
    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically delivered
October 25, 2024

Administrator
Folkestone
100 Promenade Avenue
Wayzata, MN  55391

RE:   CCN: 245621
  Cycle Start Date: October 17, 2024

Dear Administrator:

On October 17, 2024, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.     

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.     

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within  ten (10) calendar days  after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.    

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

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

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

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

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

� The date that each deficiency will be corrected.
� An electronic acknowledgement signature and date by an official facility representative.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•        Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

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

•   Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

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

Alex Warren, Regional Operations Supervisor
Duluth District Office
Health Regulation Division
Minnesota Department of Health
11 East Superior Street, Suite 290
Duluth, MN 55082
Email: Alex.Warren@state.mn.us
Cell: 651‐279‐5375 Office: 218‐302‐6186

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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

If substantial compliance with the regulations is not verified by January 17, 2025 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b).     

In addition, if substantial compliance with the regulations is not verified by April 17, 2025 (six months
after the identification of noncompliance)  your provider agreement will be terminated.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

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

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

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division    
      P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm    

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
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Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens
State Fire Safety Supervisor
Health Care & Correctional Facilities
MN Department of Public Safety‐Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101
Email: travis.ahrens@state.mn.us
Web: www.sfm.dps.mn.gov
Cell: 1‐507‐308‐4189

Feel free to contact me if you have questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us
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E 000  Initial Comments E 000

On  10/14/24  - 10/17/24,  a  survey  for compliance
with Appendix  Z, Emergency  Preparedness
Requirements,  §483. 73  was  conducted  during  a
standard  recertification  survey.  The  facility was  IN
compliance.

Because  you are  enrolled  in ePOC,  your
signature  is not  required  at  the  bottom  of the  first
page  of the  CMS-2567  form.  Although  no  plan  of
correction  is required,  the  facility must
acknowledge  receipt  of the  electronic  documents.

F 000  INITIAL COMMENTS F 000

On  10/14/24  - 10/17/24,  a  standard  recertification
survey  was  conducted  at  your  facility. A complaint
investigation  was  also  conducted.  Your facility
was  NOT in compliance  with the  requirements  of
42  CFR  483,  Subpart  B, Requirements  for Long
Term Care  Facilities.

In addition  to the  recertification  survey,  the
following complaints  were  reviewed  with no
deficiency  issued:
H56213267C  (MN00102602)

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

Upon  receipt  of an  acceptable  electronic  POC,  an
onsite  revisit  of your  facility may  be  conducted  to
validate  that  substantial  compliance  with the
regulations  has  been  attained.

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

Electronically  Signed
TITLE (X6) DATE

11/03/2024
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.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11 Facility ID: 28617 If continuation  sheet  Page  1 of 22
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F 732  Posted  Nurse  Staffing  Information
SS= C CFR( s): 483. 35(g)(1)-(4)

§483. 35(g) Nurse  Staffing  Information.
§483. 35(g)(1) Data  requirements.  The  facility
must  post  the  following information  on  a  daily
basis:
(i) Facility name.
(ii) The  current  date.
(iii) The  total  number  and  the  actual  hours  worked
by the  following categories  of licensed  and
unlicensed  nursing  staff  directly  responsible  for
resident  care  per  shift:
(A) Registered  nurses.
(B) Licensed  practical  nurses  or licensed
vocational  nurses  (as  defined  under  State  law).
(C) Certified  nurse  aides.
(iv) Resident  census.

§483. 35(g)(2) Posting  requirements.
(i) The  facility must  post  the  nurse  staffing  data
specified  in paragraph  (g)(1) of this  section  on  a
daily basis  at  the  beginning  of each  shift.
(ii) Data  must  be  posted  as  follows:
(A) Clear  and  readable  format.
(B) In a  prominent  place  readily  accessible  to
residents  and  visitors.

§483. 35(g)(3) Public  access  to posted  nurse
staffing  data.  The  facility must,  upon  oral  or
written  request,  make  nurse  staffing  data
available  to the  public  for review  at  a  cost  not  to
exceed  the  community  standard.

§483. 35(g)(4) Facility data  retention
requirements.  The  facility must  maintain  the
posted  daily nurse  staffing  data  for a  minimum  of
18  months,  or as  required  by State  law, whichever
is greater.
This  REQUIREMENT  is not  met  as  evidenced

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11

F 732

Facility ID: 28617

11/8/24
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F 732  Continued  From  page  2
by:
Based  on  observation,  interview,  and  document

review,  the  facility failed  to ensure  required  nurse
staff  data  was  posted  daily before  each  shift,
including  over  the  weekend,  and  the  accuracy  of
the  posted  nurse  staffing  information.  This  had
potential  to affect  all 29  residents  residing  in the
facility and/ or visitors  who may  wish  to view the
information.

Findings  include:

On  10/14/24  at  2:23  p.m. , the  PHS- Daily Hours
Posted  was  in a  holder  on  the  wall near  the
nursing  station  and  administrators'  office.  The
posting  was  dated  10/11/24.  The  clinical
administrator  (director  of nursing;  DON)
confirmed  the  posting  was  for 10/11/24  and
stated  they  sometimes  pulled  the  weekend
information  and  reviewed  before  placing  the
posting  back  in holder.

The  facility staff  posting  dated  9/16/24,  indicated
the  evening  shift had  no  licensed  staff  and  four
non  licensed  staff.

The  daily roster  dated  9/16/24,  indicated  the
evening  shift had  one  licensed  practical  nurse
(LPN) from "C.S. " (central  staffing)  and  five non
licensed  staff.

The  facility staff  posting  dated  9/24/24,  indicated
the  evening  shift had  one  licensed  registered
nurse  (RN) and  four non  licensed  staff.

The  daily roster  dated  9/24/24,  indicated  the
evening  shift had  one  licensed  RN and  six non
licensed  staff.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11

F 732

This  Plan  of Correction  constitutes  our
written  allegation  of compliance  for
deficiency  cited  on  F732.  However,
submission  of this  Plan  of Correction  is
not  an  admission  that  a  deficiency  exists
or that  one  was  cited  correctly.  This  Plan
of Correction  is submitted  to meet
requirements  established  by State  and
Federal  law.
Immediate  Corrective  Action: Current
nurse  hours  were  immediately  posted  per
regulation.  Education  was  provided  to the
Staffing  Coordinator,  Clinical
Administrator,  and  Clinical Coordinator  on
running  the  report.  Education  on  the
Nursing  Hours  Posted  Policy  will be
completed  by the  above  staff,  as  well as
nursing  staff  to ensure  the  posting  stays
up  to date  on  weekends/  after  business
hours.  The  staffing  coordinator  (or
designee)  will run  the  report  every
morning  and  post  for the  day,  and  the
report  will be  updated  by the  Staffing
Coordinator,  Clinical Administrator,  Care
Center  Administrator,  Clinical Coordinator,
or designee.
Corrective  Action as  it Applies  to other
Residents:  The  Nursing  Hours  Posted
Policy  was  reviewed  and  remains
accurate.  Ongoing  education  on  the
Nursing  Hours  Posted  policy will be
conducted  with new  hires  into the  nursing
department  and  positions  responsible  for
running  the  Nursing  Hours  Posted  report.
The  Correction  will be  Monitored  By: Daily
Audits  will be  completed  7x/week  for 2
weeks,  4x/week  for 2 weeks,  and  2x/week
for 8 weeks.

Facility ID: 28617 If continuation  sheet  Page  3 of 22
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F 732  Continued  From  page  3
The  facility staff  posting  dated  9/25/24,  indicated
the  day  shift had  two RNs  with one  RN who
worked  8:30  a. m.  to 9:30  a. m. .

The  daily roster  dated  9/25/24,  indicated  the  day
shift had  one  RN.

The  facility staff  posting  dated  9/16/24,  9/19/24,
9/24/24,  9/25/24,  10/1/24,  10/3/24  and  10/8/24,
indicated  the  night  shift had  two registered  nurses
(RNs) .

The  daily roster  dated  9/16/24,  9/19/24,  9/24/24,
9/25/24,  10/1/24,  10/3/24  and  10/8/24,  indicated
the  night  shift had  one  RN.

On  10/16/24  at  4:44  p.m. , the  care  center
administrator  (administrator)  stated  they  gave
nursing  copies  of the  facility staff  posting  for them
to post  over  the  weekend.  The  administrator
stated  they  placed  the  facility staff  posting  in the
wall holder  each  morning  when  they  were  here
and  did not  switch  posting  on  10/14/24.  There
was  a  white  board  nursing  updated  in real  time
and  visible  for residents  and  family members  but
did not  list specific  hours.  The  administrator
reviewed  staffing  information  for 9/16/24  and
confirmed  there  were  six staff  present,  including
one  LPN, and  the  posting  coded  four staff.  The
administrator  reviewed  staffing  information  for
9/24/24  and  stated  the  posting  had  not  included
the  staffing  coordinator  (SC)  who worked  on  the
floor or the  staff  who was  completing  TMA or RN
training.  Staff  postings  were  to include  staff  in
training  on  the  floor. The  administrator  reviewed
staffing  information  for 9/25/24  and  stated  one
RN should  not  be  included  in the  posting  since
they  were  completing  nondirect  hours  at  an
in-service.  The  administrator  reviewed  the  night

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11

F 732

Recurrence  will be  prevented  by:
1.  All audits  will be  conducted  and
reviewed  for trends  or concerns  by the
administrator  or designee.
2.  The  Administrator  will report  audit
trends  or concerns  to the  QAPI team.
QAPI will determine  frequency  and  need
for ongoing  audits  to ensure  compliance
after  12  weeks.
3.  The  Administrator  will be  responsible
for compliance.
4.  Date  of Compliance:  11/8/24

Facility ID: 28617 If continuation  sheet  Page  4 of 22
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F 732  Continued  From  page  4
shifts  which  were  coded  as  two RNs  on  the  facility
staff  postings  and  daily rosters  which  indicated
one  RN. The  administrator  confirmed  there  was
one  RN who worked  the  night  shifts  on  those
days,  and  the  other  RN was  on  a  leave  and  their
shift showed  up  on  the  Dayforce  (platform  which
helps  manage  payroll  and  workforce
management)  schedule.  The  administrator  stated
the  human  resources  team  who coded  the  RN in
the  system  fixed the  RN's  status  to reflect
accurately.

On  10/17/24  at  10:50  a. m. , the  SC  stated  they
printed  the  daily schedule  and  changed  the
schedule  to reflect  call-ins  or staff  who switched
shifts,  and  the  nurses  put  the  schedule  on  the
board.  The  SC  stated  the  weekend  schedules
were  printed  up  until Monday  morning,  and  the
nurses  made  them  aware  of any  staff  changes
and  were  responsible  for updating  the  paper
schedule  on  the  weekends.

The  Nurse  Hours  Posting  Policy  dated  10/2022,
indicated  nursing  staff  data  was  posted  on  a  daily
basis  at  the  beginning  of each  shift,  reflected  the
actual  hours  worked  by licensed  and  unlicensed
nursing  staff  directly  responsible  for resident  care
per  shift,  and  was  updated  by the  staffing
personnel  to include  the  actual  hours  worked  by
direct  nursing  staff.

F 755  Pharmacy  Srvcs/ Procedures/ Pharmacist/ Records
SS= D CFR( s): 483. 45(a)(b)(1)-(3)

§483. 45  Pharmacy  Services
The  facility must  provide  routine  and  emergency
drugs  and  biologicals  to its residents,  or obtain
them  under  an  agreement  described  in
§483. 70( f). The  facility may  permit  unlicensed

F 732

F 755 11/15/24

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11 Facility ID: 28617 If continuation  sheet  Page  5 of 22
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F 755  Continued  From  page  5
personnel  to administer  drugs  if State  law
permits,  but  only under  the  general  supervision  of
a  licensed  nurse.

§483. 45(a)  Procedures.  A facility must  provide
pharmaceutical  services  (including  procedures
that  assure  the  accurate  acquiring,  receiving,
dispensing,  and  administering  of all drugs  and
biologicals)  to meet  the  needs  of each  resident.

§483. 45(b) Service  Consultation.  The  facility
must  employ  or obtain  the  services  of a  licensed
pharmacist  who-

§483. 45(b)(1) Provides  consultation  on  all
aspects  of the  provision  of pharmacy  services  in
the  facility.

§483. 45(b)(2) Establishes  a  system  of records  of
receipt  and  disposition  of all controlled  drugs  in
sufficient  detail  to enable  an  accurate
reconciliation;  and

§483. 45(b)(3) Determines  that  drug  records  are  in
order  and  that  an  account  of all controlled  drugs
is maintained  and  periodically  reconciled.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview,  observation,  and  document

review,  the  facility failed  to accurately  transcribe  a
medication  order,  and  failed  to check  the
medication  administration  record  (MAR) against
the  medication  label  and  clarify administration
instructions  prior to giving medication  for 1 of 1
resident  (R4)  who received  an  anticoagulant  (also
known  as  blood  thinners;  medication  used  to
prevent  or reduce  blood  clots)  during  medication
administration  observation.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11
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This  Plan  of Correction  constitutes  our
written  allegation  of compliance  for
deficiency  cited  on  F755.  However,
submission  of this  Plan  of Correction  is
not  an  admission  that  a  deficiency  exists
or that  one  was  cited  correctly.  This  Plan
of Correction  is submitted  to meet
requirements  established  by State  and
Federal  law.

Immediate  Corrective  Action: The  facility
Facility ID: 28617 If continuation  sheet  Page  6 of 22
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Findings  include:

R4's  significant  change  Minimum Data  Set  (MDS)
dated  10/11/24,  indicated  R4  was  cognitively
intact  and  had  diagnoses  of atrial  fibrillation (a
heart  condition  which  causes  an  irregular,  often
rapid,  heartbeat) , heart  failure  (heart  muscle  does
not  pump  blood  as  well as  it should) ,
hypertension  (high  blood  pressure) , kidney  failure
(loss  of kidney  function  which  normally  removes
waste  and  excess  fluid from blood) , and  diabetes
mellitus  [condition  which  affects  how the  body
uses  blood  sugar  (glucose) ].

R4's  undated  care  plan,  identified  R4  was  at  risk
for side  effects  of anticoagulants  due  to
anticoagulant  use  and  directed  staff  to complete
labs  per  provider  orders  and  monitor  for side
effects,  which  included  bruising,  bleeding,  CVA
(cerebrovascular  accident,  also  known  as  stroke;
blood  supply  to part  of the  brain  is blocked  or
reduced) , heart  attack  (flow of blood  to heart  is
severely  reduced  or blocked) , and  blood  clots
(clumps  of blood  which  change  from a  liquid to a
gel  and  controls  bleeding) .

On  10/15/24  at  8:30  a. m. , trained  medication
assistant  (TMA)-A stated  they  prepared
medication  while reviewing  the  medication  rights
and  checks.  R4' s  apixaban  (an  anticoagulant)  2.5
mg  (milligram) medication  pack  was  observed,
and  the  label  instructed  to give  one  tablet  orally
two times  daily. TMA-A placed  one  2.5 mg  tablet
of apixaban  in R4' s  medication  cup,  prepared
R4's  other  medications,  and  administered
medication  to R4.

During  subsequent  document  review,  R4' s  Order
Review  Report  signed  by provider  on  9/26/24  and
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verified  with medication  passers  that  the
correct  dosage  of Apixaban  has  been
given.  The  correct  order  was  transcribed
for the  medication  and  double  checked.  A
medication  variance  form was  completed.
Immediate  re- education  of staff  involved
with medication  variance  completed  which
included  the  8 Rights  of medication  pass
and  the  3 checks  which  include  staff
responsibility  if areas  are  found  that  do
not  match.  All licensed  staff  were
reeducated  on  the  Order  Processing
policy and  Licensed  nurses  and  TMA’s
were  reeducated  on  the  Medication
administration  & Medication  Variance
policy and  Procedure.  Education  with all
RN/LPN/TMA staff  will have  occurred  on
or before  11/8/24  with good
understanding.  On-going  new  staff  will
complete  education  of Medication
Administration,  Order  Processing  Policy,
and  Medication  Variance  process  during
orientation.

A facility audit  on  all facility
orders/ medications  to ensure  that  there
were  no  discrepancies  with dose  versus
tablet  interpretation  have  been  completed
and  are  in compliance.  Audits  on
medication  administration,  transcription  of
medication  orders  and  staff  understanding
of education  will be  completed  weekly  on
10%  of residents  and  2 staff  on  random
shifts  for 4 weeks  and  then  monthly  for 8
weeks  to ensure  compliance.  The  results
will be  analyzed  for trends  and  reported  to
QAA committee  on  1/16/25  for further
recommendations.  If any  outliers  are

Facility ID: 28617 If continuation  sheet  Page  7 of 22



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

FOLKESTONE

245621

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  11/04/ 2024
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
10/17/2024

100  PROMENADE  AVENUE
WAYZATA, MN 55391

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 755  Continued  From  page  7
MAR, directed  staff  to give  2.5 tablet  of apixaban
2.5 mg  orally two times  a  day  with order  start  date
of 3/20/24.

During  interview  on  10/15/24  at  1:51  p.m. , TMA-A
confirmed  R4' s  apixaban  label  directed  to give
one  tablet  of 2.5 mg  apixaban  and  the  MAR
directed  to give  2.5 tablet.  TMA-A stated
someone  typed  the  order  wrong  and  would  let the
nurse  know.

During  interview  on  10/15/24  at  2:12  p.m. ,
registered  nurse  (RN)-A stated  providers  filled out
order  forms  and  the  first nurse  would  enter  the
order  and  a  second  nurse  completed  a  second
check.  Providers  also  gave  orders  through  the
telephone  and  nurses  would  write the  order  and
have  providers  sign  the  orderp;  or providers
would  fax the  orders.  Once  orders  were
processed,  they  were  placed  in the  resident
binder.  RN-A stated  they  would  check  residents
for signs  and/ or symptoms  of side  effects  and
update  the  provider  and  family member  or other
representative  if medication  given  incorrectly.
RN-A verified  R4' s  apixaban  order,  which
reflected  on  MAR, directed  to give  2.5 tablets  of
apixaban  2.5 mg  instead  of 1 tablet  of apixaban
2.5 mg.  RN-A stated  orders  entered  incorrectly
could  lead  to medication  errors  and  was  the
reason  nursing  completed  a  second  check  after
an  order  was  entered.

On  10/16/24  at  8:10  a. m. , the  clinical
administrator  (director  of nursing;  DON) stated  a
medication  variance  report  was  completed  for the
apixaban,  the  pharmacy  had  sent  apixaban  2.5
mg  tablets  and  no  others  for R4.  The  order  was
reviewed  with the  provider  and  changed  to reflect
2.5 mg  instead  of 2.5 tablets  of apixaban  2.5 mg.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11
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identified,  immediate  medication  variance
follows up  and  re- education  will occur.

The  Clinical Administrator/ Designee  will
be  responsible  for compliance.

Responsible  Party:  Clinical Administrator
The  Correction  will be  Monitored  By:
1.  All Order  Processing  audits,  and
Medication  Administration  audits  will be
conducted  or reviewed  for trends  or
concerns  by the  Clinical Administrator  or
designee.
2.  The  Administrator  will report  audits  to
the  QAPI team.  QAPI committee  will
determine  sustainment  and  follow up  of
plan.
3.  The  Clinical Administrator/  designee  will
be  responsible  for compliance.
4.  Date  of Compliance:  11/15/24

Facility ID: 28617 If continuation  sheet  Page  8 of 22
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The  DON provided  R4' s  orders  from M Health
Fairview  Southdale  electronically  signed  7/1/24,
and  the  orders  directed  to give  apixaban  2.5 mg,
1 tablet  by mouth  two times  daily and  had  two
initials written  by the  order.

During  interview  on  10/16/24  at  12:44  p.m.,
TMA-A stated  the  pharmacy  label  on  medication
and  MAR were  supposed  to match,  and  they
followed  the  pharmacy  label  or called  the  DON
when  directions  did not  match.

During  interview  on  10/16/24  at  1:02  p.m. , RN-A
stated  they  followed  the  rights  of medication
administration  and  reviewed  provider  orders  in
the  resident  binder  when  there  was  a  discrepancy
between  medication  labels  and  the  MAR.

During  interview  on  10/16/24  at  1:04  p.m. , the
DON stated  they  clarified  the  transcription  of R4' s
apixaban  order  and  believed  R4  received  the  right
medication  and  right dose.  The  DON expected
staff  to follow medication  protocols  and  review  the
electronic  MAR and  medication  packaging  and
follow provider  orders.

The  Medication  Administration  Procedures  dated
1/27/19,  directed  staff  to verify the  medication
label  matched  the  MAR with the  right resident,
medication,  dose,  time,  route,  reason,  form of
drug,  and  documentation.

The  Medication  Administration  Error  Policy  dated
5/2021,  indicated  a  medication  error  occurred
when  there  was  failure  to compare  doctors'
orders  with pharmacy  labels  and  medication
administration  record.

The  Order  Processing  Policy  dated  5/2024,
FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11
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indicated  staff  obtained  telephone,  verbal,  or
written  orders  from providers  and  orders  included
the  name,  strength,  dosage,  time  and  frequency
of medication,  diagnosis  for medication,  and
route  of administration.  Each  order  was  noted
and  processed  and  received  a  second  check  by a
qualified  staff.

The  Medication  Administration  Policy  dated
5/2021,  indicated  accurate  transcription  of
medication  orders  was  the  responsibility  of
licensed  nursing  staff,  and  medications  were
transcribed  from the  physician  order  sheet  to the
MAR in the  electronic  MAR.

F 759  Free  of Medication  Error  Rts  5 Prcnt  or More
SS= E CFR( s): 483. 45( f)(1)

§483. 45( f) Medication  Errors.
The  facility must  ensure  that  its-

§483. 45( f)(1) Medication  error  rates  are  not  5
percent  or greater;
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  document

review,  the  facility failed  to ensure  medications
were  administered  in accordance  with physician
orders  and  manufacturer  guidelines  for 3 of 9
residents  (R4,  R17,  and  R15)  observed  to receive
medication.  A total  of four (4) errors  out  of 29
opportunities  were  identified  which  resulted  in a
medication  error  rate  of 13. 79% .

Findings  include:

R4:

R4's  significant  change  Minimum Data  Set  (MDS)

F 755

F 759 11/15/24

This  Plan  of Correction  constitutes  our
written  allegation  of compliance  for
deficiency  cited  on  F759.  However,
submission  of this  Plan  of Correction  is
not  an  admission  that  a  deficiency  exists
or that  one  was  cited  correctly.  This  Plan
of Correction  is submitted  to meet
requirements  established  by State  and
Federal  law.

Immediate  Corrective  Action: Education
on  the  Medication  Administration  Policy
was  Completed  with TMA (Medication
Safety  for TMA s  and  Nurses/ Common

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11 Facility ID: 28617 If continuation  sheet  Page  10 of 22
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dated  10/11/24,  identified  R4  was  cognitively
intact  and  had  diagnoses  of atrial  fibrillation (a
heart  condition  which  causes  an  irregular,  often
rapid,  heartbeat) , heart  failure  (heart  muscle  does
not  pump  blood  as  well as  it should) , and
hypertension  (high  blood  pressure) , kidney  failure
(loss  of kidney  function  which  normally  removes
waste  and  excess  fluid from blood) , and  diabetes
mellitus  [condition  which  affects  how the  body
uses  blood  sugar  (glucose) ].

R4's  Order  Review  Report  signed  9/26/24,
identified  R4  required  polyethylene  glycol 3350
oral  packet  8.6 gram  by mouth  in the  morning  for
constipation  with order  date  of 5/9/24.

On  10/15/24  at  8:30  a. m. , trained  medication
assistant  (TMA)-A stated  they  prepared
medication  while reviewing  the  medication  rights
and  checks.  R4' s  polyethylene  glycol 3350  oral
container  had  a  sticker  which  directed  there  was
a  change  in the  medication' s  directions.  R4' s
electronic  medication  administration  record
(MAR) directed  staff  to give  8.6 gram  (gm)  by
mouth  in the  morning.  TMA-A took  the  cap  off the
polyethylene  glycol container,  poured  the  powder
into the  cap  until the  line which  read  17  gm,  and
poured  the  powder  into a  plastic  beverage  cup.
TMA-A prepared  R4's  other  medications,  locked
the  MAR screen  and  medication  cart,  and  walked
towards  R4' s  room  with medication  and
polyethylene  glycol in hand.  TMA-A was  stopped
and  asked  to verify the  polyethylene  glycol.
TMA-A returned  to the  medication  cart  and
confirmed  the  powder  was  poured  to the  17  gm
line and  the  order  was  for 8.6 gm.  TMA-A
dumped  out  the  polyethylene  glycol, filled the  cap
half-full of powder,  and  poured  the  powder  into a
plastic  beverage  cup.
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Medication  Errors)  on  10/17/27.
Education  on  Medication  Administration
Procedures  (Insulin  Competency)  was
completed  with RN on  10/16/24.
Medication  Variance  forms  were
completed  for Insulin  Administration  on
10/16/24,  Timolol Maleate  eye  drop
completed  at  10/16/24,  and  Polyethelyne
Glycol on  10/17/24.

Corrective  Action as  it Applies  to other
Residents:
The  Medication  Administration  Policy  and
Medication  Administration  Procedures
were  reviewed  and  are  current.  All
Licensed  nurses  and  TMAs were
reeducated  on  the  Medication
administration  Policy  and  Procedure.
Audits  on  medication  administration  will
be  completed  weekly  on  10%  of residents
for 4 weeks  and  then  monthly  for 8 weeks.
The  audits  will ensure  that  medication
administrators  adhere  to the  Medication
Administration  Policy  and  Procedures.
The  results  of the  audits  will be  reviewed
at  the  quarterly  Quality  Assurance  Meeting
(Currently  scheduled:  1/16/25) ;

Recurrence  will be  Prevented  By: The
Clinical Administrator/ DON or designee  is
responsible  for audits  to ensure
compliance.  On- going  new  staff  will
complete  education  of Medication
Administration  and  Medication  Variance
process  during  orientation.

The  Correction  will be  Monitored  By:
1.  All Medication  Administration  audits  will
be  conducted  or reviewed  for trends  or

Facility ID: 28617 If continuation  sheet  Page  11 of 22
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On  10/15/24  at  2:12  p.m. , registered  nurse
(RN)-A stated  they  would  check  residents  for
signs  and/ or symptoms  of side  effects  and  update
the  provider  and  family member  or other
representative  if medication  given  incorrectly.
RN-A stated  R4  had  a  history  of intestinal
obstruction,  and  R4  was  at  risk for excessive
bowel  movements  and  dehydration  if given  more
polyethylene  glycol than  ordered.

R17:

R17' s  significant  change  MDS dated  8/23/24,
identified  R17  had  moderate  cognitive  impairment
and  diagnoses  of dementia,  hypertension,
coronary  artery  disease  (also  called
atherosclerotic  heart  disease;  a  condition  of
narrowing  or blockage  of coronary  arteries  which
supply  blood  and  oxygen  to the  heart) , and  kidney
failure.

R17' s  Order  Review  Report  signed  9/26/24,
identified  R17  required  brimonidine  tartrate
ophthalmic  solution  0.2% one  drop  in left eye  two
times  a  day  for ocular  hypertension  (condition
where  the  pressure  inside  the  eye  is higher  than
normal)  with an  order  date  of 11/22/23.

On  10/15/24  at  8:54  a. m. , TMA-A prepared  an
eye  drop  for R17.  R17' s  brimonidine  0.2% eye
drop  label  instructed  to give  one  drop  into left eye
two times  daily. TMA-A entered  R17' s  room,
performed  hand  hygiene,  and  donned  gloves.
R17  was  laying in bed  and  TMA-A administered
one  drop  to R17' s  left eye  and  one  to R17' s  right
eye.  TMA-A confirmed  one  drop  to both  eyes
were  given  and  verified  the  MAR and  label
directed  to give  one  drop  to left eye.  TMA-A
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concerns  by the  Clinical Administrator.
2.  QAPI will review  results  to ensure
solutions  are  being  sustained  and
determine  the  frequency  and  need  for
continuing  audits.
3.  The  Clinical Administrator/  designee  will
be  responsible  for compliance.
4.  Date  of Compliance:  11/15/25
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stated  R17  had  other  eye  drops  which  instructed
to give  to both  eyes.

On  10/15/24  at  2:12  p.m. , registered  nurse
(RN)-A stated  staff  followed  orders  for how many
eye  drops  to give  and  which  eye  to give  the  drops
in. RN-A stated  follow-up  for giving eye  drops
differently  than  ordered  depended  on  which  kind
of eye  drop  was  given,  such  as  an  eye  drop  for an
eye  condition  like glaucoma.

R15:

R15' s  quarterly  MDS dated  7/29/24,  indicated
R15  had  moderate  cognitive  impairment  and
diagnoses  of hypertension,  kidney  failure,  and
diabetes  mellitus.  The  MDS indicated  R15  had
orders  for insulin  and  received  insulin  injections
seven  days  out  of the  last  seven  days  of the  MDS
look back  period.

R15' s  Treatment  Administration  Record  (TAR) for
October  2024,  indicated  R15  required  8 units
subcutaneously  of insulin  lispro  injection  solution
100  unit/mL (milliliter) three  times  a  day  for
diabetes  mellitus  type  two before  each  meal  and
hold  if blood  glucose  less  than  150  with start  date
of 9/17/24.  R15  required  20  units  subcutaneously
of insulin  glargine  subcutaneous  solution  100
unit/mL in the  morning  for diabetes  mellitus  type
two with start  date  of 10/2/24.

On  10/16/24  at  7:53  a. m. , RN-A checked  R15' s
blood  glucose  level,  and  the  result  was  186.  RN-A
removed  gloves,  completed  hand  hygiene,  placed
on  new  gloves,  and  stated  R15  received  eight
units  of insulin  lispro  before  each  meal  and  was
held  if blood  glucose  was  less  than  150,  and  20
units  of insulin  glargine  in the  morning.  RN-A
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placed  needle  on  Humalog  KwikPen  (insulin
lispro)  100  units/ mL without  wiping tip of pen  with
an  alcohol  swab  and  dialed  pen  to two and  set
aside.  RN-A placed  needle  on  Lantus  Solostar
(insulin  glargine)  without  wiping tip of pen  with an
alcohol  swab  and  dialed  pen  to two and  set  aside.
RN-A wiped  R15' s  abdomen  with alcohol  wipe,
dialed  Humalog  KwikPen  to eight  units,  and
administered  to R15' s  abdomen.  RN-A wiped  the
other  side  of R15' s  abdomen  with alcohol  wipe,
dialed  Lantus  Solostar  from two units  to 20  units,
and  was  questioned  about  priming  technique.
RN-A stated  the  needle  was  primed  when  the
pens  were  dialed  to two units,  verified  they  did not
press  the  pen  plunger  before  dialing from two to
required  units,  and  then  administered  to R15' s
abdomen.  RN-A returned  supplies  to the
cupboard  in R15' s  room,  removed  gloves,
performed  hand  hygiene,  and  exited  R15' s  room.
RN-A verified  they  did not  wipe  the  tip of the
insulin  pens  prior to attaching  the  needle,  since
they  took  the  pen  cap  off and  inserted  needles
without  touching  the  tip of the  pens.  RN-A stated
they  wiped  the  top  of insulin  vials  before
withdrawing  medication  with needle,  because  the
chances  of touching  the  top  of the  vial was  high.
RN-A stated  ensuring  the  pen  tip was  clean
before  needle  attachment  was  important  for
infection  purposes,  and  insulin  pens  were  primed
as  part  of instructions  to administer  the  correct
dosage.

On  10/16/24  at  10:19  a. m. , the  clinical
administrator  (director  of nursing;  DON) stated
they  completed  a  medication  variance  report  for
the  eye  drops  which  were  given  in both  eyes
rather  than  the  left eye.

On  10/16/24  at  1:04  p.m. , the  DON stated  R4
FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11
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was  focused  on  their  bowels,  and  correct
administration  of bowel  medications  helped
maintain  R4' s  baseline  and  avoided  loose  stools
or constipation.  DON stated  R17' s  brimonidine
eye  drop  was  intended  for R17' s  left eye  and  not
both  eyes,  and  staff  completed  follow-up
observations  on  R17.  The  DON referred  to
manufacturer  instructions  and  facility
competencies  related  to the  need  to wipe  insulin
pen  tips  or not  prior to needle  insertion  and  how
to prime  needles  and  insulin  pens.  The  DON
stated  priming  removed  air from needles,  and
infection  control  was  important  for set- up  of
insulin  administration.  The  DON expected  staff  to
follow medication  protocols  and  review  the
electronic  MAR and  medication  packaging  and
follow provider  orders.

On  10/16/24  at  2:22  p.m. , the  DON confirmed
priming  occurred  when  insulin  pens  were  dialed
to two and  plunger  pressed  to zero,  and  then  the
pens  were  redialed  to administered  amount.  The
DON also  verified  staff  were  to wipe  the  tip of
insulin  pens  prior to attaching  needle.

Lantus  Prescribing  Information  which  contained
Instructions  for Use  dated  12/2020,  instructed  to
wipe  the  rubber  seal  with alcohol  prior to
attaching  new  needle  and  to perform  a  safety  test
before  each  injection  to ensure  an  accurate  dose
by ensuring  the  pen  and  needle  work properly
and  removing  air bubbles.  The  directions  to
perform  a  safety  test  included  turning  the  dosage
selector  to two units,  holding  the  pen  with needle
pointing  upwards  and  tapping  insulin  reservoir  so
air bubbles  rise  up  towards  the  needle,  pressing
the  injection  button  all the  way  in and  checking  if
insulin  comes  out  the  needle  tip. The  dose
window should  show  "0" (zero)  following the
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safety  test  before  selecting  the  dose.

The  Medication  Administration  Policy  dated
5/2021,  directed  staff  to follow the  "8 rights  of
drug  administration"  which  included  right drug,
dose,  and  route.

The  Medication  Administration  Procedures  dated
1/27/19,  directed  staff  to remove  the  cap  from the
insulin  pen  and  wipe  the  rubber  stopper  with an
alcohol  wipe  and  then  attach  a  new  needle  to the
insulin  pen  following manufacturer' s  guidelines.
Further,  the  procedure  directed  staff  to turn  dose
selector  to two units,  hold  pen  with the  needle
pointing  up  and  tap  the  cartridge  to move
collected  air to the  top  of the  cartridge,  press  the
injection  button  all the  way  in until the  dose
selector  is back  to zero,  observe  for a  stream  or
drop  of insulin  at  the  tip of the  needle  or follow
specific  pen  guidelines  for additional  testing  if no
drop  appears,  and  select  dose  by turning  the
dose  selector  to the  number  of units  to be
administered.

F 812  Food  Procurement, Store/ Prepare/ Serve- Sanitary
SS= F CFR( s): 483. 60( i)(1)(2)

§483. 60( i) Food  safety  requirements.
The  facility must  -

§483. 60( i)(1) - Procure  food  from sources
approved  or considered  satisfactory  by federal,
state  or local  authorities.
(i) This  may  include  food  items  obtained  directly
from local  producers,  subject  to applicable  State
and  local  laws  or regulations.
(ii) This  provision  does  not  prohibit  or prevent
facilities  from using  produce  grown  in facility
gardens,  subject  to compliance  with applicable

F 759

F 812 11/15/24
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safe  growing  and  food- handling  practices.
(iii) This  provision  does  not  preclude  residents
from consuming  foods  not  procured  by the  facility.

§483. 60( i)(2) - Store,  prepare,  distribute  and
serve  food  in accordance  with professional
standards  for food  service  safety.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  document

review,  the  facility failed  to ensure  food  items
were  properly  stored,  labeled,  and  dated,  and
kitchen  fans  were  kept  in clean  condition.  Also,
the  facility failed  to ensure  that  staff  with facial
hair  wore  beard  nets  while in the  kitchen  and
plating  food.  This  had  the  potential  to affect  all 29
residents  , staff,  and  visitors  who consumed  food
from the  main  and/ or fourth  floor kitchen.

Findings  include:

During  the  initial kitchen  tour  with executive  chef
(EC)  on  10/14/24  at  12:53  p.m. , the  walk-in
refrigerator  on  the  main  kitchen  was  reviewed.
EC stated  an  unopened  cooked  corned  beef
package  came  from the  freezer  Friday  and  was
for sandwiches  and  added  date  to the  package.
Unopened  packaged  ground  beef  was  in a
cardboard  box  with the  date  9/30/24  typed  on  its
packaging  and/ or delivery  sticker,  and  EC
marked  the  box  for next  use.  Other  unopened
packages  of ground  beef  were  thawing  next  to
the  box  and  not  in drip-proof  container.  EC  stated
the  packages  of ground  beef  next  to the  box  were
taken  from the  freezer  this  day.  EC  stated  they
received  an  order  today  and  was  in the  process
of moving  food  around.  The  walk-in freezer  of the
main  kitchen  had  uncovered  pastries  on  a  cart  for
breakfast.  A plastic  bag  had  breaded  fish without
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F 812

This  Plan  of Correction  constitutes  our
written  allegation  of compliance  for
deficiency  cited  on  F812.  However,
submission  of this  Plan  of Correction  is
not  an  admission  that  a  deficiency  exists
or that  one  was  cited  correctly.  This  Plan
of Correction  is submitted  to meet
requirements  established  by State  and
Federal  law.

Immediate  Corrective  Action: Education
provided  to staff  member  regarding
requirement  of beard  nets.  Fan/  hood
vents  in the  kitchen  cleaned,  per  policy.
Education  provided  on  food  preparation
and  storage  to culinary  staff.

Corrective  Action as  it Applies  to other
Residents:  Reviewed  Facility policies:
Labeling  and  Dating  Ready  to eat  and/ or
Potentially  Hazardous  Food  Items,  Facility
policy Food  Receiving  and  Storage,
Nutrition and  Culinary  Uniform Policy.
Education  provided  on  policies  to culinary
department  by 11/8/24.  On-going  new
Culinary  staff  will complete  education  of
Labeling  and  Dating  ready  to eat  and/ or
Potentially  Hazardous  Food  items,  Food
Receiving  and  Storage,  and  Nutrition and
Culinary  Uniform Policy  during  orientation.
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a  label  and  date.  EC  removed  and  asked  staff  to
label  and  date  the  fish.  The  fourth  floor serving
kitchen  area  for the  nursing  home  had  a  stove
which  was  used  to make  items  such  as
scrambled  eggs.  Above  the  stove  was  an  exhaust
fan  which  had  gray,  fuzzy particles  on  the  lower
boarder.  EC  wiped  finger  on  area  of exhaust  fan
and  had  grayish  colored,  fuzzy particle  which
came  off area  onto  finger.  Pans  were  placed
upside  down  and  one  pan  was  right side  up  on  a
flat surface  above  the  stove  and  below  the
exhaust  fan.  The  flat surface  with the  pans  had
small  particles  which  were  removed  when  fingers
wiped  across.  EC  stated  the  fan  would  be
cleaned,  and  they  cleaned  the  fans  in the  main
kitchen  weekly.  The  small  dish  washing  room
connected  to the  kitchen  area  but  separated  by a
door  had  a  fan  with scattered  grayish,  fuzzy
particles.

On  10/14/24  at  5:04  p.m. , meal  service  on  the
fourth  floor was  observed.  Dietary  aide  (DA)-A
plated  multiple  plates  with pulled  pork
sandwiches,  beans,  fruit, and  other  food  items.
DA-A had  facial  hair  which  covered  face  from
side  burn  of face  by ears  to chin  and  upper  lip
and  was  approximately  a  quarter- inch  thick.

On  10/14/24  at  5:20  p.m. , DA-A stated  they  wore
hair  nets  for food  service  and  in the  kitchen.  DA-A
verified  they  did not  have  their  beard  covered  and
stated  they  do  not  do  anything  different  around
beards  but  then  stated  they  had  beard  bags.

On  10/15/24  at  11:06  a. m. , cook  (C)-A verified
pastries  and  cinnamon  rolls were  uncovered  on
sheet  slid into a  cart  in the  freezer  of the  main
kitchen  and  stated  they  were  for the  next  day.

F 812
Audits  will be  completed  on  food  storage,
fan/hood  cleaning,  culinary  dress  code,
and  food  preparation.

The  audits  will be  completed  by the
Culinary  director  or designee  weekly  for 4
weeks,  and  then  once  monthly  for 8
weeks.  The  results  of the  audits  will be
analyzed  for trends  and  reviewed  at  the
quarterly  Quality  Assurance  Meeting;
QAPI will review  results  to ensure
solutions  are  being  sustained  and
determine  the  frequency  and  need  for
continuing  audits.

Recurrence  will be  Prevented  By: The
Culinary  Director  is responsible  for audits
to ensure  compliance.

The  Correction  will be  Monitored  By:
1.  Culinary  preparation/ sanitation/ storage/
and  dress  code  audits  will be  conducted
or reviewed  for trends  or concerns  by the
Culinary  Director.
2.  The  Administrator  will report  audits  to
the  QAPI team.  QAPI will review  results  to
ensure  solutions  are  being  sustained  and
determine  the  frequency  and  need  for
continuing  audits.
3.  The  Administrator/ designee  will be
responsible  for compliance.
4.  Date  of Compliance:  11/15/2024
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On  10/15/24  at  11:07  a. m. , the  cardboard  boxes
of ground  beef  and  unopened  ground  beef
packages  next  to the  box  remained  on  the  bottom
shelf  on  the  refrigerator  and  not  contained.

On  10/15/24  at  11:14  a. m. , DA-A had  no  beard
cover  and  temped  the  cold  food  over  ice  and  hot
food  on  the  steam  table  on  the  fourth- floor
nursing  home  area.

On  10/15/24  at  11:38  a. m. , DA-A dished  up
multiple  plates  from the  steam  table,  which  staff
brought  to residents,  and  did not  have  a  beard
cover.

On  10/16/24  at  8:48  a. m. , the  packages  of
ground  beef  remained  on  the  bottom  shelf  and
not  in a  container.

On  10/16/24  at  9:10  a. m. , C-A browned  ground
beef.  C-A stated  they  were  not  aware  of a
protocol  for kitchen  staff  with facial  hair  and  would
either  follow the  three- day  rule  for use  of opened
items  in the  refrigerator  or consult  with EC.  C-A
stated  food  in the  refrigerator  and  freezer  should
be  covered  and  dated.  C-A stated  they  placed
food  into refrigerator  from freezer  a  day  or two
before  it was  needed,  so  it would  be  thawed  out
by the  time  of use.  If unopened  items  were  not
dated,  they  used  the  first in line.  C-A stated  they
had  a  certain  container  for thawing  chicken  in the
fridge  and  raw meat  was  placed  on  the  bottom
shelf  to thaw.  C-A continued  to brown  ground
beef,  and  C-B checked  on  muffins  in the  oven
and  took  out  and  placed  on  table.  A fan  was  on
and  blew into the  kitchen  area  where  the  muffins
and  ground  beef  were,  and  the  fan  had  speckles
of grayish  colored  particles  and  hair- like
substance  which  blew approximately  two to three
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inches  away  from where  it was  connected  to the
fan.  C-B stated  they  all cleaned  the  fans,  and
there  was  not  a  schedule  for the  fans,  but  they
cleaned  in their  down  time  when  they  saw  the
need.  C-B stated  they  saw  "dust"  on  the  fan  and
would  clean.  C-A stated  they  usually  tried  to clean
the  fan  once  a  week  and  did not  document  and
confirmed  the  fan  needed  to be  cleaned.

On  10/16/24  at  9:44  a. m. , the  fan  previously
noted  in the  dish  washing  room  of the  fourth
nursing  home  area  with scattered  grayish
particles  was  on.  DA-B stated  they  left dishes  in
the  rack  they  were  washed  in and  placed  the  rack
on  top  of the  dish  machine  to dry.

On  10/16/24  at  12:54  a. m. , DA-B confirmed  the
fan  was  on  and  needed  to be  cleaned.  DA-B
stated  they  cleaned  what  they  were  able  to on  the
outside  but  did not  have  the  parts  fully clean  the
fan.  DA-B stated  they  had  verbally  told a
maintenance  worker  the  fan  needed  to be
cleaned  about  a  couple  weeks  previously.

On  10/16/24  at  1:26  p.m. , the  culinary  director
(CD) stated  the  pastries  in the  freezer  were
prepped  for next  days  use,  and  C-B stated  they
had  not  covered  the  cart  with the  pastries  in the
freezer  in the  past.  CD stated  uncovered  food
was  at  risk for cross  contamination.  CD stated
they  rotated  food  in the  refrigerator  to know  what
to use  first based  on  their  five-week  menu.  CD
stated  food  had  dates  when  delivered  and
expected  food  to have  dates  when  out  of
packages  delivered  in. In the  walk-in refrigerator,
CD wrote  a  date  on  unopened,  cooked  chicken
label.  The  ground  beef  was  now in a  pan  with a
date,  and  CD stated  the  ground  beef  should  be  in
pan  and  dated  like it was  now.  CD stated  they
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had  a  daily and  quarterly  cleaning  list they  used,
and  culinary  cleaned  the  fans  when  dirty. The
exhaust  fan  was  cleaned  by an  outside  company.
Fans  were  important  to clean  to serve  safe  food.

On  10/16/24  at  3:54  p.m. , regional  engineering
manager  stated  there  was  an  inspection  sticker
which  showed  the  hood  fan  above  the  oven  was
cleaned  twice  a  year  by an  outside  company,  and
culinary  cleaned  in between.  A facility
maintenance  technician  (MT)-A stated  staff
notified  them  on  concerns  through  TELS
(web- based  platform  which  helps  with building
operations  communication) , calling,  using  radio,
or calling  the  receptionist  who  then
communicated  to the  maintenance  department.

Gables  Cook  Weekly  Sanitation  Checklist
undated,  directed  cooks  to take  down  hood  vents
and  send  through  the  dish  washer  and  replace
when  clean.  The  facility did not  provide  checklist
documentation  of completed  hood  vent  cleaning
but  provided  documentation  to show  Brothers
Industrial  Cleaning  cleaned  the  kitchen  exhaust
system  7/16/24.  Cleaning  checklists  did not
include  fans.

Facility policy Labeling  and  Dating  Ready  to eat
and/ or Potentially  Hazardous  Food  Items  dated
1/28/14,  indicated  ready  to eat  and  potentially
hazardous  food  items  were  to have  labels  to
specify  date  prepared,  date  frozen,  and  date
thawed  of any  refrigerated,  ready- to-eat,
potentially  hazardous  foods.

Facility policy Food  Receiving  and  Storage  dated
5/14/17,  directed  staff  to cover,  label,  and  date  all
foods  stored  in the  refrigerator  or freezer,  and
uncooked  and  raw animal  products  and  fish were

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:0NWS11

F 812

Facility ID: 28617 If continuation  sheet  Page  21 of 22



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

FOLKESTONE

245621

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  11/04/ 2024
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
10/17/2024

100  PROMENADE  AVENUE
WAYZATA, MN 55391

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 812  Continued  From  page  21
stored  in drip-proof  containers.

Nutrition and  Culinary  Uniform Policy  dated
9/2024,  directed  staff  to wear  hair  coverings  while
preparing  food  in prep  areas,  such  as
kitchenettes  where  staff  served  food,  and  beard
nets  for beard  hair  half an  inch  or longer.

F 812
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K 000 INITIAL COMMENTS

FIRE SAFETY

An annual Life Safety recertification survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
10/16/2024. At the time of this survey,
Folkestone was found not in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE
REGULATIONS HAS BEEN ATTAINED IN
ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

K 000

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

Electronically Signed
TITLE

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.

(X6) DATE

11/03/2024
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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

Folkestone is a 5-story building with a full
basement that was constructed in 2014 and
determined to be Type II(222) construction. The
building contains independent living, assisted
living, skilled nursing beds, and an underground
parking structure. Folkestone is located on the
fourth floor south wing and is separated from
other occupancies on the same floor by a 3-hour
firewall. The three egress stairs and elevators
serving Folkestone are surveyed as part of the
certification. The facility is fully protected
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throughout by an automatic fire sprinkler system
and has a fire alarm system with smoke detection
on the corridors, spaces open to the corridors,
and resident rooms that is monitored for
automatic fire department notification.
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K 000

The facility has a capacity of 30 beds and had a
census of 29 at the time of the survey.

K 291
SS=F

The requirements at 42 CFR, Subpart 483.70(a),
are NOT MET as evidenced by:
Emergency Lighting
CFR(s): NFPA 101

Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to test
emergency lighting per NFPA 101 (2012 edition),
Life Safety Code, sections 19.2.9.1 and 7.9.3.1.1.
These deficient findings could have a widespread
impact on the residents within the facility.

Findings include:

1. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that the emergency lighting in the facility had
been tested for 30 seconds each month.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21
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This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K291. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

Education was initiated on the Life Safety
Code, sections 19.2.9.1 and 7.9.3.1.1
regarding emergency lighting. Monthly
audits for 3 months will be completed by
administrator, ESD, or designee. Results
analyzed for trends will be reported to
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2. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that the emergency lighting in the facility had
been tested for 90 minutes within the last year.

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
these deficient findings at the time of discovery.

K 324 Cooking Facilities
SS=D CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
Operations, unless:
* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
or
* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA 12-2
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K 291
QAPI committee in January of 2024 for
further recommendations. Monthly and
annual tasks in CMMS system has been
updated.

Administrator and ESD will be responsible
for compliance.

Date Certain: 11/8/24
K 324 11/3/24
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K 324

This REQUIREMENT is not met as evidenced
by:
Based on observation, a review of available
documentation, and staff interview, the facility
failed to install the required safety features for
cooking equipment per NFPA 101 (2012 edition),
Life Safety Code, sections 19.3.2.5.3 (9) and
19.3.2.5.4. This deficient finding could have an
isolated impact on the residents within the facility.

Findings include:

On 10/16/2024 at 11:16 AM, it was revealed by
observation that the cooking equipment
(stove/oven) in physical therapy does not have a
locked switch, or a switch located in a restricted
location, that is on a timer, not exceeding a
120-minute capacity, that automatically
deactivates the cooktop or range, independent of
staff action.

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
this deficient finding at the time of discovery.

K 353 Sprinkler System - Maintenance and Testing
SS=F CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K324. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

On 10/16/24 upon learning of the concern,
Regional Engineering Manager contacted
Collins Electrical and Technology
regarding the installation of an IGuard
system. Intallation of the iGuardStove
automatic shutoff was scheduled and
completed on 11/1/24. POC will be
reviewed at QAPI meeting in January.

Ongoing monitoring of compliance will be
completed by Administrator/ESD.

Date Certain: 11/3/24
K 353 11/8/24

Facility ID: 28617 If continuation sheet Page 5 of 15



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

FOLKESTONE

245621

(X4) ID
PREFIX

TAG

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

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - FOLKESTONE GABLES  NH

PRINTED: 11/04/2024
FORM APPROVED

OMB NO. 0938-0391
(X3) DATE SURVEY

COMPLETED

B. WING _____________________________

STREET ADDRESS, CITY, STATE, ZIP CODE

100 PROMENADE AVENUE

WAYZATA, MN 55391

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

10/16/2024

(X5)
COMPLETION

DATE

K 353 Continued From page 5
available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

c) Water system supply source
__________________________
Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to inspect
and maintain the fire sprinkler system per NFPA
101 (2012 edition), Life Safety Code, section
9.7.5, and NFPA 25 (2011 edition), Standard for
the Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, sections
5.1.1.2 and 5.3.2.1. These deficient findings could
have a widespread impact on the residents within
the facility.

Findings include:

1. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that an inspection of their fire sprinkler system
was conducted during the fourth quarter of 2023.

2. On 10/16/2024 at 10:52 AM, it was revealed by
observation the gauge on the fire sprinkler riser
for the care center was older than 5 years dated
2013.

An interview with the Care Center Administrator
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21

K 353

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K353. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

On 10/16/24 upon learning of the concern,
Regional Engineering Manager contacted
Summit Fire Protection. Administrator
and ESD will be responsible for ensuring
the completion of quarterly inspections.

Regional Engineering Manager also
alerted Summit Fire Protection of the
outdated gauge on 10/16/14. Summit
was on-site 10/31/24 and will be replaced
by 11/8/24. Administrator and ESD will be
responsible for ensuring equipment is
correctly replaced, as necessary. POC
will be reviewed at QAPI meeting in
January 2025.
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and the Regional Engineering Manager verified
these deficient findings at the time of discovery.
Portable Fire Extinguishers
CFR(s): NFPA 101

Portable Fire Extinguishers
Portable fire extinguishers are selected, installed,
inspected, and maintained in accordance with
NFPA 10, Standard for Portable Fire
Extinguishers.
18.3.5.12, 19.3.5.12, NFPA 10
This REQUIREMENT is not met as evidenced
by:
Based on observation, a review of available
documentation, and staff interview, the facility
failed to inspect fire extinguishers per NFPA 101
(2012 edition), Life Safety Code sections
19.3.5.12 and 9.7.4.1, and NFPA 10 (2010
edition), Standard for Portable Fire Extinguishers,
sections 7.2.1.2 and 7.3.1.1.1. These deficient
findings could have a widespread impact on the
residents within the facility.

Findings include:

1. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that the annual inspection tag on
the fire extinguisher located in the generator room
was dated 2022.

2. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that the inspection tags on the fire
extinguishers in the care center were missing
monthly inspections for April, June, and July
2024.
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Date Certain: 11/8/24

K 355 11/3/24

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K355. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

On 10/16/24 upon learning of the concern,
Regional Engineering Manager contacted
Summit Fire Protection. Education with
the environmental services team on Life
Safety Code 19.3.5.12 and 9.7.4.1 was
completed on 11/1/24. Annual inspection
of the fire extinguishers was completed in
October, along with the installation of new
inspection tags. Audits will be completed
monthly by Administrator or ESD for 3
months. Audits and compliance will be
monitored by administrator and reviewed
in January 2025 QAPI. Monthly task in
CMMS system has been updated.
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An interview with the Care Center Administrator
and the Regional Engineering Manager verified
these deficient findings at the time of discovery.
Corridor - Doors
CFR(s): NFPA 101

Corridor - Doors
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke
and are made of 1 3/4 inch solid-bonded core
wood or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 lbf is applied. There is no
impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.
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19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
facility failed to maintain corridor doors per NFPA
101 (2012 edition), Life Safety Code, section
19.3.6.3.10. This deficient finding could have an
isolated impact on the residents within the facility.

Findings include:

On 10/16/2024 at 11:15 AM, it was revealed by
observation that the door to physical therapy was
being held open with a rubber wedge.

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
this deficient finding at the time of discovery.

K 712 Fire Drills
SS=F CFR(s): NFPA 101

K 363

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K363. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

On 10/16/24 upon learning of the concern,
coaching was provided by the therapy
manager for the staff member that placed
the door stop. Education provided to
environmental services, nursing, and
therapy teams regarding Life safety code
(NFPA)- Ch. 12.4.6.18.3.

Summit Fire Protection was contacted on
10/16/24, and the installation of a
MagLock for the therapy gym door was
installed on 10/24/24. Door stop audits
will be completed by the ESD or
Administrator will audit monthly for 3
months. Compliance will be monitored by
Administrator and ESD and reviewed at
January 2025 QAPI.

Date Certain: 11/3/24.
K 712 11/3/24
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K 712 Continued From page 9

Fire Drills
Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
unexpected times under varying conditions, at
least quarterly on each shift. The staff is familiar
with procedures and is aware that drills are part of
established routine. Where drills are conducted
between 9:00 PM and 6:00 AM, a coded
announcement may be used instead of audible
alarms.
19.7.1.4 through 19.7.1.7
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to conduct
fire drills per NFPA 101 (2012 edition), Life Safety
Code sections 19.7.1.6. These deficient findings
could have a widespread impact on the residents
within the facility.

Findings include:

1. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation at the time of the survey the
facility could not provide documentation showing
that a fire drill was conducted during the first shift
during the third quarter of 2024.

2. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation at the time of the survey the
facility could not provide documentation showing
that a fire drill was conducted during the third shift
during the fourth quarter of 2023.

An interview with the Care Center Administrator
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21

K 712

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K712. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

Education was completed with
Environmental Services Team and
Nursing Team on LSC (NFPA)
19.7.1.4-19.7.1.7.

Monthly audits will be completed by
Administrator or Environmental Services
Director (or designee) on completion of
Fire Drills for 3 months. Audits and
review of compliance will be reviewed at
QAPI in January 2025. Monthly task in
CMMS system has been updated.

Date Certain: 11/3/24
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Continued From page 10
and the Regional Engineering Manager verified
these deficient findings at the time of discovery.
Maintenance, Inspection & Testing - Doors
CFR(s): NFPA 101

Maintenance, Inspection & Testing - Doors
Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to
patient rooms and smoke barrier doors, are
routinely inspected as part of the facility
maintenance program.
Individuals performing the door inspections and
testing possess knowledge, training or experience
that demonstrates ability.
Written records of inspection and testing are
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to inspect fire
doors per NFPA 101 (2012 edition), Life Safety
Code section 8.3.3.1, and NFPA 80 (2010
edition), Standard for Fire Doors and Other
Opening Protectives, sections 5.2.1 and 5.2.4.2.
This deficient finding could have a widespread
impact on the residents within the facility.

Findings include:

On 10/16/2024 between 09:15 AM and 12:00 PM,
it was revealed by a review of available
documentation that the fire door inspection report
that was provided at the time of the survey did not
list what items were being inspected the report

K 712

K 761 11/8/24

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K761. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

On 10/16/24 upon learning of the concern,
Regional Engineering Manager obtained
the Fire-Marshall Approved inspection
form. Annual Fire Door Inspection will be
completed by 11/8/24. Task in CMMS
system has been updated.
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stated if it passed or failed.

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
this deficient finding at the time of discovery.

K 901 Fundamentals - Building System Categories
SS=F CFR(s): NFPA 101

Fundamentals - Building System Categories
Building systems are designed to meet Category
1 through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure
performed by qualified personnel.
Chapter 4 (NFPA 99)
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K 761

Education on NFPA, LSC section 8.3.3.1,
and NFPA80 sections 5.2.1 and 5.2.4.2
was completed with Environmental
Services team.

Administrator and ESD will ensure
compliance and review at quarterly QAPI
meeting in January of 2025. Annual task
in CMMS system has been updated.

Date certain: 11/8/24
K 901 11/4/24

This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to provide a
Risk Assessment per NFPA 99 (2012 edition),
Health Care Facilities Code, section 4.2. This
deficient finding could have a widespread impact
on the residents within the facility.

Findings include:

On 10/16/2024 between 09:15 AM and 12:00 PM,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K901. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.
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K 901 Continued From page 12
it was revealed by a review of available
documentation that the NFPA 99 risk assessment
that the facility provided at the time of the survey
did not include chapters 10 and 11 of NFPA 99
(2012 edition), Health Care Facilities Code.

K 918
SS=F

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
this deficient finding at the time of discovery.
Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and

K 901
NFPA 99 Risk Assessment with Chapters
10 and 11 was found and has been placed
in the Life Safety Systems Manual.
Assessment will be reviewed and updated
(if necessary) annually by Safety
Committee.

11/4/24

K 918 11/20/24
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K 918 Continued From page 13
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source is a design consideration for new
installations.
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)
This REQUIREMENT is not met as evidenced
by:
Based on a review of available documentation
and staff interview, the facility failed to maintain
generators per NFPA 99 (2012 edition), Health
Care Facilities Code, section 6.4.4.1.1.3, and
NFPA 110 (2010 edition), Standard for
Emergency and Standby Power Systems,
sections 8.3.4, 8.4.1, 8.4.2, and 8.4.2.3. These
deficient findings could have a widespread impact
on the residents within the facility.

Findings include:

1. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that they have been testing the emergency
generator monthly.

2. On 10/16/2024 between 09:15 AM and 12:00
PM, it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that they have been inspecting the emergency
generator weekly.

An interview with the Care Center Administrator
and the Regional Engineering Manager verified
these deficient findings at the time of discovery.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0NWS21

K 918

This Plan of Correction constitutes our
written allegation of compliance for
deficiency cited on K918. However,
submission of this Plan of Correction is
not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet
requirements established by State and
Federal law.

Education initiated with Environmental
Services team on: Health Care Facilities
Code, section 6.4.4.1.1.3, and NFPA 110
(2010 edition), Standard for Emergency
and Standby Power Systems, sections
8.3.4, 8.4.1, 8.4.2, and 8.4.2.3.

Training set up with Generator Vendor on
11/20/24 to re-educate maintenance staff
on completing weekly and monthly
required inspections and load transfers.
Monthly audits to be completed by
Administrator, ESD, or designee for 3
months, and to be reviewed for
Compliance by QAPI in January 2025.
Both weekly and monthly tasks in CMMS
system has been updated.

Date Certain: 11/20/24
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Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically Delivered    
December 4, 2024

Administrator
Folkestone
100 Promenade Avenue
Wayzata, MN  55391

RE:   CCN: 245621
  Cycle Start Date: October 17, 2024

Dear Administrator:

On November 18, 2024, the Minnesota Department of Health completed a revisit to verify that your
facility had achieved and maintained compliance.  Based on our review, we have determined that your
facility has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us

An equal opportunity employer.


