Golden Pond Assisted Living
 January 24. 2025

January 24, 2025

Mr. Marc Cohen, Executive Director
Golden Pond Assisted Living
50 West Main Street
Hopkinton, MA 01748

RE: COMPLIANCE REVIEW REPORT

Dear Mr. Cohen:

This Compliance Review Report (Report) is written in accordance with 651 CMR 12.09(4) and provides a summary of all pertinent information obtained during an Assisted Living Residence (ALR) Compliance Review conducted by the Executive Office of Aging & Independence (AGE) for the following Residence:
 

	[bookmark: _Hlk115880134]Residence Name:
	Golden Pond Assisted Living

	Address:
	50 West Main Street
Hopkinton, MA 01748

	Initial Certification:
	4/10/1997

	Current Certification:
	April 10, 2023 through April 10, 2025

	Last Compliance Review:
	10/3/2023 (Follow up on 11/15/23 and 11/16/23)

	# Certified Total Units:
	173

	Special Care Residences:
	1

	Special Care Units:
	46

	Action Taken:
	Suspension with enrollment freeze that began on 1/9/25; Plan of Correction required

	Previous Action:
	Emergency Action—Modification on 1/9/25
Suspension 10/19/23

	Owner:
	Golden Pond Resident Care Corp.
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Summary of Actions.
Based on information AGE received about a situation with a Resident at Golden Pond Assisted Living (Residence), AGE had taken Emergency Action pursuant to 651 CMR 12.09(4)(f), requiring the Residence to cease enrollment of new Residents effective January 9, 2025.

Related to that situation and Emergency Action, AGE determined it had sufficient information to establish cause to believe that the Residence may not be in compliance with applicable law and regulations and accordingly conducted an on-site Compliance Review pursuant to 651 CMR 12.09 at the Residence on January 14, 2025. Based on the findings of the Compliance Review and as further detailed in this letter, AGE has determined that the Residence is not in substantial compliance with the applicable provisions of 651 CMR 12.00, and that such failure to comply presents a threat to the health, safety, or welfare of its Residents. Therefore, AGE is suspending the Certification of the Residence pursuant to 651 CMR 12.09(4)(d). See Section V-Determination. The Residence may continue to operate but may not accept new Residents until the Assisted Living Certification Unit determines that the Residence is in full compliance with 651 CMR 12.00, any corrective action required by AGE, and all other applicable laws and regulations.

The suspension of the Residence's Certification and the restriction of enrollment of new Residents will continue until at least February 24, 2025, and may remain in effect beyond that date until such time as the Assisted Living Certification Unit determines that the Residence has sufficiently addressed and corrected all findings and demonstrated regulatory compliance. Failure to comply with the required corrective actions in a timely manner may lead to further action, including the revocation of the Residence's Certification.

I Findings.
In accordance with 651 CMR 12.09(4)(b), this Compliance Review Report cites the specific portion of the law(s) or regulation(s) that have been violated and sets forth the corrective action required to be taken by the Residence.



Continue to next page.
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FINDING
REFERENCE
	
SUBJECT AREA
	
REGULATION CITATION
	
    FINDING
	
CORRECTIVE
ACTION
	
REPEAT
FINDING

	A
	General Requirements for an ALR:
· Emergency Response

· Dietary Reviews
	651 CMR 12.04(2)(b)3
651 CMR 12.04(2)(b)4.
	Delayed e-call response time not compliant with ALR policy.

Insufficient monitoring of response times.
Missing testing of system Insufficient dietary reviews.
	See IV A&B
	
y

	B
	General Requirements for an ALR: Special Care
	651 CMR 12.04(4)(a), (d)
	Missing Special Care Residence (SCR) Operational Reviews.
Safety issues identified in the SCR.
	See IV A&B
	

	C
	General Requirements for an ALR:

· Screening and Assessment

· Service Plan Development and Requirements
	651 CMR 12.04(1)(d)
651 CMR 12.04(6)(a)4.a.
651 CMR 12.04(7)(b)
651 CMR 12.04(8)(a)3., (c)
651 CMR 12.06(5)(a)
651 CMR 12.08(1)(s)
	Inconsistent with documenting all requirements of Assessments and Service Plans.

Missing Bedrail assessments.
	See IV A&B
	



y

	D
	General Requirements for an ALR-Service and Service Coordination:

Quality Assurance and Performance Improvement
	651 CMR 12.04(10)(a), (b),
(c), (d), (e)
	Missing or incomplete components of the Quality Assurance and Performance Improvement requirements.

Unsafe SAMM / LMA.
	See IV A&B
	y




y
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	E
	Emergency Preparedness Plan and Reporting Requirements:

· Evacuation Drills and Rehearsals
· Reporting Resident Specific Emergencies
	651 CMR 12.04(11)(a)(4), (d),
(e)
	Insufficient Documentation of elopement drills.

Late submissions of Resident-specific incidents reports.
	See IV A&B
	





y

	F
	General Requirements for an ALR:

Controlled Substances (CS)
	651 CMR 12.04(14)(a), (b)
	Inaccurate CS count procedure.
	See IV A&B
	

	G
	Resident Record:
Progress Notes
	651 CMR 12.05(1)(c)
	Inconsistent documentation of significant events.
	See IV A
	

	H
	Record Requirements:
�orrespondence Log
	651 CMR 12.05(4)
	Missing information is necessary for the continuity of care.
	See IV A
	

	I
	Staffing Requirements:
Staffing Levels
	651 CMR 12.06(4)(a)
	Missing documentation of Staffing Level Reviews.
	See IV A
	

	J
	Training Requirements:

-Training Needs Assessment
· Introductory Visits and Review
· Supervision
	651 CMR 12.07(5) ,(7), (8)
	Missing Training Needs assessments.

Inconsistent documentation of Introductory Visits.

Biannual SAMM evaluations were not consistent
documented for all PC staff.
	See IV A&B
	



y y



UL Summary of Compliance Review
A. Service and Service Coordination Requirements-Emergency Response
· AGE reviewed the Personalized Emergency Response procedures developed to
provide timely assistance to a Resident in the event of an emergency needs situation.
· During the months of June 2024 and December 2024, there were 408 e-calls.
response times over the ten (10) minutes as stated by Residence policy.
· Documentation of Residence management monitoring response times over the ten (10) minute limit was missing for June 2024 and December 2024.
· Documentation of Residence management testing the functionality of the emergency re�ponse system was missing for the 2024 calendar year.

Dietary Reviews
· AGE reviewed the Residence's dietary plan reviews from October 3, 2023, through the date of the Compliance Review to confirm consistency with the most recent edition of the Dietary Guidelines.
· Dietary Reviews for the first and second half of the 2024 calendar year lacked
the inclusion of the required language designating that the meal selections meet the minimum dietary standards of the daily recommended allowances of sodium, sugar and fat content as established by the Food and Nutrition Board of the National Research Council of the National Academy of Sciences.

B. Special Care
· AGE reviewed the Special Care Residence (SCR) operations on the date of the Compliance Review to verify that the SCR is complying with all the required safeguards.
· Documentation to support that the required SCR operations review was
conducted for the first and second half of the 2024 calendar year was missing.
· Deficiencies with operational safeguards related to secure SCR entry and exit doors and procedures to reduce the risk of potential hazards in the physical environment:
· SCR entry and exit doors did not alarm or alert staff when opened during testing. Residence management indicated that all doors should alarm after a short delay when opened.
· SCR laundry room door was unlocked.
· [image: ]Items blockin electrical anels in SCR mechanical room.
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C. General Requirements for an Assisted Living Residence (ALR)
· AGE reviewed ten (10) Resident Records reviewing documentation from October 2023 through the date of the Compliance Review to determine compliance with the requirements for Screenings, Assessments and Service Plan Development and Requirements.
Screening and Assessment
· Ten (10) records were missing documentation of a medication administration reassessment being completed to determine if the resident is capable of performing the particular method(s) of independent medication administration.

Service Plan Development and Requirements
· Two (2) records were missing documentation of a Service Plan reassessment required within 30 days after the commencement of residency.
· Three (3) SCR records were missing individualized documentation
enrichment activities provided to the residents.
· Three (3) SCR records were missing documentation that the Resident is provided 24-hour per day, onsite awake staff.
· Two (2) records were missing documentation of a reassessment and service
plan review being completed every six months.

Bed Rail Assessments
· AGE reviewed the Residence records of 23 Residents utilizing bed rails/ U-bars or similar devices for the period of October 2023 through the date of the Compliance Review to determine compliance with the required assessment by a physical/occupational therapist every six months.
· Documentation of an assessment conducted by a physical/occupational therapist every six months for seven (7) Residents noting that the Resident can independently navigate around a bed rail/ U-bar for the calendar years reviewed was missing.

D. Quality Assurance and Performance Improvement
· AGE reviewed documentation to ensure the Residence has established an effective, ongoing quality improvement and assurance program for Service Planning, Safety Assurances, and Medication Quality from October 2023 through the date of the Compliance Review.

Service Planning
· • Documentation of an audit summary identifying records by number or code and a target date for follow up action was missing for the 2024 calendar year.

Resident Safety Assurances
· Documentation of a Resident Safety Policy review was missing for the 2024 calendar year.
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· 

contacted Residence manage Residence policy on the use of
-Residence manage policy concerning the use of or evaluations on the use of
Medication Quality Plan


AGE
cember 24, 2024 a	he and recent PC staff
that the Residence did not have a
d that PC staff did not receive training
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· AGE reviewed the Residence's quarterly medication documentation audits from October 2023, through the date of the Compliance Review to ensure compliance with SAMM and LMA Residence policies.
· Documentation of a quarterly medication review summary for both SAMM and
LMA was missing for the last two quarters of the 2024 calendar year.
· Documentation of an audit summary identifying records by number or code was missing for the second quarter for SAMM and the first two quarters of the 2024 calendar year for LMA.
· Documentation of an audit summary setting a target date for follow-up action
was missing for the second quarter for SAMM and the first two quarters of the 2024 calendar year for LMA.

Medication administration observation
· AGE observed one (1) Personal Care (PC) staff and one (1) nurse providing medication assistance to ten (10) Residents to ensure the Residence has developed and implemented systems that support and promote safe SAMM / LMA.

SAMM
· For one (1) Resident, AGE observed an unlabeled family-filled medication cassette filled with medication, along with pharmacy-filled medication packs with all the medication blisters peeled open with unsecured pills still in the blisters. The PC staff was unsure why this Resident's medication storage container was in such a state of non-compliance. The PC staff alerted a nurse. The nurse then informed both the PC staff and AGE that she had opened all the blister packs, identified the pill in each blister that had been discontinued by the Resident's physician, removed the discontinued pill from each blister pack, and placed the discontinued pill� in the family-filled medication cassette. The compromised blister packs were left with loose medications in the medication storage unit. When the nurse was questioned by AGE, she stated she had assumed the pharmacy would not replace the medication blister packs due to the discontinuation of just one pill and took independent action as stated above, to rectify the situation. AGE also observed medication kept in the medication storage unit, that was not listed on this Resident's SAMM sheet or Medication Administration Record (MAR).

LMA
· AGE observed the nurse providing LMA passes to Residents without any MARs or pharmacy sheets to compare with the pharmacy filled medication packs for accuracy or to document the successful or unsuccessful medication administration.
The nurse mentioned that she was not going to carry the medication book around. During afternoon LMA passes, the nurse had the book but did not bring it into all of the Residents' rooms.
· AGE observed that the nurse did not perform any hand hygiene process prior to,
or after, providing LMA for six (6) Residents.
· The nurse was not able to provide "crush orders" for three (3) Residents for whom she crushed medications.
· AGE observed that the nurse used the same handheld medication crusher for three (3) Residents for whom she crushed medications without cleaning or sanitizing such crusher between Residents.
· AGE observed the nurse drop a pill during LMA administration for one Resident, pick it up off the floor, mention the "five second rule" and proceed to give the pill to the Resident.
E. Emergency Preparedness Plan and Reporting Requirements Evacuation Drills and Rehearsals
· AGE reviewed the Residence's Emergency Plan to ensure compliance that the
Residence can address potential disasters and emergencies.
· Documentation of an elopement drill was missing for the second and third shift for the 2024 calendar year reviewed.

Reporting Resident-specific Emergencies- Incident Reports
· AGE reviewed the Residence records and incident reports from October 2023 through the date of the compliance review to determine whether the Residence complied with the requirement that qualifying incidents are received by AGE within 24 hours after the occurrence of the incident or accident.
· The Residence filed 31 incident reports greater than 24 hours after the occurrence of the incident or accident.

F. Controlled Substances
· AGE reviewed the Controlled Substance (CS) procedure to provide safeguards to prevent theft from Residents who participate in SAMM / LMA.
· Upon review of the controlled substance practices of the Residence, it was discovered that the Residence was inconsistent in documenting a controlled substance count for all Residents prescribed a controlled substance in accordance with the Residence policy.

· The nurse did not have any log or declining count document, as required by Residence policy, to record the administration of or the count of Controlled Substances. The nurse instead used a sticky note with handwritten numbers from, as she stated, figures from previous counts. AGE observed the nurse not counting controlled substance medications prior to, or after administering these medications during three (3) LMA passes.

G. Resident Records- Progress Notes
· AGE reviewed ten (10) Residents' records to determine compliance with record requirements.
· Inconsistent documentation of significant occurrences in the Progress Notes for
two (2) Residents.

H. Record Requirements- Correspondence Log
· AGE reviewed the documentation maintained in two 90-day correspondence logs to communicate necessary information to maintain the continuity of care for Residents.
· The Traditional and Special Care log did not consistently document all
significant or pertinent information necessary to maintain the continuity of care for all Residents.

I. Staffing Requirements- Staffing Levels
· AGE reviewed the Residence records to determine compliance with Staffing Level requirements.
· Documentation to confirm the Residence conducted quarterly staffing level
assessments were missing for the second quarter of 2024.

J. Training Requirements-

Training Needs Assessment
· AGE reviewed the Residence records to determine compliance with annual training needs assessment requirements.
· Documentation of annual training needs assessments was missing for 2024
calendar year reviewed.

Introductory Visit and Review
· AGE reviewed the records of ten (10) Residents to determine compliance with the requirements that a nurse review the Resident's service plan with all relevant personal care workers within the 48 hours after the provision of service or with any change of condition of the Resident:
· Three (3) records were without documentation to support that Introductory
Visits were consistently conducted with all applicable staff prior to or within 48

hours, at the time of move-in, or at the time of change in the Resident's condition.
· Documentation confirming the completion of Introductory Visits for all PC staff
for Residents utilizing Hoyer lifts at the time of move in or after a change of condition was missing. Management stated to AGE that no PC staff have been introduced by an ALR nurse to ensure the safe use of Hoyer lifts.

Supervision
· AGE reviewed the records of six (6) Personal Care (PC) staff to determine compliance with SAMM skills and Personal Care evaluation requirements in the calendar year 2024 through the date of the Compliance Review.
· Documentation confirming the completion of transfer skills evaluations utilizing
hoyer lifts every six months was missing from six (6) records. Management stated to AGE that no PC staff have been evaluated by a nurse in the safe use of hoyer lifts.

IV. Corrective Actions.

A. General Corrective Actions
Complete and submit to AGE each of the following:
1. A specific plan of what will be or has been done to correct each of the cited in Section II above.
2. Provide a description of what will be done to prevent recurrence of each of the issue(s) identified in Section II to ensure the problem does not recur.
3. Identify the designation of the individual(s) who will be responsible for monitoring the correction; and,
4. The date by which each correction will be achieved.

B. Specific Corrective Actions. Submit to AGE the following:
1. Documentation of a newly completed operational testing for all Personal Emergency Response pendants and pull cords.
2. Documentation of a newly completed SCR operational review including that all SCR doors are secured and alarmed.
3. Documentation confirms that all applicable residents have a current bed rail assessment and that bed rails have been removed from Residents who have been assessed to not need bedrails.
4. Documentation of a newly completed Medication Quality Plan Review, including a Medication Storage Unit audit, for all Residents on SAMM and LMA.
5. Documentation of a newly completed Infection Control in-service training for all nurses and PC staff.
6. Documentation of a newly completed LMA medication competency test for all nurses.
7. Documentation of a newly completed Safety Policy and Procedure Review.
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8. Documentation confirming a newly completed elopement drill for all staff on all shifts.
9. Documentation of current training for all care and nursing staff related to the Residence Controlled Substance Policy and the accurate count and reporting of inaccuracies of Controlled Substances.
10. Documentation of a newly completed Training Needs Assessment.
11. Documentation confirming new Introductory Visits for all Residents has been completed by an ALR nurse for all PC staff and that those Introductory Visits include a Hoyer lift needs review for appropriate Residents.
12. Documentation confirming skills evaluations have been completed by an ALR nurse for all PC staff concerning the use of Hoyer lifts.

V. DETERMINATION:
Due to the significance of findings, and effective as of the date of this letter, AGE suspends the Residence's Certification and is requiring corrective action in accordance with 651 CMR 12.09(4)(b) through 12.09(4)(d). As a condition of the suspension, the Residence must submit to AGE a copy of its current Resident census as of the date of this letter and subsequently submit a current copy of its Resident census by the close of business on Friday each week the Residence's Certification remains suspended. Also, the Residence shall submit the required documents listed in Section IV.B., Specific Corrective Actions, no later than the close of business February 7, 2025.a

Pursuant to 651 CMR 12.10(4), AGE will transit	notice regarding the suspension to each Resident or Legal Representative and appropriate governmental agencies. Upon receipt of this letter, the Residence must immediately submit to AGE a complete and accurate list of the names and addresses of every Resident and/or their Legal Representative. The list must include every Resident's Unit number and date of move-in and be in Word or Excel format.
The Residence must address all findings and comply with the corrective actions listed within 30 days.1 The submission of the corrective action plan will not alter the suspension of the Residence's Certification. The suspension of the Residence's Certification will continue until further notice and will remain in effect until such time as the Assisted Living Certification Unit determines that the Residence has sufficiently addressed and corrected all findings and demonstrated regulatory compliance. Failure to comply with the required corrective actions in a timely manner may lead to further action, including the suspension or revocation of the Certification.

AGE may conduct a compliance review at any time to determine the Residence's compliance with implementation of the corrective actions submitted in response to the suspension of its ALR certification status.

1 If a particular finding cannot be corrected within thirty (30) days due to the nature of the corrective action, the Residence's corrective action response must include a schedule for completion within a reasonable period of time.
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Next Steps:

In accordance with 651CMR 12.09(4)(g), you are required to respond in writing to AGE within 10 days after receiving this notice indicating agreement or disagreement with the findings. If you agree with the findings, please submit in writing to AGE all required information / corrections by February 23, 2025.

If you disagree with the findings, you may request an Informal Review pursuant to 651CMR 23.10(1) by submitting your request using certified mail, return receipt requested together with a detailed written rebuttal of the findings within 10 days of your receipt of the letter.

If you have any questions regarding this matter, please contact Tome Thompson at 617-573-1752 or by email at Thomas.j.thompson@mass.gov.

Sincerely, 

Robin Lipson, Secretary
Executive Office of Aging & Independence
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