Protecting,

Maintaining and Improving the Health of All Minnesotans

Office of Health Facility Complaints
Investigative Public Report
Report #: H5289064

Date Concluded: January 22, 2019
Date of Visit: November 13 and 14, 2018

Name, Address, and County of Facility
Investigated:
Centennial Gardens
3245 Vera Cruz Avenue North
Crystal, MN 55422
Hennepin County
Facility Type: Nursing Home

Investigator’s Name: Matt Absher, RN
Special Investigator

Finding: Substantiated, facility responsibility
Nature of Visit:
An unannounced visit was conducted to investigate an allegation of maltreatment,in
accordance with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act,Minn.
Stat. 626.557, and to evaluate compliance with applicable licensing standards for the provider
type.
Allegation(s):
It is alleged that a resident was neglected when facility staff failed to seek medical attention for
a severe rash, which resulted in hospitalization.
Investigative Findings and Conclusion:
Based on a preponderance of evidence, neglect was substantiated. The facility was responsible
for the maltreatment.
The investigation included interviews with facility staff members,including administrative and
nursing staff. Family members and an outside clinic physician were also interviewed.The
investigation included survey of residents for acute medical conditions,including skin
rash/infection, review of pertinent resident medical records, and examination of photos of the
resident’s left leg.
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The resident was cognitively intact and transferred to the facility from a hospital with diagnoses
including diabetes, liver cirrhosis, dermatitis, and amputation of the right leg below the knee.
She was there for rehabilitation, to improve her strength and ability to complete activities of
daily living (ADL)s. The hospital’s discharge instructions indicated for a provider at the facility to
see the resident within three to four days.
A family member visited the resident in the evening two days after admission to the facility.The
family member noticed new red marks on the resident’s left leg, with red, white and blue
bumps on the side of her leg. The resident also had red spots on her right leg stump.
A nurse said that a spot on the resident’s leg was hot to the touch and might be infected. Staff
told the family member a doctor had not seen the resident.The family member told a social
services staff member that per the resident’s discharge orders, she was to see a doctor at the
facility within three days of admission.
The social services staff member said she would relay the information to the charge nurse
about a physician seeing the resident and treating her legs.The family member wanted a
physician to see the resident that evening, but it did not occur. The next day, two family
members repeatedly called the charge nurse and left messages,seeking to have a physician see
and evaluate the resident. One family member eventually spoke with the charge nurse via
phone, and the charge nurse told her they could not say exactly when a physician would see the
resident. The family member had been seeking verification that a physician would see the
resident that day, now the third day of admission. At that point, the family member asked the
nurse to arrange transportation for the resident to a clinic appointment,which the family
would schedule for the next day. The family member called the resident’s clinic and scheduled
an appointment for the next possible time the next day.That next day, the fourth day of
admission, the family member called the charge nurse and social worker multiple times,but
never reached them or received a return call. The family member arranged handicap accessible
transportation to the clinic herself. At the clinic appointment, the physician saw the condition
of the resident’s left leg and directed her to go to a hospital for immediate treatment.
When interviewed, one staff member said they thought the resident’s leg could be infected
because it was red, swollen and tender to the touch. The resident had little blisters on her left
leg that wept clear fluid onto her bedding, and she complained of pain in the leg. The resident’s
skin was red to purplish in color and she had a swollen left leg.The staff member was
concerned that if they did not take action, the resident could lose her left leg, since she already
had her right leg amputated below the knee. The staff member thought the facility should have
sent the resident to the hospital, but had to accept what the facility provider decided.The staff
member stated if she had known the resident’s family was concerned, and that a provider had
given an order to send the resident to the hospital if needed,she would have sent the resident
to the hospital for evaluation. The staff member said lack of communication amongst staff was
an issue because she did not receive report about a concern with the resident’s leg. Another
staff member said the resident arrived on a Saturday,and a provider could have seen her on

Page 3 of 5
the following Monday, but did not. The staff member said the doctors did not have a set
schedule, so they could not tell the family exactly when a physician would see the resident.The
day the resident transferred to the hospital, her leg was red and possibly infected. The staff
member stated the resident’s leg looked “pretty bad”, and thought staff should have addressed
the concern sooner, but failed to do so. The staff member had worked the previous two days,
and no other staff had informed her of a concern with the resident’s leg.
During interviews, family members said that two days after the resident admitted to the facility,
they raised concerns with staff that the resident could have an infected leg.The family
members said when the resident transferred to the facility,she did not have bumps on her legs
(which the facility’s admission assessment corroborates), and on her second day at the facility
the resident’s left leg looked much worse than when she was in the hospital.Family members
wanted a physician to see the resident immediately,but definitely no later than the next day,
the third day at the facility. On the third day, when they learned that staff members could not
provide a day or time when a physician would see the resident,family scheduled a clinic
appointment for the soonest available time the next day.The next day, when the resident went
to the clinic appointment (fourth day at facility), blisters on her leg were oozing so much that
her wheelchair pad and the ground below where she was sitting were wet.Family said they
scheduled the outside clinic appointment so a physician would evaluate the resident.
The clinic physician said the resident had a swollen leg that looked badly infected,with blisters
around the infection site. The resident’s symptoms caused concern, and the physician could see
the resident was unwell. The physician thought the resident was becoming septic (a serious
complication of infection), and determined the resident required immediate hospitalization and
vigorous treatment. Given the degree of infection, the physician thought there would have
been signs and/or symptoms warranting a physician’s evaluation, prior to the day she evaluated
the resident at the clinic. The physician said other comorbidities, such as diabetes, could result
in infection spreading faster.
Facility documentation indicated that although a provider gave an order for staff to send the
resident to the hospital if needed, staff did not do so. A Physician Assistant (PA) at the facility
saw the resident approximately one hour prior to her scheduled clinic appointment,and
concluded the resident did have an infection in her left leg.The PA noted the resident had
rigors, with pustular areas on her upper thigh and weeping from her lower leg,with pitting
edema. The PA ordered an oral antibiotic and steroid cream,and planned to check the
resident’s laboratory values the next day.
Photos of the resident’s left leg on the second day at the facility indicated she had small red,
white, and black bumps on her upper left leg that extended to below the knee.The resident’s
skin was red around and between the bumps. She also had extensive pink coloration of the skin
on her left leg below the knee, with a wound on her shin. The day of the clinic appointment, the
skin on the resident’s upper left leg had blistered, with an area of non‐intact skin showing the
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tissue beneath. Red and white bumps/blisters had progressed further down the left leg below
the knee.
Clinic and hospital records indicated physicians outside of the facility assessed the resident to
have an infection of her left leg (cellulitis), with subsequent confirmed sepsis, a potentially life‐
threatening condition due to the body’s response to an infection. The physicians determined
the resident needed immediate and aggressive hospital treatment.
The resident was deceased and unable to be interviewed.
In conclusion, neglect was substantiated, and the facility is responsible for the neglect.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17
"Neglect" means:
(a) The failure or omission by a caregiver to supply a vulnerable adult with care or services,
including but not limited to, food, clothing, shelter, health care, or supervision which is:
(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable
adult; and
(2) which is not the result of an accident or therapeutic conduct.
(b) The absence or likelihood of absence of care or services,including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
Vulnerable Adult interviewed: No, deceased
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: N/A
Action taken by facility:
No action was taken by the facility.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance.To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.
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cc:

Health Regulation Division – Licensing and Certification
The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney
Crystal City Attorney
Crystal Police Department
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*****ATTENTION******
NH LICENSING CORRECTION ORDER
In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.
Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
reinspection with any item of multipart 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 noncompliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for noncompliance.
INITIAL COMMENTS:
A complaint investigation was conducted to
investigate complaint H5289064, H5289065,
H5289067, and H5289069. As a result, the
following correction order is issued for all of the
complaint numbers as it relates to maltreatment.
The facility has agreed to participate in the
electronic receipt of State licensure orders
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consistent with the Minnesota Department of
Health Informational Bulletin 1401, available at
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm The State licensing order is delineated
on the attached Minnesota Department of Health
orders being submitted electronically. Although
no plan of correction is necessary for State
Statutes/Rules, please enter the word "corrected"
in the box available for text. Then indicate in the
electronic State licensure process, under the
heading completion date, the date your orders
will be corrected prior to electronically submitting
to the Minnesota Department of Health.
21850 MN St. Statute 144.651 Subd. 14 Patients &

2/27/19

21850

Residents of HC Fac.Bill of Rights
Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
section 626.5572, subdivision 15, or the
intentional and nontherapeutic infliction of
physical pain or injury, or any persistent course
of conduct intended to produce mental or
emotional distress. Every resident shall also be
free from nontherapeutic chemical and physical
restraints, except in fully documented
emergencies, or as authorized in writing after
examination by a resident's physician for a
specified and limited period of time, and only
when necessary to protect the resident from
selfinjury or injury to others.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure 3 of 3 residents (R1, R2,
and R3) reviewed for maltreatment, were free
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from neglect. The facility failed to identify,
assess, and obtain timely medical treatment for
R1, who developed a new skin infection. The
facility failed to implement adequate safety
precautions for R2, who was at high risk for
elopement, such that R2 eloped from the facility
and suffered grave injuries the same day that he
admitted. Staff failed to provide adequate
supervision to prevent recurring falls with injury
for R3, who suffered 11 falls in the facility, and
who died from repeated blunt head trauma from
repeated falls.
Findings include:
R1
R1 transferred to the facility on August 11, 2018,
with diagnoses including diabetes, cirrhosis of
the liver, thrombocytopenia (low blood platelets),
and dermatitis.
R1's hospital discharge summary, dated August
11, 2018 at 10:12 a.m., indicated her discharge
diagnoses included skin ulcers on the buttocks;
however, there was no involvement of the skin on
R1's upper left leg. The hospital physician's
discharge instructions indicated for a provider at
the facility to see R1 in three to four days.
A nursing admission packet, dated August 12,
2018 at 3:48 p.m., indicated R1 was admitted to
the facility for rehabilitation from a hospital and
was cognitively intact. R1 had slight pitting
edema to her left lower leg, a blister on the front
of her left lower leg, and redness on her left ankle
and heel. R1 had a superficial wound on her
buttocks and redness to her groin. She used a
wheelchair and could not walk. R1's pain
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assessment indicated that over the past five days
her worst pain was 3/10 on a 10point scale.
A progress note on August 12, 2018 at 4:21 p.m.
indicated R1 required the assistance of two staff
for transfers, toileting, bed mobility, and dressing.
She was independent with eating, grooming, and
wheeling herself in a wheelchair.
A progress note on August 13, 2018 at 4:39 p.m.,
indicated R1 complained of pain in her left leg
rated 4/10 that was alleviated when resting. The
nurse noted mild edema in R1's left leg and right
leg stump.
A progress note on August 14, 2018 at 12:01
p.m. indicated R1's family member left a voice
mail for social services (SS) and then came to
the facility to speak with a SS staff in person (this
occurred on the evening of August 13 per the
family member). On August 13, 2018, the family
member said she noticed red marks on R1's left
leg, and on the side of her leg new bumps that
were red, white, and blue. The family member
said the skin concerns were not present when R1
discharged from the hospital to the facility a
couple days prior. A nurse said that a spot on the
resident's leg was hot to the touch and might be
infected. The family member said the doctor at
the hospital wrote in the discharge orders sent
with the resident that R1 should see a doctor
within three days of admitting to the facility. The
family member wondered if R1 had seen a doctor
at the facility, and if not, said R1 could go outside
the facility to see her primary care physician
(PCP) for evaluation. At that point, the family
member wanted R1 to see a doctor by the next
day, Tuesday August 14. The SS staff person
spoke with a nurse manager about her
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conversation with the family member, and the
nurse manager said she would call the daughter.
R1's treatment administration record (TAR),
indicated a once weekly head to toe skin and
body assessment was entered into the TAR on
August 14, 2018, three days after R1 had
admitted to the facility.
A progress note on August 15, 2018 at 10:05 a.m
indicated R1 stated she needed help to get out of
bed and to get ready for an appointment (family
had scheduled an appointment for R1 to see a
doctor outside of the facility on August 15).
A progress note on August 15, 2018 at 12:13
p.m. (according to a family member, this note
describes events that occurred on August 14)
indicated a nurse explained to the concerned
family member that the facility doctor would be
able to see R1 that week. The family member
stated she would make her own appointment for
R1. The nurse notified the oncall provider, and
the provider gave an order that staff could send
R1 to the hospital if needed. The note indicated
staff did not send R1 to the hospital.
A progress note on August 15, 2018 at 12:43
p.m. indicated R1's left leg was swollen, slightly
red to purple in color, with small weeping blisters
on her outer thigh. R1 complained of pain rated
5/10.
A progress note on August 15, 2018 at 13:31
p.m. indicated an inhouse provider saw R1 and
explained to her that she did in fact have an
infection and the provider would start antibiotics
(this was approximately one hour before R1's
PCP appointment, which a family member
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initiated, scheduled, and arranged transportation
for).
On August 15, 2018 at 1:48 p.m., a Physician
Assistant (PA) at the facility documented seeing
R1. The PA indicated R1 had an infected rash on
her entire leg, and reported rigors. The PA noted
pustular areas on R1's upper lateral thigh, and
weeping from her lower leg with pitting edema.
The PA ordered an oral antibiotic and steroid
cream, and she was going to check R1's labs the
following day.
A progress note on August 15, 2018 at 4:03 p.m.
indicated R1 complained of pain in her left leg
rated 5/10 that was relieved when lying down. R1
continued to have mild edema in her left leg and
right leg stump (R1 was not in the facility at this
time).
An emergency room (ER) physician's note, dated
August 15, 2018 at 4:56 p.m., indicated R1 came
to the ER after her PCP noted extensive redness
with pustules along R1's left thigh and buttocks,
and became concerned for sepsis. R1 had
severe pain in her buttocks, and she complained
of chills and tremors since transferring to the
facility. R1 also had skin lesions on her inner and
outer right thigh, without pustules.
Physician hospital notes, dated August 15, 2018,
indicated R1 transferred to the hospital with a
diagnosis of left leg cellulitis and sepsis. R1's
family member noticed R1's legs had worsened
with formation of new pustules and drainage. R1
was seen by her PCP and referred to the ER for
evaluation, with complaint of chills. R1 had
multiple pustules on her lower left leg, with pain
and redness, and the pustules extended up to
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R1's groin area. The pustules were draining
yellow pus fluids, and R1 had chills and night
sweats. In the ER, the physician diagnosed R1
with sepsis, likely due to lower left leg cellulitis
with infected pustules. R1's lower left leg was
tender and hot to the touch.
A progress note on August 15, 2018 at 10:48
p.m. indicated R1's family member called the
facility and informed a nurse that R1 admitted to
the hospital for increased drainage onto her legs,
and R1 would not be returning to the facility.
A progress note on August 16, 2018 at 10:11 a.m.
indicated R1 was gone from the facility for most
of the day at an appointment (referring to events
that occurred on August 15), from which she did
not return to the facility. R1 transferred to the
hospital from the appointment and would not
return to the facility.
A physician's hospital note, dated August 18,
2018 at 9:24 a.m., indicated that a wound culture
confirmed R1 became septic due to cellulitis
(infection) of her left lower leg with bacteria.
When interviewed on November 14, 2018 at
12:53 p.m., the Director of Nursing (DON) stated
she was not aware of how soon the physician
was to see a resident who newly admits to the
facility, per the facility's policy. The DON was
fairly new to the facility and unfamiliar with the
situation involving R1. The DON noted a nurse
did notice warmth of the area of concern on R1's
left leg the day before a family member took R1
to the hospital. The DON stated if it was not an
emergency, staff might not have sent R1 to the
hospital for that reason, and that it depends on
the resident. The DON stated there was a
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possibility staff inaccurately assessed the
urgency of the situation. The DON stated she
would have taken R1's vital signs, assessed her,
and notified the physician, especially if the
resident complained about her leg and it had
increased warmth.
During an interview on January 9, 2019 at 11:06
a.m., Registered Nurse (RN)B stated she
recalled R1 had an issue with her leg. A nursing
assistant (NA) came and requested RNB look at
R1's leg, because the NA thought something was
wrong. RNB stated R1 complained of pain in her
leg and staff could not get her out of bed, as they
were supposed to weigh R1, but R1 refused due
to the pain. RNB stated she helped the NA get
R1 ready for the morning, and then told the NP
about the concern for R1's left leg, and the NP
assessed R1. RNB observed that R1 had little
blisters all over her left lower leg and just above
the knee, weeping clear fluid to the point that
RNB could see R1's bedding was wet. R1's skin
was red to purplish in color and her left leg was
swollen. RNB stated when she saw R1's left leg,
she thought it could be an infection such as
cellulitis due to the leg being red, swollen, and
tender to touch, with weeping fluid. RNB stated
cellulitis is a tissue infection and a serious matter
that requires action. RNB was concerned that if
staff did not take action R1 could lose her left leg,
as R1 already had an amputation of part of her
right leg. RNB stated R1 was diabetic and thus
at a higher risk of infections. RNB thought staff
should have sent R1 to the hospital, but stated
she had to accept what the NP decided. RNB
stated not long after the NP saw R1, her family
came and took R1 somewhere outside of the
facility. RNB stated she did not know the on call
provider had previously given an order to send
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R1 to the hospital if needed. RNB stated she
would rather hospital staff evaluate R1 to know if
something was wrong or not. RNB stated
knowing R1 already lost a leg, it should have
been a red flag for staff to be concerned that R1
could lose her other leg. If RNB knew R1's
family requested that R1 see a doctor, RNB
stated she would have sent R1 to the hospital,
per the family's request. RNB stated lack of
communication amongst staff was an issue
because she did not receive report about a
concern with R1's leg, and she was not aware an
order existed to send R1 to the hospital if
needed.
When interviewed on January 9, 2019 at 12:03
p.m., family member (F)C stated her sister
visited R1 at the facility on a Monday, two days
before they took R1 to the hospital, and her sister
took photos of R1's leg. The family member also
photographed R1's leg two days later on
Wednesday, while R1 was still in the facility, and
prior to family taking R1 to an appointment they
scheduled with R1's PCP. FC stated during her
sister's visit to R1 on Monday, two days prior to
hospitalization, her sister told staff that it looked
like R1's leg had cellulitis. A staff person was
applying salve to the lower part of R1's foot and
leg and said they were treating R1 for cellulitis.
FC stated staff told her the doctor was only
available on Monday and Wednesday, and a
doctor had not seen R1 that Monday, so a doctor
would not see R1 until the following week on
Monday, as the provider's schedule was full on
Wednesday. FC stated she and her sister
communicated to staff that R1 needed to see a
physician. FC stated since there was no staff in
charge at the time, staff told them to call back the
next day, Tuesday. FC stated she and her sister
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called the facility many times on Tuesday, left
messages, and FC never received a call back.
FC stated she and her sister arranged to take
R1 to see her PCP. FC stated on Wednesday
her sister went to the facility to visit R1 and get
R1 transported to her PCP. FC stated when her
sister got to the facility, R1's leg sores were
oozing fluid so much that her wheelchair pad was
wet, as well as the floor under where R1 was
sitting. FC stated she and her sister took these
actions for R1 to be evaluated by a doctor on
their own, due to their concern for R1, and not
once had staff contacted FC. FC stated when
R1 saw her PCP, the doctor determined R1
needed to go to the hospital immediately, with
concern for sepsis. FC stated in the ER, R1
received intravenous (IV) fluids and antibiotics.
R1 was then transported via ambulance to
another hospital and admitted for treatment. FC
stated R1's leg infection never resolved. FC
stated when R1 first admitted to the facility, she
did not have the bumps on her legs.
During an interview on January 9, 2019 at 1:19
p.m., RND stated the day R1's family member
came to the facility to take R1 to an appointment,
a physician assistant (PA) saw R1 and was going
to start treating her with antibiotics. RND stated
the family member took R1 to the appointment,
and R1 never returned to the facility. RND stated
R1 and her family were upset that a facility doctor
did not see R1 within 48 hours of admission, and
RND stated that a doctor is supposed to see
newly admitted residents within 2448 hours, per
her understanding. RND stated R1 arrived on a
Saturday and a doctor could have seen her on
Monday, but did not. RND stated at the time the
doctor would sometimes come on a Monday or
Wednesday, but there was not a set schedule, so
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staff could not provide R1 or her family with a
date and time the doctor would see R1. RND
stated the day she looked at R1's left leg was the
day her family took R1 to the hospital. RND
stated R1's leg was red and looked possibly
infected, like cellulitis. RND stated R1's leg
looked "pretty bad", and she thought staff should
have addressed it earlier. RND thought on the
day staff admitted R1 to the facility, they noted
some sort of rash, and the rash became worse
over the time that R1 was in the facility. RND
stated the Wednesday R1 went to the hospital
was the first time she saw R1's skin concerns.
RND stated she had worked the two previous
days, Monday and Tuesday, and staff had not
said anything to her about it. RND stated if she
was aware of R1's skin, she could have
consulted with the wound team. RND stated
cellulitis involves painful inflammation, can cause
further infection, and if the person is
immunocompromised or has other comorbidities,
could lead to sepsis without treatment. RND
stated prior to the PA seeing R1, on the day
family took R1 to the hospital, a facility doctor
had not seen her. RND stated communication
from facility staff to the physicians group was not
great when a resident admitted on the weekend.
RND explained that staff is supposed to fax the
new resident's referral and any other paperwork
to the physician's office, so a physician can
review the resident's orders, see why the resident
came to the facility, and schedule to see the
resident. RND stated if staff does not fax the
paperwork on the weekend, it delays when the
doctor will see the resident. Overall, RND's
opinion was R1 should have been evaluated
sooner rather than later, and the nurses working
at the time should have known when to press the
issue to send R1 to the hospital, and what
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infection looks like. RND stated it is better to
send the resident to the hospital for evaluation
and have them come back with a clean bill of
health than not send them and the resident
becomes worse. RND stated with a new
admission staff were supposed to check the
resident's skin daily during the first five days that
they were new to the facility. RND stated staff
could have seen R1's skin was getting worse and
addressed it earlier, but staff failed to do so.
RND made the point that the physician is not
going to know what is wrong unless staff inform
them and fully explain it, giving the example that
it would not be enough so say R1 had a red spot.
RND stated the physicians have a lot of trust in
the nursing staff, as the physicians cannot be at
the facility all of the time, and they rely on nursing
judgement. RND stated she did not think nursing
judgement was appropriate for R1. If staff had an
order to send R1 to the hospital, and family was
pressing the issue, nursing staff should have sent
R1 to the hospital for evaluation. RND also
thought staff should have been more diligent
about skin assessments, and stated 24 hours
can make a significant difference if a resident has
an infection. The resident can progress from
being okay to near death, if it is severe enough,
depending on the resident and what
comorbidities they have.
On January 10, 2019, photos of R1's left leg were
examined from two days prior to her family taking
her to the hospital, and photos on the day she
went to the hospital. Two days prior to
hospitalization, R1 had many small red, white,
and black bumps on her upper left leg that
extended to below her knee. R1's skin was red
around and between the bumps. She also had
extensive pink coloration of the skin on her left
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leg below the knee, with a wound on her shin. On
the day of hospitalization, the skin on R1's upper
left leg had blistered, with an area of the top layer
of skin that was not intact and showing the tissue
beneath. The blisters were predominately white
in color, with red and white bumps/blisters
progressing further down the left leg below the
knee. Staff providing personal cares on either
day would easily have seen the skin concerns.
When interviewed on January 11, 2019 at 11:19
a.m., FE stated she visited R1 in the facility on
the evening of August 13, 2018. That evening
FE had a conversation with the doctor that
discharged R1 from the hospital to the facility.
The hospital doctor had ordered wound care on
both of R1's legs, including the left leg where
most of the skin breakdown was occurring. FE
stated facility staff was to apply an antifungal
cream, and then apply a barriertype tape over
the open skin to prevent exposure to germs in
the environment. FE stated initially the skin
breakdown included a small area on R1's shin
and left ankle, and FE checked R1's legs when
she visited on August 13. FE brought up her
concerns with a social services (SS) staff person,
including that in the hospital discharge orders a
provider was to see R1 within 72 hours, stating
the hospital doctor told her within three days
maximum, to see how the medication was
working. FE stated R1 had similar skin
breakdown when she had her right leg
amputated below the knee, due to flesheating
bacteria. FE stated she told the SS person she
wanted R1 to see the doctor with 72 hours. FE
stated the SS person said she would track down
the charge nurse and relay the message about
R1 seeing the doctor and being treated for her
legs. FE stated on August 13, R1's left leg
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looked much worse than it did when she was in
the hospital, and that was with the facility treating
it. FE saw the barrier tape in one little area, but
stated from R1's ankle up to her thigh had red
pimplelike spots, and FE wondered why staff
was not treating all of the area, as the barrier
tape was only on the front of R1's shin. FE
stated the red spots had also spread to R1's right
stump, while previously there had been nothing
on the right stump. FE stated she pushed for a
facility doctor to see R1 that day, August 13, but
it did not happen. FE stated that on August 14
she called the charge nurse approximately every
hour, leaving messages each time, without return
calls. Eventually FE spoke with the charge
nurse. FE stated the nurse told her the doctors
were only seeing residents on Monday and
Wednesday, and the nurse did not know why a
doctor had not seen R1 on Monday. FE sought
verification from the nurse that a doctor would
evaluate R1 that day, August 14, but the nurse
told FE she could not guarantee it. FE asked
the nurse to arrange transportation for R1 to a
clinic appointment that FE would schedule. FE
stated the nurse never called her back and
confirmed the facility had arranged
transportation. As a result, on August 14 FE
called R1's primary care clinic and scheduled an
appointment for August 15. FE stated on August
15 she called the charge nurse and social worker
multiple times, never reached them or received a
return call from either, and arranged
transportation for R1 to a primary care clinic
appointment herself. FE stated if necessary, she
was going to push R1 in her wheelchair the three
miles to the clinic, so that a doctor could evaluate
R1 on August 15. FE stated by August 15, R1's
skin breakdown on her left leg had turned into
blisters that popped and oozed onto R1's
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wheelchair, with liquid dripping to the ground. FE
thought it odd that no staff had called for R1 to go
to the hospital, and R1's skin was fragile due to
being diabetic with liver cirrhosis. R1 told FE that
staff had not said anything about her left leg.
Since R1 had neuropathy and poor vision, FE
stated R1 was unaware of her leg's condition
until FE took a photo and showed R1. FE stated
at the clinic appointment, two doctors looked at
R1's left leg and directed her to go to a hospital
for immediate treatment, including IV antibiotics.
At the first hospital, FE stated they did not have
the infectious disease team necessary to treat
R1, so they transferred her to another hospital for
inpatient admission and treatment. FE stated at
approximately 9:45 p.m. on August 15, she
received a call from the facility wondering where
R1 was, and by that time, she had already come
to the facility and removed R1's belongings from
her room.
Documentation received via email on January 12,
2019, indicated the facility could not locate
documentation that they had educated their
nurses on physician notification and when to
seek medical treatment.
During an interview on January 18, 2019 at 1:48
p.m., the clinic physician (CP)F who saw R1 on
August 15, stated R1 had a swollen leg that
looked badly infected, with blisters around the
infection site. R1's pulse was elevated, her
oxygen was relatively low, and she had chills.
CPF could see that R1 was unwell, and she
thought that R1 was nearly septic. CPF
determined R1 required immediate
hospitalization and vigorous treatment, family
agreed, and they rushed R1 to the ER. Given the
degree of infection, CPF thought there would
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have been visible signs and/or symptoms
warranting a physician's evaluation, prior to the
day she saw R1 in the clinic. CPF stated R1
needed good medical supervision to see how she
was progressing, after she discharged from the
hospital. CPF stated when a patient has cellulitis
or infection of the skin that is improving, redness
decreases, swelling decreases, and pain
improves. If the infection is spreading or oozing
or has pus, or if pustules or blisters appear, it
definitely indicates spreading infection. CPF
stated with other comorbidities, such as diabetes
(R1 was diabetic), the infection can flare faster.
CPF stated R1 needed treatment above what a
clinic or transitional care unit could provide. CPF
stated the fact that R1 discharged from a hospital
to the facility meant she was seriously ill, and a
provider should have followedup within the first
2448 hours, to ensure R1 was healing and
improving.
R1's death record indicated she died due to a
blood clot in a deep vein (deep venous
thromboembolism) due to an infection in her
blood (sepsis), resulting from a spreading
bacterial infection of her skin (cellulitis), with liver
cirrhosis.
R2
R2's hospital referral documentation on
September 13, 2018 indicated that R2 had a stay
complicated by delirium, due to alcohol
withdrawal with intermittent confusion. R2 was
receiving a late afternoon and evening
antipsychotic medication. At times R2 was hard
to redirect or engage in conversation as he
appeared disoriented and could not finish a
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logical thought. He had moderate cognitive
impairment and slight agitation.
R2's baseline care plan, dated September 16,
2018, indicated under the heading Safety that he
had a history of behavioral concerns, per hospital
records, and ambulated independently. R2 took a
highrisk antipsychotic medication with black box
warnings.
R2's admission paperwork on September 16,
2018 indicated R2 arrived to the facility at 1:00
p.m. from a hospital, and was there for
rehabilitation. R2 had corrective lenses for vision,
and a surgical incision on his abdomen. The
paperwork indicated R2 walked frequently with
no limitations in mobility. R2 had cognitive
impairment, and was sometimes able to recall
three out of four current facts. R2's cognitive
assessment indicated he had a diagnosis that
affected his cognition and/or physical function,
with agitation and shortterm memory loss. He
also had disorganized thinking, with an anxious
general appearance. Agitated behavior was
documented to have occurred daily or more in
the previous seven days, and R2 was a fall risk.
The facility's face sheet for R2, on September 16,
2018, indicated he was his own responsible
party.
R2's medication administration record (MAR) for
September 2018 indicated staff was to administer
an antipsychotic medication in the evening and
again at night, for nocturnal agitation. The MAR
indicated staff did not administer the medication.
A health status note dated September 16, 2018
at 12:45 p.m., indicated RND received a call
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from R2's spouse, before R2 arrived to the
facility. R2's spouse asked if a private room was
available for R2, as he was agitated and did not
want to come to the facility if he did not have his
own room. RND explained that the facility did not
currently have a private room, but with impending
discharges that week, R2 should be able to have
a room to himself for a while. RND informed staff
that R2 was agitated and might try to leave the
facility against medical advice (AMA), and for the
staff to do frequent checks, due to R2's agitation
and risk for elopement.
A progress note dated September 16, 2018 at
13:20 p.m., indicated R2 arrived at approximately
1:00 p.m. He appeared to have shortterm
memory loss, evidenced by difficulty
remembering some common facts. R2 ambulated
in the halls independently.
A progress note dated September 16, 2018 at
8:30 p.m., indicated R2 was sitting in the
common area using his cell phone. After RNI
cared for other residents, he looked for R2 in his
room. R2 was not in his room, and staff searched
the entire facility without locating him. RNI called
RND, who instructed him to call the police. The
note indicated that right before RNI called the
police, the police arrived and said R2 was in a
hospital.
An incident note, dated September 16, 2018 at
10:27 p.m., indicated R2 was in the facility until
around 8:00 p.m.; however, a police report
indicated officers dispatched to a call at 8:00
p.m., where a car had hit R2, seven blocks away
from the facility. The incident note indicated R2
had been calm and pleasant, said he would stay
at the facility for a maximum of two days, and
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made no comments about or attempts to elope
Staff noticed R2 missing around 8 p.m. and
searched the facility without success. Police
arrived at approximately 8:30 p.m. and reported
R2 was in a hospital after a vehicle struck him.
An incident report dated September 16, 2018 at 8
p.m., but revised on October 14, 2018 at 7:28
p.m., indicated that R2 was an elderly man with a
significant history of alcohol and behavioral
issues. RNI indicated RND told him that R2
might leave AMA due to his history, including
agitations and other behavioral issues, but R2
had been pleasant and cooperative. No staff
witnessed R2's elopement.
A police report dated September 16, 2018 at 8:00
p.m., indicated officers dispatched to the scene of
a personal injury accident, seven blocks away
from the facility. R2 was lying in the middle of an
intersection and a car had struck him. Officers
performed lifesaving techniques on R2 as he was
critically injured. A female bystander told police
she thought R2 had come from the nursing
home. An officer went to the facility and spoke
with RND, who stated the last time he saw R2,
he was in the front lobby of the facility. At 8:00
p.m., staff could not locate R2 and searched the
facility. RNI then informed his supervisor and
R2's wife that he was missing. RNI told the
police officer that R2 was at the facility of his own
free will and could leave whenever he wanted to.
RNI stated his supervisor advised him not to
stop R2 if he tried to leave, and to call the police
or R2's wife. The hospital later advised an officer
that R2 had a serious head injury and was in the
intensive care unit (ICU).
A typed account of events, written by RNI on the
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night of September 16, 2018, indicated that RNI
received report from RND that they would be
admitting R2, who had an extensive history of
alcohol abuse, agitation, anxiety, and other
behavioral issues. RND told RNI that R2 might
try to leave AMA, due to having a roommate, or
for any reason due to his significant prior history.
R2 had been walking around in the hallway,
saying he wanted to get familiar with the facility,
and sitting in a common area not far from and in
sight of the front door. Around 8:00 p.m., RNI
noticed he had not seen R2 "for a while." The
written account indicated RNI and the NA's
checked R2's room, bathroom, dining room and
so forth. Staff did not find the resident. RNI ran
around the outside of the facility, but did not find
him. RNI called R2's wife but did not reach her,
and then called and updated RND, who was no
longer in the facility. RND instructed RNI to
immediately call the police. The account
indicates before RNI called the police, the police
arrived and told staff that a vehicle hit R2 and he
was in a hospital.
A handwritten account of events by NAH, dated
September 16, 2018, indicated at approximately
5:20 p.m. R2 was walking outside in the back of
the facility. Another NA saw R2 outside and
informed NAH that R2 was a new resident.
NAH ran outside to get R2. NAH found R2
sitting with a dietary aide behind the building.
NAH asked R2 what was happening, and R2
told her that he wanted to walk around the
building. NAH took R2 for a walk to the front of
the building, where R2 sat and made a phone
call at approximately 5:30 p.m. Afterward, R2
came inside for dinner. The handwritten note
indicated at approximately 7:30 to 7:45 p.m.,
another NA told NAH that R2 was on the phone
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and wanted to see his nurse.
During an interview on November 14, 2018 at
12:53 p.m., the DON stated she was not in the
facility at the time of the incident, and she was
not familiar with R2's referral to the facility. The
day R2 came was the day he eloped. The DON
stated staff did not call the police, rather the
police came and informed staff that R2 had been
hit by a car, after about 30 minutes. The DON did
not know if R2 had signed himself out, and stated
residents are supposed to sign out before leaving
the facility (subsequent review of sign out books
indicated R2 had not signed out). The DON
stated residents are not supposed to leave the
facility without staff knowing, and it was fair to
say the facilities policies and procedures were
not followed, since R2 eloped. A staff person was
not operating the front desk at the time. The DON
stated R2 had a history of leaving AMA and
wanting to go home, and it was the facility's
responsibility to supervise R2 to keep him safe.
After the incident, the DON stated she read R2's
hospital records and saw he had some agitation.
The DON stated the facility assesses elopement
risk for all residents as part of the admission
process, and hoped staff had done so; however
the DON later confirmed that documentation
indicated staff did not complete an elopement
assessment for R2. The DON acknowledged
R2's family warned the facility that he might leave
AMA, and was agitated. She also acknowledged
that R2 was not wearing an alarm device to alert
staff when he left the facility, he eloped and was
missing for about 30 minutes, was hit by a car,
staff had not called the police, and then police
came and notified staff of the incident. The DON
acknowledged that given the aforementioned
circumstances created concern as to whether
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staff adequately supervised R2. The DON did not
know what the facility's elopement policy
indicated as to how long staff was to allow before
notifying the police, but she thought within 15
minutes was appropriate. The DON stated after
the incident they immediately educated all staff
on the facility's elopement process, and
reassessed elopement for all of the residents in
the facility. The DON agreed it was fair to say
that because R2 was new and staff did not know
him, it was a case for staff to watch R2 more
closely. She also stated that it would have been
vital to pass along to all staff that a family
member had warned that R2 did not want to
come to the facility without a private room.
When interviewed on January 18, 2019 at 2:20
p.m., FG stated R2 was confused when he
transferred to the facility. FG stated the hospital
surgeon told her it was common for patients R2's
age to experience confusion after surgery, and
the confusion could take up to two weeks to
clear. When she came to visit R2, the facility
looked empty to FG, and no one greeted her
upon arrival. FG saw one staff person at the
front desk and one staff person pushing a silver
cart with food, but no one else, and the person at
the front desk was gone when FG left the facility
at dinnertime. R2's room was next to the front
door, and he had a roommate. R2 preferred to
have a private room, and FG had called the
facility to inquire about a private room prior to
R2's arrival, but none was available. FG stated
that after she drove home, she received a phone
call from R2's cell phone. A woman on the line
said that she was calling because R2 was lying in
the road deceased, and she had retrieved R2's
cell phone from his pocket. FG was unsure how
long it would have taken R2 to walk seven
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blocks, to the location where a vehicle struck
him. R2 could not run, and he was confused
when FG visited him. FG stated the facility's
staff received R2's medical records, and they
should have known R2 was confused and to
keep a close eye on him, and that they were the
professionals to assess if R2 was stable or not.
FG stated otherwise R2 would have come
home, but he required supervision, and FG did
not have the medical knowledge to care for her
confused, elderly family member. FG stated it
would have been helpful to have a device that
alarmed when R2 left the facility. Resulting from
the accident, FG stated R2 had undergone
several surgeries, he was in intensive care (ICU),
and initially it was unclear if R2 would survive.
FG stated R2's face was shattered, he lost his
front teeth, and he now has extensive orthopedic
hardware in his face. R2 lost weight, he has not
been able to eat normally since the accident, and
is still at risk of serious complications. R2's
cognition has not returned to his former baseline
since the accident.
During an interview on January 21, 2019 at 10:14
a.m., RNI stated the day of the incident RND
came to the facility to enter orders into the
computer for R2. RND informed RNI that they
were going to receive an admission from the
hospital. RNI stated usually they do not take
admissions over the weekend, since during the
week more staff resources are available for
admissions. RNI reviewed R2's hospital
information, and noted R2's medical records
indicated he had a history of behavioral
problems, such as anxiety, agitation, and
resistance to cares. RNI stated he showed the
information to RND and questioned admitting R2
during the weekend. RNI stated RND was
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concerned too, but said management wanted to
accept R2 that day. RNI stated R2's room was
far from the nurse's station and close to the front
door, and RNI told the NA's they would be
receiving an admission that would not be easy to
work with. RNI said in person R2 was calm and
cooperative, and walked independently, as he
had been walking around inside the facility. RNI
stated RND had previously warned him that R2
might leave AMA. RNI stated he completed
some of R2's admission, but not all of it, as it
takes a long time and staff usually completes the
paperwork over multiple shifts. RNI stated R2
showed forgetfulness, but did not show any signs
of wanting to elope, with R2 stating he was only
going to be at the facility for two days. RNI was
performing treatments and administering
medications for other residents, and noticed R2
was no longer sitting in the common area. RNI
stated he had seen R2 approximately 20 minutes
prior, sitting in the common area by the front
door. RNI called RND, who instructed staff to
search for R2 and call her back. Staff searched
the facility, and RNI drove his personal car
around the facility but could not locate R2. RNI
called R2's wife but did not reach her, and was
on the phone with RND again when police
arrived. RNI stated it was approximately 30
minutes from the time staff became concerned
that R2 might be missing to when police arrived.
RNI was not aware if the facility's elopement
policy indicated a timeline for when staff was to
notify the police. RNI acknowledged that when
R2 left the facility without staff's knowledge, it
was not in accordance with the facilities
processes and procedures. RNI did not know
that prior to eloping, two NA's saw R2 walking
outside of the back of the facility, and NAH went
to meet him. RNI stated if he knew that
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information, it would have helped and he
probably would have put a monitoring alarm on
R2 or assigned a NA to closely supervise him.
RNI stated the ground floor where R2 was
located would have been inappropriate for R2 if
he was considered an elopment risk, as the back
door was unlocked. RNI stated staff was not
checking on R2 with a specific frequency, but it is
all of the staff's jobs to make sure residents are
safe. RNI stated usually three NA's work the
unit, and three is the safe amount they need;
however, the evening of the incident there was
only two NA's. RNI thought pertinent factors
included being short one NA and admitting R2 on
the weekend, when there were fewer staff
resources. RNI stated he did not complete an
elopement assessment for R2.
When interviewed on January 22, 2019 at 3:15
p.m., RND stated she abruptly learned that R2
was going to admit to the facility. RND stated
she did not know anything about R2's referral to
the facility, but came to the facility as the on call
supervisor, to enter R2's information into the
computer system. Just as RND was preparing to
leave the facility, R2's wife called and said R2 did
not really want to come to the facility, they live
near the facility, R2 has left other facilities before,
and he wants his own private room. RND
informed R2's wife that a private room was not
available, but one would become available during
the coming week. RND stated she told the two
nurses present and one NA to watch R2 closely
because in looking over his referral information,
R2 was an AMA risk, she could almost guarantee
it, and R2's wife said he wants to go home. RND
stated she left before R2 arrived, but that the
evening nurses had access to her note
communicating the potential risk for R2 to leave
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the facility. RND stated R2 had a history of
leaving facilities. RND received a phone call that
evening, with staff saying they could not find R2
and asking her what to do. RND asked if staff
had searched the facility, staff answered "no",
and she instructed the staff to search the facility
and call her back. RND texted the DON and
Administrator, and spoke with the Administrator
via phone. While RND was speaking with the
Administrator, she received a call from staff at the
facility saying they could not find R2, and she told
them to call the police and report a missing
person. During that time, the police arrived, and
RNI told RND the police said a car hit R2 and
he was in the hospital. The incident occurred on
a Sunday. RND stated during the morning
meeting on Monday, staff including the DON,
discussed how R2 had been outside of the facility
once before his elopement, and staff should have
put an alarm device on him. RND stated when a
resident is missing, staff are supposed to perform
a head count, call the DON, Administrator, and
the on call Manager. RND stated staff was used
to calling her for everything since the former
DON resigned. Staff did not call and inform RND
about the first time that R2 walked outside of the
building, prior to his actual elopement. RND
stated when a resident is missing, they are a
vulnerable adult, and staff do not know the
resident's current mental status or if they are
wearing appropriate clothing for the weather.
RND stated that within 1015 minutes, staff
should notify the police. RND stated when R2
arrived, staff should have provided a tour of the
facility. RND stated if R2 was walking around the
hallways of the facility after that, given his history
of leaving other facilities, it was cause for
concern about R2's mental status. RND stated
that since R2 had already walked outside the
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facility once, staff should have known to be safe
and obtain an order for an alarm device for R2.
RND stated if staff had informed her that R2 was
walking around in the facility and had gone
outside, she would have sought an immediate
order to put an alarm device on R2. RND knew
that R2 lived close to the facility, and she stated
she shared that information with staff, and told
them R2 was more than likely going to try to
leave, as he did not want to be there. RND
stated if R2 had nocturnal agitation and an order
for medication to address it, in concert with his
walking around the building and not wanting a
roommate, it was further indication that staff
should have watched R2 more closely, and
administered the medication. RND clarified that
when she warned staff that R2 might leave AMA,
with his history of leaving facilities, he was an
elopement risk, and that leaving AMA is a broad
term that includes elopement. RND stated she
did not provide advice to RNI to not to stop R2 if
he tried to leave the facility, rather to watch R2 as
he was probably going to try to leave. RND
stated an elopement assessment should have
been completed for R2, as it was a safety
measure, along with other safety assessments
such as for falls or skin issues. RND stated staff
could have better cared for R2 and kept him
safer, had he admitted on a weekday, due to
increased staff resources, and they should not
have admitted R2 on a Sunday. RND stated
both the nurses and NA's are trained to be safety
conscious, and since they lost R2, they failed to
do their jobs. RND reiterated that going outside
was a red flag, and if staff had been more
attentive to R2's needs and done everything they
should have, there probably would have been a
different outcome. RND also thought that due to
the acuity of the residents on the unit, the facility
Minnesota Department of Health
STATE FORM

6899

CTLE11

If continuation sheet 27 of 40

PRINTED: 02/13/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NURSING & REH

A. BUILDING: ______________________
B. WING _____________________________

00255
NAME
OF PROVIDER
OR SUPPLIER
CENTENNIAL
GARDENS
FOR

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
01/10/2019

STREET ADDRESS, CITY, STATE, ZIP CODE

3245 VERA CRUZ AVENUE NORTH
CRYSTAL, MN 55422
SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) ID
PREFIX
TAG

21850 Continued From page 27

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

21850

should have had three NA's working instead of
two. RND stated if she had been involved in
R2's referral, she would not have admitted him to
the facility, and especially not during the
weekend.
Regarding documentation of the incident, RND
stated management, including the DON, asked
her to change her documentation because they
did not like how she wrote it, but RND refused to
do so. RND stated management had also asked
her to change her documentation on other
matters. RND stated that RNI's charting of the
incident was different from any other day she had
seen him chart.
During interview with RNI, it was noted that his
incident report was created for September 16,
2018 at 8:00 p.m., but revised on October 14,
2018 at 7:28 p.m. RNI stated he completed the
incident report the night R2 eloped, and he did
not access the incident report again. RNI stated
the Administrator and DON were "on my shoulder
when we filled the incident report."
R3
R3's face sheet indicated he was admitted to the
facility in February 2018, and his final discharge
was in August 2018. R3's diagnoses included
brain compression, traumatic subdural
hemorrhage without loss of consciousness,
generalized muscle weakness, unsteadiness on
feet, fracture of a bone in his left forearm, and
Alzheimer's disease. Of note, the facility entered
the diagnosis of R3's left forearm bone fracture
on February 13, 2018, five days after R3
admitted to the facility. In addition, the facility
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entered the diagnosis of R3's brain compression
and subdural hemorrhage without loss of
consciousness on August 3, 2018, less than two
weeks before R3's death.
The facilities Brief Interview for Mental Status
(BIMS) assessment of R3, on February 15, 2018,
indicated R3 had severe cognitive impairment.
A provider's documentation, dated February 15,
2018, indicated R3 fell on February 11, 2018 at
the facility and sustained a left arm fracture with
pain. The note indicated R3 used a wheelchair,
or walked with a walker, gait belt, and the
assistance of one staff. R3 was forgetful, had
poor insight, an unsteady gait, and a chronic and
progressive neurocognitive disorder.
R3's care plan, initiated February 19, 2018, and
last revised on June 7, 2018, indicated R3 had
experienced multiple falls with multiple serious
injuries. The goals were for R3's left arm fracture
to resolve without complication, and for R3 to
remain safe with the facilities new interventions.
The specific nursing interventions to keep R3
safe were for staff to closely monitor R3 and to
manage his impulsivity.
The nursing staff's first documented fall
assessment for R3 was on May 29, 2018, after
R3 had already fallen eight times. The
assessment indicated that R3 was unsteady,
required hands on assistance to move from place
to place, and exhibited loss of balance while
standing. A narrative section indicated R3 was a
fall risk and staff needed to watch him, as he tried
to stand up on his own. Another fall assessment
on August 3, 2018 indicated similarly, adding that
R3 had general weakness.
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A provider's documentation, dated May 31, 2018,
indicated R3 had a recent hospitalization after he
fell and hit his head on the floor and sustained a
right forehead laceration with five stitches above
his right eyebrow. Due to his cognition, R3 was
impulsive.
R3's care plan, dated July 24, 2018, indicated an
intervention was for R3 to ambulate with front
wheel walker support and contact guard (place
one or two hands on the resident) three times per
day, five days per week, and to increase to
minimal assist with verbal cues for safety.
Precautions indicated R3 was a fall risk and had
a left arm fracture.
R3'S Treatment Administration Record (TAR) for
February through August 2018 indicated,
"PLACE ON SECURED UNIT DUE TO
CONFUSION, CANNOT LIVE IN
UNSTRUCTURED SETTING DUE TO
DEMENTIA AND LOW COGNITIVE ABILITY.
Review of documentation of R3's fall incidents
and progress notes, from February 2018  August
2018, indicated that he fell 11 times, and
sustained injury 8 of the 11 times. Besides a left
arm fracture, R3 hit his head during at least six of
the falls. Four of R3's falls resulted in
hospitalization, and one eyebrow laceration
required stitches. Factors that staff consistently
attributed to R3's falls were an unsteady gait,
impaired cognition, and attempting to
selftransfer without asking for staff assistance.
R3 was often barefoot when he fell.
Documentation indicated staff would sometimes
remind R3 to call for help; however, reminders
were ineffective due to R3's cognitive
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impairment. The day R3 admitted to the facility,
and another time in July, he fell and staff did not
complete a fall incident report. For a couple other
falls, staff did not complete documentation of a
postfall scene investigation. Progress notes
indicated that R3 attempted to selftransfer
throughout his stay at the facility. Regarding
supervising/visualizing R3, staff only witnessed
three of his eleven falls at the facility.
Review of occupation therapy (OT) notes from
February 2018  August 2018, indicated that R3
needed staff supervision with his activities of
daily living (ADL)'s mobility to prevent falls. R3
stood up from his wheelchair whenever he chose
to, sometimes carried his walker instead of
pushing it, and had problems with balance. R3
was more able in the AM versus the PM due to
his dementia, with short and longterm memory
problems and decreased safety awareness. His
repeated falls with a broken arm and repeated
head injuries hindered R3's progress with OT.
With repeated head injuries, R3 became weaker
and had more difficulty processing simple
commands.
Review of physical therapy (PT) notes from
February 2018  August 2018 indicated that R3
was at high risk for falls. The notes indicated that
R3 was making some progress with physical
therapy; however, R3's falls with head injury
interrupted progress with PT, with declines in
muscle strength, coordination, and balance.
When interviewed on November 14, 2018 at
12:53 p.m., the DON stated staff talked about R3
often standing on his own, and the facility was
responsible for R3's safety and trying to prevent
falls. With R3 having multiple falls, the DON
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thought the facilities efforts to prevent the falls did
not work. The DON stated the facility should
exhaust all efforts to prevent falls, and with a
resident like R3 that needed continuous
supervision, staffing could have been an issue.
The DON thought R3 probably needed to be in a
different setting if they were unable to provide
continuous oneonone supervision for him, if that
is what he needed. The DON stated if R3 were
currently in the facility, he would probably have
oneonone supervision. The DON stated
interventions should stem from the falls
assessment. Besides yearly education on falls,
the DON stated staff should also be educated
with each fall incident, if warranted. The DON
admitted R3 fell many times, and it was
concerning.
During an interview on January 25, 2019 at 5:01
p.m., FJ stated she would not see staff on the
floor for 20 minutes, or sometimes she saw one
or two staff, and she met with Administrators at
the facility. FJ stated his first week at the facility,
R3 fell and broke his arm, and he later suffered a
bloody eye and stitches. FJ stated she told a
nurse on the unit they needed to supervise R3
more to make sure he is not falling, or he could
end up losing his life. FJ stated after his first fall
with injury, R3 stopped smiling and was less
outgoing, and would sit in his wheelchair. FJ
stated R3 was confused for about a month before
his passing, after multiple falls, and looked like
he was lost without expression. FJ stated R3
was outgoing prior to going to the facility, at the
facility he sat in a quiet state, and R3's falls set
him back as if he was losing something with each
fall.
When interviewed on January 30, 2019 at 4:57
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p.m., FK stated R3 fell quite a bit at the facility,
and a hospital doctor told FK that R3 had blood
on his brain that became worse with each fall.
FK stated R3 needed staff to supervise him.
During one visit, FK was looking into taking R3
to a local barber for a haircut, before attending a
funeral the next day for R3's sister. FK stated he
left for 10 minutes to see if a local barber could
cut R3's hair, and before he left, he told a staff
person at the nursing station that he would return
soon. FK stated he was gone for 1011 minutes,
and when he returned staff told him R3 fell again
and they rushed him to the hospital. As a result,
R3 was unable to attend his sister's funeral. FK
stated he always saw one staff person, versus
two or three, when he visited R3, and the facility
needed to have enough staff to protect R3. FK
stated injuries that R3 suffered included a broken
arm, black eye, and stitches due to his falls. FK
stated when R3 first transferred to the facility,
hospital records indicated R3 was at high risk of
falling.
During an interview on January 31, 2019 at 5:22
p.m., FL stated the facility was understaffed and
the staff undertrained. FL stated when he visited
he saw R3 sitting in the hallway, without staff
attention. FL stated a hospital doctor told him R3
had bleeding on his brain due to repeated falls.
FL stated R3 had dementia, and at night could
get up unsure of his surroundings, and the facility
had a thin mat at the bedside that would not
prevent a head injury. FL stated R3 needed help
with everything, and after repeated falls, it took
longer for R3 to recognize him.
When interviewed on February 4, 2019 at 10:30
a.m., LPNM stated R3 selftransferred from his
bed to his bathroom at night, he had an
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unbalanced gait, and would sometimes fall.
LPNM stated R3 had dementia and would not
use a call light or verbally call out for assistance.
The mat beside R3's bed could cause him to fall
too, as it happened one night when R3 slid on
the mat and fell to the floor. LPNM stated the
facility has a shortage of staff, including during
the time that R3 was at the facility. LPNM stated
although the staff wanted to help as much as
they could, it was hard to monitor R3. For
example, staff could be performing rounds on the
other side of the unit, and R3 could fall. LPNM
stated he recalled writing a progress note
indicating R3 needed a bed alarm to notify staff
when he was trying to get up. LPNM stated the
main intervention for nursing staff was to
increase monitoring of R3, but he did not recall
any oneonone staffing for R3. LPNM stated
when staff increased monitoring of R3 after a fall
it was for 2472 hours at most, depending on the
nurse, and then returned to a lower level of
supervision. LPNM thought it was unfair to R3
and other residents that there was a shortage of
staff, care became difficult, he found R3 on the
floor before he could reach him, and felt bad
about it. LPNM thought shortage of staff could
have been the major cause for R3's multiple falls.
During an interview on February 4, 2019 at 11:23
a.m., RNN stated R3 tried to get up and walk,
and he had an unsteady gait. RNN stated R3
was confused, had dementia, and thought he
could do things by himself. R3 did not use a call
light, and he did not call for help either. RNN
stated reminders for R3 were ineffective, as he
would not remember them. Similar to LPNM,
RNN stated staff would sometimes work with
other residents and come back to find R3 walking
on his own, and R3 did not have oneonone
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staffing. RNN stated it definitely would have
helped to have extra staff on the unit, or a
oneonone for R3. RNN stated R3 fell during
one of his night shifts, R3 probably wanted to use
the bathroom, and RNN sent him to the hospital.
R3 was supposed to wear shoes when he walked
with staff assistance, but he could not put his
shoes on himself. RNN stated the only sure way
to prevent R3 from selfambulating would have
been to have extra staff visualizing him.
When interviewed on February 5, 2019 at 12:05
p.m., LPNO stated R3 came to the facility as a
high fall risk. LPNO thought that as he worked
with therapy and improved his strength, R3
began to gain confidence in walking and became
at even greater risk of falling, and at that time
R3's level of supervision should have increased.
R3 was very forgetful and selfambulated without
ever asking for staff assistance. LPNO stated
she prayed each time she worked that she would
finish her shift without R3 falling, as his fall risk
was intense. LPNO stated she would not take a
break, and was able to fend off some falls that
way. LPNO stated there is fewer staff as the day
progresses, with the most people during the day,
fewer during evening shift, and the fewest at
night, when multiple of R3's falls occurred.
LPNO explained that when staff cared for other
residents, it created a window when nobody was
supervising R3, and he would be likely to fall.
LPNO stated R3 needed a focused oneonone
staff assignment all of the time, with increased
staffing especially at night, since things
happened when night staff was doing rounds.
LPNO stated the last fall that caused R3 to go to
the hospital occurred at night. LPNO stated the
facility determines staffing needs according to
census, but not according to the number of
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resident needs. LPNO stated someone like R3
also needed regular staff to work with him, who
knew the resident well, and that staffing affects
the continuity of care. LPNO stated they need
more staff at critical times, they had other
residents on the unit that needed 1:1 supervision,
and that staff had to split their supervision
between different residents.
During an interview on February 5, 2019 at 3:21
p.m., NAP stated she did not know why R3 had
multiple falls, as staff did not communicate a
cause. NAP stated R3 never used a call light or
otherwise called for help. NAP stated staff told
the aides to try to remind R3 to call for help, but
he did not respond to staff reminders. NAP
stated they tried to take care of R3 similar to if he
was supervised as a oneonone, and for a
month or longer they checked on R3 every 15
minutes to see if he needed to use the bathroom;
however, NAP did not recall there ever being
actual oneonone staffing for R3. NAP stated
each aide provided cares for eight residents, so
they were not able to focus only on R3, unless
there was additional staff. NAP did not think the
fall interventions were effective, given the number
of nursing staff, and they relied on others to
contribute to supervising R3, such as activities
staff.
When interviewed on February 6, 2019 at 4:07
p.m., NAQ stated R3 had dementia, was
forgetful, and never used his call light.
Sometimes R3 would wake up during the night
and walk to the bathroom on his own, although
staff was supposed to assist him. NAQ stated
R3 required the assistance of one or two staff,
depending on the day. There are two NA's and
night, and they typically perform rounds together
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on approximately 40 residents. NAQ thought the
facility could have provided a staff person to care
for R3 specifically, because he needed the extra
care and supervision to keep him safe. NAQ
stated the staff would perform rounds, visit R3
and leave his room, and not know if the next
minute R3 would need to use the bathroom and
get up on his own. NAQ stated staff would be in
the next room performing cares and hear R3 call
for help. NAQ thought that due to inadequate
staffing, R3 experienced multiple falls, as he
needed additional supervision and staff could not
keep an eye on R3 for the entire shift. NAQ
stated staff would sometimes perform 15minute
checks on R3 for a temporary period, perhaps up
to two or three weeks and then stop.
The Medical Examiner Cause of Death
Worksheet indicated that R3 died due to acute on
chronic subdural hematoma (brain bleeding),
caused by blunt head trauma from multiple falls
over a period of months. The worksheet indicated
R3's most recent head trauma was on August 8,
2018 at the facility. Description of how the injury
occurred was, "DECEDENT FELL 5/7/18 (FALL
WHILE GETTING UP FROM WHEELCHAIR),
WITH SEVERAL SUBSEQUENT FALLS". Facility
records indicated that R3 actually first hit his
head in two other falls at the facility, prior to May
7, 2018.
An undated facility policy titled "Admission
Assessment and Follow Up: Role of the Nurse",
indicated under "Reporting" to "Notify the
supervisor and the Attending Physician of
immediate needs that the resident may have."
The policy also indicated, "Report other
information in accordance with facility policy and
Minnesota Department of Health
STATE FORM

6899

CTLE11

If continuation sheet 37 of 40

PRINTED: 02/13/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NURSING & REH

A. BUILDING: ______________________
B. WING _____________________________

00255
NAME
OF PROVIDER
OR SUPPLIER
CENTENNIAL
GARDENS
FOR

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
01/10/2019

STREET ADDRESS, CITY, STATE, ZIP CODE

3245 VERA CRUZ AVENUE NORTH
CRYSTAL, MN 55422
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

21850 Continued From page 37

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

21850

professional standards of practice."
An undated facility policy titled "Change in a
Resident's Condition or Status" indicated, "Our
facility shall promptly notify the resident, his or
her Attending Physician, and representative
(sponsor) of changes in the resident's
medical/mental condition and/or status (e.g.
changes in level of care, billing/payments,
resident rights, etc.)." The policy indicated a
nurse supervisor/charge nurse would notify the
attending physician or on call physician when
there was a significant change in the resident's
physical condition, a need to alter the resident's
medical treatment significantly, or a need to
transfer the resident to a hospital.
An undated facility policy titled "Safety and
Supervision of Residents" indicated, "Our facility
strives to make the environment as free from
accident hazards as possible. Resident safety
and supervision and assistance to prevent
accidents are facilitywide priorities." The policy
further indicated, "1. Our residentoriented
approach to safety addresses safety and
accident hazards for individual residents. 2. Staff
shall use various sources to identify risk factors
for residents, including the information obtained
from the medical history, physical exam,
observation of the resident, and the MDS. 3. The
interdisciplinary care team shall analyze
information obtained from assessments and
observations to identify any specific accident
hazards or risks for that resident. The care team
shall target interventions to reduce the potential
for accidents." The policy indicated, "2. Resident
supervision is a core component of the systems
approach to safety. The type and frequency of
resident supervision is determined by the
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individual resident's assessed needs and
identified hazards in the environment."
An undated facility policy titled "Elopements"
indicated, "Staff shall promptly report any
resident who tries to leave the premises or is
suspected of being missing to the Charge Nurse
or Director of Nursing." The policy further
indicated, "c. If the resident is not located, notify
the Administrator and the Director of Nursing
Services, the resident's legal representative
(sponsor), the Attending Physician, law
enforcement officials, and (as necessary)
volunteer agencies (i.e., Emergency
Management, Rescue Squads, etc.)".
An undated facility policy titled "Falls and Fall
Risk, Managing" indicated, "Based on previous
evaluations and current data, the staff will identify
interventions related to the resident's specific
risks and causes to try to prevent the resident
from falling and to try to minimize complications
from falling." The policy indicated staff would
consult with the attending physician and
pharmacist, and, "If falling recurs despite initial
interventions, staff will implement additional or
different interventions, or indicate why the current
approach remains relevant."
An undated facility policy titled "Falls  Clinical
Protocol" indicated, "If the individual continues to
fall, the staff and physician will reevaluate the
situation and consider other possible reasons for
the resident's falling (besides those that have
already been identified) and will reevaluate the
continued relevance of current interventions."
An undated facility policy titled, "Abuse
Prevention Program", indicated, "Our residents
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have the right to be free from abuse, neglect,
misappropriation of resident property, corporal
punishment and involuntary seclusion."
SUGGESTED METHOD OF CORRECTION: The
Director of Nursing (DON) or designee could
reeducate staff on facility policies and
procedures related to obtaining timely medical
treatment, communicating and implementing
elopement precautions, and communicating and
implementing interventions to prevent recurring
resident falls (including discussion of modifying
or changing current interventions if they are
failing). The DON or designee could also
reeducate staff on the facility's abuse/neglect
prevention policies and procedures. The DON or
designee could then perform audits to ensure
that staff is applying their knowledge in these
realms to safely care for residents. Results of
audits could be reported to the quality assurance
committee.
TIME PERIOD FOR CORRECTION: Twentyone
(21) days.
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An abbreviated standard survey was conducted
to investigate case H5289064, H5289065,
H5289067, and H5289069. As a result, the
following deficiencies are issued: F684 is issued
for H5289064, and F689 is issued for H5289067
and H5289069. The facility is enrolled in ePOC
and therefore a signature is not required at the
bottom of the first page of the CMS2567 form.
Electronic submission of the POC will be used as
verification of compliance.
F 684 Quality of Care
SS=G CFR(s): 483.25

F 684

§ 483.25 Quality of care
Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive personcentered
care plan, and the residents' choices.
This REQUIREMENT is not met as evidenced
by:
Based on interview and document review, the
facility failed to ensure timely identification,
evaluation, and treatment of a new skin infection
for 1 of 5 residents reviewed for quality of care.
This resulted in actual harm for R1, when a
family member scheduled and arranged
transportation for R1 to a clinic doctor's
appointment, and the doctor determined R1
required immediate inpatient hospital treatment.
In the emergency room, hospital staff treated R1,
and then transferred her to another hospital that
was better equipped to provide infectious disease
treatment.

2/27/19

It is the policy and procedure of
Centennial Gardens Nursing and
Rehabilitation ensure that quality care
and treatment be provided to all facility
residents.
R1 is no longer a resident at the facility.
Licensed staff will be inserviced
beginning February 13th 2019 on change
of resident condition and shift change
reporting. Admissions coordinator will be
inserviced on notification to the assigned
MD on pending admission. Health
Information Unit Clerk will ensure MD

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

TITLE

Electronically Signed

(X6) DATE

02/11/2019

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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Findings include:
R1 transferred to the facility on August 11, 2018,
with diagnoses including diabetes, cirrhosis of
the liver, thrombocytopenia (low blood platelets),
and dermatitis.
R1's hospital discharge summary, dated August
11, 2018 at 10:12 a.m., indicated her discharge
diagnoses did not include anything involving the
skin on her upper left leg. The hospital
physician's discharge instructions indicated for a
provider at the facility to see R1 in three to four
days.

schedule visit be obtained and updated
accordingly.
Audits of shift change reporting will begin
February 18th 2019 and will continue
daily x 10 days, weekly x4 weeks, then
monthly to ensure compliance.
Director of Nursing and/or designee will
be responsible to ensure compliance.
Audits will be reviewed by the
Administrator and any deviations to this
procedure will be reviewed by the QAPI
committee for recommendations.

A nursing admission packet, dated August 12,
2018 at 3:48 p.m., indicated R1 admitted to the
facility for rehabilitation from a hospital and was
cognitively intact. R1 had slight pitting edema to
her left lower leg, a blister on the front of her left
lower leg, and redness on her left ankle and heel.
R1 had a superficial wound on her buttocks and
redness to her groin. She used a wheelchair and
could not walk. R1's pain assessment indicated
that over the past five days her worst pain was
3/10 on a 10point scale, with 10 being worst.
A progress note on August 12, 2018 at 4:21 p.m.
indicated R1 required the assistance of two staff
for transfers, toileting, bed mobility, and dressing.
She was independent with eating, grooming, and
wheeling herself in a wheelchair.
A progress note on August 13, 2018 at 4:39 p.m.,
indicated R1 complained of pain in her left leg
rated 4/10 that was alleviated when resting. The
nurse noted mild edema in R1's left leg and right
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A progress note on August 14, 2018 at 12:01
p.m. indicated R1's family member left a voice
mail for social services (SS) and then came to
the facility to speak with a SS staff in person (this
occurred on the evening of August 13 per the
family member). On August 13, 2018, the family
member said she noticed red marks on R1's left
leg, and on the side of her leg new bumps that
were red, white, and blue. The family member
said the skin concerns were not present when R1
discharged from the hospital to the facility a
couple days prior. A nurse said that a spot on the
resident's leg was hot to the touch and might be
infected. The family member said the doctor at
the hospital wrote in the discharge orders sent
with the resident that R1 should see a doctor
within three days of admitting to the facility. The
family member wondered if R1 had seen a doctor
at the facility, and if not, said R1 could go outside
the facility to see her primary care physician
(PCP) for evaluation. At that point, the family
member wanted R1 to see a doctor by the next
day, Tuesday August 14. The SS staff person
spoke with a nurse manager about her
conversation with the family member, and the
nurse manager said she would call the daughter.
R1's treatment administration record (TAR),
indicated a once weekly head to toe skin and
body assessment was entered into the TAR on
August 14, 2018, three days after R1 had
admitted to the facility.
A progress note on August 15, 2018 at 10:05 a.m
indicated R1 stated she needed help to get out of
bed and to get ready for an appointment (family
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A progress note on August 15, 2018 at 12:13
p.m. indicated a nurse explained to the
concerned family member that the facility doctor
would be able to see R1 that week. The family
member stated she would make her own
appointment for R1. The nurse notified the
oncall provider, and the provider gave an order
that staff could send R1 to the hospital if needed.
The note indicated staff did not send R1 to the
hospital. (According to a family member, this note
describes events that occurred on August 14).
A progress note on August 15, 2018 at 12:43
p.m. indicated R1's left leg was swollen, slightly
red to purple in color, with small weeping blisters
on her outer thigh. R1 complained of pain rated
5/10.
A progress note on August 15, 2018 at 13:31
p.m. indicated an in house provider saw R1 and
explained to her that she did in fact have an
infection and the provider would start antibiotics
(this was approximately one hour before R1's
PCP appointment, whom a family member
initiated, scheduled, and arranged
transportation).
On August 15, 2018 at 1:48 p.m., a Physician
Assistant (PA) at the facility documented seeing
R1. The PA's documentation indicated R1 had an
infected rash on her entire leg, and reported
rigors. The PA noted pustular areas on R1's
upper lateral thigh, and weeping from her lower
leg with pitting edema. The PA ordered an oral
antibiotic and steroid cream, and she was going
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A progress note on August 15, 2018 at 4:03 p.m.
indicated R1 complained of pain in her left leg
rated 5/10 that was relieved when lying down. R1
continued to have mild edema in her left leg and
right leg stump (R1 was not in the facility at this
time).
An emergency room (ER) physician's note, dated
August 15, 2018 at 4:56 p.m., indicated R1 came
to the ER after her PCP noted extensive redness
with pustules along R1's left thigh and buttocks,
and became concerned for sepsis. R1 had
severe pain in her buttocks, and she complained
of chills and tremors since transferring to the
facility. R1 also had skin lesions on her inner and
outer right thigh, without pustules.
Physician hospital notes, dated August 15, 2018,
indicated R1 transferred to the hospital with a
diagnosis of left leg cellulitis and sepsis. R1's
family member noticed R1's legs had worsened
with formation of new pustules and drainage. R1
was seen by her PCP and referred to the ER for
evaluation, with complaint of chills. R1 had
multiple pustules on her lower left leg, with pain
and redness, and the pustules extended up to
R1's groin area. The pustules were draining
yellow pus fluids, and R1 had chills and night
sweats. In the ER, the physician diagnosed R1
with sepsis, likely due to lower left leg cellulitis
with infected pustules. R1's lower left leg was
tender and hot to the touch.
A progress note on August 15, 2018 at 10:48
p.m. indicated R1's family member called the
facility and informed a nurse that R1 admitted to
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the hospital for increased drainage onto her legs,
and R1 would not be returning to the facility.
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A progress note on August 16, 2018 at 10:11 a.m.
indicated R1 was gone from the facility for most
of the day at an appointment (referring to events
that occurred on August 15), from which she did
not return to the facility. R1 transferred to the
hospital from the appointment and would not
return to the facility.
A physician's hospital note, dated August 18,
2018 at 9:24 a.m., indicated that a wound culture
confirmed R1 became septic due to cellulitis
(infection) of her left lower leg with bacteria.
When interviewed on November 14, 2018 at
12:53 p.m., the Director of Nursing (DON) stated
she was not aware of how soon the physician is
to see a resident who newly admits to the facility,
per the facility's policy. The DON was fairly new
to the facility and unfamiliar with the situation
involving R1. The DON noted a nurse did notice
warmth of the area of concern on R1's left leg the
day before a family member took R1 to the
hospital. The DON stated if it was not an
emergency, staff might not have sent R1 to the
hospital for that reason, and that it depends on
the resident. The DON stated there was a
possibility staff inaccurately assessed the
urgency of the situation. The DON stated she
would have taken R1's vital signs, assessed her,
and notified the physician, especially if the
resident complained about her leg and it had
increased warmth. The DON stated with a newly
admitted resident, a physician has to see the
resident before a nurse practitioner does. The
DON stated she has seen where the physician
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does not always send a resident to the hospital
for warmth of skin where there is the possibility of
cellulitis, and that it would depend on the
appearance of the resident's leg.
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During an interview on January 9, 2019 at 11:06
a.m., Registered Nurse (RN)B stated she
recalled R1 had an issue with her leg. A nursing
assistant (NA) came and requested RNB look at
R1's leg, because the NA thought something was
wrong. RNB stated R1 complained of pain in her
leg and staff could not get her out of bed, as they
were supposed to weigh R1, but R1 refused due
to the pain. RNB stated she helped the NA get
R1 ready for the morning, and then told the NP
about the concern for R1's left leg, and the NP
assessed R1. RNB observed that R1 had little
blisters all over her left lower leg and just above
the knee, weeping clear fluid to the point that
RNB could see R1's bedding was wet. R1's skin
was red to purplish in color and her left leg was
swollen. RNB stated when she saw R1's left leg,
she thought it could be an infection such as
cellulitis due to the leg being red, swollen, and
tender to touch with weeping fluid. RNB stated
cellulitis is a tissue infection and a serious matter
that requires action. RNB was concerned that if
staff did not take action R1 could lose her left leg,
as R1 already had an amputation of part of her
right leg. RNB stated R1 was diabetic and thus
at a higher risk than normal of infections. RNB
thought staff should have sent R1 to the hospital,
but stated she had to accept what the NP
decided. RNB stated not long after the NP saw
R1, her family came and took R1 somewhere
outside of the facility. RNB stated if she had
been aware that family members came and were
concerned, she would have sent R1 to the
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hospital for evaluation. RNB stated she did not
know the on call provider had previously given an
order to send R1 to the hospital if needed. RNB
stated she would rather hospital staff evaluate R1
to know if something was wrong or not. RNB
stated knowing R1 already lost a leg, it should
have been a red flag for staff to be concerned
that R1 could lose her other leg. If RNB knew
R1's family requested that R1 see a doctor, RNB
stated she would have sent R1 to the hospital,
per the family's request. RNB stated lack of
communication amongst staff was an issue
because she did not receive report about a
concern with R1's leg, and she was not aware an
order existed to send R1 to the hospital if
needed. RNB reiterated that if she knew about
the doctor's order, she would have sent R1 to the
hospital without even consulting the NP, and then
informed the NP about her concern for R1 having
an infected leg. RNB stated R1's family took her
to an appointment after that.
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When interviewed on January 9, 2019 at 12:03
p.m., family member (F)C stated her sister
visited R1 at the facility on a Monday, two days
before they took R1 to the hospital, and her sister
took photos of R1's leg. The family member also
photographed R1's leg two days later on
Wednesday, while R1 was still in the facility, and
prior to family taking R1 to an appointment they
scheduled with R1's PCP. FC stated during her
sister's visit to R1 on Monday, two days prior to
hospitalization, her sister told staff that it looked
like R1's leg had cellulitis. A staff person was
applying salve to the lower part of R1's foot and
leg and said they were treating R1 for cellulitis.
FC stated staff told her the doctor was only
available on Monday and Wednesday, and a
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doctor had not seen R1 that Monday, so a doctor
would not see R1 until the following week on
Monday, as the provider's schedule was full on
Wednesday. FC stated she and her sister
communicated to staff that R1 needed to see an
actual physician. FC stated since there was no
staff in charge at the time, staff told them to call
back the next day, Tuesday. FC stated she and
her sister called the facility many times on
Tuesday, left messages, and FC never received
a call back. FC stated she and her sister
arranged to take R1 to see her PCP because the
facility was not going to provide transportation to
see the doctor within a set timeframe. FC stated
on Wednesday her sister went to the facility to
visit R1 and get R1 transported to her PCP. FC
stated when her sister got to the facility, R1's leg
sores were oozing fluid so much that her
wheelchair pad was wet, as well as the floor
under where R1 was sitting. FC stated she and
her sister took these actions for R1 to be
evaluated by a doctor on their own, due to their
concern for R1, and not once had staff contacted
FC. FC stated when R1 saw her PCP, the
doctor determined R1 needed to go to the
hospital immediately, with concern for sepsis.
FC stated in the ER, R1 received intravenous
(IV) fluids and antibiotics, and hospital staff said
they did not have the means, with an infectious
disease team, to treat R1. R1 then transported
via ambulance to another hospital and admitted
for treatment. FC stated R1's leg infection never
resolved. FC stated when R1 first admitted to
the facility, she did not have the bumps on her
legs. When FC saw the photos her sister took of
R1's leg, she stated she was greatly surprised
that staff was not taking the matter seriously, and
R1 needed a physician to evaluate her. FC
FORM CMS2567(0299) Previous Versions Obsolete

Event ID: CTLE11

CRYSTAL, MN 55422
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

ID
PREFIX
TAG

(X5)
COMPLETION
DATE

F 684

Facility ID: 00255

If continuation sheet Page 9 of 22

PRINTED: 02/13/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

245289

OMB NO. 09380391
(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

C
01/10/2019

B. WING _____________________________
STREET ADDRESS, CITY, STATE, ZIP CODE

3245 VERA CRUZ AVENUE NORTH

CENTENNIAL GARDENS FOR NURSING & REHABILITATION
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)
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stated a big cluster of bright red, white, and black
bumps were near R1's upper thigh and extended
down to below her knee. FC stated after her
sister told staff via phone on Wednesday she was
upset that a doctor had not seen R1, and she
was coming to the facility to arrange transport for
R1 to her PCP, the NP saw R1 and ordered
antibiotics, right before FC's sister arrived. FC
stated at that point it was a little late, and
antibiotics was not what R1 needed when at her
PCP appointment the doctor said to get R1 to the
hospital.
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During an interview on January 9, 2019 at 1:19
p.m., RND stated the day R1's family member
came to the facility to take R1 to an appointment,
a PA saw R1 and was going to start treating her
with antibiotics. RND stated the family member
took R1 to the appointment, and R1 never
returned to the facility. RND stated R1 and her
family were upset that a facility doctor did not see
R1 within 48 hours of admission, and RND
stated that a doctor is supposed to see newly
admitted residents within 2448 hours, per her
understanding. RND stated R1 arrived on a
Saturday and a doctor could have seen her on
Monday, but did not. RND stated at the time the
doctor would sometimes come on a Monday or
Wednesday, but there was not a set schedule of
when the doctor would be there, so staff could
not provide R1 or her family with a date and time
the doctor would see R1. RND stated the day
she looked at R1's left leg was the day her family
took R1 to the hospital. RND stated R1's leg was
red and looked possibly infected, like cellulitis.
RND stated R1's leg looked "pretty bad", and
she thought staff should have addressed it
earlier. RND thought on the day staff admitted
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R1 to the facility, they noted some sort of rash,
and the rash became worse over the time that R1
was in the facility. RND stated the Wednesday
R1 went to the hospital was the first time she saw
R1's skin concerns. RND stated she had worked
the two previous days, Monday and Tuesday,
and staff had not said anything to her about it.
RND stated if she was aware of R1's skin, she
could have consulted with the wound team. RND
stated cellulitis involves painful inflammation, can
cause further infection, and if the person is
immunocompromised or has other comorbidities,
could affect those and lead to sepsis without
treatment. RND stated prior to the PA seeing R1,
on the day family took R1 to the hospital, a facility
doctor had not seen her. RND stated
communication from facility staff to the physicians
group was not great when a resident admitted on
the weekend. RND explained that staff is
supposed to fax the new resident's referral and
any other paperwork to the physician's office, so
a physician can review the resident's orders, see
why the resident came to the facility, and
schedule to see the resident. RND stated if staff
does not fax the paperwork on the weekend, it
delays when the doctor will see the resident, as
there was not a set schedule at the time. Overall,
RND's opinion was R1 should have been
evaluated sooner rather than later, and the
nurses working at the time should have known
when to press the issue to send R1 to the
hospital, and what infection looks like. RND
stated it is better to send the resident to the
hospital for evaluation and have them come back
with a clean bill of health than not send them and
the resident becomes worse. RND stated with a
new admission staff were supposed to check the
resident's skin daily during the first five days that
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they were new to the facility. RND stated staff
could have seen R1's skin was getting worse and
addressed it earlier, but staff failed to do so.
RND made the point that the physician is not
going to know what is wrong unless staff inform
them and fully explain it, giving the example that
it would not be enough so say R1 had a red spot.
RND stated the physicians have a lot of trust in
the nursing staff, as the physicians cannot be at
the facility all of the time, and they rely on nursing
judgement. RND stated she did not think nursing
judgement was appropriate for R1. If staff had an
order to send R1 to the hospital, and family was
pressing the issue, nursing staff should have sent
R1 to the hospital for evaluation. RND also
thought staff should have been more diligent
about skin assessments, and stated 24 hours
can make a significant difference if a resident has
an infection. The resident can progress from
being okay to near death, if it is severe enough,
and depending on the resident and what
comorbidities they have.
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On January 10, 2019, photos of R1's left leg were
examined from two days prior to her family taking
her to the hospital, and photos on the day she
went to the hospital. Two days prior to
hospitalization, R1 had many small red, white,
and black bumps on her upper left leg that
extended to below her knee. R1's skin was red
around and between the bumps. She also had
extensive pink coloration of the skin on her left
leg below the knee, with a wound on her lower
left leg above the ankle. On the day of
hospitalization, the skin on R1's upper left leg
had blistered, with an area of the top layer of skin
that was not intact and showing the tissue
beneath. The blisters were predominately white
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in color, with white bumps/blisters progressing
further down the left leg below the knee. Staff
providing personal cares on either day would
easily have seen the skin concerns.
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When interviewed on January 11, 2019 at 11:19
a.m., FE stated she visited R1 in the facility on
the evening of August 13, 2018. That evening
FE had a conversation with the doctor that
discharged R1 from the hospital to the facility the
past weekend. The hospital doctor had ordered
wound care on both of R1's legs, including the
left leg where most of the skin breakdown was
occurring. FE stated facility staff was to apply an
antifungal cream, and then apply a barriertype
tape over the open skin to prevent exposure to
germs in the environment. FE stated initially the
skin breakdown included a small area on R1's
shin and left ankle, and FE checked R1's legs
when she visited on August 13. FE brought up
her concerns with a SS staff person, including
that in the hospital discharge orders a provider
was to see R1 within 72 hours, stating the
hospital doctor told her within three days
maximum, to see how the medication was
working. FE stated R1 had similar skin
breakdown when she had her right leg
amputated below the knee, due to flesheating
bacteria. FE stated she told the SS person she
wanted R1 to see the doctor with 72 hours. FE
stated the SS person said she would track down
the charge nurse and relay the message about
R1 seeing the doctor and being treated for her
legs. FE stated on August 13, R1's left leg
looked much worse than it did when she was in
the hospital, and that was with the facility treating
it. FE saw the barrier tape in one little area, but
stated from R1's ankle up to her thigh had red
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pimplelike spots, and FE wondered why staff
was not treating all of the area, as the barrier
tape was only on the front of R1's shin. FE
stated the red spots had also spread to R1's right
stump, while previously there had been nothing
on the right stump. FE stated she pushed for a
facility doctor to see R1 that day, August 13, but
it did not happen. FE stated that on August 14
she called the charge nurse approximately every
hour, leaving messages each time, without return
calls. Eventually FE spoke with the charge
nurse. FE stated the nurse told her the doctors
were only seeing residents on Monday and
Wednesday, and the nurse did not know why a
doctor had not seen R1 on Monday. FE sought
verification from the nurse that a doctor would
evaluate R1 that day, August 14, but the nurse
told FE she could not guarantee it. FE asked
the nurse to arrange transportation for R1 to a
clinic appointment that FE would schedule. FE
stated the nurse never called her back and
confirmed the facility had arranged
transportation. As a result, on August 14 FE
called R1's primary care clinic and scheduled an
appointment for August 15. FE stated on August
15 she called the charge nurse and social worker
multiple times, never reached them or received a
return call from either, and arranged
transportation for R1 to a primary care clinic
appointment herself. FE stated if necessary, she
was going to push R1 in her wheelchair the three
miles to the clinic, so that a doctor could evaluate
R1 on August 15. FE stated by August 15, R1's
skin breakdown on her left leg had turned into
blisters that popped and oozed onto R1's
wheelchair, with liquid dripping down to the
ground. FE thought it odd that no staff had called
for R1 to go to the hospital, and R1's skin was
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fragile due to being diabetic with liver cirrhosis.
R1 told FE that staff had not said anything about
her left leg. Since R1 had neuropathy and poor
vision, FE stated R1 was unaware of her leg's
condition until FE took a photo and showed R1.
FE stated at the clinic appointment, two doctors
looked at R1's left leg and directed her to go to a
hospital for immediate treatment, including
intravenous (IV) antibiotics. At the first hospital,
FE stated they did not have the infectious
disease team necessary to treat R1, so they
transferred her to another hospital for inpatient
admission and treatment. FE stated at
approximately 9:45 p.m. on August 15, she
received a call from the facility wondering where
R1 was, and by that time, she had already come
to the facility and removed R1's belongings from
her room.
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Documentation received via email on January 12,
2019, indicated the facility could not locate
documentation that they had educated their
nurses on physician notification and when to
seek medical treatment.
R1's death record indicated she died due to a
blood clot in a deep vein (deep venous
thromboembolism) due to an infection in her
blood (sepsis), resulting from a spreading
bacterial infection of her skin (cellulitis), with liver
cirrhosis.
An undated facility policy titled "Admission
Assessment and Follow Up: Role of the Nurse",
indicated under "Reporting" to "Notify the
supervisor and the Attending Physician of
immediate needs that the resident may have."
The policy also indicated, "Report other
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information in accordance with facility policy and
professional standards of practice."
An undated facility policy titled "Change in a
Resident's Condition or Status" indicated, "Our
facility shall promptly notify the resident, his or
her Attending Physician, and representative
(sponsor) of changes in the resident's
medical/mental condition and/or status (e.g.
changes in level of care, billing/payments,
resident rights, etc.)." The policy further indicated
a nurse supervisor/charge nurse would notify the
attending physician or on call physician when
there has been a significant change in the
resident's physical condition, a need to alter the
resident's medical treatment significantly, or a
need to transfer the resident to a hospital.
F 689 Free of Accident Hazards/Supervision/Devices
SS=G CFR(s): 483.25(d)(1)(2)
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2/27/19

§483.25(d) Accidents.
The facility must ensure that 
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and
§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and document
review, the facility failed to provide an
environment free from accidents/hazards for 1 of
4 residents (R4) reviewed when staff left a loose
handrail on a bariatric scale unbolted. When R4
attempted to stand up from his wheelchair and
get onto the scale, he grabbed the handrail and it
lifted out of place. R4 experienced actual harm
FORM CMS2567(0299) Previous Versions Obsolete
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when he fell and injured his healing stump, which
caused significant bleeding and pain, required six
stitches, and delayed healing and fitting for a
prosthesis.
Findings include:
R4's admission assessment, dated October 4,
2018, indicated he was cognitively intact, with
diagnoses including acquired absence of his left
leg below the knee, followup for orthopedic
aftercare, and phantom limb syndrome with pain.
Staff assessed R4 to be unsteady, but able to
stabilize without human assistance, when moving
from seated to standing position. R4 was
unsteady, and only able to stabilize with human
assistance, when walking and turning around. R4
required supervision for transfers and one person
to assist with walking.
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and updated to include any additional fall
interventions.
Licensed staff will review beginning
February 13, 2019 on operation of all
resident related equipment (Hoyer, scale
beds). In addition, maintenance will
repair/replace all resident equipment that
is nonoperable. Safety committee
meeting will be instituted to track safety
and equipment concerns.
Audits will begin on February 18, 2019
daily x 10 working days, weekly x 4
weeks then monthly.
Maintenance Director and/or designee will
be responsible for compliance.
Audits will be reviewed by the
Administrator and any deviations will be
forwarded to the QAPI Committee for
recommendations.

R4's care plan, dated October 9, 2018, indicated
he had stitches to his left below the knee
amputation/stump, which required skin and
wound treatments per doctor orders. The care
plan indicated R4 had one fall while standing for
staff to weigh him.
A facility provider's assessment, dated October 2,
2018 at 11:24 a.m., indicated R4 fell while getting
on the scale with staff. The documentation
indicates R4 fell on his left leg residual limb,
splitting open his surgical incision and resulting in
a laceration that drained a large amount of blood.
The provider concluded R4 needed to go to the
emergency room (ER) for suturing and had staff
call emergency medical services (EMS).
An ER provider noted, dated October 2, 2018 at
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1:17 p.m., indicated R4 presented to the ER with
a laceration to his left leg stump. R4 stated he fell
off a scale that broke when he tried to grab the
handle. When he fell, R4 injured his left leg and
hit his left elbow. The provider's note indicated
the fall caused R4's surgical wound to dehisce
approximately 5 x 1 centimeters (cm), requiring
six sutures to repair. R4 also had an abrasion on
his left elbow.
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A fall incident report, completed October 2, 2018
at 2:21 p.m., indicated an aide assisted R4 to the
tub room for a weight check. R4 locked his
wheelchair and the aide applied a gait belt. R4
grabbed the handrail on the scale and stood up.
When R4 hopped to stabilize his balance, the
handrail came out of place, causing R4 to lose
his balance and fall. R4 hit his left stump and
elbow, and his stump was bleeding. R4 stated as
he was getting on the scale, the handrail came
off and he fell and hit his elbow and stump. The
fall report indicated, "Resident was asked if the
blood was there prior he said no. It just started.
This will be a set back." Due to blood, staff
removed R4's left stump socks and blood started
gushing so that staff had to apply pressure and
call the provider. When a nurse applied a
pressure dressing to R4's new open area, she
noted a piece of skin was torn off, and bleeding
became uncontrolled. An ambulance
subsequently transported R4 to the ER.
During an interview on November 13, 2018 at
10:45 a.m., and on November 14, 2018 at 9:24
a.m., R4 stated he had a fall on a scale in the tub
room, that the rail pulled out and he hit and
damaged his stump. R4 stated he had to get six
stitches and now had a pocket of fluid at the
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bottom of his stump. R4 stated he was not
wearing a gait belt, and staff called 911 after
seeing the injury to his stump. R4 thought his fall
involved faulty equipment. R4 stated his stump
was almost healed before the fall. R4 stated he
was not on the scale with his wheelchair when he
grabbed the top of the handrail with his right
hand and tried to stand, and the handrail came
out and he fell onto his stump. R4 thought that an
aide told him to stand. R4 stated at the time he
was approximately two weeks away from getting
a prosthesis. R4 stated when he fell, the bone on
his stump punched out a piece of skin about the
size of a quarter through his surgical incision.
The wound gushed blood and staff wrapped it
tightly with bandages and called 911. R4 stated
consequently he has experienced pain, initially
rated 10/10, but ongoing pain and a seroma. R4
rated his current pain at approximately 6/10, and
stated he takes Tylenol for it. R4 stated the plan
is to get his prosthesis as soon as the pocket of
fluid goes away, that he will then start wearing a
shrinker sock again.
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Observations on November 13, 2018 before
noon indicated the handrail had bolts in the
bottom of it that were not attached to the base of
the scale. The two bottom ends of the handrail
were sitting on the heads of the bolts in their
respective slots.
When interviewed on November 13, 2018 at
12:02 p.m., a maintenance employee (M)B
stated the Director of Nursing (DON) told him not
to secure the handrail to the base of the scale.
MB was aware a resident had fallen on the
scale. When shown bolts that were screwed only
into the bottom of the handrail but not through to
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the bottom of the base of the scale, to attach the
two parts, MB concluded the bolts were
designed to hold the handrail in place on the
base. MB concluded the scale came with the
handrail attached to the base, and R4's fall was
preventable. MB then prepared to bolt the
handrail to the base of the scale.
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During an interview on November 13, 2018 at
12:40 p.m., the DON stated she was told the
handrail naturally comes off and staff left it
unbolted from the base for ease of transport. The
DON stated the day R4 fell on the scale, a
visiting regional nurse, a maintenance employee,
and herself all looked at the scale, and it was a
team decision to leave the handrail unbolted from
the base so nursing staff could move the scale.
The facility did not have the operation manual for
the scale; however, when asked for it the
Administrator printed the manual from online and
provided it on November 13, 2018 at 2:25 p.m.
The operation manual did not contain relevant
information about the scale's handrail.
When interviewed on November 13, 2018 at 3:37
p.m., and November 14, 2018 at 8:22 a.m., the
Administrator stated the handrail might not have
been bolted down due to staff moving the scale
out of the tub room to weigh residents. The
Administrator stated there is a scale on every
floor of the facility, and the scale is for those who
are ambulatory or who are in a wheelchair, so
there was no reason for staff to move the scale to
other rooms. The Administrator confirmed the
handrail was now secured to the base of the
scale, and they no longer planned to move the
scale from the tub room. The Administrator asked
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MB if he had done any assessments on the
scale's handrail, and MB told the Administrator
he did not have any record of doing so.

CRYSTAL, MN 55422
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

ID
PREFIX
TAG

(X5)
COMPLETION
DATE

F 689

When interviewed on November 14, 2018 at
12:53 p.m., the DON stated R4 fell when staff
was trying to obtain his weight. The DON stated
staff was supposed to roll R4 onto the scale in
his wheelchair, but R4 stood up when the
wheelchair was not on the scale, and when he
did the handrail came up out of place and R4 fell.
The DON had not heard that an aide asked R4 to
stand up, and she did not know why a staff
person did not stop him from standing. The DON
acknowledged the handrail on the scale was not
bolted down, and if it was supposed to be, it was
a concern because R4 used the handrail to pull
himself up to a standing position. The DON
stated R4 opened his stump in the fall and went
to the ER to get stitches. The DON stated that
due to the fall R4 experienced pain, a seroma (a
collection of fluid that builds up under the surface
of the skin), and the injury delayed his healing
and readiness for a prosthesis.
During a phone interview on December 28, 2018
at 2:54 p.m., a sales employee for the
manufacturer of the scale stated the scale has
screws to hold the handrail to the base, and they
screw into the handrail from the bottom of the
base. The employee stated the handrail should
be very snug in the base. Regarding use of the
handrail, the sales employee stated some
persons are able to walk, so they can walk onto
the scale and then hang onto the handrail, to
stabilize themselves while already in the standing
position on the scale. The employee stated the
handrail is not intended to bear a person's weight
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as they pull themselves up from a sitting to
standing position, but to stabilize someone who
is already standing on the scale.
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An undated facility policy titled "Safety and
Supervision of Residents" indicated, "Our facility
strives to make the environment as free from
accident hazards as possible. Resident safety
and supervision and assistance to prevent
accidents are facilitywide priorities." The policy
indicated, "When accident hazards are identified,
the QA&A/Safety Committee shall evaluate and
analyze the cause(s) of the hazards and develop
strategies to mitigate or remove the hazards to
the extent possible."
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