18 and Tiile 19 programs, This pla{l
Documentation of summary information regarding of Correction is submitted as the facility's
the additional assessment performed on the care credible allegation of compliance.
areas lriggered by the completion of the Minimum
Data Set (MDS); and
Documentation of participation in assessment.
TITLE (X6) DATE

S5/l

Anydeliclency stalement ending wilMleﬁsk () denctes a deficlancy which the Institution may be excused {rom corracling providing it Is detérmined thal
other safeguards provide sufficient protection to the patlents. (Sea instructions.) Except for nursing homaes, the findings stated above are disclosable 90 days
following the dale of survey whether ar not a plan of correction is provided. . Far nursing homes, the above findings and plans of correction are disclosable 14
days fatlowing the dale these documents are made avallable to the facility, if deficiencies are cited, an approved plan of carrection is requisite to continued

program participation.
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This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to completle a comprehensive
asssessment for 3 of 10 residents (RS9, R10, R5) in
the sample who had a comprehensive completed.

Flndings include:

R9 had an annual Minimum Data Set (MDS)
completed on 10/6/15, The corresponding Care
Area Assessmenis (CAAs) dated 10/14/15, were
reviewed and the following was noted:

- The Delirium CAA indicated RS had pain along
with pain frequency, intensity, and characteristics
that could be indicative of delirium, and a recent
decrease in eating habits. The CAAwas a
checklist and failed to evaluate how these factors
specifically impacted R2's pain and decrease In
eating.

- The Cognitive Loss/Dementia CAA indicated RS
had delirium, Alzheimer's disease, confusion,
indications of pain, a decline in continence, noted
the resident had potential for more independence
with cueing, restorative nursing program, and /or
task segmentation. The CAA was a checklist and
failed to evaluate how these factors specifically
impacted R9's cognitive status or the rationale for
the care planning decision especially with the
indications of pain, the decline in ability to make
self-understood, potential for more independence
and decline in incontinence,

*R& no longer resides in facility R5 and
R10 have had triggered CAA's
comprehensively assessed.

«All residents have potential to be
affected if triggered CAA's are not
comprehensively assessed. RNAC to
assure that RAl is used in accordance
with resident’s comprehensive
assessment as part of ongoing process (o
identify resident’s functional capacity and
health status,

*RNAC has been educated on
comprehensive assessment of triggered
CAA's,

*DNS/designee to complete random
weekly audits on 10 comprehensive
MDS's for acouracy of CAA notes in
MDS. Results of these audits will be
reviewed by QAPI.

*DNS/designee is responsible.

«Completion date is 4-17-16
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- The Activities of Daily Living (ADL) CAA
indicated RS had changing cognitive status, pain,
daily behavior symptoms, mood decline, weight
loss, depression and a recent hospitalization. The
- care plan decision was to slow or minimize the

- decling and maintain current functioning.
However, thare was no documentation as to how
the facility was going to meet R®'s need and there
was not a referral to another discipline if needed
to assist R9 in maintaining function.

- The Behavioral Symptoms CAA was void of any
description that impacted the problem/need for

' the resident or the facility's rationale for care plan
- decision,

For all of R9's CAAs the care plan decision was
to proceed to care plan however, the overall
objective was left blank with the exception of ADL
CAA. The objectives included improvement, slow
or minimize decline, avold complications,
maintain current level of functioning, minimize
risks, and symptom reflef or palliative measure.
The Care Plan considerations section was void of
any documentation that described the impact of

- the problem/need on the resident and the facility's
‘ rationale for care plan decision. The CAAs lacked |
documentation of assessment information. The
CAAs also failed to identify who participated in
the assessment, whether the resident was
observed and participated, and if licensed and
non-licensed staff participated as well,

R10 had an annual MDS completed on 1/7/16.
The CAAs dated 1/18/16, were reviewed and the
following was noted:

- The Cognitive Loss/Dementia CAA indicated _
* A10 had Alzheimer's disease, a decreased ability i
| to make self-understood, had indications of pain, | ?

H
3
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a decline in Incontinence, noted the resident had
potential for more independence with cueing,
restorative nursing program, and for task
segmentation. The CAA was a checklist and
failed to evaluate how these factors specifically
impacted R10's cognitive status or the rationale
for the care planning decision especially with the
indications of pain, the decline in ability to make
self-understood, potential for more independence
and decline in incontinence.

- The Psychosocial Well-being CAA indicated
R10 had 'other dementia’ (although Alzheimer's
was noted under Cognitive Loss, it was not
checkead for that CAA), aphasia, depression, and
a change in communication. The CAAwas a
checklist and failed to evaluate how these factors
specitically impacted R10's cognitive status or the
rationale for the care planning decision especially
with the change in communication and the ‘other
dementia'.

- The Activities CAA and Pressure Ulcer CAA
were void of any description that impacted of the
problem/need on the rasident and the facility's
rationale for care plan decision.

For all of R10's CAAs the care plan decision was
to proceed to care plan however, the overall
objectives were left blank. The objectives
included improvement, slow or minimize decline,
avold complications, maintain current level of
functioning, minimize ricks, and symptom relief or
palliative measure. The Care Plan consideration
section was volid of any documentation that
described the impact of the problem/need on the
resident and the facility's rationale for care plan
decision. The CAAs lacked documentation of
assessment information or any documented
reference as to where information relating to the
CAAs could be located. The CAAs failed to

Far2
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identify who had participated in the assessment,
whether the resident was observed and
participated, and whether licensed and
non-licensed stalf participated as well.

A5's annual MDS with ARD (assessment
reference date) of 12/29/15. The CAAs dated
1/12/18, were reviewed and the following was
noled:

- The Delirium, Communication, ADL (activities of
daily living), Urinary Incontinence and Indwelling
Catheter, Falls, Dental, Pressure Ulcer and
Psychotropic drug use CAAs had all triggered for
additional raview however they were void of any
description facility's rationale for care plan
decision. Furthermore, the overall cbjectives were
{aft blank, the CAAs lacked documentation of
assessment information, and documentation
where the information relating to the CAAs could
be located. The CAAs also lacked who
participated in the assessment if the resident was
observed and participated and If licensed and
non-licensed staff participated as well.

According to the Long Term Care Facility
Resident Assesament Instrument User's Manual
version 3.0 dated October 2015, described the
CAA process as follows:

"Documentation for each triggered CAA should
describe:

The nature of the issue or condition (may
include presence or lack of objective data  and
subjective complaints). In olher words, whatis the
problem for this resident?

Causes and contributing factors.

Complications affecting or caused by the care
area for this resident.

Risk factors that arlse because of the
presence of the condition that affect the staff 's

decision to praceed to care planning.
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Factors that must be considered in
developing individualized care plan interventions,

including appropriate documentation to justify
the decision {o plan care or not to plan  care for
the individual resident.

Need for referrals or further evaluation by
appropriate health professionals.

What research, resource(s}, or assessment
tool(s) were used in periorming the CAA. A
source(s) need only be cited if it is not already
ciled as the standard source(s) used  for this
CAA by facility policy."

483.20{(g} - (j) ASSESSMENT
ACCURACY/CCORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's stalus.

A registerad nurse must conduct or coordinate
each assessment with the appropriate
participation of health professicnals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual wha completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
williully and knowingly causes another individual
to certify a material and false statementin a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each

F272

F278| F 278

*R 1, and R10 MDS updated to reflect
changes not accurately coded.

+«All residents have potential to be
affected if MDS is not accurately coded.

+*RNAC has been educated on RA!
criteria for coding of UTl's and
catheters.

*Random audits of 10 MDS's of section
“H" will be completed. Results of these
audits will be reviewed by QAPI.

*DNS/designee is responsible.
Completion date is 4-17-16
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assessment,

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:
Based on inlerview and document review, the
facility failed to accurately code the Minimum
Data Set (MDS) for 2 of 10 residents (R1, R10)
reviewed for Indwelling catheter and/or urinary
tract infection (UTH).

Findings inciude:

Indwelling catheter:

R1's quarterly MD$ dated 1/28/16, reflected R1
had an active diagnoses of neurogenic bladder
however, did not identify R1's use of an indwelling
catheter.

A Physician's Order dated 2/2/16, indicated R1
required use of a Foley (indwelling) catheter
which should be changed every month. The order
included, "dx: (diagnosis) neuragenic bladder (a
bladder dysfunction caused by a neurological
conditlon).”

R1's Comprehensive Assessment Note dated
2/24/16, identified the use of an indwelling
catheter related 1o urinary retention, and indicated
R1 had a diagnosis of neurogenic bladder,

On 3/8/186, at 7:30 p.m. nursing assistant (NA}-A
stated R1 had utilized an indwelling catheter "for
a while now.” NA-Aindicated R1 received
catheter care in the morning and evening, and
required staff assistance with switching from a

F 278
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closed drainage bag used at night, to a leg bag
used during the day.

On 3/8/16, at 11:24 a.m. registeraed nurse (RN)-B
stated Ri's indwelling catheter had been initiated
8/17/15. AN-B acknowledged she had mis-coded
the MDS and had not included R1's indwelling
catheter use, RN-B further stated, "We are
actually fosing money from my not coding it right.”

On 3/8/16, at 1:13 p.m. the dirsctor of nursing
services stated she expected all resident MDS
assessments to be coded accurately to reflect
each resident's current status and needs.

According to the Long Term Care Facllity
Resident Assessment Instrument User's Manual
Version 3.0 dated last revised on October 2015,
the intent of the items in the bladder section was
to gather information on the use of bowel and
bladder appliances, the use of and response to
urinary toileting programs, urinary and bowel
continence, bowel training programs, and bowel
patterns. "Each resident who was incontinent or
at risk of developing incontinence should be
identified, assessed, and provided with
individualized treatment (medications,
non-medicinal trealments and/or devices) and
services 1o achieve or maintain as normal
elimination function as possible,” In addition the
facility was follow the Steps for Assessment
which included:

»4, Examine the resident to note the presence of
any urinary or bowel appliances.

2, Review the medical record, including bladder
and bowel records, for documentation of current
or past use of urinary or bowel appliances.”

uTh

F 278
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R10's annual MDS dated 1/7/16, was inaccurately
coded for UTI. The 1/7/16 annual MDS indicated
R10 had experienced an UTI within the last 30
days.

The Progress Notes were reviewed from 1/7/18,
going back 30 days and the following was noted:
- On 1/5/16, R10 was sent {0 the emergency
room to have a gastrostomy/jejunosotmy {(G/NJ)
tube changed and while R10 was there, the
hospital also changed the resident's indwelling
catheter, ‘

- On 1/7/16, the hospital called the facility and
informed the facility R10 had an UTI and R10 on
started on an antibiotic. Although the facliity
updated R10's primary physician on that day, the
medical record lacked evidence of any
assessment for signs and symptoms reflecting
the UTI to determine whether the antibiotic was
necessary. R10's medical record lacked evidence
of any signs or symptoms of a documented UT|
such as a fever, or change in the resident's
status.

On 3/8/16, at 11:05 a.m. the director of nursing
was interviewed and she acknowlegded the
medical record lacked evidence of signs and
symptorns of a UTI. The DON stated she would
expect staff to follow up with the primary
physician to determine whether the antibiotic was
clinically indicated since R10 displayed no signs
or symptoms of infection including fever or
change in status.

On 3/8/16, at 11:33 a.m. RN-D reviewed R10's
record with the surveyor and verified the MDS
had been inaccurately coded, RN-D slated the
UTI should not have been coded on the MDS.
She further stated she came from the "old school"
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where nurses did not question the doctors,
although she was aware of the patential for
overuse of antibiotics.

The facility's policy for UT!s dated 8/14, directed
the stalf and practitioner to identify residents with
signs and symptoms suggesting the possibility of
UTls. The staff were to follow the Surveillance
definitions of infections of Long Term Care for
criteria that defines UTls. "Clinical definitions of a
UTI are resident-specific and require the
aggregation of signs and symptams, lab data and
the clinical judgment of the interdisciplinary
team.”

According to the Long Term Care Facllity
Aesident Assessment Instrument User's Manual
version 3.0 dated October 2015, UTls can only be
coded on the MDS when all of the following
criteria are met:

1. Physician, nurse practitioner, physician
assistant, or clinlcal nurse specialist or other
authorized licensed staff as permitted by state law
diagnose a UT! in last 30 days,

2. Signs or symptoms attributed to UTI, may or
may not include but are not be limited to: fever,
urinary symptoms (e.g., peri-urethral site burning
senaation, frequent urination of small amounts),
pain or tenderness in flank, confusion or change
in mental status, change in character of wine
(e.g., pyuria),

3. "Significant laboratory findings" (The attending
physician should determine the level of significant
laboratory findings and whether or not a culture
should be oblained}, and

4, Current medication or treatment for a UTlin
the last 30 days.

F 278
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F 2791 483.20(d), 483.20(k){1) DEVELOP F279) F279
§8=0 | COMPREHENSIVE CARE PLANS «Resident 8 care plan reviewed and
) updated to include antipsychotic usage.
A facility must use the resuits of the assessment
lo develop, review and revise the resident's . . . .
comprehensive plan of care. All res‘udents on antlpsxchottcs have the
potential to be affected if care plans are
The facility must develop a comprehensive care not developed to address antipsychotic
plan for each resident that includes measurable use,
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial *RNAC has been Educated on
gz:g:str:aetne:re identified in the comprehensive developing plan of care for residents
’ receiving antipsychotic medication,
The care plan must describe the services that are )
to be furnished to attain or maintain the resident's *DNS/designee to complete random
highest practicable physical, mental, and weekly audits of care plan to ensure
psychosoctal well-being as required under antipsychotic usage is addressed for
§483,25; and any services that would otherwise proper monitoring. Results of these
be required under 5483.25' but are not provided audits will be reviewed by QAP!
due to the resident’s exercise of rights under
483.10, including the right to refuse treatment ) \
gnder §483.10(b)g(4). 9 +Completion date is 4-17-16
This REQUIREMENT is not met as evidenced
by:
Based on interview and document reviaw, the
facility failed to develop a plan of care related to
antipsychotic medication for 1 of 2 residents (R8)
reviewed for psychotic medications
Findings include:
R8's care plan dated 9/25/15, identified R8
received an antidepressant medication related to
depression, The care plan did not identify
olanzapine as an antipsychotic medication and
facked direction for staff to monitor for side
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:ZGKC1H Facility (D: 00345 if continuation shest Page 11 of 46
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effects, orthostatic blood pressure and/or target
behaviors. The care plan aiso failed to identify
non-pharmacological interventions to be utilized.

The Physician Qrders dated 3/8/18, indicated R8
had an order for olanzapine 5 milligrams {mg) by
mouth two a day.

R8's Medication Administration Record (MAR) for
December 2015, and January, February and
March 20186, indicated R8 received olanzapine,

On 3/8/16, at 9:17 a.m. registered nurse (RN)-C
confirmed the care plan lacked side effect
monitoring, orthostatic blood pressure,
non-pharmacological interventions and target
behavior monitoring for use of antipsychotic
medication, RN-C indicated further verified she
would expect use of antipsycholic medications to
ba included on the care plan.

On 3/8/186, at 8:17 a.m. RN-D verified the care
plan lacked interventions for side effect
monitoring, orthostatic blood pressure,
non-pharmacological interventions and target
behavior monitoring related to the use of the
antipsychotic medication. RN-D further
acknowledged R8 had received olanzapine during
the assessment reference dates of 1/5/16 and
1/26/16. RN-D stated, “ will update the care
plan, my expsctation is care plans should be
updated as necessary."

The facility's policy and procedure titlad
Interdisciplinary Care Plan 2/26/15, included:
“The social service staff will communicate mental
and psychosocial problems, needs, and concerns
to the interdisciplinary team for inclusion in the
care plan. They will include: Areas triggered on

F 279
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the MDS (Minimum Data Set) and identified on
the RAP {Resident Assessment Protocol)
Summary as proceed to the care plan ..."
F 282 | 483.20(k)(3)(i} SERVICES BY QUALIFIED F 282| F282
55=0 | PERSONS/PER CARE PLAN sResident 2 and resident 4 are being
. ) N repositioned according to individual plan
The services provided or arranged by the facility of care
must be provided by qualified persons in
g:::;rdance with each resident's written plan of «All residents at risk for pressure ulcers
’ have the potential to be affected if
. repositioning does not occur according to
This REQUIREMENT s not met as evidenced care plan
by:
Based on observation, interview and document -Education to stalf on cares being given
review, the facility falled {0 provide repositioning per care plan and importance of
according to each resident’s individualized plan of repositioning to prevent breakdown.
care for 2 of 4 residents (R2, R4) in the sample
identified at risk for pressure ulcers. -DNS/designee to complete random
\ . weekly audits of repositioning being
Findings Include: provided according to care plan.
During an interview regarding R2's skin, on 3/8/16 . .
al 7:46 a.m., licensed practical nurse (LPN)-A *Resulls of these audits will be reviewed
stated R2 had a foam dressing in place over a by QAPI Completion date is 4-17-16
pressure ulcer.
During an abservation on 3/8/16 at 8:04 a.m.,
RN-A and LPN-A antered R2's room to provide
care lo the resident’s coccyx wound, RN-A stated
tie had last measured the wound on Friday
3/4/186, at which time R2 had only one wound.
RN-A measured the original wound as 2.3
centimeters (cm) x 2.0 cm x 0.2 cm and
described it as an irregular stage 1f with a wound
bed covered by 90% yellow necrotic tissue with
10% granulating tissute. RN-A then went on to
measure the newly acquired stage Il pressure
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area located on the inferior of the coceyx. The
new area was measured as 0.4 cmx 0.8 em x 0.1
cm. RN-A described the wound bed as being
covered with yellow necrotic tissue with defined
edges. RN-A and LPN-A verified they had been
unaware of the new wound and that no staff had
reporied the presence of the second wound.
Consequently, the new wound had not been
assessed. At 8:25 a.m. the nurses repositioned
A2 to his back and left the room.

On 3/8/18, at 8:27 a.m. BN-A stated he expected
the nursing assistants who provided daily care, to
immediately report all skin concerns to the nurse
so that an assessment could be done. RN-A
again acknowledged the new open area next to
the existing coceyx wound had not been
assessed and identified, RN-A stated R2 required
total physical assistance with all cares including
incontinence cares, turning and repositioning so
he would have expected someone o have seen
the concern and reported it.

On 3/8/16, at 9:00 a.m. R2 was observed seated
in a wheelchair at the dining room. R2's
wheelchair was observed to tilted slightiy
backwards. At 9:41 a.m. LPN-A was observed to
wheel R2 to the bedroom and to leave again. At
10:38 a.m. NA-C and NA-B were observed to
leave A2's room after having transferred R2 to
her bed, where she was positioned on her back.

During interview with NA-A at 10:42 a.m. on
3/8/16, he stated he had assisted NA-C to lay A2
down in bed at about 10:25 a.m. NA-B was
interviewed immediately after NA-A and stated he
did not work with R2 however, NA-B stated R2
was supposed to be repositioned every one hour.
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Durlng interview with LPN-A at 10:44 a.m. on
3/8/16, LPN-A stated, "We got her up around 8:30
am” (Indicating resident had been up 1 hour and
55 minutes without repositioning). When asked
how often resident was supposed to be
repositioned, LPN-A stated every hour. LPN-A
verified R2 had been identified at risk for
pressure ulcers and had an actual pressure ulcer
on {he coccyx, LPN-A also verified R2 had not
received assistance to reposition as required. At
10:48 a.m. LPN-A stated she expected the NA's
to follow all residents’ care plans, to report any
concerns about residents’ skin, and to report
when they were running late with repositioning
residents. LPN-A also stated the NA's needed to
report issues with running late immediately so
she could get help to reposition R2 since she had
an open area.

R2's pressure ulcer Care Area Assessment
(CAA) dated 10/8/15, identified R2 as having a
potential for impaired skin integrity related to
incontinence of bowel and bladder, dependence
on staff for changing and pericare, and as
requiring extensive assistance with bed mobility,
turning, repositioning and off-loading. The CAA
also indicated R2 was at risk for pressure ulcer
development per the Braden Score.

R2's Minimum Data Set (MDS) dated 12/23/15,
identified diagnoses including hemiplegia,
hemiparesis, type il diabetes, idiopathic
peripheral neuropathy, and dernentia. The MDS
indicated R2 did not have any unhealed pressure
ulcers and identified R2 as at risk for developing
pressure ulcers.

A2's care plan dated 1/4/18, indicated R2 had the
potential for impaired skin integrity related to total
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assistance with bed mobility, turning and
repositioning, off-loading and transfers. The goal
included: "Skin will remain free from breakdown.”
Care plan interventions directed staff to conduct
daily observation of R2's skin with all cares,
report alterations o nurse, nurse to conduct
weekly skin inspection, treatments as ordered,
and fo turn and reposition the resident every hour
and as needed due 1o open area.

During review of the Pragress Notes from 1/18/16
through 3/7/18, revealed the following:

- On 1/16/16, indicated resident had ongoing
pink, scar fissue area on COCCyx...

- On 2/13/18, indicated resident had ongoing
compromised area on the coccyx which was
slightly red and cream was applied as ordered.

- On 2/27186, indicated resident skin was
assessed, the compromised area on coccyx was
open, area measured 1.0 cm x 1.4 cm, wound
bed was 100% granulated with macerated edgss
and peri-wound was pink. In addition, the note
indicated pink areas had been noted to both
buttocks with potential for opening. The note
further indicated the open wound had been
cleansed and a foam dressing had been applied.
- On 3/7/186, indicated the pressure related wound
on the coceyx measured 3.0 cm x 2.0 cm x 0.0
cm. Wound bed was 100% yellow slough, edges
were undefined and macerated.

An undated nursing assistant Second Floor
Group B assignment sheet, a component of the
plan of care, directed staff to "Reposition every
one hour until buttocks healed."

On 3/8/16, at 11:16 a.m, the director of nursing
{DON) pulled up an assessment dated 3/4/18,
which indicated R2 had only one wound on the
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coceyx. The DON stated she expected the nurse
to conduct weekly skin assessments and to
ansure the assessments were accurate. She also
stated she expected staff to provide care in
accordance with individual resident's care plans,
and to report any concerns including skin issues,
to the nurse who would then be expected to
conduct an assessment.

On 3/8/18, at 12:14 p.m. RN-B, the MDS
coordinator, was interviewed and stated "we
watch her (R2) closely because of the history of
the area re-opening." RN-B also verified R2 was
supposed to be repositioned every hour as
directed by the care plan.

On 3/8/18, at 4:13 p.m, RN-A stated he'd verified
the coccyx wound had increased in size from
2/27/16 to 3/4/16.

R4 was continuously abserved on 3/8/16, from
7:36 a.m. to 9:38 a.m. lying in bed on his back
with the bead elevated approximately 45 degrees.
R4 was interviewed at 9:38 a.m. and was asked
whether staff had assisted him with morning
cares, A4 nodded and stated "yes."

At 9:40 a.m. on 3/8/16, NA-B was interviewed and
stated he was assigned to R4 for the shift. When
asked when R4 had last been repositioned, NA-B
stated NA-A had repositioned R4 around 7:30
a.m.

At 9:50 a.m. on 3/8/16, NA-A and NA-B entered
R4's room, and asked the resident if he wanted to
get up, R4 declined.

At 8:52 a.m. on 3/8/186, the NA's were abserved to
reposition R4. No pillows were observed to have
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teen in place behind R4's back. The NAs slid R4
up in the bed and turned the resident from the
right to the left, and then positioned R4 on the
back again. NA-B elevated the bed at
approximately 45 degrees.

At 9:57 a.m. on 3/8/16, NA-A and NA-B verified
R4 had not been offered repositioning since 7:30
a.m., for a total of iwo hours and 22 minutes.
NA-B stated NA-A had been on break, breakfast
had been served late that morning, and that he
had been assisting residents who smoked in the
smoking room.

R4 was observed on 3/8/16 again from 9:57 a.m.
to 10:39 a.m,, R4 remained on his back as he
slept.

At 10:39 a.m. on 3/8/16, LPN-A verified R4 was
lying on his back and verified the Second Floor
Group C assignment sheet, a component of the
plan of care, directed "Keep pressure off coceyx."
LPN-A stated R4 was supposed to be turned from
side to side as the resident was at risk for
pressure ulcers, LPN-A stated she was going to
find an NA 1o turn R4 to his side. At 10:48 a.m.
LPN-A stated she would have expected the NA's
to follow R4's care plan and to have reported to
her immediately if they were not able to reposition
resident timely as resident was at a high risk for
pressure ulcers, At 10:55 a.m. NA-A stated he
was aware R4 was supposed to be repositioned
side to side but had thought NA-B was going to
put a pillow behind the resident after he had
assisted NA-B to reposition R4 at 9:52 am,

R4's Pressure Ulcer CAA dated 1/8/16, indicated
R4 was at risk for the development of pressure
ulcers due to multiple sclerosis,
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hemiplegia/hemiparesis, incontinence, immobility,
cognitive loss, and delirium that limited mobility.

R4's care plan revised 3/7/16, identified residant
had potential for impairad skin integrity, was at
risk for pressure ulcers related to requiring
extensive assist with bed mobility, turning and
repositioning and being incontinent of both bowsl
and bladder. The care plan identified also R4 had
a history of open areas, had confounding
diagnoses for traumatic brain injury, multiple
sclerosis and left sided hemiplegia. The care plan
directed "Nurse to conduct weekly skin
inspection, turn and reposition every two hours
and as needed when in bed."

R4's Physician Order dated 3/8/16, indicated
resident wound orders as "Foam dressing to
coceyx, denuded (a loss of some or all of the
epidermis (the outer layer) leaving a denuded
surface area). Change daily and when soiled.”

During review of the interdisciplinary progress
rotes, and Weekly Skin Reviews dated 2/1 to
3/7/18, it was revealed that on 2/14, 2/28 and
3/7/16, documentation indicated R4 had an
ongoing denuded area on the coceyx. In addition,
the Wound Evaluation Flow sheet dated 3/7/16,
indicated the denuded coceyx area had been
identified as a Stage 2 pressure ulcer.

On 3/8/16, at 1:15 p.m. the DON stated she
expected the NA’'s to follow each resident’s plan
of care 1o provide resident care.

On 3/8/16, at 2:23 p.m. AN-A stated staff were
supposed to check each resident's skin weekly.
RN-A stated, “"they are supposed to do it and
sign off on the MAR [Medication Administration
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Record].” When asked for a description of the
denuded area, RN-A stated the top layer of the
skin was gone and was covered with a white
covering/coat.

The undated Skin Integrity Guideline indicated the
treatment protocol goals for stage |, reddened
and denuded areas were to protect from
pressure, moisture and prevent further injury. The
guideline indicated licensed nurses were
responsible for performing a skin
evaluation/observation weekly utilizing the
Weekly Skin Review. In addition, the guideline
indicated if a resident had been identified with a
decline in skin integrity the care plan was to be
implemented and followed.

The undated Skin Integrity Guideline indicated the
treatment protocol goals for stage |, reddened
and denuded areas were to protect from
pressure, moisture and pravent further injury, The
guideline indicated licensed nurses were
responsible for perfarming a skin
evaluation/observation weekly utilizing the
Weekly Skin Review UDA {facility wound form). In
addition, the guideline indicated if a resident had
been identified with a decline in skin interity the
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PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
thay were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and docurnent
review, the facility falled to comprehensively
reassess and identify risk factors in order to
prevent further skin breakdown following
identification of pressure ulcers for 3 of 4
residents (R2, R4, RY) reviewed. In addition, the
facility failed to provide care, and failed to
determine whether current treatment was
effective to promote healing, for current stage Il
pressure ulcers {partial thickness skin ioss
involving epidermis, dermis, or both. The ulcer is
superficial and presents clinically as an abrasion,
blister, or shallow crater) for 1 of 4 residents (R2}.
R2 sustained actual harm when the resident
developed muitiple and/or recurring stage 1l
pressure ulcer on the coccyx.

Findings include:

On 3/8/16 at 7:30 a.m., nursing assistant (NA)-C
was observed to be assisting R2 with morning

*R 9 no longer resides in the facility, R 2
and R4 have been comprehensively
assessed and risk factors identified to
prevent further breakdown, Wound UDA
system and interventions to monitor skin
in place to assure issues are timely
recognized, assessed, and reported to
practitioner, nurse, and physician to be
addressed. Weekly wound rounds to be
done per facllity protocol.

+All residents at risk for skin breakdown
have the potential to be affected if not
assessed, risk factors identified, and
interventions implemented to prevent
further breakdown

Education completed to nursing staff on
jdentifying residents at risk for skin
breakdown and interventions for
prevention and healing.

-DNS/designee to complete random
weekly audits to ensure skin checks and
wound documentation are completed,
care is being provided per care plan.
*DNS is responsible.

*Results of these audits will be reviewed
by QAPI

-Completion date is 4-17-16

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
245394 B, WING 03/08/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
471 LYNNHURST AVENUE WEST
GOLDEN LIVINGCENTER - LYNNHURST SAINT PAUL, MN 55104
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 Continued From page 20 F 282
cars plan was to be implemented and followed.
F 314 483.25(c) TREATMENT/SVCS TO F314] F314

FORM CMB.2567(02-99) Pravious Versions Obsolete

Event {D:ZGKCN

Facility iD: 00945

if continuation shest Page 21 of 46

T




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

PRINTED: 03/26/2016
FORM APPROVED

OMB NO. 0938-0391

- On 3/8/16 at 7:46 a.m., licensed practical nurse
- (LPN)-A stated R2 had a foam dressing in place

BN-Aand LPN-A entered R2's room to provide

: wore gloves during the observation. When AN-A
: spread the skin around the coceyx, two wounds

cares.

over a pressure ulcer. LPN-A stated the dressing
was being changed three times a week (Monday, |
Wednesday and Friday) but that she had placed

a call to the nurse practitioner (NP} to get orders
to change the current treatment because she felt -
the wound, which was on the resident's cocoyx,
could use additional treatment. LPN-A also stated
she was waliting for registered nurse (RN)-A, the
nurse manager, 1o assess the wound's progress
because RN-A was the nurse who provided
wound care on the unit.

During an observation on 3/8/16 at 8:04 a.m,,

care to the resident's coccyx wound. Both statf

were observed. RN-A stated he had last
measured the wound on Friday 3/4/16, at which
time R2 had only one wound. RN-A measured the
original wound as 2.3 centimeters (cm} x 2.0 cm X
0.2 cm and described it as an irregular stage Il
with a wound bed covered by 90% yellow necrotic
tissue with 10% granulating tissue. RN-A also
stated the wound edges were macerated. RN-A
then went on to measure the newly acquired
stage Il pressure area located on the inferior of
the coceyx. The new area was measured as 0.4
cm x 0.8 cm x 0.1 cm. RN-A described the _
wound bed as being covered with ysilow necrotic
tissue with defined edges. RN-A and LPN-A I
verified they had been unaware of the new wound .
and that no staff had reported the presence of the .

‘ second wound. Consequently, the new wound
_had not been assessed. At 8:16 am,, LPN-Awas
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overheard indicating the nurse practitioner (NP)
had ordered Hydroge! (a dressing that provides
an ideal environment for cleaning the wound and
allowing the body to rid itself of necrotic tissue) to
be applied to the wound, and to cover it with a
clear dressing. At 8:18 a.m. LPN-A left the room
and BN-A was observed take the Q-tip (cotton
tipped applicator} he had used to measure the
wound depths, applied a pea size of Hydroge! to
the wound bed and edges, then applied a clear
dressing over the large wound. RN-Awas not
observed to have cleansed the wounds prior to
the application of the Hydrogel. At8:18 am.
LPN-A returned to the room, applied a pair of
gloves, removed the dressing RN-A had just
applied, cleansed the wound with wound
cleanser, appfied a small amount of Hydrogel,
then applied 8 new clear drassing over both
wounds. At 8:25 a.m. the nurses repositioned A2
to his back and left the room.

On 3/8/16, at 8:27 a.m. RN-A staled he expected
the nursing assistants who provided dalily care, to
immediately report all skin concerns to the nurse
so that an assessment cotild be done. RN-A
again acknowledged the new open area next to
the existing coccyx wound had not been
assessed and identified. RN-A siated R2 required
total physical assistance with all cares including
incontinence cares, turning and repositioning so
he would have expected someone to have seen
the concern and reported it.

On 3/8/186, at 9;00 a.m. R2 was observed seated
in a wheelchair at the dining room. R2's
wheelchair was observed to tilted slightly
backwards. At 9:41 a.m. LPN-A was observed to
whesl R2 to the bedroom and to leave again. At
10:38 a.m. NA-C and NA-B were obhserved to

F314
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leave R2's room after having transtarred R2 to
her bed, where she was positioned on her back.

During interview with NA-A at 10:42 am. on
3/8/16, he stated he had assisted NA-C to lay R2
down in bed at about 10:25 a.m. NA-B was
interviewed immediately after NA-A and stated he
did not work with A2 however, NA-B stated R2
was supposed to be repositioned every one hour.

During interview with LPN-A at 10:44 a.m. on
3/8/186, LPN-A stated, "We got her up around 8:30
a,m" {Indicating resident had been up 1 hour and
55 minutes without repositioning). When asked
how often resident was supposed to be
repositioned, LPN-A stated every hour. LPN-A
verified R2 had been identified at risk for
pressure ulcers and had an actual pressure ulcer
on the coceyx. LPN-A also verified R2 had not
received assistance 1o reposition as required. At
10:48 a.m. LPN-A stated she expected the NA's
to follow all residents’ care plans, to report any
concerns about residents' skin, and to report
when they were running late with repositioning
residents. LPN-A also stated the NA's needed to
report issues with running late immediately so
she could get help to reposition R2 since she had
an open area.

R2's pressure ulcer Care Area Assessment
{CAA)} dated 10/8/15, identified R2 as having a
potential for impaired skin integrity related to
incontinence of bowe! and bladder, dependence
on staff for changing and pericare, and as
requiring extensive assistance with bed mobility,
turning, repositioning and off-loading. The CAA
also indicated R2 was at risk for pressure ulcer
development per the Braden Score.

STATEMENT OF DEFICIENCIES {X3) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTAUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GCOMPLETED
245394 B, WING 03/08/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
471 LYNNHURST AVENUE WEST
L . HURS
GOLDEN LIVINGCENTER - LYNN T SAINT PAUL, MN 55104
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314 Continued From page 23 F3i4

FORM CMS.2587(02-99) Pravious Versions Obsolete Evant (D:ZGKC11

Facility ID: 00345 If continuation sheat Page 24 of 46

ik ki




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

PRINTED: 03/25/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

245394

{X2} MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

03/08/2016

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - LYNNHURST

STREET ADDRESS, CITY, STATE, ZIP CODE
471 LYNNHURST AVENUE WEST
SAINT PAUL, MN 55104

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECGTION

(X5)
PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 314

Continued From page 24

R2's Minimum Data Set (MDS) dated 12/23/15,
identified diagnoses including hemiplegia,
hemiparesis, type | diabetes, idiopathic
peripheral neuropathy, and dementia. The MDS
further indicated R2 had severely impaired
cognitive skills, and had both short and long term
memory problems, requiring total {o extensive
physical assistance of one to two staff with all
activities of daily living including transferring,
toileting, personal hygiene and bed mobility. In
addition, the MDS indicated R2 did not have any
unhealed pressure uicers and identified R2 as at
risk for developing pressure ulcers,

R2's care plan dated 1/4/16, indicated R2 had the
potential for impaired skin integrity related to total
assistance with bed mability, turning and
repositioning, off-loading and transters, The goal
included: "Skir will remain free from breakdown.”
Care plan interventions directed staff to conduct
daily observation of R2's skin with all cares,
report alterations to nurse, nurse to conduct
weekly skin inspection, treatments as ordered,
and to urn and reposition the resident every hour
and as needed due to open area,

During review of the Progress Notes from 1/16/16
through 3/7/16, revealed the following:

- On 1/16/18, indicated resident had ongoing
pink, scar lissue area on coccyx...

- On 2/13/18, indicated resident had ongoing
compromised area on the coceyx which was
slightly red and cream was applied as ordered.

- On 2/27/18, indicated resident skin was
assessed, the compromised area on coccyx was
open, area measured 1.0 cm x 1.4 cm, wound
bed was 100% granulated with macerated edges
and peri-wound was pink. In addition, the note
indicated pink areas had been noted 1o both

F314

FORM CM8.2567(02-99) Previous Versions Obsolete Evant 1D:ZGKC11

Facility 10: 00945 if continuation sheat Page 25 of 48




PRINTED: 03/25/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
245394 8. WING 03/08/2016
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -

471 LYNNHURST AVENUE WEST

GOLDEN LIVINGCENTER - LYNNHURST SAINT PAUL, MN 55104

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION (s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 314 | Continued From page 25 F 314

buttocks with potential for opening. The note
further indicated the open wound had been
cleansed and a foam dressing had been applied.
- On 3/7/186, indicated the pressure related wound
on the coccyx measured 3.0 cm x 2.0 cm x 0.0
cm. Wound bed was 100% yellow slough, edges
were undefined and macerated.

An undated nursing assistant Second Floor
Group B assignment sheet, directed staff to
“Reposition every oneg hour until buttocks healed."

On 3/8/18, at 11:16 a.m. the director of nursing
{DON) pulled up an assessment dated 3/4/16,
which indicated R2 had only one wound on the
coccyx, The DON stated she expected the nurse
to conduct weekly skin assessments and to
ensure the assessments were accurate. She also
stated she expected stalif to provide care in
accardance with individual resident's care plans,
and to report any concerns including skin issues,
to the nurse who would then be expected to
conduct an assessment.

On 3/8/16, at 12:14 p.m. RN-B, the MDS
coordinator, was interviewed and stated "we
watch her (R2) closely because of the history of
tha area re-opening.” AN-B also verified R2 was
supposed 1o be repositioned every hour as
directed by the care plan,

On 3/8/18, at 2:51 p.m. BN-A stated he had last
assessed the wound on the coccyx on Friday
3/4/16, RN-A staled nurses were supposed lo
assess the area as indicated in Progress Notes
dated 1/16/16, 2/13/16, and 2/27/16. Each of
thase progress notes had identified redness/pink
areas and did not include more specific
information related to the state of the area.
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On 3/8/16, at 4:13 p.m. RN-A stated he'd verified
the coccyx wound had increased in size from
2/127/16 to 3/4/16.

R4 was continuously observed on 3/8/16, from
7:36 a.m. to 9:38 a.m. lying in bed on his back
with the bead elevated approximately 45 degrees.
R4 was interviewed at 9:38 a.m. and was asked
whether staff had assisted him with morning
cares, R4 nodded and stated "yes."

At 9:40 a.m. on 3/8/16, NA-B was interviewed and
stated he was assigned to R4 for the shift. When
asked when R4 had last been repositioned, NA-B
slated NA-A had repositioned R4 around 7:30
am.

At 9:50 a.rn. on 3/8/18, NA-A and NA-B entered
R4's room, and asked the resident if he wanted to
get up, R4 declined.

At 9:52 a.m. on 3/8/16, the NA's were cbserved to
reposition R4. No pillows were observed to have
been in place behind R4's back. The NAs slid R4
up in the bed and turned the resident from the
right to the left, and then positioned R4 on the
back again. NA-B elevated the bed at
approximately 45 degrees.

At 9:57 a.m. on 3/8/16, NA-A and NA-B verified
R4 had not been offered repositioning since 7:30
a.m., for a total of two hours and 22 minutes.
NA-B stated NA-A had been on break, breakfast
had been served late that morning, and that he
had been assisting residents who smoked in the
smoking room.

R4 was observed on 3/8/16 again from 9:57 a.m.
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to 10:39 a.m., R4 remained on his back as he
slept,

Al 10:39 a.m. on 3/8/16, LPN-A verified R4 was
lying on his back and verified the Second Floor
Group C assignment sheet directed "Keep
pressure off coceyx.” LPN-A stated R4 was
supposed to be turned from side to side as the
resident was at risk for pressure ulcers, LPN-A
stated she was going to find an NAto turn R4 to
his side. At 10:48 a.m. LPN-A stated she would
have expected the NA's to follow R4's care plan
and to have reported to her immediately if they
were not able to reposition resident timely as
resident was at a high risk for pressure ulcers. At
10:55 a.m. NA-A stated he was aware R4 was
supposed to be repositioned side to side but had
thought NA-B was going to put a pillow behind the
resident after he had assisted NA-B to reposition
R4 at 9:52 a.m.

R4's Pressure Ulcer CAA dated 1/8/16, indicated
R4 was at risk for the development of pressure
ulcers due to multiple sclerosis,
hemiplegia/hemiparesis, incontinence, immaohility,
cognitive loss, and delirium that limited mobility.

R4's care plan revised 3/7/16, identified resident
had potential for impaired skin integrily, was at
risk for pressure ulcers related to requiring
exlensive assist with bed mability, turning and
repositioning and being incontinent of both bowel
and bladder. The care plan identified also R4 had
a history of open areas, had confounding
diagnoses for traumatic brain injury, muitiple
sclerosis and left sided hemiplegia. The care plan
directed "Nurse to conduct weekly skin
inspection, turn and reposition every two hours
and as needed when in bed."
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R4's Physiclan Order dated 3/8/16, indicated
resident wound orders as "Foam dressing to
coccyx, denuded (a loss of some or all of the
spidermis (the outer layer) leaving a denuded
surface area). Change daily and when soiled.”

During review of the interdisciplinary progress
notes, and Weekly Skin Reviews dated 2/1 to
3/7116, it was revealed that on 2/14, 2/28 and
3/7/186, documentation indicated R4 had an
ongoing denuded area on the coccyx. In addition,
the Wound Evaluation Flow sheet dated 3/7/16,
indicated the denuded coceyx area had been
identified as a Stage 2 pressure ulcer.

On 3/8/16, at 1:15 p.m. the DON stated she
expacted the NA's to follow each resident's plan
of care to provide resident care.

On 3/8/18, at 2:23 p.m. BN-A stated stalf were
supposed to check each resident's skin waekly.
RAN-A stated, "they are supposed to do it and
sign off on the MAR [Medication Administration
Record)." When asked for a description of the
denuded area, RN-A stated the top layer of the
skin was gone and was covered with a white
covering/coat. When asked if the nurses were
supposed to measure the denuded area, RN-A
stated he was going to check what the facility
policy directed. When asked about R4's skin
concern, RN-A verified again that R4 had a
denuded area on his coccyx. When asked about
the 3/7/16 wound documentation, RN-A stated he
had assessed the area on 3/4/16, which was
Friday then completed the documentation on
Monday three days later.

On 3/8/18, at 2:49 p.m. RN-A approached stated
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he had looked over the wound documentation
and thought he had made a mistake with the
staging of the denuded coccyx area and provided
the facility policy.

The facility's undated Skin Infegrity Guidelines,
indicated the treatment protocol goals for stage |,
reddened and denuded areas were to protect
from pressure, moisture and prevent further
injury. The gquideline indicated licensed nurses
were responsible for performing a skin
avaluation/observation weekly utilizing the
Weekly Skin Review. In addition, the guideline
indicated if a resident had been identified with a
deciing in skin Integrity the care plan was to be
implemented and followed,

R9 was not comprehensively reassessed (o
identify risk factors in order to prevent potential
further skin breakdown, after a prassure ulcer
was identified by staff on R9's buftocks on 3/8/16.

R9's plan of care initiated on 11/12/14, for
polential for skin integrity indicated R9 needed
extensive assist for turning and repositioning, bed
mobility, and was incontinent of bowel. R9 was to
be turned and repositioned per assessment,
“Offtoad [prevention of skin breakdown - to
re-distribute pressure} on rounds when in chair,
able to reposition while in bed.” The care plan
was updated on 3/8/16, to lurn and reposition
every one hour after the Stage 2 ulcer was
identified.

The pressure Ulcer CAA dated 10/14/15,
indicated R9 was at risk for the development of
pressure ulcers dus to weight loss, bowel
incontinence and needing assistance with bed
mobility.
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The Comprehensive Skin Assessment dated
2/24/16, noted R9 could sit in & chair and lie in
bed for two hours,

The untitled nursing assistant assignment sheet
dated 3/4/186, directed the staff to oft load the
resident on rounds.

RY's was observed on the afternoon on 3/7/16, at
11:40 a.m. and on 3/8/16, at 7:37 a.m. lying on
his back in bed.

On 3/8/16, at 8:23 a.m. the DON was interviewed
and stated R9 had no open arsas. ‘

On 3/8/186, at 10:45 a.m. NA-E was interviewed
and stated R9 had a reddened bottom and the
she had informed LPN-B of that today. At 10:50
a.m. LPN-B was interviewed and stated she'd
looked at R9's bottom and the resident had a
reddened coccyx that was blanchable.

R9's coceyx was observed on 3/8/16, at 11:15
a.m, with the DON. At that time, the DON stated
the resident had a Stage 2 pressure ulcer on the
coceyx. The wound measured 0.8 cm x 0.3 X 0.1
cm. The wound bed was described as 80%
slough and 20% granulation. NA-E, present in the
resident's room during the observation, stated
she had been in the room earlier, but she had not
completely turned R2 over to lack at the coceyx.

The facility's policy for Pressure Ulcer Review
effective 7/8/15, directed stalf to ensure that a
resident with a pressure ulcer received care and
services to promote healing of the pressure ulcer.
Staff were 10 assess the resident if the resident
had skin breakdown and were to develop

F 314

FORM CMS8-2567(02-99) Previous Versions Obsolete Event 1D:2GKCH

Facility (D: 00945 Ii continualion sheet Page 31 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/25/2016
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

245394 B. WING 03/08/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE B

471 LYNNHURST AVENUE WEST
GOLDEN LIVINGCENTER - LYNNHURST SAINT PAUL, MN 55104
{X43 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEEICIENCY)
F 314 Continued From page 31 F 314
interventions to promote healing.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
88=D | HAZARDS/SUPERVISION/DEVICES F323
*Resident R10's bed footboard has been
The facillty must ensure that the resident repaired. Resident rooms have been
envircnment remains as free of accident hazards inspected and repairs completed as
as is possible; and each resident receives needed.
adequate supervision and assistance devices to
prevent accidents. sAll residents have the potential to be
effected if not provided a safe
environment
«Staff to be educated on system to
g:‘ie REQUIREMENT s not met as evidenced identify Issues as needing repair
Based on observation, interview and document “Rand kly audits of 2
review, the facility failed to ensure fall intervention andom weekly audits of 2 reoms per
and prevention techniques were implemented for week to ensure any repairs have been
1 of 3 residents (R10) reviewed for accidents. compleled. Quarterly room checks to
inspect beds and other furnishings for
Findings include: proper operation and repair as needed. _i h ' b
R10 was observed on 3/7/16, continuously from sED/designee is responsible
11:40 a.m. through 12:10 p.m. R10's door to the
room was wide open from the hallway. R10's bed *Negative results of these audits/
was in the low position, the head of bed and knee inspections will be reviewed at the facility
was slightly elevated and R10 was pushing on the QAP!| meeting for further
footboard with both feet. The right side of the recommendation.
footboard had swung away from the bed at an \
approximately 25 to 30 degree angle. Nursing
assistant (NA)-D placed R9's tray in the room and
did not notice R10's ill-repaired footboard. The
administrator was walking passed the room and
was nolified of the bed in need of repair.
NA-D was interviewed on 3/7/16, at 12:15 p.m.
NA-D indicated they had been working for here
for years and when asked if he knew R10's bed
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needed repair he indicated there were a "lot of
beds here" that neaded repair and he had
reported them to corporate but the beds still did
not gel fixed. NA-D was unable {o provide any
more information on what beds were in need of
repair when asked during the interview.

R10's care plan dated 1/5/15, indicated R10 was
at risk for falls due to unsteady sitting and
standing balance and was an assist of two to
transfer using a mechanical lift.

A one page typed note undated and unfitled was
provided which indicated R10 had fallen from the
bed on 6/8/15 and 9/2/15. Both {alls were from
the side of the bed and not the foot of the bed,

The administrator was interviewed on 3/7/16, at
3:16 p.m. he indicated there was no work order
that could be located for R10's bed. The
administrator revealed a bolt had snapped off the
footboard allowing the footboard to swing away
from the bed. The administrator went onto to note
that the foot and head boards are o be checked
by the maintenance department at least quarierly.
He commented R10's bed was last checked on
12/22/15. He acknowledged R10 did slide down
in bed even with the knees elevated and put his
feet on against the footboard.

483.25() DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the prasence of

F 323

F 329
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| adverse consequences which indicate the dose *Resident § orthostatic blood pressure
E should be reduced or discantinued; or any monitoring has been implemented, and
combinations of the reasons above, R10 is no longer receiving antibiotics.
Based on a comprehensive assessment of a All resident receiving medications have
resident, the facility must ensure that resldents the potential to be affected if proper
who have not used antipsychotic drugs are not monitoring and justifications for
- given these drugs unless antipsychotic drug medications are not in place.
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical . sNursing staff have been educated on
(rjezord; a'::.' ;esk;;%at’t:'\zho :f:di';%ps?h?:&c ~ proper monitoring for residents receiving
rugs receive gradual dos ons, & . psychotropic, all nursing educated on
behavioral interventions, unless clinically survelllance criteria for antibiotic use
contraindicated, in an effort to discontinue these ’
drugs. ‘ .
rugs : ' +DNS/designee to complete random
. weekly audits of psychotropic monitoring
and necessity of antibiotic usage
*DNS is responsible.
This REQUIREMENT is not met as evidenced
by: *Negative results of these audits will be
Based on observation, interview and document reviewed by QAPI
review, the facility failed to ensure appropriate
monitoring of an antipsychotic medication for 1 of «Completion date is 4-17-16
. 5 residents (R5) who used Seroquel
. (antipsychotic). In addition, the facility failed to
- ensure 1 of 3 residents (R10) who was
: asymptomatic did not receive anti-biotic with
justitication.
- Findings include:
g On 3/8/16, at 2:21 p.m. RS was observed to be
§ awake, seated in the wheelchair, When
| approached and interviewed regarding the
| medication, Seroquel, R5 indicated she did not
% notice or experience any side effects from the
- medication that currently taking and RS was o
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observed to be relaxed with no behaviors,

R5's Physician Orders dated 2/2/16, RS had
diagnoses which included personality disorder,
Bipolar disorder, major depressive disorder, and
dementia. Furlthermore, R5 had an order for
Seroquel 25 mg by mouth in the morning and 75
mg by mouth at bedtime, which was started on
12/1/14, :

Rs's care pfan dated 1/19/16, identified R5
received an antipsychotic medication. The care
plan did address the antipsychotic medication
and direction for stalf to monitor for side effects
that include postural hypotension, and observe for
behaviors. However, medical record lacked
documentation of monthly arthostatic blood
pressure monitoring.

The MAR (Medication Administration Record) for
December 2015, January 2016 and February
2016, indicated R5 received Seroquel 25 mg by
mouth in the morning and 75 mg by mouth at
bedtime. MAR for March 2016, indicated RS
received Seroguel 25 mg by mouth in the
morning and 50 mg by mouth at bedtime,

On 3/8/16, at 2:18 p.m. licensed practical nurse
{LPN)-B confirmed R5's medical record lacked
documentation of monthly orthostatic blood
pressure monitoring and indicated, they do not
have an order for it and that was the reason why |
it has not been done monthly. i

On 3/8/16, at 2:23 p.m. registered nurse (AN)-C
verify R5's medical record lacked documentation
of monthly orthostatic blocd pressure monitoring
and stated, "My expectation is monthly orthostatic
blood pressure monitoring should be done and it
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have not be done. If it have not been done
pharmacy consultant could have recommend it."

On 3/8/16, at 3:41 p.m. director of nursing
confirmed R5's medical record lacked
documentation of monthly orthostatic blood
pressure monitoring and mantioned, "My
expectation orthostatic blood pressure monitoring
should be done."

Qn 3/8/16 at 3:44 p.m. the consultant pharmacist
stated, monthly orthostatic blood pressure
monitoring is included in the side effect
monitoring and assume that staff is monitoring it
monthly, that was the reason why he did not
recommend il. In addition, PC indicated, his
expectation is facility staff should monitor
orthostatic blood pressure monthly,

Policy and procedure title ANTIPSYCHOTIC
MEDICATION REVIEW dated 5/4/15, reads,
“Review Nursing Notes for documentation of daily
side effect monitoring and follow up to side
elfects,”

R10's Minimum Data Set (MDS) dated 1/7/16,
indicated R10 had a UT! within the last 30 days.

R10's Progress Notes ware reviawed from 1/7/16,
going back 30 days and the following was noted:

- 0On 1/5/16, R10 was sent to the emergancy
room to have a gastrostomy/jejunosotmy (G/MJ)
tube changed and while R10 was there, the
hospital also changed the resident's indwelling
catheter.

- On 1/7/18, the hospital called the facility and
informed the facility R10 had an UTl and R10 on
started on an antibiotic. Although the facility

F 329
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updated A10's primary physician on that day, the
medical record lacked evidence of any
assessment for signs and symptoms reflecting
the UTI to determine whether the antibictic was
necessary. R10's medical record lacked evidence
of any signs or symptoms of a documented UTI
such as a fever, or change in the resideni's
status,

On 3/8/16, at 11:05 a.m. the director of nursing
was interviewed and she acknowlegded the
medical record lacked evidence of signs and
symptoms of a UT|. The DON stated she would
expect staff to follow up with the primary
physician to determine whether the antibiotic was
clinically indicated since R10 displayed no signs
or symptoms of infection including fever or
change in status.

On 3/8/16, at 11:33 a.m. RN-D stated she came
from the "old school" where nurses did not
question the doctors, although she was aware of
the potential for overuse of antibiotics.

The facility's policy for UTIs dated 8/14, directed
the staff and practitioner to identify residents with
signs and symptoms suggesting the possibility of
UTls. The staff were to foliow the Surveillance
definitions of infections of Long Term Care for
criteria that defines UTls. "Clinical definitions of a
UT! are resident-specific and require the
aggregation of signs and symptoms, lab data and
the clinical judgment of the interdisciplinary
team.”

483.30(e) POSTED NURSE STAFFING
INFORMATION

The facllity must post the following information on

F 328
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a daily basis:
o Facility name.
o The current date,
o The total number and the actual hours worked
by the following categories of licensed and
unticensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides,
o Resident census.

The facility must post the nurse stalfing data
specified above on a dally basis at the beginning
of each shift. Dala must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residants and visitors.

The tacility must, upon oral or written reguest,
make nurse staffing data available to the public
for review at a cost not to exceed the comrnunity
standard.

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 observation, interview, and document
review, the facility failed to post the actual hours
worked for nursing staff directly responsible for
resident care per shift on 3/5, 3/6, and 3/7/16. In
addition, the staff posting was not current for the
census. This had the potential to affect visitors
and all 68 residents residing in the facility.

F 356

F356
«Nursing staff hour's posted in
accordance with regulations.,

*Education to staff on location and the
requirements of posting and maintaining
the daily posted nursing hours.

«ED is responsible.

«ED/designee to do random weekly
audits of hours posting.

<Negative results of these audits will be
reviewed by QAPI

-Completion date is 4-17-16
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Findings include:

During the initial tour on 3/7/16, at 8:05 a.m. the
facility nursing staff posting on a wall was
observed on the behind the nursing station. The
posted nursing staff information was dated
3/4/16, and had a census of 68.

During the random observations of the nursing
staff posting farms posted on the wall behind the
nursing stalion desk on 2/29/186, 3/1/16, 3/2/16,
3/3/16, and 3/4/16, however there was no nursing
staff posting for 3/5/16, 3/6/16 and 3/7/16.

During an interview with the medical record
director on 3/7/16, at 8:05 a.m. the medical
record director administrator confirmed the
nursing staff hour posting was noted posted for
3/5/16, 3/6/16 and 3/7/16 and stated, "It should
be posted daily.”

During the interview with the staffing coordinator
on 3/7/16, at 9:32 a.m. the staffing coordinator
indicated, "My expectation is nursing staff posting
should be posted daily. The census was 68 when
| left on Friday. There was a new admit on
Saturday 3/5/16."

During the interview with the exacutive direclor on
3/7/16, at 9:32 a.m. the executive director
administrator stated, "My expectation is nursing
staff posting should be posted daily."

Policy and titled NURSING STAFF HOURS last |
review date 8/14/15, read, "Nursing staff hours
will be posted in accordance with state and 5
federal regulations in all facilities. The posting !
shall be in a clear and readable format and |
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posted in a prominent place readily accessible to
residents and visitors.”
F 428 483.60{c) DRUG REGIMEN REVIEW, REPORT F 428| F428
88=0 | IRREGULAR, ACT ON *Resident 5§ monthly pharmacy review

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and documsnt
review, the facility failed to act upon the
recommendations of the consultant pharmacist
for appropriate monitoring of an antipsychotic
medication for 1 of 5 residents (R5}) reviewed for
unnecessary medications.

Findings include:

On 3/8/186, at 2:21 p.m. R5 was observed to be
awake, seated in the wheelchair. When
approached and interviewed regarding the
medication, Seroquel, R5 indicated she did not
notice or experience any side effects from the
medication that currently taking and RS was
observed to be relaxed with no behaviors,

R5's Physician Orders dated 2/2/16, R5 had
diagnoses which included personality disorder,

completed.

All residents have the patential fo be
affected if monthly pharmacy reviews are
not completed per regulation.

*DNS/designee to complete random
audits to ensure residents receive
monthly medication reviews.

*DNS/Designee/Consulting pharmacist is
responsible.

*Negative results of these audits will be
reviewed by QAPI

«Completion date is 4-17-16
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Bipolar disorder, major depressive disorder, and
dementia. Furthermore, RS had an order for
Seroquel 25 mg by mouth in the morning and 75
mg by mouth at bedtime, which was started on
12/1/14.

R5's care plan dated 1/19/16, identified RS
recaived an antipsychotic medication. The care
plan did address the antipsychotic medication

and direction for staff to monitor for side effects
that include postural hypotension, and observe for
behaviors. Howsever, medical record lacked
documentation of monthly orthostatic blood
pressure monitoring.

The MAR (Medication Administration Record) for
December 2015, January 2016 and February
2018, indicated R5 received Seroquel 25 mg by
mouth in the morning and 75 mg by mouth at
bedtime, MAR for March 2016, indicated R5
received Seroguel 25 mg by mouth in the
morning and 50 mg by mouth at bedlime.

Qn 8/8/186, at 2:19 p.m. licensed practical nurse
{LPN)-B confirmed R&'s medical record iacked
documentation of monthly orthostatic blood
pressure monitoring and indicated, they do not
have an order for it and that was the reason why
it has not been done monthly.

On 3/8/16, at 2:23 p.m. registered nurse (RN)-C
verify A5's medical record lacked documentation
of monthly orthostatic blood pressure monitoring
and stated, "My expectation is monthly orthostatic
blood pressure monitoring should be done and it
have not be done. [f it have not been done
pharmacy consuliant could have recommend it."

On 3/8/16, at 3:41 p.m. director of nursing
FORM CMS.2567(02-99) Previous Varsions Obsolste Evant ID:ZGKC11 Facility 1D: 00945 If continuation sheat Page 41 of 46
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confirmed A5's medical record lacked
documentation of monthly orthostatic blood
pressure monitoring and mentioned, “My
expectation orthostatic blood pressure monitoring
should be done.”

On 3/8/16 at 3:44 p.m. consultant pharmacist
stated, monthly orthostatic bloed pressure
monitoring is included in the side effect
monitoring and assume that staff is monitoring it
monthly, that was the reason why he did not
recommend it. In addition, PC Indicated, his
expectation Is facility stalf should monitor
orthostatic blood pressure monthiy.

Policy and procedure title ANTIPSYCHOTIC
MEDICATION REVIEW dated 5/4/2015, reads,
"Heview Nursing Notes for documentation of dally
side effect monitoring and follow up to side
effects.”

Policy and procedure title MEDICATION
MONITORING MEDICATION REGIMEN
REVIEW dated 5/12, read, "The consultant
pharmagcist identifies irregularities through a
variety of sources including: Medication
Administration records (MARs); prescriber's
orders; progress notes of prescriber, nurses,
and/or consultants; the Resident Assessment
Instrument (RAY); laboratory and diagnostic test
results; behavior monitoring information; the
facility staif; the attending physician, and from
interviewing, assassing, and/or observing the
resident. The consultant pharmacist's evaluation
includes, but is not limited to raviewing and/or
evaluating the following: ... 17, Side effects,
adverse reactions, and interactions {drug-drug,
drug-diet, drug-fab test and drug-diseass) are
evaluated, and modifications or alternatives are
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The facility must establish and maintain an
Infaction Control Program designed (o provide a
safe, sanitary and comforlable environment and
to help prevent the development and transmission
of disease and infection.

(8) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, conlrols, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

{1) When the Infection Control Program
determinas that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
diract contact will fransmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(¢} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
F 428 | Continued From page 42 F 428
considered.”
F 441 | 483,65 INFECTION CONTROL, PREVENT F441| Fad41
58=D | SPREAD, LINENS *R2 reassessed by wound care

physicians and nurse manger. New
orders put into place, and evaluated
weekly,

+All residents have the potential to be
effected if infection control policies are
not followed.

«Reeducation to nursing staff on the
facilities infection control policies and
procedures.

*DNS/designee to do random weekly
audits to check for compliance during
dressing change.

«Negative resuits of these audits will be
reviewed by QAPL

*Completion date is 4-17-16
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This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review, the facility failed to ensure nursing staff
provided personal and wound care to minimize
the risk of infection of a pressure ulcer for 1 of 1
resident (R2) reviewad for pressure ulcers.

Findings include:

R2's diagnoses included hemiplegia and
hemiparesis, diabetes, dementia with behavioral
disturbance, hypertension, and anxiely. The
quarterly Minimum Data Set (MDS) dated
12/23/15, revealed R2 did not have a pressure
ulcer howevaer, the Wound Evaluation Flow Sheet
Multiple Weeks dated 3/4/16, revealed R2 had
one Stage 2 pressure uicer {partial thickness loss
of dermis presenting as a shallow open ulcer with
a red pink wound bed, without slough).

On 3/8/16, at 8:04 a.m. both registered nurse
(RN)-A and licensed practical nurse (LPN})-A
entered H2's room donned gloves went to R2's
bedside turned R2 {o the side. At 8:06 a.m, RN-A
was observed assess and measure the wounds,
At 8:08 a.m. RN-A removed gloves left the room
without washing hands, went out to the hallway by
the nursing station opened the treatment can,
was observed going through the drawers looking
for supplies. At 8:10 a.m. came back to room
never washed hands applied ancther pair of
gloves proceeded to measure the depth. At 8:15
a.m. removed gloves left the room never washed
hands went to the hallway and was observed go
through the treatment cart again. At 8:16 a.m.

F 441

FORM CMS.2567(02-28) Previous Varsions Obsolete Event ID:2GKC11

Facility (D: 80345 if continuation sheet Page 44 of 46




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

PRINTED: 03/25/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

245394

(X2) MULTIPLE CONSTRUCTION
A.BUILOING

B, WING

{X3) DATE SURVEY
COMPLETED

03/08/2016

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - LYNNHURST

STHEET ADDRESS, CITY, STATE, ZiP CODE
471 LYNNHURST AVENUE WEST
SAINT PAUL, MN 55104

(X4) (D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUET BE PRECEDED BY FULL
REGULATORY O LSC IDENTIFYING INFORMATION)

2] PROVIDEAR'S PLAN OF CORRECTION

{%5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;L.%!ON

TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 441

Continued From page 44

RN-A came back to room never washed hands
applied another pair of gloves. LPN-Awas
overheard indicate R2's wound treatment had
changed. LPN-A removed gloves never washed
hands. RN-A was abserved take the g-tip he had
used to measure the depth, applied a pea size to
the wound bed and edges then applied a clear
dressing on the large wound never cleansed the
area. At 8:19 a.m. LPN-A came back to room,
applied a pair of gloves never washed hands,
removed the dressing BN-A had just applied, then
cleansed the wound with wound cleanser, applied
a small amount of hydrogel, then got a new clear
dressing lying on the bed applied it to both
wounds, never changed gloves. LPN-A then
retrieved to the bathroom washed hands and left
the room. RN-A was observed reach out with
RA2's rectal area and used a wipe to clean soft
consistancy stool and afler tossing the wipe never
changed gloves or washed hands, RN-A
continued to stand at R2's bedside with the same
gloves touch R2's bare skin around the thighs,
clothing, bedding/linen, call ight and remote
control then removed the gloves. At 8:25 a.m.
both observed reposition R2 and left the rocom,

On 3/8/186, at 8:27 a.m. both acknowledged they
never washed hands before and after removing
gloves during the observation. Both indicated the
facility policy was to wash hands with each glove
change, before leaving a room, and between
wound cares.

On 3/8/16, at 9:16 a.m. the director of nursing
services (DNS) stated she expected the staff to
wash hands or use hand sanitizer between glove
changes, before and aiter wound care, hefore
and after pericare and anytime staff hands were
soiled.
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NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - LYNNHURST

STREET ADDRESS, CITY, STATE, ZIP CODE
471 LYNNHURST AVENUE WEST
SAINT PAUL, MN 55104

Handwashing/Hand Hygiene policy revised
August 2014, directed:
"7. Use an alcohol-based hand rub containing at
least 62% alcohol, or, alternately, soap
(antimicrobial or non-antimicroblal) and water for
the following situations:

a. Before and after direct contact with
residents;

b. Before preparing and handling
medications,

c. Before perferming any non-surgical
invasive procedures,...

f. Before handling clean or soiled dressings,
gauze pads, etc.;

g. After toileting or assisting residents with
toileting, handiing of urinals,

bedpans, catheters, solled linen, towels,

wash cloths.

f. Before and after smoking or eating.

g. Alfter coughing, sheezing, or blowing of
nose and or assisting residents after

coughing, sneezing and blowing of nose.

h. After handling uncooked animal products,
such as raw meat or fish,

i. Before performing a resident care ADL
[activities of dally living] procedure  and after
removal of gloves if worn...”
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