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September 12, 2019

Administrator
St. Marks Living
400 ‐ 15th Avenue Southwest
Austin, MN  55912

RE: Project Number H5369071C

Dear Administrator:

On June 24, 2019 and August 14, 2019, health surveys were completed at St. Marks Living by the
Minnesota Department of Health (MDH) to determine if your facility was in compliance with the
Federal requirements for nursing homes participating in the Medicare and Medicaid programs. The
most serious deficiencies found at the time of these surveys was isolated deficiencies that constituted
immediate jeopardy (Level J) whereby corrections were required.

On August 29, 2019, the Minnesota Department of Health completed a revisit to verify that your facility
had achieved and maintained compliance with federal certification deficiencies issued pursuant to the
extended survey, completed on June 24, 2019.  We presumed, based on your plan of correction, that
your facility had corrected these deficiencies as of August 2, 2019.  Based on our visit, we have
determined that your facility has not achieved substantial compliance with the health deficiencies
issued pursuant to our extended survey, completed on June 24, 2019.  The deficiency not corrected is
as follows:

  F0689 ‐‐ S/S: E ‐‐ 483.25(d)(1)(2) ‐‐ Free Of Accident Hazards/Supervision/Devices

In addition, compliance with the health deficiencies issued pursuant to the August 14, 2019
abbreviated standard survey has not yet been verified.  The most serious health deficiencies in your
facility at the time of the abbreviated standard survey were found to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F) whereby corrections were required.

On September 6, 2019, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

• Discretionary Denial of payment for new Medicare and Medicaid admissions effective
September 12, 2019.  (42 CFR 488.417 (b))

In addition, this Department recommended to the CMS Region V Office the following actions:

     

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

An equal opportunity employer.



  • Civil money penalty. (42 CFR 488.430 through 488.444)

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
admissions is effective September 12, 2019.  They will also notify the State Medicaid Agency that they
must also deny payment for new Medicaid admissions effective September 12, 2019.  You should notify
all Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, St. Marks Living is prohibited from offering or conducting a
Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation Programs for
two years effective June 24, 2019.  This prohibition is not subject to appeal.  Further, this prohibition
may be rescinded at a later date if your facility achieves substantial compliance prior to the effective
date of denial of payment for new admissions.  If this prohibition is not rescinded, under Public Law
105‐15 (H.R. 968), you may request a waiver of this prohibition if certain criteria are met.  Please
contact the Nursing Assistant Registry at (800) 397‐6124 for specific information regarding a waiver for
these programs from this Department.

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.

APPEAL RIGHTS   

If you disagree with this action imposed on your facility, you or your legal representative may request a

hearing  before  an  administrative  law  judge  of  the  Department  of  Health  and  Human  Services,

Departmental Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40,

et seq.   You must file your hearing request electronically by using the Departmental Appeals Board’s

Electronic  Filing  System  (DAB  E‐File)  at    https://dab.efile.hhs.gov  no  later  than  sixty  (60)  days  after

receiving this  letter.   Specific  instructions on how to file electronically are attached to this notice.   A

copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests  for  a  hearing  submitted  by  U.S.  mail  or  commercial  carrier  are  no  longer  accepted  as  of

October  1,  2014,  unless  you  do  not  have  access  to  a  computer  or  internet  service.    In  those

circumstances you may call the Civil Remedies Division to request a waiver from e‐filing and provide an

explanation  as  to why  you  cannot  file  electronically  or  you may mail  a written  request  for  a waiver

along with your written request for a hearing.   A written request for a hearing must be filed no later

than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services

Departmental Appeals Board, MS 6132

St. Marks Living
September 12, 2019
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Director, Civil Remedies Division

330 Independence Avenue, S.W.

Cohen Building – Room G‐644

Washington, D.C. 20201

(202) 565‐9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with

which you disagree.    It should also specify the basis for contending that the findings and conclusions

are incorrect.  At an appeal hearing, you may be represented by counsel at your own expense.  If you

have  any  questions  regarding  this  matter,  please  contact  Tamika  Brown,  Principal  Program

Representative by phone at (312) 353‐1502 or by e‐mail at   Tamika.Brown@cms.hhs.gov .    

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

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 December 24, 2019 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

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

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      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 an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_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 electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

St. Marks Living
September 12, 2019
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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,    

     
Kamala Fiske‐Downing
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:   Kamala.Fiske‐Downing@state.mn.us

cc:  Licensing and Certification File         

St. Marks Living
September 12, 2019
Page   4
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{F 000} INITIAL COMMENTS {F 000}

 A post certification revisit was conducted on 
8/29/19 to follow up on deficiencies issued related 
to an abbreviated standard complaint 
investigation survey completed on 6/24/19.

H5369071C remain out of compliance. 

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

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

 

{F 689}
SS=E

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

{F 689} 9/16/19

 Based on observation, interview, and document 
review the facility failed to ensure mechanical 
standing lift harnesses was not altered, and failed 
to perform safety checks of the harness prior to 

 1. Corrective Action:
A. Maintenance Director removed the 
malfunctioning sling from the floor 
immediately upon learning of the broken.

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

09/16/2019Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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{F 689} Continued From page 1 {F 689}
use and failed to remove damaged harness from 
use after it was identified it was altered and not 
functioning properly for 1 of 3 residents (R10) 
observed during a  mechanical lift transfer. In 
addition, the facility failed to ensure 1 of 3 
standing mechanical lifts were maintained when it 
was identified the lift had missing safety parts and 
was left in the hall to be used by staff. The 
facilities failures to ensure safety checks and 
remove unsafe equipment from service had the 
potential to effect all 10 resident in the facility that 
required mechanical standing lifts for transfers.  

Findings include 

During an observation on 8/29/19, at 9:52 a.m. 
R10 sat in his wheelchair in his room. NA-B and 
NA-C applied the harness of the standing lift 
around R10's back and connected the lifting 
loops of the harness to the standing lift. NA-B 
wrapped the harness's safety strap around R10's 
waste and buckled the strap. The safety strap 
had a knot that was tied up against the buckle of 
the safety strap. NA-B and NA-C stated the knot 
in the strap was not supposed to be there. NA-B 
and NA-C stood next to R10 as R10 was lifted out 
of his wheelchair. Once in a standing position the 
safety strap dropped below R10's waste and was 
not tight.  R10 was moved in the lift a few feet 
and lowered to his reclining chair.  R10 stood up 
straight on the stand, was balanced, and followed 
verbal cues. NA-B placed the harness on top of 
the lift and pushed the lift out into the hallway. 

R10's facility Admission Record dated 8/29/19, 
included diagnosis of history of falling, restless 
leg syndrome, and age related physical debility. 

R10's base line care plan dated 8/25/19, 

B. Maintenance Director removed and 
repaired the broken lift immediately upon 
learning it was broken.
C. A full house audit of all mechanical 
lifts and slings was completed by the 
Director of Nursing and Maintenance 
Director on 8/29/2019 and all non-working 
or damaged items were removed.  Audits 
done again on 9/10/2019, 9/13/2019, 
9/16/2019.  
D.     All staff on shift during the incident 
were verbally educated on the 
Lockout/Tag out policy at the time of the 
incident.

2. Corrective Action as it applies to other 
Residents:
A.   Maintenance Director/Designee and 
Executive Director will implement routine 
auditing schedule of lifts and slings and 
initiate auditing.  Tracking will be 
completed via the EZ way maintenance 
check lists and reviewed at quarterly QAPI 
committee meetings.
B.   All staff will receive training on 
Lockout/Tag out procedure via video 
presentation by 9/17/2019.   Staff who do 
not receive training before 9/17/2019 will 
be required to watch the video prior to 
working their next scheduled shift.
C.   All nursing staff including agency staff 
will receive training on proper use of lifts 
and complete competencies for lift use by 
9/17/2019.   Staff who do not receive 
training before 9/16/2019 will be required 
to do so prior to working their next 
scheduled shift.

3. Date of Completion:  9/19/2019
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{F 689} Continued From page 2 {F 689}
indicated R10 had impaired cognition secondary 
to forgetfulness and resident is alert to self only. 
The base line care plan also informed staff R10 
required assistance from two staff with either 
standing mechanical lift or gait belt and four 
wheeled walker. 

During an interview on 8/29/19, at 10:00 a.m. 
NA-B stated that the safety strap should have 
been cinched tight, however, was not because of 
the knot up against the buckle that prevented the 
strap from being tightened. NA-B also indicated 
the strap should have been cinched tight around 
R10's waist but could not be because of the knot. 

-At 11:00 a.m. maintenance director (MD) stated 
routine maintenance was completed and the 
harness were checked every time they were 
laundered. MD indicated staff were supposed to 
take equipment out of service if it was not 
functioning and/or something that could 
jeopardize resident safety.  MD added the staff 
are supposed to get it off the floor. MD said staff 
were supposed to notify maintenance by calling 
and/or writing out a maintenance slip. 

During an observation at 11:11 a.m. the harness 
laid on top of the standing lift in the hallway. The 
knot had been removed from the safety strap. 
NA-B confirmed she had untied the knot. NA-B 
stated she had not checked the functionality of 
the strap after she had removed the knot and had 
not called maintenance. NA-B was asked to 
buckle the strap, once the strap was buckled, the 
strap did not stay in place; the strap slid through 
the buckle. NA-B indicated an unawareness as to 
why the strap was not being held in place by the 
buckle. NA-B stated if something was wrong with 
the equipment then it was supposed to be taken 

4. Reoccurrence will be prevented by:
A.  All staff will be educated on 

Lockout/Tag out during orientation prior to 
being allowed to working their first shift.  
Annual Education for all staff on 
Lockout/Tag out will be provided for all 
employees.

B.  All nursing staff including 
agency staff will receive training on proper 
use of lifts and complete competencies for 
lift use during orientation prior to being 
allowed to provide resident care. Annual 
education on lift use and competency will 
be provided for all nursing staff.

C.  Auditing of the lifts will be 
done by the Maintenance Director or 
designee to ensure compliance.  Audits 
will be shared with the QAPI Committee.

5. Correction will be monitored by:
A.  DON or designee
B. Maintenance Director or 

Designee
C. Executive Director
E.  QAPI Committee
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{F 689} Continued From page 3 {F 689}
out of service and maintenance notified. 

-At 11:29 a.m. MD said NA-B informed MD that 
she obtained another harness, removed the 
buckle from the other harness to put on the 
replacement harness, because the replacement 
harness had not had a buckle. NA-B stated that 
the other harness was put back in the unit 3 
storage closet and had not taken the harness out 
of service or notified maintenance. MD stated if 
the harnesses were missing buckles 
maintenance needed to be notified so they could 
replace the buckle and ensure safety. MD then 
stated the other harness should have been 
brought down to maintenance and definitely not 
put back in the storage closet for it to be used 
again prior to being checked for safety. MD then 
walked to the unit 3 storage closet, verified the 
buckle of the safety strap had been removed and 
then removed the harness from the storage 
closet. 

During an observation and interview on 8/29/19, 
at 9:08 a.m. nursing assistant (NA)-A and NA-D 
were standing in the hallway of unit two. Two 
mechanical standing lifts were parked along the 
wall by the nurse's station; the lift did not have 
signs on it directing staff to not use the lift. NA-A 
stated they were not going to use the one lift 
because it was missing the safety hook spring (a 
hook on the arms of the lift that prevent the 
harness straps from coming off the lift). NA-A 
stated she was not sure if maintenance was 
aware of the missing component. 

During an observation and interview on 8/29/19, 
at 10:35 a.m. the lift that was missing the safety 
hook springs continued to sit in the hallway. At 
10:40 a.m. NA-A stated that the safety hook had 
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{F 689} Continued From page 4 {F 689}
not been missing for that long, had not used the 
lift today, and maintenance had been notified that 
the safety hook was missing.  At 10:51 a.m. the 
standing lift continued to be in the hallway, the 
safety hook spring continued to be missing. NA-A 
stated when there was something wrong with the 
equipment, staff would remove the equipment 
from the floor right away and then notify 
maintenance either by calling and/or writing up a 
maintenance slip. 

During an interview on 8/29/19, at 11:27 a.m. MD 
verified the lift from unit 2 had been repaired. 

During an interview on 8/29/19, at 1:45 p.m. 
NA-D stated she thought the safety hook spring 
had been missing since sometime this morning, 
but was not sure. NA-D stated she had first 
noticed the safety hook spring had been missing 
at 9:08. NA-D stated when there was something 
wrong with the equipment, the equipment was 
supposed to be removed from the floor and 
maintenance notified right away. 

During an interview on 8/29/19, at 1:54 p.m. 
director of nursing (DON) stated the expectation if 
equipment was not functioning and/or missing 
safety features, it would be initially tagged out and 
brought to a different location so it could not be 
used and maintenance notified. DON stated once 
the NA's noticed that the harness strap had a 
knot in the safety strap, they should have done a 
hard stop, the knot should have been removed 
and the harness assessed for safety and 
functionality. DON indicated the harness should 
had been inspected for safety prior to placing it 
R10. DON further indicated the sling should had 
been removed from the floor and maintenance 
notified. DON also indicated staff should not have 
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{F 689} Continued From page 5 {F 689}
knotted the strap if there was something wrong 
with the functionality for the safety strap. 

During an interview on 8/29/19, at 1:54 p.m. 
administrator stated if a lift and/or lift accessories 
were not functioning appropriately she expected 
staff to immediately remove the equipment off the 
floor and notify maintenance. Administrator stated 
once the staff realized the strap was knotted, they 
should have stopped the transfer. Administrator 
stated the harness strap should have never been 
altered if it was not working properly. 

EZ Way Smart Stand manufacturer's directions 
included: Do not modify the harness design in any 
way. Please make sure the accessories used with 
each stand are appropriate for both the patient 
and the transferring situation and call EZ Way.. 
and All EZ Way equipment must be maintained 
regularly by competent staff according to the 
maintenance checklist provided. The instructions 
also included: To operate the EZ Way Smart 
Stand: Pre-operation checklist- Before operating 
the unit, complete a maintenance safety check for 
loose nuts and bolts and damaged parts. Also, 
ensure the harness is not ripped, grayed or 
showing signs of wear. Transferring the patient, 
Attach harness 1) position the harness around 
the upper body of the patient so the sides of the 
harness are between the patient's torso and arm, 
resting 2-3 inches below the underarm. 2) For 
safety of the patient, securely fasten the safety 
strap around the patient's torso. 3) Secure the 
buckle and pull the strap to tighten. Attach 
harness to EZ Way Smart Stand, Raise the 
patient 2) With the hand control in-hand stand 
beside the patient. Verify the loops are properly 
hooked inside the "pigtail" a the end of the EZ 
Way Smart Stand arms and the Safety Catch is in 
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{F 689} Continued From page 6 {F 689}
place, blocking the strap from exiting through the 
pigtail. As the patient is being raised, 
simultaneously tighten the safety strap buckled 
around their torso. Under the section Harness 
laundering instructions, the instructions direct 
staff "The user must therefore examine the 
product to ensure integrity before each use" and 
"Users must accept full responsibility for checking 
the condition of all slings and harnesses before 
each and every use on a patient." The 
instructions also included a Safety and 
Maintenance Checklist that directed maintenance 
staff to perform basic checks periodically to 
ensure on-going safety throughout the life of the 
device. Although the instructions directed 
scheduled maintenance inspections at intervals 
not greater than six months, the instructions also 
included, "any detected deficiency must be 
rectified before the stand is put back into service." 

Facility policy Control of Hazardous Energy (Lock 
out/Tag Out) Policy dated April 2013, included; All 
equipment shall be locked out or tagged out to 
protect against accidental or inadvertent 
operation when such operation could cause injury 
to personnel. Employees authorized under this 
policy will be issued locks and equipment on an 
individual basis and will be accountable for the 
equipment and appropriate usage.
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NOTICE OF ASSESSMENT FOR NONCOMPLIANCE WITH CORRECTION ORDERS    
FOR NURSING HOMES

Electronically delivered

September 12, 2019

Administrator
St. Marks Living
400 ‐ 15th Avenue Southwest
Austin, MN  55912

Re: Project # H5369071C

Dear Administrator:

On August 29, 2019, survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
survey completed on June 24, 2019 with orders received by you electronically on June 24, 2019.

State licensing orders issued pursuant to the last survey completed on June 24, 2019, found not
corrected at the time of this August 29, 2019 revisit and subject to penalty assessment are as follows:

20830 ‐‐ MN Rule 4658.0520 Subp. 1 ‐‐ Adequate And Proper Nursing Care; General     $350.00

The details of the violations noted at the time of this revisit completed on August 29, 2019 (listed
above) are on the attached Minnesota Department of Health Statement of Deficiencies‐Licensing
Orders Form.  Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ‐‐‐‐} will identify the
uncorrected tags.  It is not necessary to develop a plan of correction, electronically acknowledge and
date this form and submit to the Minnesota Department of Health if there are no new orders issued.

Therefore, in accordance with Minnesota Statutes,   §    144A.10, you will be assessed an amount of $    
$350.00 per day beginning on the day you receive this notice.     

The fines shall accumulate daily until notification from the nursing home is received by the Department
stating that the orders have been corrected.  This written notification shall be mailed or delivered:    

Karen Aldinger, Unit Supervisor
Metro A Survey Team
Licensing and Certification Program
Health Regulation Division

     

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

An  equal opportunity employer



Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota  55164‐0900
Email: karen.aldinger@state.mn.us
Phone: (651) 201‐3794
Fax: (651) 215‐9697

When the Department receives notification that the orders are corrected, a reinspection will be
conducted to verify that acceptable corrections have been made.  If it is determined that acceptable
corrections have not been made, the daily accumulation of the fines shall resume and the amount of
the fines which otherwise would have accrued during the period prior to resumption shall be added to
the total assessment.  The resumption of the fine can be challenged by requesting a hearing within 15
days of the receipt of the notice of the resumption of the fine.

If the accumulation of the fine is resumed, the fines will continue to accrue in the manner described
above until a written notification stating that the orders have been corrected is verified by the
Department.

The costs of all reinspections required to verify whether acceptable corrections have been made will be
added to the total amount of the assessment.

You may request a hearing of any of the above noted penalty assessments provided that a written
request is made within 15 days of the receipt of this Notice.  Any request for a hearing shall be sent to:    

Shellae Dietrich, Program Assurance Supervisor
Licensing and Certification Program    
Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
St. Paul, Minnesota  55164‐0900

Once the penalty assessments have been verified as corrected the facility will receive a notice of the
total amount of the penalty assessment including the costs of any reinspections.

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.

Sincerely,    

     
Kamala Fiske‐Downing
Licensing and Certification Program

St. Marks Living
September 12, 2019    

Page   2



Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:   Kamala.Fiske‐Downing@state.mn.us

cc:  Licensing and Certification File
  Kami Fiske‐Downing, Licensing and Certification Program
  Penalty Assessment Deposit Staff

St. Marks Living
September 12, 2019    
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{2 000} Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

{2 000}

On 8/29/19, a surveyor of the Minnesota 
Department of Health completed a revisit  at your 
facility to follow up on licensing orders issued as a 
result of an abbreviated licensing survey 
completed on 6/24/19. The complaint 
investigation found substantiated at the time of 
the abbreviated licensing survey was reviewed for 

 

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

09/16/19Electronically Signed
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{2 000}Continued From page 1{2 000}

compliance. 
H5369071C. was found to remain out of 
compliance at the time of the revisit, the following 
licensing orders were reissued. 
The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of state form. Although no plan of correction 
is required, it is required that the facility 
acknowledge receipt of the electronic documents.

{2 830} MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care; General

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

This MN Requirement  is not met as evidenced 
by:

{2 830} 9/16/19

Based on observation, interview, and document 
review the facility failed to ensure mechanical 
standing lift harnesses was not altered, and failed 
to perform safety checks of the harness prior to 
use and failed to remove damaged harness from 
use after it was identified it was altered and not 
functioning properly for 1 of 3 residents (R10) 
observed during a  mechanical lift transfer. In 
addition, the facility failed to ensure 1 of 3 

1. Corrective Action: 
A. Maintenance Director removed the 
malfunctioning sling from the floor 
immediately upon learning of the broken. 
B. Maintenance Director removed and 
repaired the broken lift immediately upon 
learning it was broken. 
C. A full house audit of all mechanical lifts 
and slings was completed by the Director 

Minnesota Department of Health
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{2 830}Continued From page 2{2 830}

standing mechanical lifts were maintained when it 
was identified the lift had missing safety parts and 
was left in the hall to be used by staff. The 
facilities failures to ensure safety checks and 
remove unsafe equipment from service had the 
potential to effect all 10 resident in the facility that 
required mechanical standing lifts for transfers.  

Findings include 

During an observation on 8/29/19, at 9:52 a.m. 
R10 sat in his wheelchair in his room. NA-B and 
NA-C applied the harness of the standing lift 
around R10's back and connected the lifting 
loops of the harness to the standing lift. NA-B 
wrapped the harness's safety strap around R10's 
waste and buckled the strap. The safety strap 
had a knot that was tied up against the buckle of 
the safety strap. NA-B and NA-C stated the knot 
in the strap was not supposed to be there. NA-B 
and NA-C stood next to R10 as R10 was lifted out 
of his wheelchair. Once in a standing position the 
safety strap dropped below R10's waste and was 
not tight.  R10 was moved in the lift a few feet 
and lowered to his reclining chair.  R10 stood up 
straight on the stand, was balanced, and followed 
verbal cues. NA-B placed the harness on top of 
the lift and pushed the lift out into the hallway. 

R10's facility Admission Record dated 8/29/19, 
included diagnosis of history of falling, restless 
leg syndrome, and age related physical debility. 

R10's base line care plan dated 8/25/19, 
indicated R10 had impaired cognition secondary 
to forgetfulness and resident is alert to self only. 
The base line care plan also informed staff R10 
required assistance from two staff with either 
standing mechanical lift or gait belt and four 
wheeled walker. 

of Nursing and Maintenance Director on 
8/29/2019 and all non-working or 
damaged items were removed. Audits 
done again on 9/10/2019, 9/13/2019, 
9/16/2019. 
D. All staff on shift during the incident 
were verbally educated on the 
Lockout/Tag out policy at the time of the 
incident. 

2. Corrective Action as it applies to other 
Residents: 
A. Maintenance Director/Designee and 
Executive Director will implement routine 
auditing schedule of lifts and slings and 
initiate auditing. Tracking will be 
completed via the EZ way maintenance 
check lists and reviewed at quarterly QAPI 
committee meetings. 
B. All staff will receive training on 
Lockout/Tag out procedure via video 
presentation by 9/17/2019. Staff who do 
not receive training before 9/17/2019 will 
be required to watch the video prior to 
working their next scheduled shift. 
C. All nursing staff including agency staff 
will receive training on proper use of lifts 
and complete competencies for lift use by 
9/17/2019. Staff who do not receive 
training before 9/16/2019 will be required 
to do so prior to working their next 
scheduled shift. 

3. Date of Completion: 9/19/2019 

4. Reoccurrence will be prevented by: 
A. All staff will be educated on 

Lockout/Tag out during orientation prior to 
being allowed to working their first shift. 
Annual Education for all staff on 

Minnesota Department of Health
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{2 830}Continued From page 3{2 830}

During an interview on 8/29/19, at 10:00 a.m. 
NA-B stated that the safety strap should have 
been cinched tight, however, was not because of 
the knot up against the buckle that prevented the 
strap from being tightened. NA-B also indicated 
the strap should have been cinched tight around 
R10's waist but could not be because of the knot. 

-At 11:00 a.m. maintenance director (MD) stated 
routine maintenance was completed and the 
harness were checked every time they were 
laundered. MD indicated staff were supposed to 
take equipment out of service if it was not 
functioning and/or something that could 
jeopardize resident safety.  MD added the staff 
are supposed to get it off the floor. MD said staff 
were supposed to notify maintenance by calling 
and/or writing out a maintenance slip. 

During an observation at 11:11 a.m. the harness 
laid on top of the standing lift in the hallway. The 
knot had been removed from the safety strap. 
NA-B confirmed she had untied the knot. NA-B 
stated she had not checked the functionality of 
the strap after she had removed the knot and had 
not called maintenance. NA-B was asked to 
buckle the strap, once the strap was buckled, the 
strap did not stay in place; the strap slid through 
the buckle. NA-B indicated an unawareness as to 
why the strap was not being held in place by the 
buckle. NA-B stated if something was wrong with 
the equipment then it was supposed to be taken 
out of service and maintenance notified. 

-At 11:29 a.m. MD said NA-B informed MD that 
she obtained another harness, removed the 
buckle from the other harness to put on the 
replacement harness, because the replacement 
harness had not had a buckle. NA-B stated that 

Lockout/Tag out will be provided for all 
employees. 

B. All nursing staff including agency 
staff will receive training on proper use of 
lifts and complete competencies for lift 
use during orientation prior to being 
allowed to provide resident care. Annual 
education on lift use and competency will 
be provided for all nursing staff. 

C. Auditing of the lifts will be done by 
the Maintenance Director or designee to 
ensure compliance. Audits will be shared 
with the QAPI Committee. 

5. Correction will be monitored by: 
A. DON or designee 
B. Maintenance Director or Designee 
C. Executive Director 
E. QAPI Committee 

Minnesota Department of Health
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{2 830}Continued From page 4{2 830}

the other harness was put back in the unit 3 
storage closet and had not taken the harness out 
of service or notified maintenance. MD stated if 
the harnesses were missing buckles 
maintenance needed to be notified so they could 
replace the buckle and ensure safety. MD then 
stated the other harness should have been 
brought down to maintenance and definitely not 
put back in the storage closet for it to be used 
again prior to being checked for safety. MD then 
walked to the unit 3 storage closet, verified the 
buckle of the safety strap had been removed and 
then removed the harness from the storage 
closet. 

During an observation and interview on 8/29/19, 
at 9:08 a.m. nursing assistant (NA)-A and NA-D 
were standing in the hallway of unit two. Two 
mechanical standing lifts were parked along the 
wall by the nurse's station; the lift did not have 
signs on it directing staff to not use the lift. NA-A 
stated they were not going to use the one lift 
because it was missing the safety hook spring (a 
hook on the arms of the lift that prevent the 
harness straps from coming off the lift). NA-A 
stated she was not sure if maintenance was 
aware of the missing component. 

During an observation and interview on 8/29/19, 
at 10:35 a.m. the lift that was missing the safety 
hook springs continued to sit in the hallway. At 
10:40 a.m. NA-A stated that the safety hook had 
not been missing for that long, had not used the 
lift today, and maintenance had been notified that 
the safety hook was missing.  At 10:51 a.m. the 
standing lift continued to be in the hallway, the 
safety hook spring continued to be missing. NA-A 
stated when there was something wrong with the 
equipment, staff would remove the equipment 
from the floor right away and then notify 
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maintenance either by calling and/or writing up a 
maintenance slip. 

During an interview on 8/29/19, at 11:27 a.m. MD 
verified the lift from unit 2 had been repaired. 

During an interview on 8/29/19, at 1:45 p.m. 
NA-D stated she thought the safety hook spring 
had been missing since sometime this morning, 
but was not sure. NA-D stated she had first 
noticed the safety hook spring had been missing 
at 9:08. NA-D stated when there was something 
wrong with the equipment, the equipment was 
supposed to be removed from the floor and 
maintenance notified right away. 

During an interview on 8/29/19, at 1:54 p.m. 
director of nursing (DON) stated the expectation if 
equipment was not functioning and/or missing 
safety features, it would be initially tagged out and 
brought to a different location so it could not be 
used and maintenance notified. DON stated once 
the NA's noticed that the harness strap had a 
knot in the safety strap, they should have done a 
hard stop, the knot should have been removed 
and the harness assessed for safety and 
functionality. DON indicated the harness should 
had been inspected for safety prior to placing it 
R10. DON further indicated the sling should had 
been removed from the floor and maintenance 
notified. DON also indicated staff should not have 
knotted the strap if there was something wrong 
with the functionality for the safety strap. 

During an interview on 8/29/19, at 1:54 p.m. 
administrator stated if a lift and/or lift accessories 
were not functioning appropriately she expected 
staff to immediately remove the equipment off the 
floor and notify maintenance. Administrator stated 
once the staff realized the strap was knotted, they 
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should have stopped the transfer. Administrator 
stated the harness strap should have never been 
altered if it was not working properly. 

EZ Way Smart Stand manufacturer's directions 
included: Do not modify the harness design in any 
way. Please make sure the accessories used with 
each stand are appropriate for both the patient 
and the transferring situation and call EZ Way.. 
and All EZ Way equipment must be maintained 
regularly by competent staff according to the 
maintenance checklist provided. The instructions 
also included: To operate the EZ Way Smart 
Stand: Pre-operation checklist- Before operating 
the unit, complete a maintenance safety check for 
loose nuts and bolts and damaged parts. Also, 
ensure the harness is not ripped, grayed or 
showing signs of wear. Transferring the patient, 
Attach harness 1) position the harness around 
the upper body of the patient so the sides of the 
harness are between the patient's torso and arm, 
resting 2-3 inches below the underarm. 2) For 
safety of the patient, securely fasten the safety 
strap around the patient's torso. 3) Secure the 
buckle and pull the strap to tighten. Attach 
harness to EZ Way Smart Stand, Raise the 
patient 2) With the hand control in-hand stand 
beside the patient. Verify the loops are properly 
hooked inside the "pigtail" a the end of the EZ 
Way Smart Stand arms and the Safety Catch is in 
place, blocking the strap from exiting through the 
pigtail. As the patient is being raised, 
simultaneously tighten the safety strap buckled 
around their torso. Under the section Harness 
laundering instructions, the instructions direct 
staff "The user must therefore examine the 
product to ensure integrity before each use" and 
"Users must accept full responsibility for checking 
the condition of all slings and harnesses before 
each and every use on a patient." The 
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instructions also included a Safety and 
Maintenance Checklist that directed maintenance 
staff to perform basic checks periodically to 
ensure on-going safety throughout the life of the 
device. Although the instructions directed 
scheduled maintenance inspections at intervals 
not greater than six months, the instructions also 
included, "any detected deficiency must be 
rectified before the stand is put back into service." 

Facility policy Control of Hazardous Energy (Lock 
out/Tag Out) Policy dated April 2013, included; All 
equipment shall be locked out or tagged out to 
protect against accidental or inadvertent 
operation when such operation could cause injury 
to personnel. Employees authorized under this 
policy will be issued locks and equipment on an 
individual basis and will be accountable for the 
equipment and appropriate usage. 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) and/or designee could 
review policies/procedures for standing 
mechanical lift and manufacturer's 
recommendations. The DON/designee then 
review education, educate/re-educate staff on 
assuring safe mechanical lift transfers and 
removal of unsafe equipment from service. The 
DON/designee then could develop and auditing 
system as part of the facility's quality assurance 
program. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.
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Electronically Submitted
July 16, 2019

Administrator
St. Marks Living
400 ‐ 15th Avenue Southwest
Austin, MN  55912

RE: Project Number H5369071

Dear Administrator:

On June 24, 2019, an extended standard survey was completed at your facility by the Minnesota
Department of Health and Public Safety to determine if your facility was in compliance with Federal
participation requirements for skilled nursing facilities and/or nursing facilities participating in the
Medicare and/or Medicaid programs.      

Your facility was not in substantial compliance with the participation requirements and the conditions
in your facility constituted   both substandard quality of care and immediate jeopardy to resident health
or safety.  This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constituted immediate jeopardy (Level J) whereby corrections were required.  The Statement of
Deficiencies (CMS‐2567) is being electronically delivered.     

REMOVAL OF IMMEDIATE JEOPARDY

On June 23, 2019, the situation of immediate jeopardy to potential health and safety cited at F689 was
removed.  However, continued non‐compliance remains at the lower scope and severity of G.

REMEDIES

As a result of the survey findings and in accordance with survey and certification memo 16‐31‐NH, this
Department recommended the enforcement remedy listed below to the CMS Region V Office for
imposition: The CMS Region V Office concurs and is imposing the following remedy and has authorized
this Department to notify you of the imposition:

• Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective September 12, 2019.

This Department is also recommending that CMS impose a civil money penalty. You will receive a

formal notice from the CMS RO only if CMS agrees with our recommendation.   

• Civil money penalty, (42 CFR 488.430 through 488.444).

     

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

An equal opportunity employer.



The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment  for  new  admissions  is  effective  September  12,  2019,  (42  CFR  488.417  (b)).    They will  also
notify  the  State Medicaid  Agency  that  they must  also  deny  payment  for  new Medicaid  admissions
effective September 12, 2019, (42 CFR 488.417 (b)).

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction.
The remedy must remain in effect until your facility has been determined to be in substantial
compliance or your provider agreement is terminated. Please note that the denial of payment for new
admissions includes Medicare/Medicaid beneficiaries enrolled in managed care plans. It is your
obligation to inform managed care plans contracting with your facility of this denial of payment for new
admissions.

NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse aide training and competency evaluation programs and nurse aide competency
evaluation programs offered by, or in, a facility which, within the previous two years, has operated
under a § 1819(b)(4)(C)(ii)(II) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of full‐time registered
professional nurse); has been subject to an extended or partial extended survey as a result of a finding
of substandard quality of care; has been assessed a total civil money penalty of not less than $10,483;
has been subject to a denial of payment, the appointment of a temporary manager or termination; or,
in the case of  an emergency, has been closed and/or had its residents transferred to other facilities.    

Therefore, your agency is prohibited from offering or conducting a Nurse Assistant
Training/Competency Evaluation Programs or Competency Evaluation Programs for two years
effective June 24, 2019.  This prohibition is not subject to appeal.  Under Public Law 105‐15 (H.R.
968), you may request a waiver of this prohibition if certain criteria are met. Please contact the
Nursing Assistant Registry at (800) 397‐6124 for specific information regarding a waiver for these
programs from this Department.

SUBSTANDARD QUALITY OF CARE

Your facility's deficiencies with §483.10, Residents Rights, §483.12, Freedom from Abuse, Neglect, and
Exploitation, §483.15, Quality of Life and §483.25, Quality of Care, 483.40 Behavioral Health Services,
§483.45 Pharmacy Services, §483.70 Administration, or §483.80 Infection control has been determined
to constitute substandard quality of care as defined at §488.301.  Sections 1819(g)(5)(C) and
1919(g)(5)(C) of the Social Security Act and 42 CFR 488.325(h) require that the attending physician of
each resident who was found to have received substandard quality of care, as well as the State board
responsible for licensing the facility's administrator, be notified of the substandard quality of care.    If
you have not already provided the following information, you are required to provide to this agency
within ten working days of your receipt of this letter the name and address of the attending physician
of each resident found to have received substandard quality of care.

Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information timely

St. Marks Living
July 16, 2019
Page   2



will result in termination of participation in the Medicare and/or Medicaid program(s) or imposition of
alternative remedies.

Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of
nurse assistant training programs offered by, or in, a facility which, within the previous two years, has
been subject to an extended or partial extended survey as a result of a finding of substandard quality of
care.  Therefore, St Marks Living is prohibited from offering or conducting a Nurse Assistant Training /
Competency Evaluation Programs (NATCEP) or Competency Evaluation Programs for two years
effective June 24, 2019.  This prohibition remains in effect for the specified period even though
substantial compliance is attained.  Under Public Law 105‐15 (H. R. 968), you may request a waiver of
this prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at (800)
397‐6124 for specific information regarding a waiver for these programs from this Department.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).

To be acceptable, a provider's ePOC must include the following:

 How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

 How  the  facility  will  identify  other  residents  having  the  potential  to  be  affected  by  the  same
deficient practice.

 What measures  will  be  put  into  place,  or  systemic  changes  made,  to  ensure  that  the  deficient
practice will not recur.

 How  the  facility will monitor  its  corrective  actions  to  ensure  that  the  deficient  practice  is  being
corrected and will not recur.

 The date that each deficiency will be corrected.
 An electronic acknowledgement signature and date by an official facility representative.

DEPARTMENT CONTACT

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

Jennifer Kolsrud Brown
Rochester Survey Team
Licensing and Certification Program
Health Regulation Division

St. Marks Living
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Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota  55904‐5506
Email: jennifer.kolsrud@state.mn.us    
Phone: (507) 206‐2731
Fax: (507) 206‐2711

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC 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 ePoC 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 ePoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

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

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

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 December 24, 2019 (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.

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.

APPEAL RIGHTS DENIAL OF PAYMENT
If you disagree with this action imposed on your facility, you or your legal representative may request a
hearing before an administrative law judge of the Department of Health and Human Services,

St. Marks Living
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Departmental Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40,
et seq.  You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E‐File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter.  Specific instructions on how to file electronically are attached to this notice.  A
copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service.  In those
circumstances you may call the Civil Remedies Division to request a waiver from e‐filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing.  A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644

Washington, D.C. 20201
(202) 565‐9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree.  It should also specify the basis for contending that the findings and conclusions
are incorrect.  At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Tamika Brown, Principal Program
Representative by phone at (312) 353‐1502 or by e‐mail at Tamika.Brown@cms.hhs.gov.    

APPEAL RIGHTS NURSE AIDE TRAINING PROHIBITION

Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
substandard quality of care that leads to the loss of approval by a Skilled Nursing Facility (SNF) of its
NATCEP is an initial determination.  In accordance with 42 CFR part 489 a provider dissatisfied with an
initial determination is entitled to an appeal.  If you disagree with the findings of substandard quality of
care which resulted in the conduct of an extended survey and the subsequent loss of approval to
conduct or be a site for a NATCEP, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40, et. Seq.
A written request for a hearing must be filed no later than 60 days from the date of receipt of this
letter.  Such a request may be made to the Centers for Medicare and Medicaid Services (formerly
Health Care Financing Administration) at the following address:

St. Marks Living
July 16, 2019
Page   5



Department of Health & Human Services
Departmental Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644

Washington, D.C. 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree.  It should also specify the basis for contending that the findings and
conclusions are incorrect.  You do not need to submit records or other documents with your hearing
request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be in
Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own
expense.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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 an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_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:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

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.             

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.

Feel free to contact me if you have questions.

St. Marks Living
July 16, 2019
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Sincerely,    

     
Kamala Fiske‐Downing
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:   Kamala.Fiske‐Downing@state.mn.us

St. Marks Living
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F 000 INITIAL COMMENTS F 000

 On June 19, 20, 21, 23 and 24, 2019, an 
abbreviated survey was conducted by surveyors 
from the Minnesota Department of Health (MDH) 
to investigate a complaint.  St. Marks Living was 
found not to be in compliance with 42 CFR Part 
483, subpart B, requirements for Long Term Care 
Facilities. 

Complaint H5369071C were substantiated at 
F689 with related deficiencies issued.

The survey resulted in an Immediate Jeopardy 
(IJ) for F689-Accidents. The IJ began on 6/21/19 
at 9:47 a.m. when it was determined there was an 
allegation of abuse related to a fall with injuries. 
The IJ was removed on 6/23/19 at 3:15 p.m., 
after it could be verified: education for staff 
including review of facility policies: abuse, acute 
condition changes, incident reporting, falls, fall 
risk management and fall risk assessment, use of  
mechanical lift machine, resident assessment 
instrument and  person centered care plans. All 
staff were informed of the policies and educated 
and a method for auditing was developed to 
ensure ongoing compliance.  However, 
non-compliance remained at the lower scope and 
severity level of G, actual harm that is not 
immediate jeopardy. As a result, an extended 
survey was conducted by the Minnesota 
Department of Health on 6/23/19 and 6/24/19. 

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

 

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

07/29/2019Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 000 Continued From page 1 F 000
be used as verification of compliance.

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

F 609
SS=D

Reporting of Alleged Violations
CFR(s): 483.12(c)(1)(4)

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

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

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.

F 609 8/2/19
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F 609 Continued From page 2 F 609
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure the State agency (SA) was 
notified within 24 hours of an allegation of 
potential neglect for 1 of 1 resident who 
experienced a skin tear during use of an EZ 
stand (mechanical lift), and who developed 
increasing fear of transfers with the lift.       

Findings include:

A Common Entry Point (CEP) Intake Form dated 
6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident 

A progress note documented by licensed 
practical nurse (LPN)-A on 6/9/19 at 2:03 p.m., 
included resident this morning would not sit on 
the side of the bed. The note indicated R1 laid on 
the bed and cried that she was afraid because 
she fell with the EZ stand the other night and that 
was how she got the skin tear on her arm. She 
said that her left hand was numb, but her grasp 
was stronger in her left hand then the right. Staff 
had her hands on the grips holding her hands on. 

 F609   Reporting of Alleged Violations
1. Facility policies and specific criteria 
related to reporting abuse and neglect of 
residents were reviewed with staff during 
the survey and at the staff education 
meeting on 6/25/19.   The resident 
situation during the survey was reviewed 
and further investigated with staff. 
2. All incident reports and/or allegations 
of abuse and neglect will be reviewed by 
the charge nurses, nurse managers, and 
Director of Nursing/Administrator.    Any 
reports to the State Agency, if indicated, 
and investigations will occur within the 
required timeframes.  Staff education 
related to incident reporting, 
investigations, and reporting to State 
Agencies was provided at the staff 
education meeting on 6/25/19.
3. Any/all incidents will be discussed at 
the Risk Management meeting and any 
follow up completed if indicated by the 
incident.   On duty charge nurses will call 
the nurse on call/DON/Administrator 
should there be any questions or 
concerns related to an incident.   The on 
call nurse/Director of 
Nursing/Administrator will be notified of all 
incidents including those occurring 
outside of normal business hours.
4. An audit of all incident reports will be 
completed by the DON/designee to 
assure incidents are reviewed, 
investigated, and reported to the State 
Agency if indicated.   Audit results will be 
reported at the Risk Management meeting 
and to the QAPI Committee. 
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F 609 Continued From page 3 F 609
When staff turned her into the bathroom she let 
go with both hands.

During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. 

During interview on 6/19/19,  at 2:24 p.m., 
ombudsman (O)-D stated he had attended a 
meeting for R1 on 6/18/19, and the administrator, 
IDON, dietary director, activities director R1 and 
FM-A were in attendance. O-D stated the 
administrator and interim director of nursing 
(IDON) had not heard about the fall until that 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story.  

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 
person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 

5. Compliance   complete by August 2, 
2019.
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F 609 Continued From page 4 F 609
staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. IDON 
stated for R1, staff should have filled out an 
incident report and interviewed R1 more so we 
could have followed up from the note dated  
6/9/19. IDON stated she did not think the incident 
was reportable to the SA because there was no 
significant injury. 

The facility's 3/14/18 policy Abuse Prevention 
Plan, included:  II. Definitions B. Immediately 
"Immediately" means as soon as possible from 
the time initial knowledge that the incident 
occurred has been received, which means: (1) 
No later than 2 hours after the allegation of 
maltreatment/mistreatment if it involves abuse or 
results in a serious bodily injury; and (2) No later 
than 24 hours after an allegation of 
maltreatment/mistreatment if it does not involve 
abuse and does not result in serious bodily injury. 
III. Components of Abuse Plan: D. Investigation 
and Reporting of Maltreatment/Mistreatment 
Following an Incident 1. Incidents, including but 
not limited to an injury, fall, elopement, bruise or 
other injury of unknown source, unusual 
happening, abuse, or any other 
maltreatment/mistreatment involving a resident 
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F 609 Continued From page 5 F 609
are to be reported, documented, and 
investigated.

F 610
SS=D

Investigate/Prevent/Correct Alleged Violation
CFR(s): 483.12(c)(2)-(4)

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

§483.12(c)(2) Have evidence that all alleged 
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse, 
neglect, exploitation, or mistreatment while the 
investigation is in progress.

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:

F 610 8/2/19

 Based on  interview and record review, the 
facility failed to thoroughly investigate an 
allegation of potential neglect for 1 of 1 resident 
(R1) who sustained a skin tear as a result of an 
incident with an EZ stand (mechanical lift).     

Findings include:

The facility's 3/14/18 policy Abuse Prevention 
Plan, included: ...Investigation and Reporting of 
Maltreatment/Mistreatment Following an 
Incident... Incidents, including but not limited to 
an injury, fall, elopement, bruise or other injury of 

 F610   Investigate/Prevent/Correct 
Alleged Violation
1. Facility policies and specific criteria 
related to reporting abuse and neglect of 
residents were reviewed with staff during 
the survey and at the staff education 
meeting on 6/25/19.   The resident 
situation during the survey was reviewed 
and further investigated with staff. 
2. All incident reports and/or allegations 
of abuse and neglect will be reviewed by 
the charge nurses, nurse managers, and 
Director of Nursing/Administrator.    Any 
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F 610 Continued From page 6 F 610
unknown source, unusual happening, abuse, or 
any other maltreatment/mistreatment involving a 
resident are to be reported, documented, and 
investigated... The facility's Vulnerable Adult 
Internal Investigation Procedure must be 
completed within 5 days of the incident and the 
results reported to the facility adminstrator or 
administrator's designee in the adminstrator's 
absence. ...The administrator or administrators 
designee is responsible for ensuring that the 
internal investigation is completed and the results 
are reported to the Office of Health Facility 
Complaints as described in this section. 

A Common Entry Point (CEP) Intake Form dated 
6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident 

A progress note documented by licensed 
practical nurse (LPN)-A on 6/9/19 at 2:03 p.m., 
included resident this morning would not sit on 
the side of the bed. The note indicated R1 laid on 
the bed and cried that she was afraid because 
she fell with the EZ stand the other night and that 
was how she got the skin tear on her arm. She 
said that her left hand was numb, but her grasp 

reports to the State Agency, if indicated, 
and investigations will occur within the 
required timeframes.  Staff education 
related to incident reporting, 
investigations, and reporting to State 
Agencies was provided at the staff 
education meeting on 6/25/19.
3. Any/all incidents will be discussed at 
the Risk Management meeting and any 
follow up completed if indicated by the 
incident.   On duty charge nurses will call 
the nurse on call/DON/Administrator 
should there be any questions or 
concerns related to an incident.   The on 
call nurse/Director of 
Nursing/Administrator will be notified of all 
incidents including those occurring 
outside of normal business hours.
4. An audit of all incident reports will be 
completed by the DON/designee to 
assure incidents are reviewed, 
investigated, and reported to the State 
Agency if indicated.   Audit results will be 
reported at the Risk Management meeting 
and to the QAPI Committee. 
5. Compliance   complete by August 2, 
2019.
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F 610 Continued From page 7 F 610
was stronger in her left hand then the right. Staff 
had her hands on the grips holding her hands on. 
When staff turned her into the bathroom she let 
go with both hands.

During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. 

During interview on 6/19/19,  at 2:24 p.m., 
ombudsman (O)-D stated he had attended a 
meeting for R1 on 6/18/19, and the administrator, 
IDON, dietary director, activities director R1 and 
FM-A were in attendance. O-D stated the 
administrator and interim director of nursing 
(IDON) had not heard about the fall until that 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story.  

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 
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F 610 Continued From page 8 F 610
person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 
staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. IDON 
stated for R1, staff should have filled out an 
incident report and interviewed R1 more so we 
could have followed up from the note dated  
6/9/19. 

R1's progress notes included:
On 6/6/19, at 7:25 p.m., licensed practical nurse 
(LPN)-B, noted resident has an older 5 x 4 
centimeter (cm) bruise on the left forearm. When 
being assisted by two with the EZ stand to the 
bathroom, after she was sat down on the 
commode resident brought arm up and around 
the EZ stand arm. Resident scraped area of the 
bruise on the side of the connection point. This 
action caused the bruised area to become a 0.5 
cm x 4 cm long skin tear. 

On 6/9/19, at 2:03 p.m., LPN-A, noted resident 
this morning would not sit on the side of the bed. 
She laid on the bed and cried that she was afraid 
because she fell with the EZ stand the other night 
and that was how she got the skin tear on her 
arm. She said that her left hand was numb, but 
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F 610 Continued From page 9 F 610
her grasp was stronger in her left hand then the 
right. Staff had her hands on the grips holding her 
hands on. When staff turned her into the 
bathroom she let go with both hands. 

During interview on 6/20/19, at 1:52 p.m., NA-A 
confirmed she had helped R1 on 6/9/19, when R1 
had stated she'd fallen. NA-A stated R1 had put 
on her call light and wanted to use the bathroom. 
NA-A stated when she was going to transfer R1 
with the EZ stand, R1 started "freaking out and 
stated she was scared she was going to fall." 
NA-A stated R1 had reported she'd fallen and that 
was how she received the mark (skin tear) on her 
arm. NA-A stated R1 had laid back from sitting on 
the edge of the bed, was crying and kept saying "I 
am going to fall." NA-A stated R1 pushed back 
and did not want to use the EZ stand. NA-A 
stated she had informed LPN-A and they were 
able to talk R1 into using the EZ stand.  

During interview on 6/20/19 at 2:51 p.m., NA-D 
confirmed he had worked with R1 on 6/6/19, 
when R1 had received the skin tear and cut. 
NA-D stated R1 had called and had wanted to 
use the bathroom. NA-D stated R1 was 
transferred with the EZ stand and one assist and 
when R1 was transferred the sling around R1's 
waist was secure and buckled, and R1's legs 
were secured with the leg strap. NA-D stated 
when he transferred R1 onto the toilet, R1 had 
weakness in her legs. NA-D stated when he 
started pushing the button on the EZ stand for R1 
to be lowered, her legs became weak and she 
started to go down. R1's left hand slipped off of 
the EZ stand handle, hit the sling strap causing 
the skin tear to R1's left arm. NA-D went on to 
state that if the strap had not been fastened 
around her legs, when R1's legs started going 
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F 610 Continued From page 10 F 610
down, she would have fallen. NA-D further stated 
he supported R1 when lowering R1 onto the toilet 
and called the nurse for help. 

The facility had not immediately initiated an 
investigation to comprehensively determine what 
had occurred to cause R1's skin tear and 
increased fear of transfers with the EZ stand lift.

F 689
SS=J

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 8/2/19

 Based on observation, interview and record 
review, the facility failed to assess for safe 
transfers with the use of an EZ stand (mechanical 
lift) resulting in a fall with a skin injury and the risk 
of continued falls with injury which could cause 
potential serious harm, injury, impairment, or 
death to 1 of 1 residents (R1). This failure 
resulted in and immediate jeopardy (IJ) for R1.

The immediate jeopardy began on 6/9/19 when 
R1 informed staff she had a fall during a transfer 
with an EZ stand, and reported her left hand was 
numb and she was afraid to use the EZ stand. 
The administrator and interim director of nursing 
(IDON) were notified of the immediate jeopardy 
on 6/21/19, at 9:47 a.m. The immediate jeopardy 
was removed on 6/23/19, at 3:15 p.m., but 

 F689   Free of Accident 
Hazards/Supervision/Devices
1. EZ Stand is no longer used for R1.   
All resident transfers are completed with a 
Hoyer Lift.  Psychosocial issues identified 
within the nursing assessment for this 
specific resident are addressed with all 
cares.    Physical Therapy was consulted 
on 6/20/19 for transfers and 
strengthening.    Therapy has also 
evaluated use of mechanical transfer 
devices for this resident and has 
recommended appropriate device.
2. An evaluation of residents using lifting 
devices is completed by PT/OT staff to 
determine appropriateness of use.   The 
admission assessment of all residents 
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F 689 Continued From page 11 F 689
noncompliance remained at the lower scope and 
severity level of G-isolated, actual harm that is 
not immediate jeopardy.

Findings include: 

On 6/19/19, at 2:35 p.m., surveyor entered R1's 
room with nursing assistant (NA)-C to observe a 
transfer with the EZ stand. R1 stated, "I don't 
want it. I fell off it and that is how I got this 
(showed bandage on left forearm). I'm afraid of 
it." NA-C did not transfer R1 at the time. There 
was a large bruise on the top of R1's left hand. 
R1 stated, "Yeah, that's from the fall. They said I 
would be all right. I said I could not hold on. I had 
my hand on the handle and she (staff person) 
had hers over mine holding it down. Somebody 
said she had a call and as soon as she let go of 
my hand, down I went. My hand is numb. I cannot 
hang on with it." R1 stated she did not want staff 
to continue to use the EZ stand, because "I'm 
scared of it."

During a follow up observation and interview in 
R1's room at 4:19 p.m on 6/19/19., NA-B stated 
R1 had told NA-B that she did not want to use the 
EZ stand. NA-B was heard to tell R1, "[NA-B} will 
be with you."  NA-B proceeded to apply the EZ 
stand straps around R1's legs.  R1 looked at 
surveyor and stated, "I don't want to use it, I don't 
want them to use it, I'm afraid. This machine 
could probably be the same machine." NA-B 
asked R1 if she were to get two people would she 
use the EZ stand to transfer. R1 stated, "I'm 
afraid." Surveyor asked NA-B if she was still 
going to transfer R1. NA-B stated she would go 
get help. R1 stated, the day she had fallen she 
was standing up in the machine and she did not 
feel the strap around her waist, "otherwise how 

includes a psychosocial assessment and 
is reviewed by all staff participating in the 
care of each resident.    Staff education 
with review of pertinent facility policies 
occurred during survey and again at staff 
education meeting on 6/25/19.  Staff 
reviewed fall protocol, completion of 
incident reports, use of lifting devices, and 
identifying when residents have acute 
changes in condition.   
3. PT/OT Eval is completed: 1) to 
determine appropriateness of use of a 
lifting device and 2) to attempt to increase 
the resident s strength and 
independence so a lifting device is no 
longer necessary.   An audit of all 
residents using lifting devices will be 
completed to assure the process is 
completed and care is delivered safely 
and within the care plan interventions.
4. Audit results are reported at the Risk 
Management meeting and to the QAPI 
Committee.
5. Compliance   complete by August 2, 
2019.
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F 689 Continued From page 12 F 689
would I have fallen". R1 also stated, "I don't know 
if they did not have the strap tight enough, but 
something did not keep me up." At that time, the 
surveyor intervened and informed the IDON R1 
was afraid to use the EZ stand for her transfer.  

At 4:28 p.m. on 6/19/19, the IDON entered R1's 
room. The IDON stated to R1, "I understand you 
do not want to use the machine anymore". R1 
responded, "That's how I fell, I am afraid." IDON 
then encouraged R1 to try the use of a Hoyer lift 
[a machine using a lift sling to transfer]. R1 
stated, "I will try the Hoyer if you promise it will 
hang onto me."

During an observation at 4:34 p.m. on 6/19/19, 
when re-entering R1's room after obtaining the 
appropriate size sling and hoyer lift, the IDON 
stated to R1, "Can we try to stand you with two 
people and a gait belt?" R1 stated if you hold onto 
me,  R1 again stated, "I am afraid." The IDON 
said, "Ok, we will use the Hoyer." The IDON, 
NA-C and trained medication aide (TMA)-A 
placed a sling underneath R1 while R1 was 
seated in her wheelchair. When lifting R1 with the 
sling, which was attached to the Hoyer lift, R1 
stated, "It hurts my legs, I am afraid." TMA-A 
stated, "The sling is not in the right position" and 
lowered R1 back down into her wheelchair. 
TMA-A stated,"We have to get the sling 
underneath [R1's] hips more." R1 stated she did 
not want to use the Hoyer. At 4:40 p.m., the IDON 
again asked R1 if she would stand with two 
people using a gait belt. R1 was taken into the 
bathroom, a gait belt was placed around R1's 
waist by the IDON, and R1's wheelchair breaks 
were locked. R1 stated to the IDON, "Do not drop 
me." The IDON stated, "I won't drop you." The 
IDON and TMA-A asked R1 to hang onto the 
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F 689 Continued From page 13 F 689
handrail in the bathroom and R1 stated, "I cannot 
hang on with my left hand, because my left hand 
is stiff." The IDON and TMA-A stood R1 using the 
gait belt. R1's feet were observed to be dragging, 
and R1 was unable to bear full weight. R1's face 
was grimacing, and R1 stated, "Oh!" The IDON 
and TMA-A turned R1 around while bearing the 
full weight of R1, and sat R1 on the toilet with her 
pants remaining up. R1's walker was obtained 
and the IDON asked R1, "Can you stand using 
the walker?" The IDON and TMA-A assisted R1 
to stand with the walker, but R1 was not able to 
hold onto the walker with her left hand and was 
unable to bear weight on her legs. The IDON and 
TMA-A had to sit R1 back down on the toilet with 
her pants remaining up. R1 stated, "What am I 
doing wrong?" The IDON reassured her stating, 
"You are not doing anything wrong." The IDON 
asked R1 if she would use the EZ stand with two 
people assisting, with one person always holding 
your left arm. R1 agreed to allow the transfer with 
an EZ stand. During the transfer with the EZ 
stand R1 was observed to be unable to hold onto 
the EZ stand handle with her left hand. 

R1's Admission Record included diagnoses of 
spinal stenosis, spondylosis (neck arthritis), 
osteoarthritis, chronic pain syndrome and mild 
cognitive impairment. 

R1's quarterly Minimum Data Set (MDS) 
assessment dated 6/11/19, indicated R1 was 
moderately cognitively impaired with no rejection 
of cares. The MDS also indicated R1 needed 
assistance of two persons for transfers and toilet 
use, and she could only stabilize balance with 
human assistance.

A Common Entry Point (CEP) Intake Form dated 
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F 689 Continued From page 14 F 689
6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident. 

R1's care plan revision date 6/19/19, included a 
problem area under activities of daily living 
(ADL's) including: R1 has an ADL self-care 
performance deficit related to right total hip 
arthroplasty secondary to fall . Chronic Pain in 
bilateral lower extremities and left hand 
numbness. Transfers: Extensive assist of two 
with transfers. Use EZ stand and assist of one to 
two when unable to follow direction to participate 
in assist of two transfers.  The care plan included 
a Fall/Safety Risks: R1 is at moderate risk for 
falls related to history of fall with fracture, 
impaired cognition and lack of safety awareness, 
intermittent confusion, medications in use, 
impaired mobility requiring extensive assist with 
mobility and transfers. Be sure the resident's call 
light is within reach and encourage the resident to 
use it for assistance as needed. The resident 
needs prompt response to all requests for 
assistance. Anticipate and meet the resident's 
needs. Follow facility fall protocol.  Physical 
therapy (PT) evaluate and treat as ordered or as 
needed (PRN).
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R1's progress notes included:
On 6/6/19, at 7:25 p.m., licensed practical nurse 
(LPN)-B, noted resident has an older 5 x 4 
centimeter (cm) bruise on the left forearm. When 
being assisted by two with the EZ stand to the 
bathroom, after she was sat down on the 
commode resident brought arm up and around 
the EZ stand arm. Resident scraped area of the 
bruise on the side of the connection point. This 
action caused the bruised area to become a 0.5 
cm x 4 cm long skin tear. 

On 6/9/19, at 2:03 p.m., LPN-A, noted resident 
this morning would not sit on the side of the bed. 
She laid on the bed and cried that she was afraid 
because she fell with the EZ stand the other night 
and that was how she got the skin tear on her 
arm. She said that her left hand was numb, but 
her grasp was stronger in her left hand then the 
right. Staff had her hands on the grips holding her 
hands on. When staff turned her into the 
bathroom she let go with both hands. 

During interview on 6/19/19, at 1:20 p.m., trained 
medication aide (TMA)-A stated a week or so ago 
R1's arm was feeling numb, so her left hand was 
not holding the handle on the EZ stand well.  

During interview on 6/19/19, at 1:21 p.m., nursing 
assistant (NA)-E stated R1 was transferred using 
the EZ stand with assist of one. At 1:33 p.m., 
NA-E stated some days R1 does not hang onto 
the handles of the EZ stand or R1 will hang on 
with her right hand, but not her left hand. 

During interview on 6/19/19, at 1:24 p.m., NA-A 
stated  R1 was transferred with the EZ stand with 
assist of one. NA-A stated R1's left hand will slip 
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every once in a while. 

During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. FM-A stated the Ombudsman (O)-D had 
been at a meeting for R1 yesterday (6/18/19) and 
they had discussed the fall.

During interview on 6/19/19,  at 2:24 p.m., O-D 
stated he had attended a meeting for R1 on 
6/18/19, and the administrator, IDON, dietary 
director, activities director,  R1 and FM-A were in 
attendance. O-D stated the administrator and 
IDON had not heard about the fall until the 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story. O-D stated FM-A had called 
him by phone the day prior to the meeting to 
inform him of the fall concern. 
 
During interview on 6/19/19, at 2:45 p.m., NA-B 
stated R1 was able to use the EZ stand with one 
or two assist depending on R1's response. NA-B 
stated about a week ago R1's left hand was not 
responding and R1 could not hold onto the handle 
of the EZ stand tight with her left hand. 
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F 689 Continued From page 17 F 689
During interview on 6/19/19, at 2:49 p.m., LPN-A 
stated R1 transferred with one to two assist using 
the EZ stand. LPN-A stated when R1 was afraid, 
R1 does not do well with transfers. LPN-A stated 
some days R1 hangs onto the handles of the EZ 
stand well, but I have been in there (R1's room) 
when R1 does not hang on. LPN-A stated R1 had 
been afraid of the EZ stand for about a week. 
LPN-A stated early in the week, last week R1 
stated she fell in the EZ stand. LPN-A said she 
could not find any documentation about the 
incident in R1 record.  LPN-A confirmed she had 
documented the resident progress note dated 
6/9/19. LPN-A stated R1 refused to sit up, as she 
was afraid to use the EZ stand. LPN-A stated she 
had informed registered nurse (RN)-A. LPN-A 
stated we did a hand over hand (staff placing 
their hand over the top of R1's hand) and got R1 
into the bathroom that day using the EZ stand. 

During interview on 6/19/19, at 3:09 p.m., LPN-B 
stated he had been the nurse on duty 6/6/19, 
when R1 had received the skin tear to her left 
forearm. LPN-B stated R1 had bumped her left 
arm on the hook of the EZ stand and had 
received the skin tear, when staff had unfastened 
R1 from the lift. LPN-B stated he had called and 
informed FM-A of the incident. 

During interview on 6/19/19, at 3:20 p.m., NA-C 
stated R1 transferred using the EZ stand with one 
assist. NA-C stated R1 started having a limp left 
arm around the time R1 received the skin tear to 
her left arm. R1 has stated a few times she was 
afraid to use the EZ stand. 

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
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F 689 Continued From page 18 F 689
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 
person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 
staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated if a resident was not able to maintain a 
good grip on the handles of the EZ stand, staff 
should notify nursing leadership so they could get 
therapy involved for assessment. The IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. Further, 
the IDON stated when a resident complains of 
being afraid to use a lift, staff should let the nurse 
know and try another means of transfer. The 
IDON stated when a resident tells staff they've 
fallen, an incident report should be completed 
with follow up to determine proper intervention 
are put in place.  IDON stated for R1, staff should 
have filled out an incident report and interviewed 
R1 more so we could have followed up from the 
note dated 6/9/19. IDON confirmed last evening 
when IDON was assisting to transfer R1 with the 
EZ stand R1 was not able to hold tight with left 
hand on the EZ stand lift. 

During interview on 6/20/19, at 1:40 p.m., NA-F 
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stated R1's left hand slips sometimes.    

During interview on 6/20/19, at 1:52 p.m., NA-A 
confirmed she had helped R1 on 6/9/19, when R1 
had stated she'd fallen. NA-A stated R1 had put 
on her call light and wanted to use the bathroom. 
NA-A stated when she was going to transfer R1 
with the EZ stand, R1 started "freaking out and 
stated she was scared she was going to fall." 
NA-A stated R1 had reported she'd fallen and that 
was how she received the mark (skin tear) on her 
arm. NA-A stated R1 had laid back from sitting on 
the edge of the bed, was crying and kept saying "I 
am going to fall." NA-A stated R1 pushed back 
and did not want to use the EZ stand. NA-A 
stated she had informed LPN-A and they were 
able to talk R1 into using the EZ stand.  

R1's physician orders dated 6/20/19, identified 
orders for PT and occupational therapy (OT) to 
evaluate and treat for transfers and 
strengthening. 

R1's OT Plan of Care dated 6/20/19, identified 
reason for referral: per R1 was being transferred 
with use of EZ stand and fell during EZ stand 
transfer. R1 stated, "My hand is numb." 
Underlying impairments identified for activity 
tolerance and standing tolerance. R1 
demonstrated signs of fatigue at less than one 
minute. Dynamometer test (instrument for 
measuring the maximum isometric strength of the 
hand and forearm muscles, used for testing 
handgrip strength) identified grip for left hand was 
seven pounds and grip for right hand was 25 
pounds. Precautions were fall precautions, left 
hand numbness, report of pain in left hand with 
movement and impaired left grip strength.
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R1's PT/OT/ST (speech therapy) Caregiver 
Recommendations sheet dated 6/20/19, indicated 
after the OT evaluation it was recommend R1 be 
transferred with use of a Hoyer (full body 
mechanical lift) for all transfers, with assistance of 
two, due to R1's inability to maintain left handgrip 
strength on EZ stand. R1 reports left hand pain 
and numbness, impaired left grip strength. 

During interview on 6/20/19 at 1:53 p.m., 
occupational therapist (OT)-E stated she had 
assessed R1 for use of the EZ stand with 
transfers. OT-E stated when she assessed R1 
she noticed R1's left hand would slip off and R1 
could not maintain a grip on the handle. OT-E 
further stated when she assessed R1's grip 
strength with a Dynamometer test, it identified 
R1's grip for left hand as seven pounds, with the 
grip for the right hand at 25 pounds. OT-E stated 
she saw weakness in the left versus the right grip 
and stated that R1 had told her [OT-E] her left 
hand was numb in the fingers. OT-E stated she 
had conducted a light touch sensation 
assessment, where she had R1 close her eyes 
and lightly touch each finger and had her say 
when she felt the touch. OT-E said R1 did not 
miss any on the right hand, but missed some on 
the left hand. In Addition, OT-E stated she stood 
R1 at the parallel bars, which she could do but 
required maximum assist of two people and her 
left hand did come off of the bar two times. She 
would move her hand back onto the bar but she 
could not maintain her grip very well. OT-E stated 
she recommend the use of the Hoyer lift for R1 at 
this time for safety, because R1 can not maintain 
strength.  

During interview on 6/20/19 at 2:51 p.m., NA-D 
confirmed he had worked with R1 on 6/6/19, 
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when R1 had received the skin tear and cut. 
NA-D stated R1 had called and had wanted to 
use the bathroom. NA-D stated R1 was 
transferred with the EZ stand and one assist and 
when R1 was transferred the sling around R1's 
waist was secure and buckled, and R1's legs 
were secured with the leg strap. NA-D stated 
when he transferred R1 onto the toilet, R1 had 
weakness in her legs. NA-D stated when he 
started pushing the button on the EZ stand for R1 
to be lowered, her legs became weak and she 
started to go down. R1's left hand slipped off of 
the EZ stand handle, hit the sling strap causing 
the skin tear to R1's left arm. NA-D went on to 
state that if the strap had not been fastened 
around her legs, when R1's legs started going 
down, she would have fallen. NA-D further stated 
he supported R1 when lowering R1 onto the toilet 
and called the nurse for help. 

The facility's undated policy for incident reporting 
included:  An incident report is completed 
whenever an incident occurs. An incident is 
defined as an actual or potential injury to a  
resident. Incidents include, but are not limited to, 
an observed or unobserved fall, etc... As soon as 
possible after an incident, a licensed employee 
with knowledge of the incident completes a 
Report of Incident. 

The facility's 12/2013 policy Lifting Machine, 
Using a Portable, included: Reporting 1. Notify 
the supervisor if the resident refuses the care. 2. 
Report other information in accordance with 
facility policy and professional standards of 
practice.

The facility's 12/2015 policy Acute Condition 
Changes Clinical Protocol, included:  Assessment 
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and Recognition... Direct care staff, including 
Nursing assistants will be trained in recognizing 
subtle but significant changes in the resident and 
how to communicate these changes to the 
nurse... Before contacting a physician about 
someone with an acute change of condition, the 
nursing staff will make detailed observations and 
collect pertinent information to report to the 
physician. 

The immediate jeopardy that began on 6/21/19, 
was removed on 6/23/19, when it could be 
determined the facility had implemented an 
acceptable removal plan including: education for 
staff including review of facility policies: abuse, 
acute condition changes, incident reporting, falls, 
fall risk management and fall risk assessment, 
use of  mechanical lift machine, resident 
assessment instrument and  person centered 
care plans. All staff were informed of the policies 
and educated and a method for auditing was 
developed to ensure ongoing compliance.

F 712
SS=D

Physician Visits-Frequency/Timeliness/Alt NPP
CFR(s): 483.30(c)(1)-(4)

§483.30(c) Frequency of physician visits
§483.30(c)(1) The residents must be seen by a 
physician at least once every 30 days for the first 
90 days after admission, and at least once every 
60 thereafter.

§483.30(c)(2) A physician visit is considered 
timely if it occurs not later than 10 days after the 
date the visit was required.

§483.30(c)(3) Except as provided in paragraphs 
(c)(4) and (f) of this section, all required physician 
visits must be made by the physician personally.

F 712 8/2/19
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§483.30(c)(4) At the option of the physician, 
required visits in SNFs, after the initial visit, may 
alternate between personal visits by the physician 
and visits by a physician assistant, nurse 
practitioner or clinical nurse specialist in 
accordance with paragraph (e) of this section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure a resident's physician 
completed every 30 day physician visits within the 
first 90 days of admission for 1 of 3 residents 
(R2) reviewed for new admissions.  

Findings include:

R2's Admission Record indicated an admission 
date of 10/9/18, and included the resident's 
admitting diagnoses of polymyalgia rheumatica 
(inflammatory disorder that causes muscle pain 
and stiffness) and dementia without behavioral 
disturbances.  

R2's physician progress notes indicated an initial 
30 day visit had been conducted on 11/13/18 and 
a subsequent visit was not conducted until 1/9/19 
(90 days after admision). R2's record lacked 
documentation of a physician's visit at 60 days 
following admission.  

During interview on 6/24/19, at 11:54 a.m., the 
interim director of nursing confirmed R2 was not 
seen by the physician in December (for the 60 
day visit within 90 days after admission). 

The facility's 4/2013 policy, Physician Services, 
included: Policy Interpretation and 
Implementation 5. Physician visits, frequency of 

 F712   Physician Visits   
Frequency/Timeliness
1. Resident was seen by physician and 
physician visit frequency is in compliance.
2. Visit frequency of all other residents 
has been verified with all physician visits 
noted as timely.
3. Tracking of physician 30 and 60 day 
visits is logged by Health Unit Coordinator 
and monitored for accuracy by the nurse 
managers.    Reports of the visit 
schedules are provided to the nurse 
managers and physicians/providers 
weekly.
4. Tracking of physician 30 and 60 day 
visits will be reported to the QAPI 
Committee.
5. Compliance   complete by August 2, 
2019.
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F 712 Continued From page 24 F 712
visits, emergency care of residents, etc., are 
provided in accordance with current OBRA 
regulations and facility policy.

The facility's 11/2014 policy, Medication Orders, 
included: Supervision by a Physician, Physician 
orders/Progress notes must be signed and dated 
every thirty (30) days. (Note: This may changed 
to every sixty (60) days after the first ninety (90) 
days of the resident's admission, provided it is 
approved by the attending physician and the 
utilization review committee).

F 843
SS=C

Transfer Agreement
CFR(s): 483.70(j)(1)(2)

§483.70(j) Transfer agreement. 
§483.70(j)(1) In accordance with section 1861(l) 
of the Act, the facility (other than a nursing facility 
which is located in a State on an Indian 
reservation) must have in effect a written transfer 
agreement with one or more hospitals approved 
for participation under the Medicare and Medicaid 
programs that reasonably assures that-
(i) Residents will be transferred from the facility to 
the hospital, and ensured of timely admission to 
the hospital when transfer is medically 
appropriate as determined by the attending 
physician or, in an emergency situation, by 
another practitioner in accordance with facility 
policy and consistent with state law; and
(ii) Medical and other information needed for care 
and treatment of residents and, when the 
transferring facility deems it appropriate, for 
determining whether such residents can receive 
appropriate services or receive services in a less 
restrictive setting than either the facility or the 
hospital, or reintegrated into the community will 
be exchanged between the providers, including 

F 843 8/2/19
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F 843 Continued From page 25 F 843
but not limited to the information required under 
§483.15(c)(2)(iii).

§483.70(j)(2) The facility is considered to have a 
transfer agreement in effect if the facility has 
attempted in good faith to enter into an 
agreement with a hospital sufficiently close to the 
facility to make transfer feasible.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to develop and/or have evidence of 
an in-effect transfer agreement with a local 
Medicare participating hospital entity.  This had 
potential to affect all 50 residents in the facility 
who could require hospitalization on an emergent 
basis.

Findings include:

During the extended survey on 6/21/19 and 
6/24/19, document was requested from the 
administrator to demonstrate the facility had a 
transfer agreement in place with a local 
Medicare/Medicaid participating hospital entity.  

During interview on 6/24/19, at 9:37 a.m., the 
regional nurse consultant (RNC)-F stated the 
facility did not have a hospital transfer agreement 
in place.

 F843   Transfer Agreement
1. Transfer agreement with AMC/MCHS 
(Austin Medical Center/Mayo Clinic Health 
System), a Medicare/Medicaid 
participating hospital, has been initiated.
2. Transfer agreement with AMC/MCHS 
(Austin Medical Center/Mayo Clinic Health 
System), a Medicare/Medicaid 
participating hospital, has been initiated.
3. Annual review of all contracts is 
completed by the Administrator to assure 
all contracts are current and meet the 
needs of the residents and facility.
4. This annual review is reported to the 
QAPI Committee.
5. Compliance   complete by August 2, 
2019.

F 846
SS=C

Facility Closure
CFR(s): 483.70(m)

§483.70(m) Facility closure.
The facility must have in place policies and 
procedures to ensure that the administrator's 
duties and responsibilities involve providing the 
appropriate notices in the event of a facility 

F 846 8/2/19
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F 846 Continued From page 26 F 846
closure, as required at paragraph (l) of this 
section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure the facility had policies and 
procedures to ensure that the administrator's 
duties and responsibilities involve providing the 
appropriate notices in the event of a facility 
closure. This has the potential to effect all 
residents residing in the building.

Findings include:

During interview on 6/24/19, at 2:54 p.m., the 
regional nurse consultant (RNC)-F stated the 
facility did not have a written policy and procedure 
for facility closure as required.

 F846   Facility Closure
1. Policy and procedure for facility 
closure that outlines duties and 
responsibilities has been initiated.
2. Policy and procedure for facility 
closure that outlines duties and 
responsibilities has been initiated.
3. The Administrator will review this 
policy annually with the Ecumen Home 
Office and revise as needed.
4. The Administrator will report this 
annual review and any revisions to the 
QAPI Committee.
5. Compliance   complete by August 2, 
2019.

FORM CMS-2567(02-99) Previous Versions Obsolete F7BW11Event ID: Facility ID: 00394 If continuation sheet Page  27 of 27



Electronically Delivered

July 16, 2019

Administrator
St. Marks Living
400 ‐ 15th Avenue Southwest
Austin, MN  55912

Re: State Nursing Home Licensing Orders ‐ Complaint Number H5369071C

Dear Administrator:

A complaint investigation was completed on June 24, 2019. At the time of the investigation, the
investigator assessed compliance with Minnesota Department of Health Nursing Home Rules. The
investigator from the Minnesota Department of Health, Office of Health Facility Complaints, noted one
or more violations of these rules. These state licensing orders are issued in accordance with Minnesota
Statute section 144.653 and/or Minnesota Statute Section 144A.10.  If, upon reinspection, it is found
that the violations cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.

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

The State licensing orders are delineated on the Minnesota Department of Health order form. The
Minnesota Department of Health is documenting the state licensing orders using federal software. Tag
numbers have been assigned to Minnesota state statutes/rules for nursing homes. The assigned tag
number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule number and the
corresponding text of the state statute/rule out of compliance is listed in the "Summary Statement of
Deficiencies" column and replaces the "To Comply" portion of the correction order.   This column also
includes the findings that are in violation of the state statute after the statement, "This Rule is not met
as evidenced by."   Following investigator's findings are the Suggested Method of Correction and the
Time Period For Correction.

   
Protecting, Maintaining and Improving the Health of All Minnesotans

An equal opportunity employer.



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

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

When all licensing orders are corrected, the form should be signed and returned electronically to:

Jennifer Kolsrud Brown
Rochester Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
18 Wood Lake Drive Southeast
Rochester, Minnesota  55904‐5506
Email: jennifer.kolsrud@state.mn.us    
Phone: (507) 206‐2731
Fax: (507) 206‐2711    

You may request a hearing on any assessments that result from non‐compliance with these licensing
orders by providing a written request to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.

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

Sincerely,    

     
Kamala Fiske‐Downing
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164‐0900
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
Email:   Kamala.Fiske‐Downing@state.mn.us

St. Marks Living
July 16, 2019    
Page   2
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

A complaint investigation was conducted on June 
19, 20, 21, 23 and 24, 2019 to investigate 
complaint H5369071C. As a result the following 
correction orders are issued. 

The facility is enrolled in the electronic Plan of 
Correction (ePoC) and therefore a signature is 

 

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

07/29/19Electronically Signed
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 2 000Continued From page 1 2 000

not required at the bottom of the first page of the 
State form.  Although no plan of correction is 
required, it is required that you acknowledge 
receipt of the electronic documents.

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

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

This MN Requirement  is not met as evidenced 
by:

 2 830 8/2/19

Based on observation, interview and record 
review, the facility failed to assess for safe 
transfers with the use of an EZ stand (mechanical 
lift) resulting in a fall with a skin injury and the risk 
of continued falls with injury which could cause 
potential serious harm, injury, impairment, or 
death to 1 of 1 residents (R1). This failure 
resulted in and immediate jeopardy (IJ) for R1.

The immediate jeopardy began on 6/9/19 when 
R1 informed staff she had a fall during a transfer 
with an EZ stand, and reported her left hand was 
numb and she was afraid to use the EZ stand. 
The administrator and interim director of nursing 

Receipt acknowledged 

Minnesota Department of Health
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(IDON) were notified of the immediate jeopardy 
on 6/21/19, at 9:47 a.m. The immediate jeopardy 
was removed on 6/23/19, at 3:15 p.m., but 
noncompliance remained at the lower scope and 
severity level of G-isolated, actual harm that is 
not immediate jeopardy.

Findings include: 

On 6/19/19, at 2:35 p.m., surveyor entered R1's 
room with nursing assistant (NA)-C to observe a 
transfer with the EZ stand. R1 stated, "I don't 
want it. I fell off it and that is how I got this 
(showed bandage on left forearm). I'm afraid of 
it." NA-C did not transfer R1 at the time. There 
was a large bruise on the top of R1's left hand. 
R1 stated, "Yeah, that's from the fall. They said I 
would be all right. I said I could not hold on. I had 
my hand on the handle and she (staff person) 
had hers over mine holding it down. Somebody 
said she had a call and as soon as she let go of 
my hand, down I went. My hand is numb. I cannot 
hang on with it." R1 stated she did not want staff 
to continue to use the EZ stand, because "I'm 
scared of it."

During a follow up observation and interview in 
R1's room at 4:19 p.m on 6/19/19., NA-B stated 
R1 had told NA-B that she did not want to use the 
EZ stand. NA-B was heard to tell R1, "[NA-B} will 
be with you."  NA-B proceeded to apply the EZ 
stand straps around R1's legs.  R1 looked at 
surveyor and stated, "I don't want to use it, I don't 
want them to use it, I'm afraid. This machine 
could probably be the same machine." NA-B 
asked R1 if she were to get two people would she 
use the EZ stand to transfer. R1 stated, "I'm 
afraid." Surveyor asked NA-B if she was still 
going to transfer R1. NA-B stated she would go 
get help. R1 stated, the day she had fallen she 

Minnesota Department of Health
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was standing up in the machine and she did not 
feel the strap around her waist, "otherwise how 
would I have fallen". R1 also stated, "I don't know 
if they did not have the strap tight enough, but 
something did not keep me up." At that time, the 
surveyor intervened and informed the IDON R1 
was afraid to use the EZ stand for her transfer.  

At 4:28 p.m. on 6/19/19, the IDON entered R1's 
room. The IDON stated to R1, "I understand you 
do not want to use the machine anymore". R1 
responded, "That's how I fell, I am afraid." IDON 
then encouraged R1 to try the use of a Hoyer lift 
[a machine using a lift sling to transfer]. R1 
stated, "I will try the Hoyer if you promise it will 
hang onto me."

During an observation at 4:34 p.m. on 6/19/19, 
when re-entering R1's room after obtaining the 
appropriate size sling and hoyer lift, the IDON 
stated to R1, "Can we try to stand you with two 
people and a gait belt?" R1 stated if you hold onto 
me,  R1 again stated, "I am afraid." The IDON 
said, "Ok, we will use the Hoyer." The IDON, 
NA-C and trained medication aide (TMA)-A 
placed a sling underneath R1 while R1 was 
seated in her wheelchair. When lifting R1 with the 
sling, which was attached to the Hoyer lift, R1 
stated, "It hurts my legs, I am afraid." TMA-A 
stated, "The sling is not in the right position" and 
lowered R1 back down into her wheelchair. 
TMA-A stated,"We have to get the sling 
underneath [R1's] hips more." R1 stated she did 
not want to use the Hoyer. At 4:40 p.m., the IDON 
again asked R1 if she would stand with two 
people using a gait belt. R1 was taken into the 
bathroom, a gait belt was placed around R1's 
waist by the IDON, and R1's wheelchair breaks 
were locked. R1 stated to the IDON, "Do not drop 
me." The IDON stated, "I won't drop you." The 

Minnesota Department of Health
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IDON and TMA-A asked R1 to hang onto the 
handrail in the bathroom and R1 stated, "I cannot 
hang on with my left hand, because my left hand 
is stiff." The IDON and TMA-A stood R1 using the 
gait belt. R1's feet were observed to be dragging, 
and R1 was unable to bear full weight. R1's face 
was grimacing, and R1 stated, "Oh!" The IDON 
and TMA-A turned R1 around while bearing the 
full weight of R1, and sat R1 on the toilet with her 
pants remaining up. R1's walker was obtained 
and the IDON asked R1, "Can you stand using 
the walker?" The IDON and TMA-A assisted R1 
to stand with the walker, but R1 was not able to 
hold onto the walker with her left hand and was 
unable to bear weight on her legs. The IDON and 
TMA-A had to sit R1 back down on the toilet with 
her pants remaining up. R1 stated, "What am I 
doing wrong?" The IDON reassured her stating, 
"You are not doing anything wrong." The IDON 
asked R1 if she would use the EZ stand with two 
people assisting, with one person always holding 
your left arm. R1 agreed to allow the transfer with 
an EZ stand. During the transfer with the EZ 
stand R1 was observed to be unable to hold onto 
the EZ stand handle with her left hand. 

R1's Admission Record included diagnoses of 
spinal stenosis, spondylosis (neck arthritis), 
osteoarthritis, chronic pain syndrome and mild 
cognitive impairment. 

R1's quarterly Minimum Data Set (MDS) 
assessment dated 6/11/19, indicated R1 was 
moderately cognitively impaired with no rejection 
of cares. The MDS also indicated R1 needed 
assistance of two persons for transfers and toilet 
use, and she could only stabilize balance with 
human assistance.

A Common Entry Point (CEP) Intake Form dated 
Minnesota Department of Health
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6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident. 

R1's care plan revision date 6/19/19, included a 
problem area under activities of daily living 
(ADL's) including: R1 has an ADL self-care 
performance deficit related to right total hip 
arthroplasty secondary to fall . Chronic Pain in 
bilateral lower extremities and left hand 
numbness. Transfers: Extensive assist of two 
with transfers. Use EZ stand and assist of one to 
two when unable to follow direction to participate 
in assist of two transfers.  The care plan included 
a Fall/Safety Risks: R1 is at moderate risk for 
falls related to history of fall with fracture, 
impaired cognition and lack of safety awareness, 
intermittent confusion, medications in use, 
impaired mobility requiring extensive assist with 
mobility and transfers. Be sure the resident's call 
light is within reach and encourage the resident to 
use it for assistance as needed. The resident 
needs prompt response to all requests for 
assistance. Anticipate and meet the resident's 
needs. Follow facility fall protocol.  Physical 
therapy (PT) evaluate and treat as ordered or as 
needed (PRN).
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R1's progress notes included:
On 6/6/19, at 7:25 p.m., licensed practical nurse 
(LPN)-B, noted resident has an older 5 x 4 
centimeter (cm) bruise on the left forearm. When 
being assisted by two with the EZ stand to the 
bathroom, after she was sat down on the 
commode resident brought arm up and around 
the EZ stand arm. Resident scraped area of the 
bruise on the side of the connection point. This 
action caused the bruised area to become a 0.5 
cm x 4 cm long skin tear. 

On 6/9/19, at 2:03 p.m., LPN-A, noted resident 
this morning would not sit on the side of the bed. 
She laid on the bed and cried that she was afraid 
because she fell with the EZ stand the other night 
and that was how she got the skin tear on her 
arm. She said that her left hand was numb, but 
her grasp was stronger in her left hand then the 
right. Staff had her hands on the grips holding her 
hands on. When staff turned her into the 
bathroom she let go with both hands. 

During interview on 6/19/19, at 1:20 p.m., trained 
medication aide (TMA)-A stated a week or so ago 
R1's arm was feeling numb, so her left hand was 
not holding the handle on the EZ stand well.  

During interview on 6/19/19, at 1:21 p.m., nursing 
assistant (NA)-E stated R1 was transferred using 
the EZ stand with assist of one. At 1:33 p.m., 
NA-E stated some days R1 does not hang onto 
the handles of the EZ stand or R1 will hang on 
with her right hand, but not her left hand. 

During interview on 6/19/19, at 1:24 p.m., NA-A 
stated  R1 was transferred with the EZ stand with 
assist of one. NA-A stated R1's left hand will slip 
every once in a while. 
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During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. FM-A stated the Ombudsman (O)-D had 
been at a meeting for R1 yesterday (6/18/19) and 
they had discussed the fall.

During interview on 6/19/19,  at 2:24 p.m., O-D 
stated he had attended a meeting for R1 on 
6/18/19, and the administrator, IDON, dietary 
director, activities director,  R1 and FM-A were in 
attendance. O-D stated the administrator and 
IDON had not heard about the fall until the 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story. O-D stated FM-A had called 
him by phone the day prior to the meeting to 
inform him of the fall concern. 
 
During interview on 6/19/19, at 2:45 p.m., NA-B 
stated R1 was able to use the EZ stand with one 
or two assist depending on R1's response. NA-B 
stated about a week ago R1's left hand was not 
responding and R1 could not hold onto the handle 
of the EZ stand tight with her left hand. 

During interview on 6/19/19, at 2:49 p.m., LPN-A 
stated R1 transferred with one to two assist using 
the EZ stand. LPN-A stated when R1 was afraid, 
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R1 does not do well with transfers. LPN-A stated 
some days R1 hangs onto the handles of the EZ 
stand well, but I have been in there (R1's room) 
when R1 does not hang on. LPN-A stated R1 had 
been afraid of the EZ stand for about a week. 
LPN-A stated early in the week, last week R1 
stated she fell in the EZ stand. LPN-A said she 
could not find any documentation about the 
incident in R1 record.  LPN-A confirmed she had 
documented the resident progress note dated 
6/9/19. LPN-A stated R1 refused to sit up, as she 
was afraid to use the EZ stand. LPN-A stated she 
had informed registered nurse (RN)-A. LPN-A 
stated we did a hand over hand (staff placing 
their hand over the top of R1's hand) and got R1 
into the bathroom that day using the EZ stand. 

During interview on 6/19/19, at 3:09 p.m., LPN-B 
stated he had been the nurse on duty 6/6/19, 
when R1 had received the skin tear to her left 
forearm. LPN-B stated R1 had bumped her left 
arm on the hook of the EZ stand and had 
received the skin tear, when staff had unfastened 
R1 from the lift. LPN-B stated he had called and 
informed FM-A of the incident. 

During interview on 6/19/19, at 3:20 p.m., NA-C 
stated R1 transferred using the EZ stand with one 
assist. NA-C stated R1 started having a limp left 
arm around the time R1 received the skin tear to 
her left arm. R1 has stated a few times she was 
afraid to use the EZ stand. 

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 

Minnesota Department of Health
If continuation sheet  9 of 246899STATE FORM F7BW11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/01/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00394 06/24/2019
C

NAME OF PROVIDER OR SUPPLIER

ST MARKS LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

400 - 15TH AVENUE SOUTHWEST
AUSTIN, MN  55912

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 830Continued From page 9 2 830

person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 
staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated if a resident was not able to maintain a 
good grip on the handles of the EZ stand, staff 
should notify nursing leadership so they could get 
therapy involved for assessment. The IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. Further, 
the IDON stated when a resident complains of 
being afraid to use a lift, staff should let the nurse 
know and try another means of transfer. The 
IDON stated when a resident tells staff they've 
fallen, an incident report should be completed 
with follow up to determine proper intervention 
are put in place.  IDON stated for R1, staff should 
have filled out an incident report and interviewed 
R1 more so we could have followed up from the 
note dated 6/9/19. IDON confirmed last evening 
when IDON was assisting to transfer R1 with the 
EZ stand R1 was not able to hold tight with left 
hand on the EZ stand lift. 

During interview on 6/20/19, at 1:40 p.m., NA-F 
stated R1's left hand slips sometimes.    

During interview on 6/20/19, at 1:52 p.m., NA-A 
confirmed she had helped R1 on 6/9/19, when R1 
had stated she'd fallen. NA-A stated R1 had put 
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on her call light and wanted to use the bathroom. 
NA-A stated when she was going to transfer R1 
with the EZ stand, R1 started "freaking out and 
stated she was scared she was going to fall." 
NA-A stated R1 had reported she'd fallen and that 
was how she received the mark (skin tear) on her 
arm. NA-A stated R1 had laid back from sitting on 
the edge of the bed, was crying and kept saying "I 
am going to fall." NA-A stated R1 pushed back 
and did not want to use the EZ stand. NA-A 
stated she had informed LPN-A and they were 
able to talk R1 into using the EZ stand.  

R1's physician orders dated 6/20/19, identified 
orders for PT and occupational therapy (OT) to 
evaluate and treat for transfers and 
strengthening. 

R1's OT Plan of Care dated 6/20/19, identified 
reason for referral: per R1 was being transferred 
with use of EZ stand and fell during EZ stand 
transfer. R1 stated, "My hand is numb." 
Underlying impairments identified for activity 
tolerance and standing tolerance. R1 
demonstrated signs of fatigue at less than one 
minute. Dynamometer test (instrument for 
measuring the maximum isometric strength of the 
hand and forearm muscles, used for testing 
handgrip strength) identified grip for left hand was 
seven pounds and grip for right hand was 25 
pounds. Precautions were fall precautions, left 
hand numbness, report of pain in left hand with 
movement and impaired left grip strength.

R1's PT/OT/ST (speech therapy) Caregiver 
Recommendations sheet dated 6/20/19, indicated 
after the OT evaluation it was recommend R1 be 
transferred with use of a Hoyer (full body 
mechanical lift) for all transfers, with assistance of 
two, due to R1's inability to maintain left handgrip 
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strength on EZ stand. R1 reports left hand pain 
and numbness, impaired left grip strength. 

During interview on 6/20/19 at 1:53 p.m., 
occupational therapist (OT)-E stated she had 
assessed R1 for use of the EZ stand with 
transfers. OT-E stated when she assessed R1 
she noticed R1's left hand would slip off and R1 
could not maintain a grip on the handle. OT-E 
further stated when she assessed R1's grip 
strength with a Dynamometer test, it identified 
R1's grip for left hand as seven pounds, with the 
grip for the right hand at 25 pounds. OT-E stated 
she saw weakness in the left versus the right grip 
and stated that R1 had told her [OT-E] her left 
hand was numb in the fingers. OT-E stated she 
had conducted a light touch sensation 
assessment, where she had R1 close her eyes 
and lightly touch each finger and had her say 
when she felt the touch. OT-E said R1 did not 
miss any on the right hand, but missed some on 
the left hand. In Addition, OT-E stated she stood 
R1 at the parallel bars, which she could do but 
required maximum assist of two people and her 
left hand did come off of the bar two times. She 
would move her hand back onto the bar but she 
could not maintain her grip very well. OT-E stated 
she recommend the use of the Hoyer lift for R1 at 
this time for safety, because R1 can not maintain 
strength.  

During interview on 6/20/19 at 2:51 p.m., NA-D 
confirmed he had worked with R1 on 6/6/19, 
when R1 had received the skin tear and cut. 
NA-D stated R1 had called and had wanted to 
use the bathroom. NA-D stated R1 was 
transferred with the EZ stand and one assist and 
when R1 was transferred the sling around R1's 
waist was secure and buckled, and R1's legs 
were secured with the leg strap. NA-D stated 
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when he transferred R1 onto the toilet, R1 had 
weakness in her legs. NA-D stated when he 
started pushing the button on the EZ stand for R1 
to be lowered, her legs became weak and she 
started to go down. R1's left hand slipped off of 
the EZ stand handle, hit the sling strap causing 
the skin tear to R1's left arm. NA-D went on to 
state that if the strap had not been fastened 
around her legs, when R1's legs started going 
down, she would have fallen. NA-D further stated 
he supported R1 when lowering R1 onto the toilet 
and called the nurse for help. 

The facility's undated policy for incident reporting 
included:  An incident report is completed 
whenever an incident occurs. An incident is 
defined as an actual or potential injury to a  
resident. Incidents include, but are not limited to, 
an observed or unobserved fall, etc... As soon as 
possible after an incident, a licensed employee 
with knowledge of the incident completes a 
Report of Incident. 

The facility's 12/2013 policy Lifting Machine, 
Using a Portable, included: Reporting 1. Notify 
the supervisor if the resident refuses the care. 2. 
Report other information in accordance with 
facility policy and professional standards of 
practice.

The facility's 12/2015 policy Acute Condition 
Changes Clinical Protocol, included:  Assessment 
and Recognition... Direct care staff, including 
Nursing assistants will be trained in recognizing 
subtle but significant changes in the resident and 
how to communicate these changes to the 
nurse... Before contacting a physician about 
someone with an acute change of condition, the 
nursing staff will make detailed observations and 
collect pertinent information to report to the 
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physician. 

The immediate jeopardy that began on 6/21/19, 
was removed on 6/23/19, when it could be 
determined the facility had implemented an 
acceptable removal plan including: education for 
staff including review of facility policies: abuse, 
acute condition changes, incident reporting, falls, 
fall risk management and fall risk assessment, 
use of  mechanical lift machine, resident 
assessment instrument and  person centered 
care plans. All staff were informed of the policies 
and educated and a method for auditing was 
developed to ensure ongoing compliance.  

SUGGESTED METHOD OF CORRECTION: 
The director of nursing or designee could review 
the facilities fall program, educate licensed staff 
on fall investigation and appropriate interventions 
to prevent and/or reduce the risk of falls with use 
of mechanical lifts. The facility then could develop 
an auditing system to ensure ongoing 
compliance. 
The Director of Nursing or her designee could 
develop polices and procedures regarding 
psychosocial issues. The Director of Nursing or 
her designee could educate staff on the policies 
and procedures.  The Director of Nursing or her 
designee could develop a monitoring system to 
ensure residents receive the appropriate care.

TIME FRAME FOR CORRECTION: Twenty One 
(21) Days

 21290 MN Rule 4658.0710 Subp. 3 A AdmissionOrders 
& Physician Evaluations

Subp. 3.  Frequency of physician evaluations. 
      A.  A resident must be evaluated by a 

 21290 8/2/19
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physician at least once every 30 days for the first 
90 days after admission, and then whenever 
medically necessary.  A physician visit is 
considered timely if it occurs within ten days after 
the date the visit was required. 

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure a resident's physician 
completed every 30 day physician visits within the 
first 90 days of admission for 1 of 3 residents 
(R2) reviewed for new admissions.  

Findings include:

R2's Admission Record indicated an admission 
date of 10/9/18, and included the resident's 
admitting diagnoses of polymyalgia rheumatica 
(inflammatory disorder that causes muscle pain 
and stiffness) and dementia without behavioral 
disturbances.  

R2's physician progress notes indicated an initial 
30 day visit had been conducted on 11/13/18 and 
a subsequent visit was not conducted until 1/9/19 
(90 days after admision). R2's record lacked 
documentation of a physician's visit at 60 days 
following admission.  

During interview on 6/24/19, at 11:54 a.m., the 
interim director of nursing confirmed R2 was not 
seen by the physician in December (for the 60 
day visit within 90 days after admission). 

The facility's 4/2013 policy, Physician Services, 
included: Policy Interpretation and 

Receipt acknowledged 
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Implementation 5. Physician visits, frequency of 
visits, emergency care of residents, etc., are 
provided in accordance with current OBRA 
regulations and facility policy.

The facility's 11/2014 policy, Medication Orders, 
included: Supervision by a Physician, Physician 
orders/Progress notes must be signed and dated 
every thirty (30) days. (Note: This may changed 
to every sixty (60) days after the first ninety (90) 
days of the resident's admission, provided it is 
approved by the attending physician and the 
utilization review committee). 

Suggested Method of Correction:  The director of 
nursing (DON) or designee could work  with the 
medical director and administrator to ensure 
physician coverage is provided for the residents 
in the facility.  The administrator, DON or 
designee could also perform audits of resident 
records to determine if the physician services had 
been provided.  

Time Period for Correction: Twenty-one (21) 
days.

 21995 MN St. Statute 626.557 Subd. 4a Reporting - 
Maltreatment of Vulnerable Adults

Subd. 4a.    Internal reporting of maltreatment.  
(a)  Each facility shall establish and enforce an 
ongoing written  procedure in compliance with 
applicable licensing rules to ensure that all cases 
of suspected maltreatment are reported.   If a 
facility has an internal reporting procedure, a 
mandated reporter may meet the reporting 
requirements of this section by  reporting 
internally.  However, the facility remains 
responsible for complying with the immediate 

 21995 8/2/19

Minnesota Department of Health
If continuation sheet  16 of 246899STATE FORM F7BW11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/01/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00394 06/24/2019
C

NAME OF PROVIDER OR SUPPLIER

ST MARKS LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

400 - 15TH AVENUE SOUTHWEST
AUSTIN, MN  55912

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21995Continued From page 16 21995

reporting requirements of this section.  

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure the State agency (SA) was 
notified within 24 hours of an allegation of 
potential neglect for 1 of 1 resident who 
experienced a skin tear during use of an EZ 
stand (mechanical lift), and who developed 
increasing fear of transfers with the lift.       

Findings include:

A Common Entry Point (CEP) Intake Form dated 
6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident 

A progress note documented by licensed 
practical nurse (LPN)-A on 6/9/19 at 2:03 p.m., 
included resident this morning would not sit on 
the side of the bed. The note indicated R1 laid on 
the bed and cried that she was afraid because 
she fell with the EZ stand the other night and that 
was how she got the skin tear on her arm. She 
said that her left hand was numb, but her grasp 
was stronger in her left hand then the right. Staff 

Receipt acknowledged 
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had her hands on the grips holding her hands on. 
When staff turned her into the bathroom she let 
go with both hands.

During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. 

During interview on 6/19/19,  at 2:24 p.m., 
ombudsman (O)-D stated he had attended a 
meeting for R1 on 6/18/19, and the administrator, 
IDON, dietary director, activities director R1 and 
FM-A were in attendance. O-D stated the 
administrator and interim director of nursing 
(IDON) had not heard about the fall until that 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story.  

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 
person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 
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staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. IDON 
stated for R1, staff should have filled out an 
incident report and interviewed R1 more so we 
could have followed up from the note dated  
6/9/19. IDON stated she did not think the incident 
was reportable to the SA because there was no 
significant injury. 

The facility's 3/14/18 policy Abuse Prevention 
Plan, included:  II. Definitions B. Immediately 
"Immediately" means as soon as possible from 
the time initial knowledge that the incident 
occurred has been received, which means: (1) 
No later than 2 hours after the allegation of 
maltreatment/mistreatment if it involves abuse or 
results in a serious bodily injury; and (2) No later 
than 24 hours after an allegation of 
maltreatment/mistreatment if it does not involve 
abuse and does not result in serious bodily injury. 
III. Components of Abuse Plan: D. Investigation 
and Reporting of Maltreatment/Mistreatment 
Following an Incident 1. Incidents, including but 
not limited to an injury, fall, elopement, bruise or 
other injury of unknown source, unusual 
happening, abuse, or any other 
maltreatment/mistreatment involving a resident 
are to be reported, documented, and 
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investigated. 

Based on  interview and record review, the facility 
failed to thoroughly investigate an allegation of 
potential neglect for 1 of 1 resident (R1) who 
sustained a skin tear as a result of an incident 
with an EZ stand (mechanical lift).     

Findings include:

The facility's 3/14/18 policy Abuse Prevention 
Plan, included: ...Investigation and Reporting of 
Maltreatment/Mistreatment Following an 
Incident... Incidents, including but not limited to 
an injury, fall, elopement, bruise or other injury of 
unknown source, unusual happening, abuse, or 
any other maltreatment/mistreatment involving a 
resident are to be reported, documented, and 
investigated... The facility's Vulnerable Adult 
Internal Investigation Procedure must be 
completed within 5 days of the incident and the 
results reported to the facility adminstrator or 
administrator's designee in the adminstrator's 
absence. ...The administrator or administrators 
designee is responsible for ensuring that the 
internal investigation is completed and the results 
are reported to the Office of Health Facility 
Complaints as described in this section. 

A Common Entry Point (CEP) Intake Form dated 
6/17/19, identified an alleged perpetrator (AP) 
was transferring R1 to the bathroom using an EZ 
stand (mechanical lift). The CEP also indicated 
R1 had trouble with her hands and sometimes 
using the EZ stand. R1 told AP one of her hands 
was slipping and she was not going to be able to 
hold onto the handle. AP put a hand on top of 
VA's hand so VA would not fall. One of the staff 
outside of the room told AP she had a phone call. 
When this happened, AP let go R1's hand to 
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answer the phone and R1's hand slipped off the 
handle and R1 fell off the EZ stand. Due to the 
fall, R1 received a large bruise on her left arm 
with a cut. A male nurse notified reporter after the 
incident 

A progress note documented by licensed 
practical nurse (LPN)-A on 6/9/19 at 2:03 p.m., 
included resident this morning would not sit on 
the side of the bed. The note indicated R1 laid on 
the bed and cried that she was afraid because 
she fell with the EZ stand the other night and that 
was how she got the skin tear on her arm. She 
said that her left hand was numb, but her grasp 
was stronger in her left hand then the right. Staff 
had her hands on the grips holding her hands on. 
When staff turned her into the bathroom she let 
go with both hands.

During interview on 6/19/19, at 1:44 p.m., family 
member (FM)-A stated a male nurse had called 
him a little over a week ago (unable to recall the 
exact date) to inform him R1 had fallen in the EZ 
stand. The nurse told me R1's left hand had 
slipped off of the EZ stand and R1 had fallen. 
FM-A stated R1's left hand had slipped because 
the staff person who had their hand over R1's left 
hand and had let go to answer a phone call. FM-A 
stated R1 had told the staff person her hand was 
going to slip. FM-A stated when staff let go of 
R1's hand she fell over to the side, almost onto 
the floor and had received a gash on left arm and 
a bruise. 

During interview on 6/19/19,  at 2:24 p.m., 
ombudsman (O)-D stated he had attended a 
meeting for R1 on 6/18/19, and the administrator, 
IDON, dietary director, activities director R1 and 
FM-A were in attendance. O-D stated the 
administrator and interim director of nursing 
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(IDON) had not heard about the fall until that 
meeting. O-D stated R1 kept repeating the same 
story (fell when using the EZ stand, not able to 
hold on with left hand), no matter how many times 
she told the story.  

During interview on 6/19/19, at 3:40 p.m., the 
administrator stated she had heard about the fall 
yesterday (6/18/19) during R1's care conference. 
The administrator stated during the care 
conference R1 had reported she was up on the 
EZ stand, felt her hand slip, a staff person had 
put their hand on top her hand and the staff 
person let go and R1 fell to the ground. The 
administrator stated from interviews with staff, the 
staff said R1 did not fall to the ground, but had  
flung her arm and that was how she hit her arm 
causing the skin tear. Administrator stated she 
was not aware of the resident progress note 
dated 6/9/19. Administrator said the nurse 
manager should have been notified, and 
depending on what the resident had reported, 
they would fill out the incident report. 

During interview on 6/20/19, at 9:11 a.m., IDON 
stated she became aware of R1 stating she had a 
fall in the EZ stand and complaining of not being 
able to hold on with left hand on Tuesday 
(6/18/19), during R1's care conference. IDON 
stated for R1, staff should have filled out an 
incident report and interviewed R1 more so we 
could have followed up from the note dated  
6/9/19. 

R1's progress notes included:
On 6/6/19, at 7:25 p.m., licensed practical nurse 
(LPN)-B, noted resident has an older 5 x 4 
centimeter (cm) bruise on the left forearm. When 
being assisted by two with the EZ stand to the 
bathroom, after she was sat down on the 
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commode resident brought arm up and around 
the EZ stand arm. Resident scraped area of the 
bruise on the side of the connection point. This 
action caused the bruised area to become a 0.5 
cm x 4 cm long skin tear. 

On 6/9/19, at 2:03 p.m., LPN-A, noted resident 
this morning would not sit on the side of the bed. 
She laid on the bed and cried that she was afraid 
because she fell with the EZ stand the other night 
and that was how she got the skin tear on her 
arm. She said that her left hand was numb, but 
her grasp was stronger in her left hand then the 
right. Staff had her hands on the grips holding her 
hands on. When staff turned her into the 
bathroom she let go with both hands. 

During interview on 6/20/19, at 1:52 p.m., NA-A 
confirmed she had helped R1 on 6/9/19, when R1 
had stated she'd fallen. NA-A stated R1 had put 
on her call light and wanted to use the bathroom. 
NA-A stated when she was going to transfer R1 
with the EZ stand, R1 started "freaking out and 
stated she was scared she was going to fall." 
NA-A stated R1 had reported she'd fallen and that 
was how she received the mark (skin tear) on her 
arm. NA-A stated R1 had laid back from sitting on 
the edge of the bed, was crying and kept saying "I 
am going to fall." NA-A stated R1 pushed back 
and did not want to use the EZ stand. NA-A 
stated she had informed LPN-A and they were 
able to talk R1 into using the EZ stand.  

During interview on 6/20/19 at 2:51 p.m., NA-D 
confirmed he had worked with R1 on 6/6/19, 
when R1 had received the skin tear and cut. 
NA-D stated R1 had called and had wanted to 
use the bathroom. NA-D stated R1 was 
transferred with the EZ stand and one assist and 
when R1 was transferred the sling around R1's 
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waist was secure and buckled, and R1's legs 
were secured with the leg strap. NA-D stated 
when he transferred R1 onto the toilet, R1 had 
weakness in her legs. NA-D stated when he 
started pushing the button on the EZ stand for R1 
to be lowered, her legs became weak and she 
started to go down. R1's left hand slipped off of 
the EZ stand handle, hit the sling strap causing 
the skin tear to R1's left arm. NA-D went on to 
state that if the strap had not been fastened 
around her legs, when R1's legs started going 
down, she would have fallen. NA-D further stated 
he supported R1 when lowering R1 onto the toilet 
and called the nurse for help. 

The facility had not immediately initiated an 
investigation to comprehensively determine what 
had occurred to cause R1's skin tear and 
increased fear of transfers with the EZ stand lift.

SUGGESTED METHODS OF CORRECTION: 
The administrator or designee could develop, 
review, and /or revise policies and procedures to 
ensure all allegations of abuse and neglect were 
reported to the State Agency and/or adminstrator 
directed and investigations of allegations of 
abuse were investigated within the required 
timeframe. The administrator or designee could 
educate all appropriate staff. The administrator or 
designee could develop monitoring systems to 
ensure ongoing compliance and report those 
results to the quality assurance committee for 
further recommendations.

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