
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00497

ID:   5OOY

ROSEVILLE, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

264638200

7

04/01/2006

12/31

01/31/2017

GOLDEN LIVINGCENTER - LAKE RIDGE245105

02

2727 NORTH VICTORIA

55113

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  175 (L18)

13.Total Certified Beds  175 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 175

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

08/01/1969

00

00450

12/21/2016

01/31/2017 01/31/2017

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Susanne Reuss, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245105

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

GOLDEN LIVINGCENTER - LAKE RIDGE 2727 NORTH VICTORIA

ROSEVILLE, MN 55113

1/31/2017
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0253 Correction

Reg. #
483.15(h)(2)

Completed 

LSC 01/22/2017

ID Prefix  F0272 Correction

Reg. #
483.20(b)(1)

Completed 

LSC 01/22/2017

ID Prefix  F0279 Correction

Reg. #
483.20(d), 483.20(k)(1)

Completed 

LSC 01/22/2017

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 01/22/2017

ID Prefix  F0314 Correction

Reg. #
483.25(c)

Completed 

LSC 01/22/2017

ID Prefix  F0431 Correction

Reg. #
483.60(b), (d), (e)

Completed 

LSC 01/22/2017

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO11/10/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 5OOY12EVENT ID:

01/31/20171602201/31/2017SR/KJ



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00497

ID:   5OOY

ROSEVILLE, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

264638200

2

04/01/2006

12/31

11/10/2016

GOLDEN LIVINGCENTER - LAKE RIDGE245105

02

2727 NORTH VICTORIA

55113

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  175 (L18)

13.Total Certified Beds (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

08/01/1969

00

00450

12/08/2016 12/16/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Sheryl Reed, HFE NE II Kate JohnsTon, Program Specialist
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

On November 7 through November 10, 2016 
surveyors of this Department's staff, visited the 
above provider and the following correction 
orders are issued.  When corrections are 
completed, please sign and date, make a copy of 
these orders and mail or email to: 
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 2 000Continued From page 1 2 000

Minnesota Department of Health
Susanne Reuss, Unit Supervisor
PO Box 64900
St. Paul, MN 55164-0900

An investigation of complaints H#5105123, 
H#5105127, H#5105130, H#5105131
were completed and found not to be 
substantiated.

 2 540 MN Rule 4658.0400 Subp. 1 & 2 Comprehensive 
Resident Assessment

Subpart 1.  Assessment.  A nursing home must 
conduct a comprehensive assessment of each 
resident's needs, which describes the resident's 
capability to perform daily life  functions and 
significant impairments in functional capacity.  A 
nursing assessment conducted according to 
Minnesota Statutes, section 148.171, subdivision 
15, may be used as part of the comprehensive 
resident assessment.  The results of the 
comprehensive resident assessment must be 
used to develop, review, and revise the resident's 
comprehensive plan of care as  defined in part 
4658.0405.
    Subp. 2.  Information gathered.  The 
comprehensive resident assessment must 
include at least the following information: 
      A.  medically defined conditions and prior 
medical  history��
      B.  medical status measurement��
      C.  physical and mental functional status��
      D.  sensory and physical impairments��
      E.  nutritional status and requirements��
      F.  special treatments or procedures��
      G.  mental and psychosocial status��
      H.  discharge potential��

 2 540
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      I.  dental condition��
      J.  activities potential��
      K.  rehabilitation potential��
      L.  cognitive status��
      M. drug therapy��and 
      N.  resident preferences. 

This MN Requirement  is not met as evidenced 
by:
Based on document review and interview, the 
facility did not regularly and comprehensively 
assess pressure ulcers for 1 of 3 residents 
reviewed for pressure ulcers.

Findings include:

Record review revealed an Admission Record 
showing that R50 was admitted to the facility on 
9/8/16 and discharged to another facility on 
10/21/16.  A Wound Evaluation Flow Sheet 
Multiple Weeks form, dated 9/11/16, described a 
right ankle pressure ulcer that was identified on 
9/8/16--3 centimeters (cm) x 1 cm, stage 3.  The 
next assessment for this wound was dated 
9/23/16, measured the wound as 1.75 cm x 2 cm, 
and did not include staging.  Two more Wound 
Round Worksheets for this wound were done on 
10/13/16 and 10/19/16 and included 
measurements of the wound, but no staging.  The 
10/19/16 Wound Round Worksheet showed that 
the wound had decreased in size to 1.5 cm x 1 
cm.

A Wound Evaluation Flow Sheet Multiple Weeks 
form, dated 9/23/16, was also found in the record 
for buttock wounds identified on 9/19/16 that 
included measurements of these wounds, but no 
staging.  No other comprehensive assessment of 
these wounds, including staging and 
measurement, was found.
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The plan of care for R50, last revised 9/29/16, 
contained a Focus for pressure ulcers, with an 
entry in the Interventions section that read, 
"Weekly Wound assessment."

When interviewed on 11/10/16 at 11:18 a.m., 
registered nurse (RN)-A stated that she could not 
locate any other comprehensive wound 
assessments for these wounds.  She went on to 
explain that R50 did refuse assessment of his 
wounds at times and usually would only allow it 
during the night when he was in bed.

The resident's care plan did not identify a problem 
of the resident refusing wound assessments  or 
interventions to accommodate the resident's 
wound assessment preferences.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
review and revise policies and procedures related 
to conducting assessments of pressure ulcers for 
are being developed.  The director of nursing or 
designee could develop a system to educate staff 
and develop a monitoring system to ensure staff 
are completing on going assessments of 
pressure ulcers. 

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

 2 560 MN Rule 4658.0405 Subp. 2 Comprehensive 
Plan of Care��Contents

Subp. 2.  Contents of plan of care.  The 

 2 560
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comprehensive plan of care must list measurable 
objectives and timetables to meet the resident's 
long- and short-term goals for medical, nursing, 
and mental and psychosocial needs that are 
identified in the comprehensive resident 
assessment.  The comprehensive plan of care 
must include the individual abuse prevention plan 
required by Minnesota Statutes, section 626.557, 
subdivision 14, paragraph (b).

This MN Requirement  is not met as evidenced 
by:
Based on document review and interview, the 
facility did not develop a comprehensive and 
individualized plan of care regarding hospice care 
for 1 of 1 resident (R114) reviewed for hospice.  

Findings include:

Document review revealed a Hospice 
Certification and Plan of Treatment form showing 
that R114 was certified for hospice care through 
11/15/16, related to vascular dementia.  The 
facility's current care plan, dated 9/12/16, 
contained only one Focus related to hospice that 
read, "Patient is on Hospice care related to: End 
of Life Care."  Several of the other Focus sections 
of the care plan contained interventions that read, 
"See also hospice CP," with no other details of 
goals or interventions.  The record also contained 
an IDT Care Plan form from the hospice provider, 
updated 10/26/16, that was generic, with few 
specific details about R114.

When interviewed on 11/10/16, at 11 a.m. 
registered nurse (RN)-B stated that facility staff 
used both care plans for the resident, and looked 
to the hospice provider's care plan for most of the 
hospice direction.  She stated that she 
understood the need to individualize and 
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coordinate the care plans, and would work on 
them.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
review and revise policies and procedures related 
to ensuring the care plan for each individual are 
being developed/  The director of nursing or 
designee could develop a system to educate staff 
and develop a monitoring system to ensure staff 
are developing a care plan. 

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

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

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

This MN Requirement  is not met as evidenced 
by:

 2 830

Based on document review and interview, the 
facility did not develop a comprehensive and 
individualized plan of care regarding hospice care 
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for 1 of 1 resident (R114) reviewed for hospice.  

Findings include:

Document review revealed a Hospice 
Certification and Plan of Treatment form showing 
that R114 was certified for hospice care through 
11/15/16, related to vascular dementia.  The 
facility's current care plan, dated 9/12/16, 
contained only one Focus related to hospice that 
read, "Patient is on Hospice care related to: End 
of Life Care."  Several of the other Focus sections 
of the care plan contained interventions that read, 
"See also hospice CP," with no other details of 
goals or interventions.  The record also contained 
an IDT Care Plan form from the hospice provider, 
updated 10/26/16, that was generic, with few 
specific details about R114.

When interviewed on 11/10/16, at 11 a.m. 
registered nurse (RN)-B stated that facility staff 
used both care plans for the resident, and looked 
to the hospice provider's care plan for most of the 
hospice direction.  She stated that she 
understood the need to individualize and 
coordinate the care plans, and would work on 
them.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing could develop policies and 
procedures related to development of plan of 
care for hospice care, educate staff regarding 
these polices, and audit resident records for 
compliance to these policies and procedures.  

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.
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 2 900 MN Rule 4658.0525 Subp. 3 Rehab - Pressure 
Ulcers

Subp. 3.  Pressure sores.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

    A.  a resident who enters the nursing home 
without  pressure sores does not develop 
pressure sores unless the  individual's clinical 
condition demonstrates, and a physician  
authenticates, that they were unavoidable��and 

      B.  a resident who has pressure sores 
receives  necessary treatment and services to 
promote healing, prevent  infection, and prevent 
new sores from developing.

This MN Requirement  is not met as evidenced 
by:

 2 900

Based on document review and interview, the 
facility did not provide the necessary care and 
services of regular and comprehensive 
assessment of pressure ulcers for 1 of 3 
residents reviewed for pressure ulcers.

Findings include:

Record review revealed an Admission Record 
showing that R50 was admitted to the facility on 
9/8/16 and discharged to another facility on 
10/21/16.  A Wound Evaluation Flow Sheet 
Multiple Weeks form, dated 9/11/16, described a 
right ankle pressure ulcer that was identified on 
9/8/16--3 centimeters (cm) x 1 cm, stage 3.  The 
next assessment for this wound was dated 
9/23/16, measured the wound as 1.75 cm x 2 cm, 
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and did not include staging.  Two more Wound 
Round Worksheets for this wound were done on 
10/13/16 and 10/19/16 and included 
measurements of the wound, but no staging.  The 
10/19/16 Wound Round Worksheet showed that 
the wound had decreased in size to 1.5 cm x 1 
cm.

A Wound Evaluation Flow Sheet Multiple Weeks 
form, dated 9/23/16, was also found in the record 
for buttock wounds identified on 9/19/16 that 
included measurements of these wounds, but no 
staging.  No other comprehensive assessments 
of these wounds, including staging and 
measurement, was found.

The plan of care for R50, last revised 9/29/16, 
contained a Focus for pressure ulcers, with an 
entry in the Interventions section that read, 
"Weekly Wound assessment."

When interviewed on 11/10/16 at 11:18 a.m., 
registered nurse (RN)-A stated that she could not 
locate any other comprehensive wound 
assessments for these wounds.  She went on to 
explain that R50 did refuse assessment of his 
wounds at times and usually would only allow it 
during the night when he was in bed.

The resident's care plan did not identify a problem 
of the resident refusing wound assessment or 
interventions to accommodate the resident's 
wound assessment preferences.

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or designee, could review 
all residents at risk for  pressure ulcers to assure 
they are receiving the necessary 
treatment/services to prevent pressure ulcers 
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from developing and to promote healing of 
pressure ulcers.  The director of nursing or 
designee, could conduct random audits  of the 
delivery of care��to ensure appropriate care and 
services are implemented��to reduce the risk for 
pressure ulcer development. 

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

314

 21620 MN Rule 4658.1345 Labeling of Drugs

Drugs used in the nursing home must be labeled 
in accordance with part 6800.6300.

This MN Requirement  is not met as evidenced 
by:

 21620
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Based on observation, interview and document 
review, the facility failed to ensure medications 
were stored and labeled properly for 4 of 25 
residents (R186, R166, R148 and R231) 
reviewed for medication storage. 
 
Findings include:

During observations of multiple medication 
storage areas throughout the facility, medications 
for R186, R166, R148 and R231, which included 
eye drops, insulin pens and insulin vials, lacked 
dates to indicate when they were opened and 
expired.  
 
During a medication storage tour on 11/8/16 at 
3:25 p.m. with licensed practical nurse (LPN)-A, 
in subacute unit medication Cart 2, multiple 
opened, used and undated bottles and insulin pen 
were stored in the cart. Observations included the 
following: 

R186's Lumigan (for increase pressure in eyes) 
eye drop bottle was opened, used and was 
undated. 

R166's Lantus (for diabetes) insulin pen was 
opened, used and was undated.

On 11/8/16, at 3:25 p.m. LPN-A verified the 
medications needed to be labeled and stored 
properly. LPN-A added that the eye drop bottle 
should be dated when opened. 
During a medication observation on 11/8/16 at 
3:35 p.m. with LPN-B, the 500 wing medication 
Cart was reviewed. The following observation 
was made:
 
R148's Dexamethasone suspension (for eye 
irritation) eye drop bottle was opened, used and  
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undated. 

On 11/8/16, at 3:35 p.m. LPN-B confirmed 
medications should be labeled and stored 
properly. LPN-B explained that the expectation is 
that "it should be dated when opened". 
During the medication administration on 11/8/16, 
at 4:05 p.m., with LPN-C, Victoria medication cart 
was reviewed. The following observation was 
made: 
 
R231's NPH [Human] [Isophane] (for diabetes) 
insulin vial was opened, used and dated 9/8/16. 

On 11/8/16, at 4:05 a.m. LPN-C verified 
medications should be labeled and stored 
properly. LPN-C acknowledged that the insulin 
vial dated 9/8/16 had been opened and used for 2 
months and stated, "I am going to get a new 
insulin vial."  
On 11/9/16 at 7:29 a.m. the director of nursing 
stated, "My expectation is once an eye drop bottle 
is opened and used, it needs to be dated. Insulin 
vials have to be removed from the medication 
cart after 28 days of use. We will be providing 
re-education to staff regarding these issues."

On 11/9/16 at 2:29 a.m. the clinical pharmacist 
explaind that after removing Insulin vials from the 
refrigerator they should only be used for 28 days

Undated guideline form, MEDICATIONS TO 
DATE WHEN OPENED, directed, "insulin Refrig 
(refrigerator) til open, then room temp 
(temperature) 28 days after open". 

Policy and procedure titled STORAGE OF 
MEDICATIONS, dated 05/12, reads, "E. When 
the original seal of a manufacturer's container or 
vial is initially broken, the container or vial will be 
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dated. 1. The nurse shall place a 'date opened' 
sticker on the medication and enter the date 
opened and the new date of expiration (NOTE: 
the best stickers to affix contain both a 'date 
opened' and 'expiration' notation line). The 
expiration date of the vial or container will be [30] 
days unless the manufacturer recommends 
another date or regulations/guidelines require 
different dating ... H. All expired medications will 
be removed from the active supply and destroyed 
in the facility, regardless of amount remaining. 
The medication will be destroyed in the usual 
manner."

SUGGESTED METHOD OF CORRECTION: The 
administrator, director of nursing (DON) and 
consulting pharmacist could review and revise 
policies and procedures for proper storage of 
medications. Nursing staff could be educated as 
necessary to the importance of labeling 
medications properly and discarding expired 
medications. The DON or designee, along with 
the pharmacist, could audit medications on a 
regular basis to ensure compliance. 

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

 21685 MN Rule 4658.1415 Subp. 2 Plant 
Housekeeping, Operation, & Maintenance

Subp. 2.  Physical plant.  The physical plant, 
including walls, floors, ceilings, all furnishings, 
systems, and equipment must be kept in a 
continuous state of good repair and operation  
with regard to the health, comfort, safety, and 
well-being of  the residents according to a written 

 21685
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routine maintenance and repair program.

This MN Requirement  is not met as evidenced 
by:
Based on observation and interview the facility 
did not maintain a dining  environment that was 
comfortable for resident (R114) and had the 
potential to affect residents who sat at the tables 
in the dining room that were close to the windows.

Findings include:

During a stage one interview on 11/8/16 at 10:09 
a.m., a family member of R114 stated that the 
dining room on R114's dementia care unit had 
window curtains that did not close, the dining 
tables were very close to those windows, and the 
heat and direct sunlight was uncomfortable for 
R114 and for other residents at those tables.  The 
family member also reported that R114 lived on a 
unit designated for advanced dementia care and 
many of the residents using that dining room 
were unable to advocate for themselves.

The dining room of R114 was located in a 
dementia care unit, had open curtains on large 
windows, and the dining tables were close to the 
windows.  The window curtains were permanently 
affixed into an open position.  There was one 
document binder clip attached to the curtains 
where staff had tried to pull the curtains together 
and secure them, however, only a small part of 
the lower window was covered by this attempt 
and the upper sections of the window remained 
uncovered, allowing the sun to shine in on the 
tables while residents ate.  

The maintenance director and executive director 
were on the environmental tour, acknowledged 
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these issues and stated that they would be fixed 
immediately. The executive director stated that 
new window coverings with sun protection would 
be explored for the dining rooms on R114's unit.  
The maintenance director stated that all rooms 
are audited quarterly and repairs are made as 
needed. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee, could 
educate staff regarding the importance of a safe, 
clean, functional and homelike environment.  The 
DON or designee, could coordinate with 
maintenance and housekeeping staff to conduct 
periodic audits of areas residents frequent to 
ensure a safe, clean, functional and homelike 
environment is maintained to the extent possible.  

TIME PERIOD FOR CORRECTION���Twenty 
-one (21) days
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