
Emailed June 17, 2020

Administrator

Laura Baker Services Association

211 Oak Street

Northfield, MN  55057

Re: Project Number HG500054C

Event ID: 84JA11

Dear Administrator:

The above facility survey was completed on May 29, 2020 for the purpose of assessing compliance

with Minnesota Department of Health Supervised Living Facility Rules.   At the time of the survey, the

survey team from the Minnesota Department of Health, Health Regulation Division, noted no violations

of these rules promulgated under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section

144.56.   

Attached is the Minnesota Department of Health order form stating that no violations were noted at

the time of this survey. The Minnesota Department of Health is documenting the State Licensing

Correction Orders using federal software. Please disregard the heading of the fourth column which

states, "Provider's Plan of Correction."  This applies to Federal deficiencies only.  There is no

requirement to submit a Plan of Correction.

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 with any questions related to this letter.

Sincerely,

   

Amy Johnson, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Telephone: 651-201-4121     Fax: 651-215-9697

Enclosure

cc: Licensing and Certification File

   

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

An equal opportunity employer.
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Emailed June 17, 2020

Administrator

Laura Baker Services Association

211 Oak Street

Northfield, MN  55057

RE: Event ID: 84JA11   

Project Number: HG500054C

Dear Administrator:

During this period of pandemic COVID-19 outbreak, State Agencies (MDH) are changing the process

for survey prioritization and enforcement remedies. MDH is delaying revisit surveys and are exercising

enforcement discretion during this prioritization period, beginning March 23, 2020. As a result, the

below enforcement actions resulting from this survey cycle will be suspended until revisits are again

authorized.   

    

This letter also requests that your facility submit a plan of correction. Although revisit surveys will not

be conducted during the prioritization period, you may still submit your facility's POC during this time

and the case will be held. Your facility may delay submission of a POC until the prioritization period is

over.

On May 19, 2020, May 20, 2020 and May 21, 2020, an abbreviated survey was conducted to

investigate HG500054C.  The facility was found NOT to be in compliance with the requirements of 42

CFR 483 Subpart I, for Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID).

The following complaint HG500054C was found to be substantiated, with deficiencies.

At the time of the complaint investigation the survey team noted one or more deficiencies which

indicated that a situation of "Immediate Jeopardy" existed for your clients as detailed in the

deficiencies cited at on the enclosed "Statement of Deficiencies and Plan of Correction" (Form

CMS-2567).   

 During the complaint invesitgation we reviewed your allegation of compliance and determined that

your facility had taken appropriate actions to remove the "Immediate Jeopardy" as detailed in the

deficiencies cited at on the enclosed "Statement of Deficiencies and Plan of Correction" (Form

CMS-2567). Therefore, we removed the immediate jeopardy on May 27, 2020.

   

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.



One or more of these deficiencies do not meet the requirements of Section 1905(d) of the Social

Security Act and the following Condition(s) of Participation (CoP) for Intermediate Care Facilities for

Individuals with Intellectual Disabilities (ICFs/IID): This is listed below.

   

    W318  42 CFR § 483.460 - Health Care Services

Federal certification deficiencies are delineated on the enclosed form CMS-2567 "Statement of

Deficiencies and Plan of Correction".  Certification deficiencies are listed on the left side of the form.   

The right side of the form is to be completed with your written plan for corrective action (PoC).

Ordinarily, a provider will be expected to take the steps necessary to achieve compliance within 60

days of the exit interview.   

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

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected

by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions   

  are sustained.  The facility must develop a plan for ensuring that correction is achieved   

  and sustained.  This plan must be implemented, and the corrective action evaluated   

  for its effectiveness.  The plan of correction is integrated into the quality assurance   

  system;

 - Include dates when corrective action will be completed.  The corrective action    

  completion dates must be acceptable to the State.  If the plan of correction is    

  unacceptable for any reason, the State will notify the facility.  If the plan of correction   

  is acceptable, the State will notify the facility.  Facilities should be cautioned that they   

  are ultimately accountable for their own compliance, and that responsibility is not   

  alleviated in cases where notification about the acceptability of their plan of correction   

  is not made timely.  The plan of correction will serve as the facility’s allegation of    

  compliance; and,

    

 - Include signature of provider and date.
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The PoC must be placed directly on the CMS-2567, signed and dated by the administrator or your

authorized official. If possible, please type and return your plan of correction to ensure legibility. Please

make a copy of the form for your records and return the original. Additional documentation may be

attached to Form CMS-2567, if necessary.    

Questions regarding all documents submitted as a response to the client care deficiencies (those

preceded by an "W" tag) and emergency preparedness deficiencies (those preceded by an "E" tag), i.e.,

the plan of correction should be directed to:

Susie Haben, Unit Supervisor

St. Cloud A Survey Team

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

3333 West Division Street, Suite 212

St. Cloud, Minnesota  56301

Email: susie.haben@state.mn.us   

Phone: 320-223-7356

Fax: 320-223-7348

    

Failure to submit an acceptable written plan of correction of federal deficiencies within ten calendar

days may result in decertification and a loss of federal reimbursement.

Upon acceptance of your PoC, we will revisit the facility to verify necessary corrections.  If you have

not corrected the situation(s) that resulted in the findings of Conditions of Participation being found

not met by   July 12, 2020, we will have no choice but to recommend to the Minnesota Department

of Human Services that your provider agreement be terminated.

Please note, it is your responsibility to share the information contained in this letter and the results of

the visit with the President of your facility's Governing Body.   

Feel free to contact me with any questions related to this letter.

Sincerely,

   

Amy Johnson, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Telephone: 651-201-4121     Fax: 651-215-9697
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 5 000 Initial Comments

In accordance with Minnesota Statute, section 
144.56 and/or Minnesota Statute, section 
144.653, 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 or MN Statute 
indicated below.  When a rule or statute 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.

 5 000

On 5/19/20, 5/20/20 and 5/21/20 an abbreviated 
survey was completed to investigate complaint 
HG500054C.  The complaint was found to be 
substantiated.  No licensing orders were issued. 
Your facility is in compliance with requirements of 
Minnesota Rules, Chapter 4665 requirements for 
Supervised Living Facilities (SLF).

 

 5 380 MN Rule 4665.3300 PURPOSE OF HEALTH 
SERVICES.

 5 380

Minnesota Department of Health
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 5 380Continued From page 1 5 380

Health services shall be utilized to maintain an 
optimal general level of health and to maximize 
function, prevent disability, and promote optimal 
development of each resident. 

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to provide supervision 
based on assessed need, ensure adequate post 
fall assessment and nursing services for 1 of 5 
clients (C5) reviewed who were at risk for falls. 
C5 lived in the Elwell house and fell on 4/5/20, did 
not receive post injury care as instructed by the 
Emergency Department (ED) for a forehead and 
nose contusion and did not receive adequate 
nursing assessment to potentially identify a 
change in condition. During a subsequent fall on 
4/14/20, C5 was left unsupervised, was found on 
the floor seizing by staff, after which time was not 
adequately assessed by facility registered nurse 
(RN)-A,C5 was delayed emergency medical care 
and later expired at the hospital on 4/15/20. This 
resulted in an immediate jeopardy (IJ) for C5. 

The Immediate Jeopardy began on 4/5/20, when 
C5 did not receive post injury care as instructed 
by the ED for a forehead and nose contusion.  
The facility Administrator and Director were 
notified of the IJ 5/21/20, at 3:10 p.m. The 
immediate jeopardy was removed on 5/27/20, at 
11:45 a.m. 

Findings include:

C5's individual data sheet (ID) indicated he 
admitted on 5/28/85.  C5's diagnoses included 
Down syndrome, profound intellectual disability, 
and seizure disorder.
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C5's individual abuse prevention plan (IAPP) 
dated 8/12/19, indicated staff verbally and 
physically assist C5 in all areas of self-care. Staff 
encourages C5 to participate in self-care tasks as 
much as possible. Staff verbally cue C5 to use 
the toilet every two hours if he did not initiate 
independently.  

C5's intensive support services assessment 
(ISSA) dated 8/12/19, indicated he was at risk for 
falls and used a wheelchair for mobility and 
independently propelled himself around.  In 
addition, the assessment indicated he is able to 
bear his own weight during transfers.

C5's community support plan (CSP) dated 
9/01/19, indicated he had support of the 
caregivers to monitor his health conditions and 
report change when needed to be further 
evaluated.  Furthermore, the plan indicated he 
depended on a wheelchair both in and outside of 
his home and had lost his ability to ambulate one 
to one and a half years ago and can bear some 
weight for transfers.  The plan indicated C5 was 
supported by staff and supervised 24/7 
(hours/days a week) and when at home staff 
visually checked on him every 20 minutes when 
awake and every 30 minutes when sleeping.  

A Fall Risk Assessment dated 12/23/19, indicated 
he was at high risk for falls.  Review of C5's 
record lacked evidence of a more recent 
assessment despite a current pattern of falls in 
March-April 2020.

Review of C5's general event reports (GER) and 
Therap (Electronic Documenting Program with 
progress notes [T-Logs] that can be marked by 
priority level from low to high and additional areas 

Minnesota Department of Health
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in the document for follow up notes to be added) 
dated 2/23/20 to 4/15/20 indicated the following:

-2/23/20, at 1:58 p.m. T-log marked high 
indicated - after C5 received his shower he stood 
up, crossed his legs and then sat on the 
bathroom floor going down slowly.  The note 
indicated staff had to get assistance to lift him up 
using a gait belt. (Follow up area on T-log was 
blank). 

-3/8/20, at 2:23 p.m. - T-log marked as high/fall - 
indicated C5 was transferring from his wheelchair 
to his rocker without staff assistance he leaned 
down to pick up a stuff animal and fell.  The T- 
Log further indicated staff will continue to monitor 
for bruising and help him transfer to his rocker 
throughout rest of shift.  (Follow up area on T-log 
was blank). 

-3/10/20, at 8:30 a.m. a GER indicated staff were 
attempting to bring C5 and a peer to day program 
bus.  C5 was wheeled out the front door, and the 
other peer attempted to elope so staff left to try 
and catch the peer and forgot to put on C5's 
brakes.  C5 then pushed himself to the curb and 
fell, scratching his right hand, right elbow and left 
knee. The report indicated minor abrasions to 
eyebrow and hand and bleeding from scrape 
approximately 1 centimeter (cm) round.  C5 was 
cleaned up and nurse said he was fine to go back 
to work.  The report further indicated family was 
notified and appointment was made at C5's 
medical clinic.  The medical clinic after visit 
summary dated 3/10/20, at 5:50 p.m. indicated he 
looked well on exam, mild abrasions and no 
infection.  Further, the report indicated the 
physician assistant (PA) did not suspect fracture 
or brain bleed. The registered nurse (RN)-A follow 
up indicated basic first aid was given to the 

Minnesota Department of Health

If continuation sheet  4 of 206899STATE FORM 84JA11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 06/17/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

01163 05/29/2020

C

NAME OF PROVIDER OR SUPPLIER

LAURA BAKER SERVICES ASSOCIATION

STREET ADDRESS, CITY, STATE, ZIP CODE

211 OAK STREET

NORTHFIELD, MN  55057

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)

 5 380Continued From page 4 5 380

injuries and was able to move head and neck 
without resistance.  No obvious cognitive 
impairments from baseline. 

-3/23/20, a T-log marked as high indicated at 4:00 
a.m. during checks C5 was found on the floor, 
and had to call float (staff) on campus to assist 
with transfer off the floor and put into bed, noted 
no bruising or discomfort.  (Follow up area on 
T-log was blank). 

-3/23/20, at 2:23 p.m.  T-log marked as high 
-indicated C5 attempted to self transfer slipped 
between his wheelchair, staff and writer had to 
assist him up.  (Follow up area on T-log was 
blank). 

-3/30/20, a T-log marked as high -indicated C5 
went to dinner and then went back to his room in 
his wheelchair and attempted to self transfer to 
his rocker, must have scooted backward, causing 
him to miss the seat and slid to the ground.  The 
T-log further indicated staff helped him up into his 
wheelchair and then he self transferred to his 
rocker and did not yell in pain and was not 
resistive with assistance.  Staff looked him over 
for marks and he had none.   (Follow up area on 
T-log was blank). 

-4/5/20, at GER was completed which indicated 
staff assisted C5 onto the toilet gave him privacy 
to use the toilet and went to help other staff finish 
with another client.  Staff went back to his 
bathroom and found him lying on the floor of his 
bathroom with blood smeared on the floor, he had 
a bloody nose and cut on his upper lip that was 
bleeding.   The report indicated RN-A reviewed on 
4/17/20, and listed no comments.  A Northfield 
Hospital Medical Referral Form indicated on 
4/5/20, he was seen and the medical doctor 

Minnesota Department of Health
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(MD)-A stated he had minimal injuries, and 
ordered triple antibiotic ointment and band aid 
changes daily for three days to skin care and 
otherwise resume previous care.  A Northfield 
Hospital and Clinics (emergency department 
report) indicated on 4/05/20, he was seen for 
contusion (bruise).  The report further indicated 
for follow up, "Please contact the following to 
make an appointment for follow-up care":  MD-B 
was listed as the doctor for follow which was C5's 
primary physician.  The follow up appointment 
was not made. 

 -4/06/20, marked as low at 1:04 p.m. indicated, 
C5 " ...had a good morning.  He is not bearing 
any weight on his legs and seemed a little dizzy 
when transferring."  

-4/6/20, at 2:00 p.m. by RN-A stated she visited 
with C5 this morning, he was rocking in his 
rocking chair and appeared cheerful.  Inspected 
body for bruising and injuries from fall over the 
weekend, noted scabbed healing cut to upper lip 
and between nose and upper lip.  Right eye was 
red due to minor blood vessel bleed, noted 
abrasion to forehead midline, swelling appears to 
have gone down from time of injury, the note 
further indicated he was cooperative with 
assessment and instructed staff to have proper 
footwear on him at all times, to have gripper 
socks and should be supervised on the toilet, 
staff must stay with him at all times when toileted.  

RN-A's report lacked indication of environmental 
factors or a diagnosis that could have contributed 
to the fall, additionally, the report lacked a root 
cause analysis of the fall.  Even though RN-A's 
assessment indicated C5 was cooperative with 
assessment, there was no documentation of his 
vital signs (temperature, pulse, blood pressure 

Minnesota Department of Health
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and respirations which is an important component 
of patient care, which determines treatment 
protocols to follow, provide critical information 
needed to make life-saving decisions) or C5's 
range of motion or mobility post fall to check for 
change of condition.  

A Therap SComm (secure communication email 
sent to recipients from Therap, facility computer 
program) by qualified intellectual disabilities 
professional (QDDP)-C dated 4/10/20, which was 
a group email sent to staff who work at Elwell 
house, indicated C5's documents have been 
updated to say that he needs to either have 
shoes or gripper socks on at all times and 
indicated staff need to stay with him in the 
bathroom while he is on the toilet to prevent 
future falls.  Review of the e-mail recipient list did 
not include a new employee hired (4/20), resident 
counselor (RC)-N.  The staff were required to 
read the email and complete a small quiz and 
e-mail it back.

A follow up SCom from QIDP-C dated 4/20/20, 10 
days after the initial SComm email was sent from 
QDDP-C to house hold director (HHD)-A, and 
indicated,  "Please note [RC-B, RC-f, RC-J, RC-N 
and RC-O] need to complete the training's for 
[C5]."   (This SComm was sent 5 days after C5 
had expired).

During interview 5/19/20, at 7:00 p.m. RC-N 
stated she worked at Laura Baker for a short 
period of time.  RC-N stated on 4/14/20, she 
worked with RC-F and C5 would not cooperate 
with RC-F that morning, so RC-N said she would 
"give it a shot.".  RC-N stated she was able to get 
him on the toilet and noticed his incontinence pad 
was dry.  RC-N said she turned around and went 
in to the hall and asked RC-F if she changed his 

Minnesota Department of Health
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pad already.  RC-N added when she went back to 
the bathroom, he was on the floor, his fists were 
balled up and stiff.  RC-N hollered out to RC-F 
and he started to have a seizure, he was then 
incontinent of urine, RC-F called the nurse and 
RC-N cleaned him up. She stated they put him in 
bed and asked someone from another house to 
help.  RC-N indicated she tried to get him up for 
lunch and he refused.  RC-N stated she had just 
started and read some information on C5 but it 
did not say he could not be left alone. RC-N 
indicated they checked on C5 periodically through 
the day but the nurse told the staff C5 would be 
exhausted from his seizure and to let him sleep.  
RC-N expressed she felt it was unfortunate 
accident and after that incident, chose not to 
come back to work at Laura Baker because it 
was just too much.  RC-N stated she felt bad and 
had known C5 for a very long time and he was 
well liked.

During interview 5/19/20, at 4:30 p.m. RC-F 
stated she worked the morning of the 4/14/20, 
there was a call in so they sent the temp staff 
[RC-N] over to Elwell to help out.  RC-F stated 
that morning C5 would not get up for her so RC-N 
stated she would try to get him up.  RC-N was 
able to get him on the toilet and left the room to 
tell her she was able to get him on the toilet.  
RC-F stated she immediately told RC-N C5 was 
not to be alone on the toilet and then RC-N told 
her she was not aware of that.  Then she called 
for me and he was on the floor, had a seizure, his 
hands were clenched, arms stiff and his whole 
body was stretched out.  RC-F stated she helped 
RC-N get C5 off of the floor but he was dead 
weight and then he had an additional seizure.  
After the seizure his color was ash gray and he 
was responsive.  He had a look in his eye that 
something was wrong.  RC-F called the RN and 
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the RN-A assessed him and then called his 
neurologist. RN-A then instructed the staff to let 
him rest in bed as he will be tired after having a 
seizure and they would have to keep an eye on 
him.  RC-F stated she thought something was 
wrong with C5 and had told her colleague at 
10:30 a.m., C5 remained pale and his color was 
still ash gray. RC-F stated she didn't not know if 
C5 hit his head or not but he did not have any 
marks on his head.  Further, RC-F stated they 
attempted to get him up for lunch and they could 
not because he was so weak.   RC-F stated after 
that it took her two times to get a hold of RN-A 
and told her they needed someone to take him to 
the ED or call the doctor.  She then stated the 
RN-A did call the hospital and the EMS team 
arrived and they [EMS] yelled at staff stating, "he 
had a seizure this morning and you just called us 
now!"  RC-F stated if it were up to her she would 
have taken him in right away but RN-A was a 
nurse and felt he was weak from his seizure and 
did not need the ED right away. 

A GER dated 4/16/20, completed by RN-A 
indicated she was called on 4/14/20, at 9:06 a.m. 
and told C5 was acting differently, contracting left 
arm and tremors.  Nurse instructed staff to look at 
seizure protocol in emergency folder.  He had not 
had a seizure in greater than two years and does 
not have an "as needed" rescue medication for 
seizures.  Nurse arrived at Elwell  9:45 a.m., he 
was in bed, asleep, nurse located current seizure 
protocol in client's chart which instructs care 
givers to keep client safe during seizure and for 
seizures lasting longer than five minutes to send 
to emergency department.  The report indicated 
the nurse called the neurologist at Minnesota 
Epilepsy Group to update on seizure activity.  
Instructions given to bring client to clinic for blood 
collection either today or tomorrow to check 
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medication serum levels.  Lorazepam 
(anti-anxiety medication which used also for 
seizures) 0.5 milligram (mg) for cluster seizures.  
Report indicated nurse made an appointment at 
clinic lab for 2:45 p.m.  Staff called nurse at 1:30 
p.m. to update that client had a temperature of 
99.9 (temperature was taken as a daily 
temperature order to monitor for COVID 
symptoms). When nurse arrived to pick up client 
for appointment staff reported that he was flaccid 
and unable to be transferred.  Nurse assessed 
client, he was breathing heavily, pale, warm skin, 
eyes closed and able to open to physical stimuli.  
Attempted to sit client up, he was unable to hold 
up head or assist with movement.  Nurse 
returned him to a comfortable lying position.  
RN-A immediately called neurologist to update on 
current status, and the nurse at Minnesota 
Epilepsy Group instructed her to call 911.  
Emergency Medical Services (EMS) arrived at 
2:25 p.m., C5 cooperated with vital sign collection 
and intravenous placement, non-resistive.  The 
report further indicated nurse met EMS at hospital 
and C5 continued to be somnolent with heavy 
snore like breathing, occasionally slightly opening 
his eyes, he had a quiver to his upper right eye, 
labs drawn and head CT scan (computed 
tomography scan is a medical imaging procedure 
that uses computer-processed combinations of 
many X-ray measurements taken from different 
angles to produce cross-sectional images of 
specific areas of a scanned object, allowing the 
user to see inside the object without cutting) was 
completed. The CT scan revealed fluid-blood 
around brain and skull fractures.  Injury appeared 
to be mostly to the right frontal lobe.  The report 
revealed staff did not indicate C5 had hit his head 
from his fall but he had mild swelling to right 
frontal lobe and no signs or symptoms this 
morning suspect head injury.  Both falls were 
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assessed by doctors following fall.  MD updated 
guardians parents to status and prognosis, MD 
explained that C5 would not recover from injury, 
with significant heart mummer and age, he was 
not recommended to have surgery, he was do not 
resuscitate (DNR), MD was given his advanced 
directive, MD explained that it would be likely that 
C5 would die in the next 24 hours.

Although the fall occurred at 9:00 a.m. C5 did not 
receive medical treatment until the EMS staff 
arrived at facility at 2:25 p.m., in addition, even 
though C5's fall was unwitnessed C5 was not 
treated for or observed for signs and symptoms 
of a head injury because he had no visible signs 
of a hitting his head.  The post fall assessment 
lacked any assessment related to a possible 
head injury, despite the recent fall with a head 
injury. C5's vital signs were also never checked 
by the staff or the nurse with the exception of a 
daily ordered temperature for assessing for 
COVID symptoms.   In addition, although RC-N 
was caring for C5 according to Scom email on 
4/20/20, she had not received the training for C5 
instructing staff not to leave him alone on the 
toilet.  The CEP report indicated RC-N was 
suspended pending investigation.

A GER resolution dated 4/17/20, RN-A provided 
training on 4/10/20, for incident on 4/6/20, with 
the household staff on duty.  RN-A stated RC-N 
participated in the training and payroll records 
indicated she worked that day.  Although she was 
on the schedule to work that day there is no 
record she received the training.   The resolution 
indicated small index cards with important safety 
information was placed in each client's room and 
the QDDPs were responsible.  In addition, 
retraining for all staff on assessments regarding 
safety measures needed to keep clients safe 
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done via Scom with staff and the QDDP's are 
responsible for developing, training and tracking.  
In addition, all household directors were sent a 
reminder email regarding temporary employees 
and modified training process.  Furthermore, the 
report indicated RN-A and other staff informed 
RC-N that C5 should not be left alone on the 
toilet.  Although the report indicated staff informed 
RC-N the facility was unable to provide written 
documentation to support.      

During interview 5/19/20, at 9:13 a.m.  house hold 
director (HHD)-A stated she was not working 
during the incident on 4/14/20, but indicated she 
worked with him and he recently had several falls 
and went to the ED prior to the final fall, he had 
not been sick recently or had seizures in years.  
HHD-A stated C5 fell on 4/10/20, and hit his head 
and the second fall on 4/14/20, he fell at 9:00 
a.m. and was not seen until 2 or 3:00 p.m. HHD-A 
then stated C5 was really weak after the fall, and 
felt they waited way too long to send him in and 
did not know why he did not go in right away, 
especially since he was acting different.  HHD-A 
stated when C5 went to the hospital, he was 
given less than 24 hours and passed away the 
morning of 4/14/20.  She indicated RC-N was a 
temporary worker and was hired from C5's day 
program.  HHD-A stated she did not know what 
training was provided to RC-N when she started.

During interview  5/19/20, at 10:06 a.m. senior 
resident counselor (SRC)-A stated C5 stopped 
walking over a year ago  when he had muscle 
spasms in his calves.  SRC-A further indicated he 
would self transfer to his rocking chair in his 
room.  SRC-A stated she was educated that C5 
was not to be left alone in the bathroom and he 
was to have shoes and gripper socks on.  She 
indicated she did not work on 4/14/20, but was 
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aware of the fall.   SRC-A stated RC-N should 
had known not to leave him on the toilet alone.   

During interview 5/19/20, at 10:30 a.m.  QDDP-C 
and lead resident counselor (LRC)-A stated they 
worked with C5 at Elwell house.   LRC-A stated 
she was the one who took C5 to the ED 
department after the 4/05/10, adding the doctor 
told her that C5 should not be left unattended on 
the toilet.   LRC-A stated she did not know RC-N 
was not able to get into Therap when she was 
working, and therefore unable to see any emails 
that were sent out.   

During a second interview with RC-F on 5/19/20, 
at 7:00 a.m. when asked what kind of 
assessment she observed RN-A complete on C5 
post fall/seizure on 4/14/20, RC-F stated she saw 
the nurse look into his eyes after he was put into 
his bed and told us to keep an eye on him.  RC-F 
stated he looked normal except for the color of 
his skin.  RC-F stated after the nurse looked into 
his eyes and checked on him, she left and never 
came back until she arrived to take him to his lab 
appointment and that was when he was too weak 
to get up.

During interview 5/19/20, family member (FM)-E 
stated C5 had been at Laura Baker for 35 years.  
She stated she was aware he had a couple of 
falls and then he had a fall and seizure, went to 
the hospital and passed the next day.  She stated 
she was able to have a face to face conversation 
with him and sang to him with a computer.  

During interview 5/20/20, at 8:05 a.m. a nurse at 
the Minnesota Epilepsy group stated RN-A called 
her on 4/14/20, in the morning and informed her 
of the fall and his seizure and they ordered lab 
draws for him.  Later that day RN-A called again 
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and informed the clinic that C5 was weak and that 
they could not get him up.  I told her to call 911 
immediately.  In addition, she stated the facility 
had a seizure protocol for C5.

During interview QDDP-C stated she sent a 
Scomm to everyone telling them they could not 
leave C5 alone on the toilet after the 4/10/20 fall.  
QDDP-B stated she was not aware that RC-N 
was unable to get into Therap.  She indicated she 
updated C5's IAPP to indicate he was not to be 
left alone on the toilet on 4/10/20.   She also 
stated they put cheat cards in the clients' room 
behind their doors to remind staff of safety 
measures clients have but this was completed 
after C5 had passed away. 

During observation on 5/20/20, at 11:35 a.m. C5's 
room still had all of his belongings in it.  Observed 
C5's bathroom, immediately to the right was a 
porcelain sink and next to it was the toilet with a 
horizontal metal bar and a vertical one on the wall 
next to the toilet and toilet paper holder.  The floor 
was tile.

During interview 5/20/20, at 11:38 a.m.  RN-A she 
stated she did not make the follow up 
appointment that was ordered from the ED doctor 
on 4/5/20, and did not know why it was not made. 
She indicated after the falls on 4/5/20 and 
4/14/20, she did an assessment.  When asked 
RN-A what her assessment was she stated, "I 
looked in his eyes, looked at his head, and looked 
at his body to make sure nothing was wrong.  I 
told staff to check on him every ten minutes after 
the April 14th fall and not to force him out of bed."  
She then stated, "I thought he was just recovering 
from his seizure when he was in bed."   RN-A 
stated she stopped in his room throughout the 
day and peaked in on him.  She indicated she did 
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not do any vital signs on him and felt it was not 
necessary.

During interview 5/20/20, at 2:00 p.m. with 
director, QDDP-C, RN-A and administrator. The 
administrator indicated the nurse is responsible 
for reading the T-logs and for follow up on falls.  If 
no medical attention is needed they do not do a 
GER, the director stated on the 3/10/20, fall staff 
did not lock his breaks and they should have.  
She indicated the staff involved were not 
disciplined but they did do education to them 
making sure they stay with him and an additional 
household was asked to assist in the morning 
while the clients are getting onto the van to go to 
day program.  RN-A stated during the 3/23/20, 
incident staff failed to include more information in 
the T-log such as when was he lasted toileted, 
any behaviors etc.  RN-A further stated it was not 
uncommon for him to need assist of two with 
transfers.   She further stated she should have 
done a follow- up note and she did not. 

A review of the T-Logs from 2/15/20 to 4/15/20, 
lacked any indication C5 needed assist of two any 
other time that after a fall.  

During interview 5/21/20, health care liaison 
(HCL)-A stated she makes appointments for the 
clients at Laura Baker but due to COVID, she is 
now working at Spring Creek.  She stated she 
was not working in her position on 4/5/20, when 
C5 had an appointment that needed to be made.  
RC-L stated she was not sure why that 
appointment was missed.

During observation and interview 5/21/20 at 1:39 
p.m. with the director and administrator.  The 
director stated she is RN-A's supervisor and she 
does her evaluations which are to be done 
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annually.  The director provided RN-A's 
evaluation dated 2018.  The director stated she 
might have one she is working on but has not 
presented it to RN-A.  The director further stated 
they have a nurse consultant from health 
counseling and she assists to oversee RN-A also.  
The director stated she works directly at Laura 
Baker eight hours a week and the other times she 
works at the homes they have in the community.  
The administrator stated RN-A does not always 
document what she should and stated, "if you 
don't document you didn't do it."  The 
administrator stated she will be contacting their 
nurse consultant for direction.  

During interview 5/21/20, at 2:36 p.m.  RN-A 
stated the staff receive training on falls and 
seizures and was not sure if RC-N received 
training on either of them.  In addition, she stated 
she does vitals on some of the clients but C5 was 
uncooperative with his being taken.  RN-A stated 
at the hospital on 4/14/20, C5 was able to get his 
vitals because he was out of it.  She stated most 
of her assessment is visual as he does not like to 
be touched. She further stated the facility 
licensed practical nurse (LPN)-A does the 
quarterly assessments.   In addition, RN-A stated 
when she does a comprehensive assessment 
"looking afar from the client, she checks how they 
are moving, observes if anything looks off, any 
blatant injury, looks at environment, what they ate 
and then she documents in a T-log.  

Review of the quarterly nursing assessments 
provided by the facility director indicated they 
were completed on 2/20/20, which was 
completed by LPN-A, the assessment listed his 
temperature, respiration rate and oxygen 
saturation.
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During interview 5/27/20, at 9:00 a.m. licensed 
practical nurse (LPN)-A stated C5 is cooperative 
with having his vital signs taken she has never 
had a problem receiving them.

The facility's Registered Nurse job description 
undated indicated she was responsible for:

"Supervising the health, hygiene, and safety of 
residents at Laura Baker Service Association Oak 
Street Services residential facilities according to 
their individual needs.  Providing health 
orientation to new staff and in-services as the 
need is identified.  Training clients as needed in 
appropriate health and hygiene. Supervising the 
Health Care Liaison including: approving time 
cards, assuring mandatory training completed, 
providing feedback formal and informal, 
interviewing, hiring and termination of Health 
Care Liaison, & training/supporting of Health Care 
Liaison position. Monitoring all staff in the delivery 
of medical care and concerns of residents 
including:  treatment programs and procedures, 
medication administration and documentation, 
routine and emergency appointments, behavior 
controlling medication documentation, 
communication with the health team, monthly 
height and weight records, and other medical 
aspects for Laura Baker Services residential 
residents.  Documenting all medical 
appointments on appropriate forms.  Preparing 
forms needed for medical appointments and 
documenting all medical appointments.  Receive 
and transcribe medical orders from physicians.  
Complete and/or review incident reports and 
medication errors as needed...".  

During interview 5/22/20, at 4:45 a.m. with 
medical doctor (MD)-C who stated he was the 
attending physician in the ED on 4/14/20, and 
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when C5 arrived he was clearly altered.  MD-C 
then stated imaging was done and he had a head 
contusion, skull fracture and a brain bleed on the 
right temporal area of his head.  He stated he did 
not notice any head injury at first but after his 
imaging he noted a bulge on the right side of his 
temporal area and the imaging confirmed that 
with swelling noticed on the right side of his head 
and it was clearly a severe head injury.  MD-C 
then went on to say C5 had an acute head injury 
with a subacute injuries to his head.  He felt the 
swelling to his head was fresh.   He stated with 
someone who falls and had a seizure he would 
expect the facility was doing assessments and 
checking his vital signs to notice any changes in 
his condition.  MD-C stated he admitted C5 to the 
hospital and spoke with his family and comfort 
care was provided. 

A hospital Discharge Summary dated 4/15/20 
indicated he had bilateral intraparenchymal 
hemorrhages with interventional, subdural, and 
subarachnoid hemorrhage (brain bleed and 
hematoma).  The summary further indicated it 
was unclear if this bleeding was spontaneous or 
due to a trauma.  The summary further indicated 
he had a skull fracture.  The summary he had two 
major falls within the last month and a half the 
first one was on 3/10/20, and the second one on 
4/5/20, both of which resulted in head injuries.  
The April fall was assessed at the ED and no 
imaging was obtained for either fall. On the day 
he presented to ED on 4/14/20, he had repeated 
seizures and thus was brought in for further 
assessment.  The summary indicated he had 
passed away on 4/15/20, at 7:45 a.m.  The 
summary also indicated a COVID test was 
completed and it was undetected so he did not 
have COVID 19.
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The facility Fall Policy undated indicated a fall is a 
loss of upright position that results in landing on 
the floor, ground, an object/furniture or a sudden 
loss of uncontrolled, unintentional, 
non-purposeful, downward displacement of the 
body to the floor/ground or hitting another object 
like a chair or, excluding falls resulting from violet 
blows or other purposeful actions. The policy 
further indicated immediate first aide to be 
completed.  If no outside medical treatment is 
necessary- document the fall in the T-log, provide 
a through description of before, during and after 
the fall as well as the clients current status that 
include: presence of injury, reassessment for 
delayed injury, immediate/root cause of the fall, 
diagnosis that contributed to the fall, and any risk 
factors.  In addition the policy indicated if outside 
medical treatment is needed complete a general 
events report (GER).  The policy indicated for 
follow up to be within 48 hours the nurse will 
assess the client and perform an internal 
investigation that would include the client status, 
staff competence/training needed, environmental 
factors, if policies or procedures were followed 
and communicate with staff if  client is at risk for 
recurrent falls. 

A facility Individual Seizure Emergency Plan, 
dated 6/13/17, from Minnesota Epilepsy Group 
(MEG) indicated C5 had generalized tonic clonic 
seizure (tonic-clonic seizures involve both tonic 
(stiffening) and clonic (twitching or jerking) 
phases of muscle activity. Tonic-clonic seizures 
may start with a simple partial seizure or aura) 
limp, unresponsive then shakes, and may have 
depressed respiration.  The Plan further indicated 
if he had a seizure to provide first aide, keep safe, 
don't restrain, place in side-lying position for a 
generalized tonic/clonic seizure, specify body 
movements and behaviors exhibited during the 
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seizure and the post-ictal (altered state of 
consciousness after an epileptic seizure. It 
usually lasts between 5 and 30 minutes, but 
sometimes longer in the case of larger or more 
severe seizures, and is characterized by 
drowsiness, confusion, nausea, hypertension, 
headache or migraine, and other disorienting 
symptoms) state of the patient.  In addition, the 
plan indicated for a seizure lasting more than 5 
minutes to call 911 for respiratory distress or 
injury occurring, notify family for seizure activity.  
The plan further indicated he received Keppra 
(anticonvulsant medication) as directed.  Further, 
the plan indicated to call MEG with any questions 
or concerns.

The IJ was removed on 5/27/20, at 11:45 a.m. 
when all clients were re-assessed for fall risks, 
when the facility implemented measures in staff 
education on fall risks, procedural changes with 
falls, revisions to aftercare and appointment 
follow up for all clients, education and over site 
with the facility RN-A regarding change of 
condition, assessments and falls and nursing 
services based on medical standards of care, 
documentation and review of client records.
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W 000 INITIAL COMMENTS W 000

 Surveyor: Thompson, Michelle

On 5/19/20, 5/20/20 and 5/21/20, an abbreviated 
survey was conducted to investigate 
HG500054C.  The facility was found NOT to be in 
compliance with the requirements of 42 CFR 483 
Subpart I, for Intermediate Care Facilities for 
Individuals with Intellectual Disabilities (ICF/IID).

In addition, the Condition of Participation: Client 
Protection 42 CFR 483.420 found not met.

 HG500054C  was substantiated with deficiencies 
issued at W318 and W331.

An Immediate Jeopardy (IJ) was identified at 
W318 and W331 on 5/21/20, at 3:10 p.m.

The Immediate Jeopardy began on 4/5/20, when 
C5 did not receive post injury care as instructed 
by the ED for a forehead and nose contusion.  
The facility Administrator and Director were 
notified of the IJ 5/21/20, at 3:10 p.m. The 
immediate jeopardy was removed on 5/27/20, at 
11:45 a.m. when the facility implemented 
procedures in staff education on fall risks, 
changes in processes with falls, education and 
over site with the facility registered nurse (RN)-A 
regarding changes of condition and falls.  

A full survey was conducted for the requirements 
of 42 CFR 483. Subpart I, for Intermediate Care 
Facilities for Individuals who are Intellectually 
Disabled (ICF/IID) on 5/27/20 to 5/29/20.     The 
facility was found NOT to be in compliance.

 

W 318 HEALTH CARE SERVICES
CFR(s): 483.460

W 318

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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W 318 Continued From page 1 W 318

The facility must ensure that specific health care 
services requirements are met.

This CONDITION  is not met as evidenced by:
 Based on interview and document review, the 
Condition of Participation at 42 CFR 483.460 
Health Care Services, was not met. The facility 
failed to provide adequate supervision and  
nursing services to C5 who fell off of the toilet on 
4/5/20 received head and nose contusion, fell 
again and had a seizure while left unsupervised 
on 4/14/20, sent to emergency room department 
and found to have a skull fracture and brain bleed 
and expired at the hospital on 4/15/20.
 
Findings include:

See W331:  The facility failed to provide adequate 
supervision and nursing services for 1 of 5 clients 
(C5) who had multiple falls requiring emergency 
care and expired on 4/15/20.

 

W 331 NURSING SERVICES
CFR(s): 483.460(c)

The facility must provide clients with nursing 
services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 Based on observation, interview and document 
review, the facility failed to provide supervision 
based on assessed need, ensure adequate post 
fall assessment and nursing services for 1 of 5 
clients (C5) reviewed who were at risk for falls. 
C5 lived in the Elwell house and fell on 4/5/20, did 
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W 331 Continued From page 2 W 331

not receive post injury care as instructed by the 
Emergency Department (ED) for a forehead and 
nose contusion and did not receive adequate 
nursing assessment to potentially identify a 
change in condition. During a subsequent fall on 
4/14/20, C5 was left unsupervised, was found on 
the floor seizing by staff, after which time was not 
adequately assessed by facility registered nurse 
(RN)-A,C5 was delayed emergency medical care 
and later expired at the hospital on 4/15/20. This 
resulted in an immediate jeopardy (IJ) for C5. 

The Immediate Jeopardy began on 4/5/20, when 
C5 did not receive post injury care as instructed 
by the ED for a forehead and nose contusion.  
The facility Administrator and Director were 
notified of the IJ 5/21/20, at 3:10 p.m. The 
immediate jeopardy was removed on 5/27/20, at 
11:45 a.m. 

Findings include:

C5's individual data sheet (ID) indicated he 
admitted on 5/28/85.  C5's diagnoses included 
Down syndrome, profound intellectual disability, 
and seizure disorder.

C5's individual abuse prevention plan (IAPP) 
dated 8/12/19, indicated staff verbally and 
physically assist C5 in all areas of self-care. Staff 
encourages C5 to participate in self-care tasks as 
much as possible. Staff verbally cue C5 to use 
the toilet every two hours if he did not initiate 
independently.  

C5's intensive support services assessment 
(ISSA) dated 8/12/19, indicated he was at risk for 
falls and used a wheelchair for mobility and 
independently propelled himself around.  In 
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W 331 Continued From page 3 W 331

addition, the assessment indicated he is able to 
bear his own weight during transfers.

C5's community support plan (CSP) dated 
9/01/19, indicated he had support of the 
caregivers to monitor his health conditions and 
report change when needed to be further 
evaluated.  Furthermore, the plan indicated he 
depended on a wheelchair both in and outside of 
his home and had lost his ability to ambulate one 
to one and a half years ago and can bear some 
weight for transfers.  The plan indicated C5 was 
supported by staff and supervised 24/7 
(hours/days a week) and when at home staff 
visually checked on him every 20 minutes when 
awake and every 30 minutes when sleeping.  

A Fall Risk Assessment dated 12/23/19, indicated 
he was at high risk for falls.  Review of C5's 
record lacked evidence of a more recent 
assessment despite a current pattern of falls in 
March-April 2020.

Review of C5's general event reports (GER) and 
Therap (Electronic Documenting Program with 
progress notes [T-Logs] that can be marked by 
priority level from low to high and additional areas 
in the document for follow up notes to be added) 
dated 2/23/20 to 4/15/20 indicated the following:

-2/23/20, at 1:58 p.m. T-log marked high 
indicated - after C5 received his shower he stood 
up, crossed his legs and then sat on the 
bathroom floor going down slowly.  The note 
indicated staff had to get assistance to lift him up 
using a gait belt. (Follow up area on T-log was 
blank). 

-3/8/20, at 2:23 p.m. - T-log marked as high/fall - 
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W 331 Continued From page 4 W 331

indicated C5 was transferring from his wheelchair 
to his rocker without staff assistance he leaned 
down to pick up a stuff animal and fell.  The T- 
Log further indicated staff will continue to monitor 
for bruising and help him transfer to his rocker 
throughout rest of shift.  (Follow up area on T-log 
was blank). 

-3/10/20, at 8:30 a.m. a GER indicated staff were 
attempting to bring C5 and a peer to day program 
bus.  C5 was wheeled out the front door, and the 
other peer attempted to elope so staff left to try 
and catch the peer and forgot to put on C5's 
brakes.  C5 then pushed himself to the curb and 
fell, scratching his right hand, right elbow and left 
knee. The report indicated minor abrasions to 
eyebrow and hand and bleeding from scrape 
approximately 1 centimeter (cm) round.  C5 was 
cleaned up and nurse said he was fine to go back 
to work.  The report further indicated family was 
notified and appointment was made at C5's 
medical clinic.  The medical clinic after visit 
summary dated 3/10/20, at 5:50 p.m. indicated he 
looked well on exam, mild abrasions and no 
infection.  Further, the report indicated the 
physician assistant (PA) did not suspect fracture 
or brain bleed. The registered nurse (RN)-A follow 
up indicated basic first aid was given to the 
injuries and was able to move head and neck 
without resistance.  No obvious cognitive 
impairments from baseline. 

-3/23/20, a T-log marked as high indicated at 4:00 
a.m. during checks C5 was found on the floor, 
and had to call float (staff) on campus to assist 
with transfer off the floor and put into bed, noted 
no bruising or discomfort.  (Follow up area on 
T-log was blank). 
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W 331 Continued From page 5 W 331

-3/23/20, at 2:23 p.m.  T-log marked as high 
-indicated C5 attempted to self transfer slipped 
between his wheelchair, staff and writer had to 
assist him up.  (Follow up area on T-log was 
blank). 

-3/30/20, a T-log marked as high -indicated C5 
went to dinner and then went back to his room in 
his wheelchair and attempted to self transfer to 
his rocker, must have scooted backward, causing 
him to miss the seat and slid to the ground.  The 
T-log further indicated staff helped him up into his 
wheelchair and then he self transferred to his 
rocker and did not yell in pain and was not 
resistive with assistance.  Staff looked him over 
for marks and he had none.   (Follow up area on 
T-log was blank). 

-4/5/20, at GER was completed which indicated 
staff assisted C5 onto the toilet gave him privacy 
to use the toilet and went to help other staff finish 
with another client.  Staff went back to his 
bathroom and found him lying on the floor of his 
bathroom with blood smeared on the floor, he had 
a bloody nose and cut on his upper lip that was 
bleeding.   The report indicated RN-A reviewed on 
4/17/20, and listed no comments.  A Northfield 
Hospital Medical Referral Form indicated on 
4/5/20, he was seen and the medical doctor 
(MD)-A stated he had minimal injuries, and 
ordered triple antibiotic ointment and band aid 
changes daily for three days to skin care and 
otherwise resume previous care.  A Northfield 
Hospital and Clinics (emergency department 
report) indicated on 4/05/20, he was seen for 
contusion (bruise).  The report further indicated 
for follow up, "Please contact the following to 
make an appointment for follow-up care":  MD-B 
was listed as the doctor for follow which was C5's 
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primary physician.  The follow up appointment 
was not made. 

 -4/06/20, marked as low at 1:04 p.m. indicated, 
C5 " ...had a good morning.  He is not bearing 
any weight on his legs and seemed a little dizzy 
when transferring."  

-4/6/20, at 2:00 p.m. by RN-A stated she visited 
with C5 this morning, he was rocking in his 
rocking chair and appeared cheerful.  Inspected 
body for bruising and injuries from fall over the 
weekend, noted scabbed healing cut to upper lip 
and between nose and upper lip.  Right eye was 
red due to minor blood vessel bleed, noted 
abrasion to forehead midline, swelling appears to 
have gone down from time of injury, the note 
further indicated he was cooperative with 
assessment and instructed staff to have proper 
footwear on him at all times, to have gripper 
socks and should be supervised on the toilet, 
staff must stay with him at all times when toileted.  

RN-A's report lacked indication of environmental 
factors or a diagnosis that could have contributed 
to the fall, additionally, the report lacked a root 
cause analysis of the fall.  Even though RN-A's 
assessment indicated C5 was cooperative with 
assessment, there was no documentation of his 
vital signs (temperature, pulse, blood pressure 
and respirations which is an important component 
of patient care, which determines treatment 
protocols to follow, provide critical information 
needed to make life-saving decisions) or C5's 
range of motion or mobility post fall to check for 
change of condition.  

A Therap SComm (secure communication email 
sent to recipients from Therap, facility computer 
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program) by qualified intellectual disabilities 
professional (QDDP)-C dated 4/10/20, which was 
a group email sent to staff who work at Elwell 
house, indicated C5's documents have been 
updated to say that he needs to either have 
shoes or gripper socks on at all times and 
indicated staff need to stay with him in the 
bathroom while he is on the toilet to prevent 
future falls.  Review of the e-mail recipient list did 
not include a new employee hired (4/20), resident 
counselor (RC)-N.  The staff were required to 
read the email and complete a small quiz and 
e-mail it back.

A follow up SCom from QIDP-C dated 4/20/20, 10 
days after the initial SComm email was sent from 
QDDP-C to house hold director (HHD)-A, and 
indicated,  "Please note [RC-B, RC-f, RC-J, RC-N 
and RC-O] need to complete the training's for 
[C5]."   (This SComm was sent 5 days after C5 
had expired).

During interview 5/19/20, at 7:00 p.m. RC-N 
stated she worked at Laura Baker for a short 
period of time.  RC-N stated on 4/14/20, she 
worked with RC-F and C5 would not cooperate 
with RC-F that morning, so RC-N said she would 
"give it a shot.".  RC-N stated she was able to get 
him on the toilet and noticed his incontinence pad 
was dry.  RC-N said she turned around and went 
in to the hall and asked RC-F if she changed his 
pad already.  RC-N added when she went back to 
the bathroom, he was on the floor, his fists were 
balled up and stiff.  RC-N hollered out to RC-F 
and he started to have a seizure, he was then 
incontinent of urine, RC-F called the nurse and 
RC-N cleaned him up. She stated they put him in 
bed and asked someone from another house to 
help.  RC-N indicated she tried to get him up for 
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lunch and he refused.  RC-N stated she had just 
started and read some information on C5 but it 
did not say he could not be left alone. RC-N 
indicated they checked on C5 periodically through 
the day but the nurse told the staff C5 would be 
exhausted from his seizure and to let him sleep.  
RC-N expressed she felt it was unfortunate 
accident and after that incident, chose not to 
come back to work at Laura Baker because it 
was just too much.  RC-N stated she felt bad and 
had known C5 for a very long time and he was 
well liked.

During interview 5/19/20, at 4:30 p.m. RC-F 
stated she worked the morning of the 4/14/20, 
there was a call in so they sent the temp staff 
[RC-N] over to Elwell to help out.  RC-F stated 
that morning C5 would not get up for her so RC-N 
stated she would try to get him up.  RC-N was 
able to get him on the toilet and left the room to 
tell her she was able to get him on the toilet.  
RC-F stated she immediately told RC-N C5 was 
not to be alone on the toilet and then RC-N told 
her she was not aware of that.  Then she called 
for me and he was on the floor, had a seizure, his 
hands were clenched, arms stiff and his whole 
body was stretched out.  RC-F stated she helped 
RC-N get C5 off of the floor but he was dead 
weight and then he had an additional seizure.  
After the seizure his color was ash gray and he 
was responsive.  He had a look in his eye that 
something was wrong.  RC-F called the RN and 
the RN-A assessed him and then called his 
neurologist. RN-A then instructed the staff to let 
him rest in bed as he will be tired after having a 
seizure and they would have to keep an eye on 
him.  RC-F stated she thought something was 
wrong with C5 and had told her colleague at 
10:30 a.m., C5 remained pale and his color was 
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still ash gray. RC-F stated she didn't not know if 
C5 hit his head or not but he did not have any 
marks on his head.  Further, RC-F stated they 
attempted to get him up for lunch and they could 
not because he was so weak.   RC-F stated after 
that it took her two times to get a hold of RN-A 
and told her they needed someone to take him to 
the ED or call the doctor.  She then stated the 
RN-A did call the hospital and the EMS team 
arrived and they [EMS] yelled at staff stating, "he 
had a seizure this morning and you just called us 
now!"  RC-F stated if it were up to her she would 
have taken him in right away but RN-A was a 
nurse and felt he was weak from his seizure and 
did not need the ED right away. 

A GER dated 4/16/20, completed by RN-A 
indicated she was called on 4/14/20, at 9:06 a.m. 
and told C5 was acting differently, contracting left 
arm and tremors.  Nurse instructed staff to look at 
seizure protocol in emergency folder.  He had not 
had a seizure in greater than two years and does 
not have an "as needed" rescue medication for 
seizures.  Nurse arrived at Elwell  9:45 a.m., he 
was in bed, asleep, nurse located current seizure 
protocol in client's chart which instructs care 
givers to keep client safe during seizure and for 
seizures lasting longer than five minutes to send 
to emergency department.  The report indicated 
the nurse called the neurologist at Minnesota 
Epilepsy Group to update on seizure activity.  
Instructions given to bring client to clinic for blood 
collection either today or tomorrow to check 
medication serum levels.  Lorazepam 
(anti-anxiety medication which used also for 
seizures) 0.5 milligram (mg) for cluster seizures.  
Report indicated nurse made an appointment at 
clinic lab for 2:45 p.m.  Staff called nurse at 1:30 
p.m. to update that client had a temperature of 
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99.9 (temperature was taken as a daily 
temperature order to monitor for COVID 
symptoms). When nurse arrived to pick up client 
for appointment staff reported that he was flaccid 
and unable to be transferred.  Nurse assessed 
client, he was breathing heavily, pale, warm skin, 
eyes closed and able to open to physical stimuli.  
Attempted to sit client up, he was unable to hold 
up head or assist with movement.  Nurse 
returned him to a comfortable lying position.  
RN-A immediately called neurologist to update on 
current status, and the nurse at Minnesota 
Epilepsy Group instructed her to call 911.  
Emergency Medical Services (EMS) arrived at 
2:25 p.m., C5 cooperated with vital sign collection 
and intravenous placement, non-resistive.  The 
report further indicated nurse met EMS at hospital 
and C5 continued to be somnolent with heavy 
snore like breathing, occasionally slightly opening 
his eyes, he had a quiver to his upper right eye, 
labs drawn and head CT scan (computed 
tomography scan is a medical imaging procedure 
that uses computer-processed combinations of 
many X-ray measurements taken from different 
angles to produce cross-sectional images of 
specific areas of a scanned object, allowing the 
user to see inside the object without cutting) was 
completed. The CT scan revealed fluid-blood 
around brain and skull fractures.  Injury appeared 
to be mostly to the right frontal lobe.  The report 
revealed staff did not indicate C5 had hit his head 
from his fall but he had mild swelling to right 
frontal lobe and no signs or symptoms this 
morning suspect head injury.  Both falls were 
assessed by doctors following fall.  MD updated 
guardians parents to status and prognosis, MD 
explained that C5 would not recover from injury, 
with significant heart mummer and age, he was 
not recommended to have surgery, he was do not 
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resuscitate (DNR), MD was given his advanced 
directive, MD explained that it would be likely that 
C5 would die in the next 24 hours.

Although the fall occurred at 9:00 a.m. C5 did not 
receive medical treatment until the EMS staff 
arrived at facility at 2:25 p.m., in addition, even 
though C5's fall was unwitnessed C5 was not 
treated for or observed for signs and symptoms 
of a head injury because he had no visible signs 
of a hitting his head.  The post fall assessment 
lacked any assessment related to a possible 
head injury, despite the recent fall with a head 
injury. C5's vital signs were also never checked 
by the staff or the nurse with the exception of a 
daily ordered temperature for assessing for 
COVID symptoms.   In addition, although RC-N 
was caring for C5 according to Scom email on 
4/20/20, she had not received the training for C5 
instructing staff not to leave him alone on the 
toilet.  The CEP report indicated RC-N was 
suspended pending investigation.

A GER resolution dated 4/17/20, RN-A provided 
training on 4/10/20, for incident on 4/6/20, with 
the household staff on duty.  RN-A stated RC-N 
participated in the training and payroll records 
indicated she worked that day.  Although she was 
on the schedule to work that day there is no 
record she received the training.   The resolution 
indicated small index cards with important safety 
information was placed in each client's room and 
the QDDPs were responsible.  In addition, 
retraining for all staff on assessments regarding 
safety measures needed to keep clients safe 
done via Scom with staff and the QDDP's are 
responsible for developing, training and tracking.  
In addition, all household directors were sent a 
reminder email regarding temporary employees 

FORM CMS-2567(02-99) Previous Versions Obsolete 84JA11Event ID: Facility ID: 01163 If continuation sheet Page  12 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/17/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

24G500 05/29/2020

C

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

211 OAK STREET
LAURA BAKER SERVICES ASSOCIATION

NORTHFIELD, MN  55057

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 331 Continued From page 12 W 331

and modified training process.  Furthermore, the 
report indicated RN-A and other staff informed 
RC-N that C5 should not be left alone on the 
toilet.  Although the report indicated staff informed 
RC-N the facility was unable to provide written 
documentation to support.      

During interview 5/19/20, at 9:13 a.m.  house hold 
director (HHD)-A stated she was not working 
during the incident on 4/14/20, but indicated she 
worked with him and he recently had several falls 
and went to the ED prior to the final fall, he had 
not been sick recently or had seizures in years.  
HHD-A stated C5 fell on 4/10/20, and hit his head 
and the second fall on 4/14/20, he fell at 9:00 
a.m. and was not seen until 2 or 3:00 p.m. HHD-A 
then stated C5 was really weak after the fall, and 
felt they waited way too long to send him in and 
did not know why he did not go in right away, 
especially since he was acting different.  HHD-A 
stated when C5 went to the hospital, he was 
given less than 24 hours and passed away the 
morning of 4/14/20.  She indicated RC-N was a 
temporary worker and was hired from C5's day 
program.  HHD-A stated she did not know what 
training was provided to RC-N when she started.

During interview  5/19/20, at 10:06 a.m. senior 
resident counselor (SRC)-A stated C5 stopped 
walking over a year ago  when he had muscle 
spasms in his calves.  SRC-A further indicated he 
would self transfer to his rocking chair in his 
room.  SRC-A stated she was educated that C5 
was not to be left alone in the bathroom and he 
was to have shoes and gripper socks on.  She 
indicated she did not work on 4/14/20, but was 
aware of the fall.   SRC-A stated RC-N should 
had known not to leave him on the toilet alone.   
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During interview 5/19/20, at 10:30 a.m.  QDDP-C 
and lead resident counselor (LRC)-A stated they 
worked with C5 at Elwell house.   LRC-A stated 
she was the one who took C5 to the ED 
department after the 4/05/10, adding the doctor 
told her that C5 should not be left unattended on 
the toilet.   LRC-A stated she did not know RC-N 
was not able to get into Therap when she was 
working, and therefore unable to see any emails 
that were sent out.   

During a second interview with RC-F on 5/19/20, 
at 7:00 a.m. when asked what kind of 
assessment she observed RN-A complete on C5 
post fall/seizure on 4/14/20, RC-F stated she saw 
the nurse look into his eyes after he was put into 
his bed and told us to keep an eye on him.  RC-F 
stated he looked normal except for the color of 
his skin.  RC-F stated after the nurse looked into 
his eyes and checked on him, she left and never 
came back until she arrived to take him to his lab 
appointment and that was when he was too weak 
to get up.

During interview 5/19/20, family member (FM)-E 
stated C5 had been at Laura Baker for 35 years.  
She stated she was aware he had a couple of 
falls and then he had a fall and seizure, went to 
the hospital and passed the next day.  She stated 
she was able to have a face to face conversation 
with him and sang to him with a computer.  

During interview 5/20/20, at 8:05 a.m. a nurse at 
the Minnesota Epilepsy group stated RN-A called 
her on 4/14/20, in the morning and informed her 
of the fall and his seizure and they ordered lab 
draws for him.  Later that day RN-A called again 
and informed the clinic that C5 was weak and that 
they could not get him up.  I told her to call 911 
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immediately.  In addition, she stated the facility 
had a seizure protocol for C5.

During interview QDDP-C stated she sent a 
Scomm to everyone telling them they could not 
leave C5 alone on the toilet after the 4/10/20 fall.  
QDDP-B stated she was not aware that RC-N 
was unable to get into Therap.  She indicated she 
updated C5's IAPP to indicate he was not to be 
left alone on the toilet on 4/10/20.   She also 
stated they put cheat cards in the clients' room 
behind their doors to remind staff of safety 
measures clients have but this was completed 
after C5 had passed away. 

During observation on 5/20/20, at 11:35 a.m. C5's 
room still had all of his belongings in it.  Observed 
C5's bathroom, immediately to the right was a 
porcelain sink and next to it was the toilet with a 
horizontal metal bar and a vertical one on the wall 
next to the toilet and toilet paper holder.  The floor 
was tile.

During interview 5/20/20, at 11:38 a.m.  RN-A she 
stated she did not make the follow up 
appointment that was ordered from the ED doctor 
on 4/5/20, and did not know why it was not made. 
She indicated after the falls on 4/5/20 and 
4/14/20, she did an assessment.  When asked 
RN-A what her assessment was she stated, "I 
looked in his eyes, looked at his head, and looked 
at his body to make sure nothing was wrong.  I 
told staff to check on him every ten minutes after 
the April 14th fall and not to force him out of bed."  
She then stated, "I thought he was just recovering 
from his seizure when he was in bed."   RN-A 
stated she stopped in his room throughout the 
day and peaked in on him.  She indicated she did 
not do any vital signs on him and felt it was not 
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necessary.

During interview 5/20/20, at 2:00 p.m. with 
director, QDDP-C, RN-A and administrator. The 
administrator indicated the nurse is responsible 
for reading the T-logs and for follow up on falls.  If 
no medical attention is needed they do not do a 
GER, the director stated on the 3/10/20, fall staff 
did not lock his breaks and they should have.  
She indicated the staff involved were not 
disciplined but they did do education to them 
making sure they stay with him and an additional 
household was asked to assist in the morning 
while the clients are getting onto the van to go to 
day program.  RN-A stated during the 3/23/20, 
incident staff failed to include more information in 
the T-log such as when was he lasted toileted, 
any behaviors etc.  RN-A further stated it was not 
uncommon for him to need assist of two with 
transfers.   She further stated she should have 
done a follow- up note and she did not. 

A review of the T-Logs from 2/15/20 to 4/15/20, 
lacked any indication C5 needed assist of two any 
other time that after a fall.  

During interview 5/21/20, health care liaison 
(HCL)-A stated she makes appointments for the 
clients at Laura Baker but due to COVID, she is 
now working at Spring Creek.  She stated she 
was not working in her position on 4/5/20, when 
C5 had an appointment that needed to be made.  
RC-L stated she was not sure why that 
appointment was missed.

During observation and interview 5/21/20 at 1:39 
p.m. with the director and administrator.  The 
director stated she is RN-A's supervisor and she 
does her evaluations which are to be done 
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annually.  The director provided RN-A's 
evaluation dated 2018.  The director stated she 
might have one she is working on but has not 
presented it to RN-A.  The director further stated 
they have a nurse consultant from health 
counseling and she assists to oversee RN-A also.  
The director stated she works directly at Laura 
Baker eight hours a week and the other times she 
works at the homes they have in the community.  
The administrator stated RN-A does not always 
document what she should and stated, "if you 
don't document you didn't do it."  The 
administrator stated she will be contacting their 
nurse consultant for direction.  

During interview 5/21/20, at 2:36 p.m.  RN-A 
stated the staff receive training on falls and 
seizures and was not sure if RC-N received 
training on either of them.  In addition, she stated 
she does vitals on some of the clients but C5 was 
uncooperative with his being taken.  RN-A stated 
at the hospital on 4/14/20, C5 was able to get his 
vitals because he was out of it.  She stated most 
of her assessment is visual as he does not like to 
be touched. She further stated the facility 
licensed practical nurse (LPN)-A does the 
quarterly assessments.   In addition, RN-A stated 
when she does a comprehensive assessment 
"looking afar from the client, she checks how they 
are moving, observes if anything looks off, any 
blatant injury, looks at environment, what they ate 
and then she documents in a T-log.  

Review of the quarterly nursing assessments 
provided by the facility director indicated they 
were completed on 2/20/20, which was 
completed by LPN-A, the assessment listed his 
temperature, respiration rate and oxygen 
saturation.
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During interview 5/27/20, at 9:00 a.m. licensed 
practical nurse (LPN)-A stated C5 is cooperative 
with having his vital signs taken she has never 
had a problem receiving them.

The facility's Registered Nurse job description 
undated indicated she was responsible for:

"Supervising the health, hygiene, and safety of 
residents at Laura Baker Service Association Oak 
Street Services residential facilities according to 
their individual needs.  Providing health 
orientation to new staff and in-services as the 
need is identified.  Training clients as needed in 
appropriate health and hygiene. Supervising the 
Health Care Liaison including: approving time 
cards, assuring mandatory training completed, 
providing feedback formal and informal, 
interviewing, hiring and termination of Health 
Care Liaison, & training/supporting of Health Care 
Liaison position. Monitoring all staff in the delivery 
of medical care and concerns of residents 
including:  treatment programs and procedures, 
medication administration and documentation, 
routine and emergency appointments, behavior 
controlling medication documentation, 
communication with the health team, monthly 
height and weight records, and other medical 
aspects for Laura Baker Services residential 
residents.  Documenting all medical 
appointments on appropriate forms.  Preparing 
forms needed for medical appointments and 
documenting all medical appointments.  Receive 
and transcribe medical orders from physicians.  
Complete and/or review incident reports and 
medication errors as needed...".  

During interview 5/22/20, at 4:45 a.m. with 
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medical doctor (MD)-C who stated he was the 
attending physician in the ED on 4/14/20, and 
when C5 arrived he was clearly altered.  MD-C 
then stated imaging was done and he had a head 
contusion, skull fracture and a brain bleed on the 
right temporal area of his head.  He stated he did 
not notice any head injury at first but after his 
imaging he noted a bulge on the right side of his 
temporal area and the imaging confirmed that 
with swelling noticed on the right side of his head 
and it was clearly a severe head injury.  MD-C 
then went on to say C5 had an acute head injury 
with a subacute injuries to his head.  He felt the 
swelling to his head was fresh.   He stated with 
someone who falls and had a seizure he would 
expect the facility was doing assessments and 
checking his vital signs to notice any changes in 
his condition.  MD-C stated he admitted C5 to the 
hospital and spoke with his family and comfort 
care was provided. 

A hospital Discharge Summary dated 4/15/20 
indicated he had bilateral intraparenchymal 
hemorrhages with interventional, subdural, and 
subarachnoid hemorrhage (brain bleed and 
hematoma).  The summary further indicated it 
was unclear if this bleeding was spontaneous or 
due to a trauma.  The summary further indicated 
he had a skull fracture.  The summary he had two 
major falls within the last month and a half the 
first one was on 3/10/20, and the second one on 
4/5/20, both of which resulted in head injuries.  
The April fall was assessed at the ED and no 
imaging was obtained for either fall. On the day 
he presented to ED on 4/14/20, he had repeated 
seizures and thus was brought in for further 
assessment.  The summary indicated he had 
passed away on 4/15/20, at 7:45 a.m.  The 
summary also indicated a COVID test was 

FORM CMS-2567(02-99) Previous Versions Obsolete 84JA11Event ID: Facility ID: 01163 If continuation sheet Page  19 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/17/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

24G500 05/29/2020

C

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

211 OAK STREET
LAURA BAKER SERVICES ASSOCIATION

NORTHFIELD, MN  55057

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 331 Continued From page 19 W 331

completed and it was undetected so he did not 
have COVID 19.

The facility Fall Policy undated indicated a fall is a 
loss of upright position that results in landing on 
the floor, ground, an object/furniture or a sudden 
loss of uncontrolled, unintentional, 
non-purposeful, downward displacement of the 
body to the floor/ground or hitting another object 
like a chair or, excluding falls resulting from violet 
blows or other purposeful actions. The policy 
further indicated immediate first aide to be 
completed.  If no outside medical treatment is 
necessary- document the fall in the T-log, provide 
a through description of before, during and after 
the fall as well as the clients current status that 
include: presence of injury, reassessment for 
delayed injury, immediate/root cause of the fall, 
diagnosis that contributed to the fall, and any risk 
factors.  In addition the policy indicated if outside 
medical treatment is needed complete a general 
events report (GER).  The policy indicated for 
follow up to be within 48 hours the nurse will 
assess the client and perform an internal 
investigation that would include the client status, 
staff competence/training needed, environmental 
factors, if policies or procedures were followed 
and communicate with staff if  client is at risk for 
recurrent falls. 

A facility Individual Seizure Emergency Plan, 
dated 6/13/17, from Minnesota Epilepsy Group 
(MEG) indicated C5 had generalized tonic clonic 
seizure (tonic-clonic seizures involve both tonic 
(stiffening) and clonic (twitching or jerking) 
phases of muscle activity. Tonic-clonic seizures 
may start with a simple partial seizure or aura) 
limp, unresponsive then shakes, and may have 
depressed respiration.  The Plan further indicated 
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if he had a seizure to provide first aide, keep safe, 
don't restrain, place in side-lying position for a 
generalized tonic/clonic seizure, specify body 
movements and behaviors exhibited during the 
seizure and the post-ictal (altered state of 
consciousness after an epileptic seizure. It 
usually lasts between 5 and 30 minutes, but 
sometimes longer in the case of larger or more 
severe seizures, and is characterized by 
drowsiness, confusion, nausea, hypertension, 
headache or migraine, and other disorienting 
symptoms) state of the patient.  In addition, the 
plan indicated for a seizure lasting more than 5 
minutes to call 911 for respiratory distress or 
injury occurring, notify family for seizure activity.  
The plan further indicated he received Keppra 
(anticonvulsant medication) as directed.  Further, 
the plan indicated to call MEG with any questions 
or concerns.

The IJ was removed on 5/27/20, at 11:45 a.m. 
when all clients were re-assessed for fall risks, 
when the facility implemented measures in staff 
education on fall risks, procedural changes with 
falls, revisions to aftercare and appointment 
follow up for all clients, education and over site 
with the facility RN-A regarding change of 
condition, assessments and falls and nursing 
services based on medical standards of care, 
documentation and review of client records.

W 376 DRUG ADMINISTRATION
CFR(s): 483.460(k)(8)

The system for drug administration must assure 
that drug administration errors and adverse drug 
reactions are reported immediately to a physician.

W 376
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This STANDARD  is not met as evidenced by:
 Based on interview and document review, the 
facility failed to ensure the physician was notified 
immediately and corrected action was taken 
when medication errors occurred for 1 of 6 clients 
(C4) reviewed for medication administration at 
Spring Creek cottage.

Findings include:

C4's Individual Data Sheet indicated she had 
profound intellectual disabilities and seizure 
disorder.

C4's current medication orders indicated she 
received Levetiracetam (seizure medication) 500 
milligrams (mg) three tabs twice daily.

Review of the facility's medication errors indicated 
on 9/08/19, at 3:30 p.m.  C4 had only received 
two tablets 1000 mg of her Levetiracetam.  The 
error was noticed on 9/10/19, by health care 
liaison (HCL)-A.  The report lacked evidence the 
physician was notified or if any corrective action 
was taken.  The report did indicate registered 
nurse (RN)-A was notified on 9/10/19, at 10:00 
a.m.

During interview 5/29/20, at 9:44 a.m. with RN-A 
who stated when the HCL-A filled the medication 
error out she accidentally approved the report so 
she was unable to see the medication error had 
occurred therefore the physician was not notified 
nor was any corrective action taken. Although the 
report was accidentally approved the report did 
indicate RN-A was notified of the medication error 
and no action was taken.

A facility policy on medication errors specifically 
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with physician notification was requested and not 
received.

W 387 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(5)

If the facility maintains a licensed pharmacy, the 
facility must comply with the regulations for 
controlled  drugs.

This STANDARD  is not met as evidenced by:

W 387

 Based on observation, interview, and document 
review, the facility failed to ensure controlled 
medications were properly destroyed to prevent 
diversion.  This had the potential to affect 1 of 5 
clients (C5) residing in the Elwell House.

Findings include:

C5 individual data sheet (ID) indicated admission 
on 5/28/1985.  C5's diagnoses included Down 
syndrome, profound intellectual disability, and 
seizure disorder.

C5's current Physician Orders dated 2/12/20, 
indicated he received the following medications:

-Calcium 500 milligram (mg) with vitamin D 200 
units daily 
-Vitamin D3 2,000 units daily
-Keppra 500 mg twice daily (BID) for seizure 
disorder
-Ativan 1 milligram (mg) one hour prior to 
procedure for anxiety
-Natural fiber therapy powder 1 teaspoon in drink
-Prilosec 20 mg daily for acid reflux
-Paxil 20 mg daily for depression
-Flomax 0.4 mg daily after meal to treat enlarged 
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prostrate

During observation and interview 5/21/20, at 9:12 
a.m. with health care liaison (HCL)-A who was in 
the main building nursing office near the back of 
the building, observed to have all of C5's 
medication cards with a small zip lock plastic bag 
on her desk filled full with pills.  HCL-A stated she 
was popping all C5's medications out of the cards 
and placing them into the bag, she stated she 
logged the medication and how many had been 
removed.  Once she was done, then she then 
gives the medications to registered nurse (RN)-A 
to destroy them.  In addition HCL-A stated she 
never destroyed narcotics and the RN-A and 
pharmacist do that.

Review of Laura Baker Services Medication 
Destruction Record indicated on 5/21/20, the 
following medications were destroyed by HCL-A 
in which registered nurse (RN)-A signed after the 
medications were removed from bubble packs 
into the clear plastic bag.

-Keppra 102 tabs
-Prilosec 50 tablets 
-Calcium/Vit D- 50 tablets
-Flomax 50 tablets
-vitamin D3 50 tablets
-Paxil 50 tablets

During interview 5/21/20, at 2:36 p.m. with RN-A 
who stated when medications are being 
destroyed there should always be someone else 
present and after the medications are in the bag 
mixed with coffee grounds, vinegar and bleach 
and then thrown in the trash.  RN-A stated HCL-A 
should not been completing C5's medication 
destruction alone. 
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During interview 5/28/20, at 9:05 a.m. Sterling 
Pharmacy consultant stated it was his 
understanding medication destruction should be 
done with two staff and never alone to prevent 
diversion.

During interview 5/28/20, at 3:30 p.m. HCL-A 
stated she destroyed C5's medications last week 
by herself.  HCL-A stated she usually always 
destroys medications with another nurse present 
and this time was the first time she had done it 
alone.  HCL-A further she did it because 
registered nurse (RN)-A instructed her to since 
she was behind and so busy. 

The facilities Nurse Orientation Packet undated 
instructed for medication destruction will be 
destroyed by nurse and witnessed staff member 
and to be documented in a medication 
destruction record in chart.

W 455 INFECTION CONTROL
CFR(s): 483.470(l)(1)

There must be an active program for the 
prevention, control, and investigation of infection 
and communicable diseases.

This STANDARD  is not met as evidenced by:

W 455

 Based on observation, interview, and document 
review the facility failed to properly prevent 
COVID-19 by not completing symptom screens 
guidance (checking for fever, symptoms or 
exposure) to visitors and staff.  This had the 
potential to affect all 25 clients currently residing 
on Laura Baker campus and staff who worked 
there.
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W 455 Continued From page 25 W 455

Findings include:

During interview 5/27/20, at 9:00 a.m. licensed 
practical nurse (LPN)-A stated twice a week she 
checks each home or cottage to check for staff 
wearing proper personal protective equipment 
(PPE).  She indicated they check temperatures of 
the clients with ear or forehead thermometers but 
it is a struggle to get supplies.  Although writer 
stopped to talk to LPN-A in the main building 
nurses office she did not offer to take 
temperature or screen for COVID symptoms.

During observation 5/27/20, at 9:12 a.m. in the 
Elwell house.  Senior resident counselor (SRC)-A 
was working a long with resident counselor 
(RC)-B.  Both of the staff were in the house and 
writer was not asked to have temperature taken 
or asked if writer had any COVID symptoms.  It 
was also noted in the staff office there was a 
thermometer and a Symptom Screening log to 
track staff and visitor temperatures and list of 
symptoms to track to mark yes or no.  The 
questions were if they had shortness of breath, 
new or changed cough, sore throat, chills, 
headache, muscle pain, loss of taste/smell and 
exposure to someone with COVID.

During interview and observation 5/27/20, at 2:07 
p.m. writer and surveyor were heading out to the 
campus houses when we were stopped at the 
nursing office and both of us were screened for 
temp and symptoms which neither of us had.  
Although we had already been in the campus 
houses earlier that morning without being 
checked. 

During interview 5/28/20,  at 12:00 p.m. with 
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W 455 Continued From page 26 W 455

RN-A stated how well C1 is doing and it is her 
birthday and she is planning to go out with her 
parents this afternoon. 

During observation and interview 5/28/20, at 1:30 
p.m. review of the Symptoms Screening log dated 
5/22/20 to 5/28/20, it was observed  qualified 
developmental disability professional (QDDP)-C 
was only listed on the log 5/28/20 and 5/29/20 for 
the past three weeks.  QDDP-C stated she works 
Monday thru Friday and she had been checking 
her own temperature and home and not using the 
log until there was a discussion about it on 
5/28/20 and then started using the same log the 
staff use at Elwell. 

During observation 5/28/20, at 3:45 p.m. 
observed C1 on the sidewalk in front of the 
building along with her parents.  They started 
walking down the street together.  C1 was 
walking behind them and seem pleasant. 

During interview 5/29/20, at 9:00 a.m. the facility 
administrator informed us each staff in the 
houses are responsible for checking temperature 
and symptoms in the house and placing the 
results on the logs.  She further stated in the main 
building staff were supposed to be doing this prior 
to working at home but now they are going to 
start doing it in the main office from now on.  
Furthermore she stated she was not aware until 
today that C1 had left the facility with her parents 
and C1 was not screened upon return.  The 
administrator stated quests are unacceptable at 
this time. 

During interview 5/29/20, at 10:00 a.m. registered 
nurse (RN)-A stated if a client leaves the facility 
she would assume the staff would check the 
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W 455 Continued From page 27 W 455

client for symptoms and temperature.    

A facility infection control policy specific to COVID 
was requested but was not provided.
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W 000 INITIAL COMMENTS W 000

 Surveyor: Thompson, Michelle

On 5/19/20, 5/20/20 and 5/21/20, an abbreviated 
survey was conducted to investigate 
HG500054C.  The facility was found NOT to be in 
compliance with the requirements of 42 CFR 483 
Subpart I, for Intermediate Care Facilities for 
Individuals with Intellectual Disabilities (ICF/IID).

In addition, the Condition of Participation: Client 
Protection 42 CFR 483.420 found not met.

 HG500054C  was substantiated with deficiencies 
issued at W318 and W331.

An Immediate Jeopardy (IJ) was identified at 
W318 and W331 on 5/21/20, at 3:10 p.m.

The Immediate Jeopardy began on 4/5/20, when 
C5 did not receive post injury care as instructed 
by the ED for a forehead and nose contusion.  
The facility Administrator and Director were 
notified of the IJ 5/21/20, at 3:10 p.m. The 
immediate jeopardy was removed on 5/27/20, at 
11:45 a.m. when the facility implemented 
procedures in staff education on fall risks, 
changes in processes with falls, education and 
over site with the facility registered nurse (RN)-A 
regarding changes of condition and falls.  

A full survey was conducted for the requirements 
of 42 CFR 483. Subpart I, for Intermediate Care 
Facilities for Individuals who are Intellectually 
Disabled (ICF/IID) on 5/27/20 to 5/29/20.     The 
facility was found NOT to be in compliance.

 

W 318 HEALTH CARE SERVICES
CFR(s): 483.460

W 318

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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W 318 Continued From page 1 W 318

The facility must ensure that specific health care 
services requirements are met.

This CONDITION  is not met as evidenced by:
 Based on interview and document review, the 
Condition of Participation at 42 CFR 483.460 
Health Care Services, was not met. The facility 
failed to provide adequate supervision and  
nursing services to C5 who fell off of the toilet on 
4/5/20 received head and nose contusion, fell 
again and had a seizure while left unsupervised 
on 4/14/20, sent to emergency room department 
and found to have a skull fracture and brain bleed 
and expired at the hospital on 4/15/20.

Findings include:

See W331:  The facility failed to provide adequate 
supervision and nursing services for 1 of 5 clients 
(C5) who had multiple falls requiring emergency 
care and expired on 4/15/20.

W 331 NURSING SERVICES
CFR(s): 483.460(c)

The facility must provide clients with nursing 
services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 Based on observation, interview and document 
review, the facility failed to provide supervision 
based on assessed need, ensure adequate post 
fall assessment and nursing services for 1 of 5 
clients (C5) reviewed who were at risk for falls. 
C5 lived in the Elwell house and fell on 4/5/20, did 
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A small index card will be placed in each person's room with important 
safety information from the client's ISSA/IAPP (ex: must be checked 
on every hour). This will be placed near the light switch in each client's 
room for easy reference for staff. QDDPs are responsible for developing 
the safety card and assuring it gets hung up in each client's room

Retraining for all staff on ISSA/IAPP/BSP regarding safety measures 
needed to keep clients safe. This was done via Scomm to all staff, 
QDDPs are responsible for developing the training, tracking progress 
and assuring each staff member is trained. Staff are required to provide 
written answers to a quiz via Scomm

Add items to physical examination and systems document to assure 
completion of assessments, to include standard nursing practices, 
to include fall information/assessment & nurse recommendations. 

Modify Appointment Checklist to include non-routine visits & training 
for health team to use the appointment checklist for both routine 
and non-routine will be conducted by facility administrator. 

QDDP will be trained for implementing changes to ISP immediately 
when safety issue or change in condition exists and conducting training 
with staff immediately, determining competency, & notifying IDT of 
changes. Training by facility administrator

Facility Nurse training to notify QDDP of any changes to ISP that are 
being recommended and any updates needed. Training will be 
conducted by facility administrator. 

Nurse consultant will review facility nurse documentation each week 
for 3 months and monthly for next 3 months and quarterly next 3 
months and semi annually thereafter. Nurse consultant will report any 
concerns or gaps in documentation to facility administer. 

Nurses will review physicals for C5 & all clients the last year to assess for 
any change in condition & follow up as needed
Review GER all falls for the past 6 months using the physical 
examination and systems review document
Review client appointment spreadsheet to assure no 
appointments have been missed

Type text here

All Household Director's were sent a reminder email with a reminder 
regarding temporary employees and the modified training process 
they are going through. It was identified that Household Directors are 
responsible for assuring training for the temporary staff this can be 
done through delegation, however it must be assured that training is 
complete.

All client's who have been assessed as a fall risk have been identified by: 
1. listed in the individual data page in mobility section 
2. a sign hung up on each person's bathroom door stating the person 
is a fall risk 3. on the front of the emergency folder is it written the 
person is a fall risk. The Household Directors are responsible for 
assuring completion and all staff are aware who is a fall risk in their 
household.

Written Feedback to facility nurse regarding complete documentation 
and the need to review all tlogs each working day and follow up 
accordingly.
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W 331 Continued From page 2 W 331

not receive post injury care as instructed by the 
Emergency Department (ED) for a forehead and 
nose contusion and did not receive adequate 
nursing assessment to potentially identify a 
change in condition. During a subsequent fall on 
4/14/20, C5 was left unsupervised, was found on 
the floor seizing by staff, after which time was not 
adequately assessed by facility registered nurse 
(RN)-A,C5 was delayed emergency medical care 
and later expired at the hospital on 4/15/20. This 
resulted in an immediate jeopardy (IJ) for C5. 

The Immediate Jeopardy began on 4/5/20, when 
C5 did not receive post injury care as instructed 
by the ED for a forehead and nose contusion.  
The facility Administrator and Director were 
notified of the IJ 5/21/20, at 3:10 p.m. The 
immediate jeopardy was removed on 5/27/20, at 
11:45 a.m. 

Findings include:

C5's individual data sheet (ID) indicated he 
admitted on 5/28/85.  C5's diagnoses included 
Down syndrome, profound intellectual disability, 
and seizure disorder.

C5's individual abuse prevention plan (IAPP) 
dated 8/12/19, indicated staff verbally and 
physically assist C5 in all areas of self-care. Staff 
encourages C5 to participate in self-care tasks as 
much as possible. Staff verbally cue C5 to use 
the toilet every two hours if he did not initiate 
independently.  

C5's intensive support services assessment 
(ISSA) dated 8/12/19, indicated he was at risk for 
falls and used a wheelchair for mobility and 
independently propelled himself around.  In 
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W 331 Continued From page 3 W 331

addition, the assessment indicated he is able to 
bear his own weight during transfers.

C5's community support plan (CSP) dated 
9/01/19, indicated he had support of the 
caregivers to monitor his health conditions and 
report change when needed to be further 
evaluated.  Furthermore, the plan indicated he 
depended on a wheelchair both in and outside of 
his home and had lost his ability to ambulate one 
to one and a half years ago and can bear some 
weight for transfers.  The plan indicated C5 was 
supported by staff and supervised 24/7 
(hours/days a week) and when at home staff 
visually checked on him every 20 minutes when 
awake and every 30 minutes when sleeping.  

A Fall Risk Assessment dated 12/23/19, indicated 
he was at high risk for falls.  Review of C5's 
record lacked evidence of a more recent 
assessment despite a current pattern of falls in 
March-April 2020.

Review of C5's general event reports (GER) and 
Therap (Electronic Documenting Program with 
progress notes [T-Logs] that can be marked by 
priority level from low to high and additional areas 
in the document for follow up notes to be added) 
dated 2/23/20 to 4/15/20 indicated the following:

-2/23/20, at 1:58 p.m. T-log marked high 
indicated - after C5 received his shower he stood 
up, crossed his legs and then sat on the 
bathroom floor going down slowly.  The note 
indicated staff had to get assistance to lift him up 
using a gait belt. (Follow up area on T-log was 
blank). 

-3/8/20, at 2:23 p.m. - T-log marked as high/fall - 
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W 331 Continued From page 4 W 331

indicated C5 was transferring from his wheelchair 
to his rocker without staff assistance he leaned 
down to pick up a stuff animal and fell.  The T- 
Log further indicated staff will continue to monitor 
for bruising and help him transfer to his rocker 
throughout rest of shift.  (Follow up area on T-log 
was blank). 

-3/10/20, at 8:30 a.m. a GER indicated staff were 
attempting to bring C5 and a peer to day program 
bus.  C5 was wheeled out the front door, and the 
other peer attempted to elope so staff left to try 
and catch the peer and forgot to put on C5's 
brakes.  C5 then pushed himself to the curb and 
fell, scratching his right hand, right elbow and left 
knee. The report indicated minor abrasions to 
eyebrow and hand and bleeding from scrape 
approximately 1 centimeter (cm) round.  C5 was 
cleaned up and nurse said he was fine to go back 
to work.  The report further indicated family was 
notified and appointment was made at C5's 
medical clinic.  The medical clinic after visit 
summary dated 3/10/20, at 5:50 p.m. indicated he 
looked well on exam, mild abrasions and no 
infection.  Further, the report indicated the 
physician assistant (PA) did not suspect fracture 
or brain bleed. The registered nurse (RN)-A follow 
up indicated basic first aid was given to the 
injuries and was able to move head and neck 
without resistance.  No obvious cognitive 
impairments from baseline. 

-3/23/20, a T-log marked as high indicated at 4:00 
a.m. during checks C5 was found on the floor, 
and had to call float (staff) on campus to assist 
with transfer off the floor and put into bed, noted 
no bruising or discomfort.  (Follow up area on 
T-log was blank). 
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W 331 Continued From page 5 W 331

-3/23/20, at 2:23 p.m.  T-log marked as high 
-indicated C5 attempted to self transfer slipped 
between his wheelchair, staff and writer had to 
assist him up.  (Follow up area on T-log was 
blank). 

-3/30/20, a T-log marked as high -indicated C5 
went to dinner and then went back to his room in 
his wheelchair and attempted to self transfer to 
his rocker, must have scooted backward, causing 
him to miss the seat and slid to the ground.  The 
T-log further indicated staff helped him up into his 
wheelchair and then he self transferred to his 
rocker and did not yell in pain and was not 
resistive with assistance.  Staff looked him over 
for marks and he had none.   (Follow up area on 
T-log was blank). 

-4/5/20, at GER was completed which indicated 
staff assisted C5 onto the toilet gave him privacy 
to use the toilet and went to help other staff finish 
with another client.  Staff went back to his 
bathroom and found him lying on the floor of his 
bathroom with blood smeared on the floor, he had 
a bloody nose and cut on his upper lip that was 
bleeding.   The report indicated RN-A reviewed on 
4/17/20, and listed no comments.  A Northfield 
Hospital Medical Referral Form indicated on 
4/5/20, he was seen and the medical doctor 
(MD)-A stated he had minimal injuries, and 
ordered triple antibiotic ointment and band aid 
changes daily for three days to skin care and 
otherwise resume previous care.  A Northfield 
Hospital and Clinics (emergency department 
report) indicated on 4/05/20, he was seen for 
contusion (bruise).  The report further indicated 
for follow up, "Please contact the following to 
make an appointment for follow-up care":  MD-B 
was listed as the doctor for follow which was C5's 
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primary physician.  The follow up appointment 
was not made. 

 -4/06/20, marked as low at 1:04 p.m. indicated, 
C5 " ...had a good morning.  He is not bearing 
any weight on his legs and seemed a little dizzy 
when transferring."  

-4/6/20, at 2:00 p.m. by RN-A stated she visited 
with C5 this morning, he was rocking in his 
rocking chair and appeared cheerful.  Inspected 
body for bruising and injuries from fall over the 
weekend, noted scabbed healing cut to upper lip 
and between nose and upper lip.  Right eye was 
red due to minor blood vessel bleed, noted 
abrasion to forehead midline, swelling appears to 
have gone down from time of injury, the note 
further indicated he was cooperative with 
assessment and instructed staff to have proper 
footwear on him at all times, to have gripper 
socks and should be supervised on the toilet, 
staff must stay with him at all times when toileted.  

RN-A's report lacked indication of environmental 
factors or a diagnosis that could have contributed 
to the fall, additionally, the report lacked a root 
cause analysis of the fall.  Even though RN-A's 
assessment indicated C5 was cooperative with 
assessment, there was no documentation of his 
vital signs (temperature, pulse, blood pressure 
and respirations which is an important component 
of patient care, which determines treatment 
protocols to follow, provide critical information 
needed to make life-saving decisions) or C5's 
range of motion or mobility post fall to check for 
change of condition.  

A Therap SComm (secure communication email 
sent to recipients from Therap, facility computer 
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program) by qualified intellectual disabilities 
professional (QDDP)-C dated 4/10/20, which was 
a group email sent to staff who work at Elwell 
house, indicated C5's documents have been 
updated to say that he needs to either have 
shoes or gripper socks on at all times and 
indicated staff need to stay with him in the 
bathroom while he is on the toilet to prevent 
future falls.  Review of the e-mail recipient list did 
not include a new employee hired (4/20), resident 
counselor (RC)-N.  The staff were required to 
read the email and complete a small quiz and 
e-mail it back.

A follow up SCom from QIDP-C dated 4/20/20, 10 
days after the initial SComm email was sent from 
QDDP-C to house hold director (HHD)-A, and 
indicated,  "Please note [RC-B, RC-f, RC-J, RC-N 
and RC-O] need to complete the training's for 
[C5]."   (This SComm was sent 5 days after C5 
had expired).

During interview 5/19/20, at 7:00 p.m. RC-N 
stated she worked at Laura Baker for a short 
period of time.  RC-N stated on 4/14/20, she 
worked with RC-F and C5 would not cooperate 
with RC-F that morning, so RC-N said she would 
"give it a shot.".  RC-N stated she was able to get 
him on the toilet and noticed his incontinence pad 
was dry.  RC-N said she turned around and went 
in to the hall and asked RC-F if she changed his 
pad already.  RC-N added when she went back to 
the bathroom, he was on the floor, his fists were 
balled up and stiff.  RC-N hollered out to RC-F 
and he started to have a seizure, he was then 
incontinent of urine, RC-F called the nurse and 
RC-N cleaned him up. She stated they put him in 
bed and asked someone from another house to 
help.  RC-N indicated she tried to get him up for 
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lunch and he refused.  RC-N stated she had just 
started and read some information on C5 but it 
did not say he could not be left alone. RC-N 
indicated they checked on C5 periodically through 
the day but the nurse told the staff C5 would be 
exhausted from his seizure and to let him sleep.  
RC-N expressed she felt it was unfortunate 
accident and after that incident, chose not to 
come back to work at Laura Baker because it 
was just too much.  RC-N stated she felt bad and 
had known C5 for a very long time and he was 
well liked.

During interview 5/19/20, at 4:30 p.m. RC-F 
stated she worked the morning of the 4/14/20, 
there was a call in so they sent the temp staff 
[RC-N] over to Elwell to help out.  RC-F stated 
that morning C5 would not get up for her so RC-N 
stated she would try to get him up.  RC-N was 
able to get him on the toilet and left the room to 
tell her she was able to get him on the toilet.  
RC-F stated she immediately told RC-N C5 was 
not to be alone on the toilet and then RC-N told 
her she was not aware of that.  Then she called 
for me and he was on the floor, had a seizure, his 
hands were clenched, arms stiff and his whole 
body was stretched out.  RC-F stated she helped 
RC-N get C5 off of the floor but he was dead 
weight and then he had an additional seizure.  
After the seizure his color was ash gray and he 
was responsive.  He had a look in his eye that 
something was wrong.  RC-F called the RN and 
the RN-A assessed him and then called his 
neurologist. RN-A then instructed the staff to let 
him rest in bed as he will be tired after having a 
seizure and they would have to keep an eye on 
him.  RC-F stated she thought something was 
wrong with C5 and had told her colleague at 
10:30 a.m., C5 remained pale and his color was 
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still ash gray. RC-F stated she didn't not know if 
C5 hit his head or not but he did not have any 
marks on his head.  Further, RC-F stated they 
attempted to get him up for lunch and they could 
not because he was so weak.   RC-F stated after 
that it took her two times to get a hold of RN-A 
and told her they needed someone to take him to 
the ED or call the doctor.  She then stated the 
RN-A did call the hospital and the EMS team 
arrived and they [EMS] yelled at staff stating, "he 
had a seizure this morning and you just called us 
now!"  RC-F stated if it were up to her she would 
have taken him in right away but RN-A was a 
nurse and felt he was weak from his seizure and 
did not need the ED right away. 

A GER dated 4/16/20, completed by RN-A 
indicated she was called on 4/14/20, at 9:06 a.m. 
and told C5 was acting differently, contracting left 
arm and tremors.  Nurse instructed staff to look at 
seizure protocol in emergency folder.  He had not 
had a seizure in greater than two years and does 
not have an "as needed" rescue medication for 
seizures.  Nurse arrived at Elwell  9:45 a.m., he 
was in bed, asleep, nurse located current seizure 
protocol in client's chart which instructs care 
givers to keep client safe during seizure and for 
seizures lasting longer than five minutes to send 
to emergency department.  The report indicated 
the nurse called the neurologist at Minnesota 
Epilepsy Group to update on seizure activity.  
Instructions given to bring client to clinic for blood 
collection either today or tomorrow to check 
medication serum levels.  Lorazepam 
(anti-anxiety medication which used also for 
seizures) 0.5 milligram (mg) for cluster seizures.  
Report indicated nurse made an appointment at 
clinic lab for 2:45 p.m.  Staff called nurse at 1:30 
p.m. to update that client had a temperature of 
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99.9 (temperature was taken as a daily 
temperature order to monitor for COVID 
symptoms). When nurse arrived to pick up client 
for appointment staff reported that he was flaccid 
and unable to be transferred.  Nurse assessed 
client, he was breathing heavily, pale, warm skin, 
eyes closed and able to open to physical stimuli.  
Attempted to sit client up, he was unable to hold 
up head or assist with movement.  Nurse 
returned him to a comfortable lying position.  
RN-A immediately called neurologist to update on 
current status, and the nurse at Minnesota 
Epilepsy Group instructed her to call 911.  
Emergency Medical Services (EMS) arrived at 
2:25 p.m., C5 cooperated with vital sign collection 
and intravenous placement, non-resistive.  The 
report further indicated nurse met EMS at hospital 
and C5 continued to be somnolent with heavy 
snore like breathing, occasionally slightly opening 
his eyes, he had a quiver to his upper right eye, 
labs drawn and head CT scan (computed 
tomography scan is a medical imaging procedure 
that uses computer-processed combinations of 
many X-ray measurements taken from different 
angles to produce cross-sectional images of 
specific areas of a scanned object, allowing the 
user to see inside the object without cutting) was 
completed. The CT scan revealed fluid-blood 
around brain and skull fractures.  Injury appeared 
to be mostly to the right frontal lobe.  The report 
revealed staff did not indicate C5 had hit his head 
from his fall but he had mild swelling to right 
frontal lobe and no signs or symptoms this 
morning suspect head injury.  Both falls were 
assessed by doctors following fall.  MD updated 
guardians parents to status and prognosis, MD 
explained that C5 would not recover from injury, 
with significant heart mummer and age, he was 
not recommended to have surgery, he was do not 
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resuscitate (DNR), MD was given his advanced 
directive, MD explained that it would be likely that 
C5 would die in the next 24 hours.

Although the fall occurred at 9:00 a.m. C5 did not 
receive medical treatment until the EMS staff 
arrived at facility at 2:25 p.m., in addition, even 
though C5's fall was unwitnessed C5 was not 
treated for or observed for signs and symptoms 
of a head injury because he had no visible signs 
of a hitting his head.  The post fall assessment 
lacked any assessment related to a possible 
head injury, despite the recent fall with a head 
injury. C5's vital signs were also never checked 
by the staff or the nurse with the exception of a 
daily ordered temperature for assessing for 
COVID symptoms.   In addition, although RC-N 
was caring for C5 according to Scom email on 
4/20/20, she had not received the training for C5 
instructing staff not to leave him alone on the 
toilet.  The CEP report indicated RC-N was 
suspended pending investigation.

A GER resolution dated 4/17/20, RN-A provided 
training on 4/10/20, for incident on 4/6/20, with 
the household staff on duty.  RN-A stated RC-N 
participated in the training and payroll records 
indicated she worked that day.  Although she was 
on the schedule to work that day there is no 
record she received the training.   The resolution 
indicated small index cards with important safety 
information was placed in each client's room and 
the QDDPs were responsible.  In addition, 
retraining for all staff on assessments regarding 
safety measures needed to keep clients safe 
done via Scom with staff and the QDDP's are 
responsible for developing, training and tracking.  
In addition, all household directors were sent a 
reminder email regarding temporary employees 
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and modified training process.  Furthermore, the 
report indicated RN-A and other staff informed 
RC-N that C5 should not be left alone on the 
toilet.  Although the report indicated staff informed 
RC-N the facility was unable to provide written 
documentation to support.      

During interview 5/19/20, at 9:13 a.m.  house hold 
director (HHD)-A stated she was not working 
during the incident on 4/14/20, but indicated she 
worked with him and he recently had several falls 
and went to the ED prior to the final fall, he had 
not been sick recently or had seizures in years.  
HHD-A stated C5 fell on 4/10/20, and hit his head 
and the second fall on 4/14/20, he fell at 9:00 
a.m. and was not seen until 2 or 3:00 p.m. HHD-A 
then stated C5 was really weak after the fall, and 
felt they waited way too long to send him in and 
did not know why he did not go in right away, 
especially since he was acting different.  HHD-A 
stated when C5 went to the hospital, he was 
given less than 24 hours and passed away the 
morning of 4/14/20.  She indicated RC-N was a 
temporary worker and was hired from C5's day 
program.  HHD-A stated she did not know what 
training was provided to RC-N when she started.

During interview  5/19/20, at 10:06 a.m. senior 
resident counselor (SRC)-A stated C5 stopped 
walking over a year ago  when he had muscle 
spasms in his calves.  SRC-A further indicated he 
would self transfer to his rocking chair in his 
room.  SRC-A stated she was educated that C5 
was not to be left alone in the bathroom and he 
was to have shoes and gripper socks on.  She 
indicated she did not work on 4/14/20, but was 
aware of the fall.   SRC-A stated RC-N should 
had known not to leave him on the toilet alone.   
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During interview 5/19/20, at 10:30 a.m.  QDDP-C 
and lead resident counselor (LRC)-A stated they 
worked with C5 at Elwell house.   LRC-A stated 
she was the one who took C5 to the ED 
department after the 4/05/10, adding the doctor 
told her that C5 should not be left unattended on 
the toilet.   LRC-A stated she did not know RC-N 
was not able to get into Therap when she was 
working, and therefore unable to see any emails 
that were sent out.   

During a second interview with RC-F on 5/19/20, 
at 7:00 a.m. when asked what kind of 
assessment she observed RN-A complete on C5 
post fall/seizure on 4/14/20, RC-F stated she saw 
the nurse look into his eyes after he was put into 
his bed and told us to keep an eye on him.  RC-F 
stated he looked normal except for the color of 
his skin.  RC-F stated after the nurse looked into 
his eyes and checked on him, she left and never 
came back until she arrived to take him to his lab 
appointment and that was when he was too weak 
to get up.

During interview 5/19/20, family member (FM)-E 
stated C5 had been at Laura Baker for 35 years.  
She stated she was aware he had a couple of 
falls and then he had a fall and seizure, went to 
the hospital and passed the next day.  She stated 
she was able to have a face to face conversation 
with him and sang to him with a computer.  

During interview 5/20/20, at 8:05 a.m. a nurse at 
the Minnesota Epilepsy group stated RN-A called 
her on 4/14/20, in the morning and informed her 
of the fall and his seizure and they ordered lab 
draws for him.  Later that day RN-A called again 
and informed the clinic that C5 was weak and that 
they could not get him up.  I told her to call 911 
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immediately.  In addition, she stated the facility 
had a seizure protocol for C5.

During interview QDDP-C stated she sent a 
Scomm to everyone telling them they could not 
leave C5 alone on the toilet after the 4/10/20 fall.  
QDDP-B stated she was not aware that RC-N 
was unable to get into Therap.  She indicated she 
updated C5's IAPP to indicate he was not to be 
left alone on the toilet on 4/10/20.   She also 
stated they put cheat cards in the clients' room 
behind their doors to remind staff of safety 
measures clients have but this was completed 
after C5 had passed away. 

During observation on 5/20/20, at 11:35 a.m. C5's 
room still had all of his belongings in it.  Observed 
C5's bathroom, immediately to the right was a 
porcelain sink and next to it was the toilet with a 
horizontal metal bar and a vertical one on the wall 
next to the toilet and toilet paper holder.  The floor 
was tile.

During interview 5/20/20, at 11:38 a.m.  RN-A she 
stated she did not make the follow up 
appointment that was ordered from the ED doctor 
on 4/5/20, and did not know why it was not made. 
She indicated after the falls on 4/5/20 and 
4/14/20, she did an assessment.  When asked 
RN-A what her assessment was she stated, "I 
looked in his eyes, looked at his head, and looked 
at his body to make sure nothing was wrong.  I 
told staff to check on him every ten minutes after 
the April 14th fall and not to force him out of bed."  
She then stated, "I thought he was just recovering 
from his seizure when he was in bed."   RN-A 
stated she stopped in his room throughout the 
day and peaked in on him.  She indicated she did 
not do any vital signs on him and felt it was not 
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necessary.

During interview 5/20/20, at 2:00 p.m. with 
director, QDDP-C, RN-A and administrator. The 
administrator indicated the nurse is responsible 
for reading the T-logs and for follow up on falls.  If 
no medical attention is needed they do not do a 
GER, the director stated on the 3/10/20, fall staff 
did not lock his breaks and they should have.  
She indicated the staff involved were not 
disciplined but they did do education to them 
making sure they stay with him and an additional 
household was asked to assist in the morning 
while the clients are getting onto the van to go to 
day program.  RN-A stated during the 3/23/20, 
incident staff failed to include more information in 
the T-log such as when was he lasted toileted, 
any behaviors etc.  RN-A further stated it was not 
uncommon for him to need assist of two with 
transfers.   She further stated she should have 
done a follow- up note and she did not. 

A review of the T-Logs from 2/15/20 to 4/15/20, 
lacked any indication C5 needed assist of two any 
other time that after a fall.  

During interview 5/21/20, health care liaison 
(HCL)-A stated she makes appointments for the 
clients at Laura Baker but due to COVID, she is 
now working at Spring Creek.  She stated she 
was not working in her position on 4/5/20, when 
C5 had an appointment that needed to be made.  
RC-L stated she was not sure why that 
appointment was missed.

During observation and interview 5/21/20 at 1:39 
p.m. with the director and administrator.  The 
director stated she is RN-A's supervisor and she 
does her evaluations which are to be done 
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annually.  The director provided RN-A's 
evaluation dated 2018.  The director stated she 
might have one she is working on but has not 
presented it to RN-A.  The director further stated 
they have a nurse consultant from health 
counseling and she assists to oversee RN-A also.  
The director stated she works directly at Laura 
Baker eight hours a week and the other times she 
works at the homes they have in the community.  
The administrator stated RN-A does not always 
document what she should and stated, "if you 
don't document you didn't do it."  The 
administrator stated she will be contacting their 
nurse consultant for direction.  

During interview 5/21/20, at 2:36 p.m.  RN-A 
stated the staff receive training on falls and 
seizures and was not sure if RC-N received 
training on either of them.  In addition, she stated 
she does vitals on some of the clients but C5 was 
uncooperative with his being taken.  RN-A stated 
at the hospital on 4/14/20, C5 was able to get his 
vitals because he was out of it.  She stated most 
of her assessment is visual as he does not like to 
be touched. She further stated the facility 
licensed practical nurse (LPN)-A does the 
quarterly assessments.   In addition, RN-A stated 
when she does a comprehensive assessment 
"looking afar from the client, she checks how they 
are moving, observes if anything looks off, any 
blatant injury, looks at environment, what they ate 
and then she documents in a T-log.  

Review of the quarterly nursing assessments 
provided by the facility director indicated they 
were completed on 2/20/20, which was 
completed by LPN-A, the assessment listed his 
temperature, respiration rate and oxygen 
saturation.
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During interview 5/27/20, at 9:00 a.m. licensed 
practical nurse (LPN)-A stated C5 is cooperative 
with having his vital signs taken she has never 
had a problem receiving them.

The facility's Registered Nurse job description 
undated indicated she was responsible for:

"Supervising the health, hygiene, and safety of 
residents at Laura Baker Service Association Oak 
Street Services residential facilities according to 
their individual needs.  Providing health 
orientation to new staff and in-services as the 
need is identified.  Training clients as needed in 
appropriate health and hygiene. Supervising the 
Health Care Liaison including: approving time 
cards, assuring mandatory training completed, 
providing feedback formal and informal, 
interviewing, hiring and termination of Health 
Care Liaison, & training/supporting of Health Care 
Liaison position. Monitoring all staff in the delivery 
of medical care and concerns of residents 
including:  treatment programs and procedures, 
medication administration and documentation, 
routine and emergency appointments, behavior 
controlling medication documentation, 
communication with the health team, monthly 
height and weight records, and other medical 
aspects for Laura Baker Services residential 
residents.  Documenting all medical 
appointments on appropriate forms.  Preparing 
forms needed for medical appointments and 
documenting all medical appointments.  Receive 
and transcribe medical orders from physicians.  
Complete and/or review incident reports and 
medication errors as needed...".  

During interview 5/22/20, at 4:45 a.m. with 
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medical doctor (MD)-C who stated he was the 
attending physician in the ED on 4/14/20, and 
when C5 arrived he was clearly altered.  MD-C 
then stated imaging was done and he had a head 
contusion, skull fracture and a brain bleed on the 
right temporal area of his head.  He stated he did 
not notice any head injury at first but after his 
imaging he noted a bulge on the right side of his 
temporal area and the imaging confirmed that 
with swelling noticed on the right side of his head 
and it was clearly a severe head injury.  MD-C 
then went on to say C5 had an acute head injury 
with a subacute injuries to his head.  He felt the 
swelling to his head was fresh.   He stated with 
someone who falls and had a seizure he would 
expect the facility was doing assessments and 
checking his vital signs to notice any changes in 
his condition.  MD-C stated he admitted C5 to the 
hospital and spoke with his family and comfort 
care was provided. 

A hospital Discharge Summary dated 4/15/20 
indicated he had bilateral intraparenchymal 
hemorrhages with interventional, subdural, and 
subarachnoid hemorrhage (brain bleed and 
hematoma).  The summary further indicated it 
was unclear if this bleeding was spontaneous or 
due to a trauma.  The summary further indicated 
he had a skull fracture.  The summary he had two 
major falls within the last month and a half the 
first one was on 3/10/20, and the second one on 
4/5/20, both of which resulted in head injuries.  
The April fall was assessed at the ED and no 
imaging was obtained for either fall. On the day 
he presented to ED on 4/14/20, he had repeated 
seizures and thus was brought in for further 
assessment.  The summary indicated he had 
passed away on 4/15/20, at 7:45 a.m.  The 
summary also indicated a COVID test was 
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completed and it was undetected so he did not 
have COVID 19.

The facility Fall Policy undated indicated a fall is a 
loss of upright position that results in landing on 
the floor, ground, an object/furniture or a sudden 
loss of uncontrolled, unintentional, 
non-purposeful, downward displacement of the 
body to the floor/ground or hitting another object 
like a chair or, excluding falls resulting from violet 
blows or other purposeful actions. The policy 
further indicated immediate first aide to be 
completed.  If no outside medical treatment is 
necessary- document the fall in the T-log, provide 
a through description of before, during and after 
the fall as well as the clients current status that 
include: presence of injury, reassessment for 
delayed injury, immediate/root cause of the fall, 
diagnosis that contributed to the fall, and any risk 
factors.  In addition the policy indicated if outside 
medical treatment is needed complete a general 
events report (GER).  The policy indicated for 
follow up to be within 48 hours the nurse will 
assess the client and perform an internal 
investigation that would include the client status, 
staff competence/training needed, environmental 
factors, if policies or procedures were followed 
and communicate with staff if  client is at risk for 
recurrent falls. 

A facility Individual Seizure Emergency Plan, 
dated 6/13/17, from Minnesota Epilepsy Group 
(MEG) indicated C5 had generalized tonic clonic 
seizure (tonic-clonic seizures involve both tonic 
(stiffening) and clonic (twitching or jerking) 
phases of muscle activity. Tonic-clonic seizures 
may start with a simple partial seizure or aura) 
limp, unresponsive then shakes, and may have 
depressed respiration.  The Plan further indicated 
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if he had a seizure to provide first aide, keep safe, 
don't restrain, place in side-lying position for a 
generalized tonic/clonic seizure, specify body 
movements and behaviors exhibited during the 
seizure and the post-ictal (altered state of 
consciousness after an epileptic seizure. It 
usually lasts between 5 and 30 minutes, but 
sometimes longer in the case of larger or more 
severe seizures, and is characterized by 
drowsiness, confusion, nausea, hypertension, 
headache or migraine, and other disorienting 
symptoms) state of the patient.  In addition, the 
plan indicated for a seizure lasting more than 5 
minutes to call 911 for respiratory distress or 
injury occurring, notify family for seizure activity.  
The plan further indicated he received Keppra 
(anticonvulsant medication) as directed.  Further, 
the plan indicated to call MEG with any questions 
or concerns.

The IJ was removed on 5/27/20, at 11:45 a.m. 
when all clients were re-assessed for fall risks, 
when the facility implemented measures in staff 
education on fall risks, procedural changes with 
falls, revisions to aftercare and appointment 
follow up for all clients, education and over site 
with the facility RN-A regarding change of 
condition, assessments and falls and nursing 
services based on medical standards of care, 
documentation and review of client records.

W 376 DRUG ADMINISTRATION
CFR(s): 483.460(k)(8)

The system for drug administration must assure 
that drug administration errors and adverse drug 
reactions are reported immediately to a physician.

W 376
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Health team (facility nurse, LPN, HCL) 
will review all medication errors for C4 and all clients
for the past 30 days
to ensure physician notification has been done and documented. 
Any follow up will be done as needed and documented.
Facility Administrator will 
assure completion. 
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This STANDARD  is not met as evidenced by:
 Based on interview and document review, the 
facility failed to ensure the physician was notified 
immediately and corrected action was taken 
when medication errors occurred for 1 of 6 clients 
(C4) reviewed for medication administration at 
Spring Creek cottage.

Findings include:

C4's Individual Data Sheet indicated she had 
profound intellectual disabilities and seizure 
disorder.

C4's current medication orders indicated she 
received Levetiracetam (seizure medication) 500 
milligrams (mg) three tabs twice daily.

Review of the facility's medication errors indicated 
on 9/08/19, at 3:30 p.m.  C4 had only received 
two tablets 1000 mg of her Levetiracetam.  The 
error was noticed on 9/10/19, by health care 
liaison (HCL)-A.  The report lacked evidence the 
physician was notified or if any corrective action 
was taken.  The report did indicate registered 
nurse (RN)-A was notified on 9/10/19, at 10:00 
a.m.

During interview 5/29/20, at 9:44 a.m. with RN-A 
who stated when the HCL-A filled the medication 
error out she accidentally approved the report so 
she was unable to see the medication error had 
occurred therefore the physician was not notified 
nor was any corrective action taken. Although the 
report was accidentally approved the report did 
indicate RN-A was notified of the medication error 
and no action was taken.

A facility policy on medication errors specifically 

 

FORM CMS-2567(02-99) Previous Versions Obsolete 84JA11Event ID: Facility ID: 01163 If continuation sheet Page  22 of 28

Type text here

Nurse consultant will review facility nurse documentation each week 
for 3 months and monthly for next 3 months and quarterly next 3 
months and semi annually thereafter. Nurse consultant will report any 
concerns or gaps in documentation to facility administer. 

The facility nurse, LPN & Health Care Liason will receive training on 
assuring physician is notfied of all medication errors. Training will be 
done by facility administrator. 
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with physician notification was requested and not 
received.

W 387 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(5)

If the facility maintains a licensed pharmacy, the 
facility must comply with the regulations for 
controlled  drugs.

This STANDARD  is not met as evidenced by:

W 387

 Based on observation, interview, and document 
review, the facility failed to ensure controlled 
medications were properly destroyed to prevent 
diversion.  This had the potential to affect 1 of 5 
clients (C5) residing in the Elwell House.

Findings include:

C5 individual data sheet (ID) indicated admission 
on 5/28/1985.  C5's diagnoses included Down 
syndrome, profound intellectual disability, and 
seizure disorder.

C5's current Physician Orders dated 2/12/20, 
indicated he received the following medications:

-Calcium 500 milligram (mg) with vitamin D 200 
units daily 
-Vitamin D3 2,000 units daily
-Keppra 500 mg twice daily (BID) for seizure 
disorder
-Ativan 1 milligram (mg) one hour prior to 
procedure for anxiety
-Natural fiber therapy powder 1 teaspoon in drink
-Prilosec 20 mg daily for acid reflux
-Paxil 20 mg daily for depression
-Flomax 0.4 mg daily after meal to treat enlarged 
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for 3 months and monthly for next 3 months and quarterly next 3 
months and semi annually thereafter. Nurse consultant will report any 
concerns or gaps in documentation to facility administer.
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The facility nurse, LPN & Health Care Liason will be retrained & 
competency determined in LBSA's 
medication destruction policy. Training will be conducted by nurse 
consultant. Facility Administrator is respnosible for assuring completion.

The Facility Nurse will reconsile the documation for destroyed
medications for C5 & all clients for the past 30 days. Follow up 
will be done as needed. Facility administrator is responsible for
completeion. 

See above 
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prostrate

During observation and interview 5/21/20, at 9:12 
a.m. with health care liaison (HCL)-A who was in 
the main building nursing office near the back of 
the building, observed to have all of C5's 
medication cards with a small zip lock plastic bag 
on her desk filled full with pills.  HCL-A stated she 
was popping all C5's medications out of the cards 
and placing them into the bag, she stated she 
logged the medication and how many had been 
removed.  Once she was done, then she then 
gives the medications to registered nurse (RN)-A 
to destroy them.  In addition HCL-A stated she 
never destroyed narcotics and the RN-A and 
pharmacist do that.

Review of Laura Baker Services Medication 
Destruction Record indicated on 5/21/20, the 
following medications were destroyed by HCL-A 
in which registered nurse (RN)-A signed after the 
medications were removed from bubble packs 
into the clear plastic bag.

-Keppra 102 tabs
-Prilosec 50 tablets 
-Calcium/Vit D- 50 tablets
-Flomax 50 tablets
-vitamin D3 50 tablets
-Paxil 50 tablets

During interview 5/21/20, at 2:36 p.m. with RN-A 
who stated when medications are being 
destroyed there should always be someone else 
present and after the medications are in the bag 
mixed with coffee grounds, vinegar and bleach 
and then thrown in the trash.  RN-A stated HCL-A 
should not been completing C5's medication 
destruction alone. 
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During interview 5/28/20, at 9:05 a.m. Sterling 
Pharmacy consultant stated it was his 
understanding medication destruction should be 
done with two staff and never alone to prevent 
diversion.

During interview 5/28/20, at 3:30 p.m. HCL-A 
stated she destroyed C5's medications last week 
by herself.  HCL-A stated she usually always 
destroys medications with another nurse present 
and this time was the first time she had done it 
alone.  HCL-A further she did it because 
registered nurse (RN)-A instructed her to since 
she was behind and so busy. 

The facilities Nurse Orientation Packet undated 
instructed for medication destruction will be 
destroyed by nurse and witnessed staff member 
and to be documented in a medication 
destruction record in chart.

W 455 INFECTION CONTROL
CFR(s): 483.470(l)(1)

There must be an active program for the 
prevention, control, and investigation of infection 
and communicable diseases.

This STANDARD  is not met as evidenced by:

W 455

 Based on observation, interview, and document 
review the facility failed to properly prevent 
COVID-19 by not completing symptom screens 
guidance (checking for fever, symptoms or 
exposure) to visitors and staff.  This had the 
potential to affect all 25 clients currently residing 
on Laura Baker campus and staff who worked 
there.
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Each LBSA OSS staff member will be trained & competency determined
on when & how to symptom screen (temp, symptom & exposure 
questions for all visitors and staff. The facility nurse is responsible for 
the training. The facility administrator is responsible to assure 
completion. 

The Household Directors will reconsile the household schedules to 
the symptom screening document to assure all staff and visitors have 
been screened for Covid for all clients for the past 30 days. Staff who
failed to document screening will receive written feedback. 
The 
Facility Administrator is responsible for completion. 

7

7-11-2020

see above 

The Household Directors will reconsile the household schedule, 
with the symptom screening document for staff and visitors 1x per week
. Household Directors are responsible for following up with 
staff who are not complying with the regulation and provide feedback 
to staff. HD's will provide reconsiliation report to facility nurse each week

The facility nurse will report any concerns of lack of reporting by 
Household Directors to
the facility administrator. 

The facility administrator is reponsible to assure completion. 
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Findings include:

During interview 5/27/20, at 9:00 a.m. licensed 
practical nurse (LPN)-A stated twice a week she 
checks each home or cottage to check for staff 
wearing proper personal protective equipment 
(PPE).  She indicated they check temperatures of 
the clients with ear or forehead thermometers but 
it is a struggle to get supplies.  Although writer 
stopped to talk to LPN-A in the main building 
nurses office she did not offer to take 
temperature or screen for COVID symptoms.

During observation 5/27/20, at 9:12 a.m. in the 
Elwell house.  Senior resident counselor (SRC)-A 
was working a long with resident counselor 
(RC)-B.  Both of the staff were in the house and 
writer was not asked to have temperature taken 
or asked if writer had any COVID symptoms.  It 
was also noted in the staff office there was a 
thermometer and a Symptom Screening log to 
track staff and visitor temperatures and list of 
symptoms to track to mark yes or no.  The 
questions were if they had shortness of breath, 
new or changed cough, sore throat, chills, 
headache, muscle pain, loss of taste/smell and 
exposure to someone with COVID.

During interview and observation 5/27/20, at 2:07 
p.m. writer and surveyor were heading out to the 
campus houses when we were stopped at the 
nursing office and both of us were screened for 
temp and symptoms which neither of us had.  
Although we had already been in the campus 
houses earlier that morning without being 
checked. 

During interview 5/28/20,  at 12:00 p.m. with 

FORM CMS-2567(02-99) Previous Versions Obsolete 84JA11Event ID: Facility ID: 01163 If continuation sheet Page  26 of 28

see above 



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/17/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

24G500 05/29/2020

C

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

211 OAK STREET
LAURA BAKER SERVICES ASSOCIATION

NORTHFIELD, MN  55057

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 455 Continued From page 26 W 455

RN-A stated how well C1 is doing and it is her 
birthday and she is planning to go out with her 
parents this afternoon. 

During observation and interview 5/28/20, at 1:30 
p.m. review of the Symptoms Screening log dated 
5/22/20 to 5/28/20, it was observed  qualified 
developmental disability professional (QDDP)-C 
was only listed on the log 5/28/20 and 5/29/20 for 
the past three weeks.  QDDP-C stated she works 
Monday thru Friday and she had been checking 
her own temperature and home and not using the 
log until there was a discussion about it on 
5/28/20 and then started using the same log the 
staff use at Elwell. 

During observation 5/28/20, at 3:45 p.m. 
observed C1 on the sidewalk in front of the 
building along with her parents.  They started 
walking down the street together.  C1 was 
walking behind them and seem pleasant. 

During interview 5/29/20, at 9:00 a.m. the facility 
administrator informed us each staff in the 
houses are responsible for checking temperature 
and symptoms in the house and placing the 
results on the logs.  She further stated in the main 
building staff were supposed to be doing this prior 
to working at home but now they are going to 
start doing it in the main office from now on.  
Furthermore she stated she was not aware until 
today that C1 had left the facility with her parents 
and C1 was not screened upon return.  The 
administrator stated quests are unacceptable at 
this time. 

During interview 5/29/20, at 10:00 a.m. registered 
nurse (RN)-A stated if a client leaves the facility 
she would assume the staff would check the 
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client for symptoms and temperature.    

A facility infection control policy specific to COVID 
was requested but was not provided.
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