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CMS Certification Number (CCN): 245493   

December 8, 2015

Ms. Paula Sparling,  Administrator

Augustana Chapel View Care Center

615 Minnetonka Mills Road

Hopkins, MN  55343

Dear Ms. Sparling:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective November 19, 2015 the above facility is certified for:    

   108 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 108 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your

certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

          

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112     Fax: (651) 215-9697   

cc: Licensing and Certification File
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Electronically delivered

December 4, 2015

Ms. Paula Sparling,  Administrator

Augustana Chapel View Care Center

615 Minnetonka Mills Road

Hopkins, MN  55343

RE: Project Number S5493026

Dear Ms. Sparling:

On November 12, 2015, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard   survey, completed on October 15, 2015. This survey found

the most serious deficiencies to be a pattern of deficiencies that constituted no actual harm with potential for

more than minimal harm that was not immediate jeopardy (Level E) whereby corrections were required.

On November 25, 2015, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by

review of your plan of correction to verify that your facility had achieved and maintained compliance with

federal certification deficiencies issued pursuant to a standard survey, completed on October 15, 2015.  We

presumed, based on your plan of correction, that your facility had corrected these deficiencies as of November

19, 2015.  Based on our PCR, we have determined that your facility  has corrected the deficiencies issued

pursuant to our standard survey, completed on October 15, 2015, effective November 19, 2015 and therefore

remedies outlined in our letter to you dated November 12, 2015, will not be imposed.

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

with the President of your facility's Governing Body.

     

Feel free to contact me if you have questions.

Sincerely,

          

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us

Telephone: (651) 201-4112       

Fax: (651) 215-9697   
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Electronically delivered

November 12, 2015

Ms. Patricia Reller,  Administrator

Augustana Chapel View Care Center

615 Minnetonka Mills Road

Hopkins, MN  55343

RE: Project Number S5493026

Dear Ms. Reller:

On October 15, 2015, a standard 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   a pattern of

deficiencies that constitute no actual harm with potential for more than minimal harm that is not

immediate jeopardy (Level E), as evidenced by the attached CMS-2567 whereby corrections are

required.  A copy of the Statement of Deficiencies (CMS-2567) is enclosed.    

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.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified

deficiencies before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the information

to be contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   

Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not

attained at the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
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months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute

the attached deficiencies.   

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

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

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

   Gloria Derfus, Unit Supervisor   

   Minnesota Department of Health

   P.O. Box 64900         

    St. Paul, Minnesota 55164-0900

     gloria.derfus@state.mn.us   
   Telephone:  (651) 201-3792    Fax:  (651) 215-9697

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct

before remedies will  be imposed when actual harm was cited at the last standard or intervening survey

and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if your

facility has not achieved substantial compliance by November 24, 2015, the Department of Health will

impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

Your ePoC must:

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

been affected by the deficient practice;

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

by the same deficient practice;

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

the deficient practice will not recur;

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

Augustana Chapel View Care Center

November 12, 2015
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  sustained.  The facility must develop a plan for ensuring that correction is achieved and   

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

  effectiveness.  The plan of correction is integrated into the quality assurance system;

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

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

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

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

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

  in cases where notification about the acceptability of their plan of correction is not made   

  timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

    

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

The state agency may, in lieu of a 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:

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    

 488.417 (a));

•  Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC 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.  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, 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.  A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved

Augustana Chapel View Care Center
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in your plan of correction.

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

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.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.

If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,

we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through

the informal dispute resolution process.  However, the remedies specified in this letter will be imposed

for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies

be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the

deficiencies identified at the revisit require the imposition of a higher category of remedy, we will

recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the

required notice before the imposition of a new remedy or informed if another date will be set for the

imposition of these remedies.

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 15, 2016 (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).  This mandatory denial of

payments will be based on the failure to comply with deficiencies originally contained in the Statement

of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies

have been issued as the result of a complaint visit or other survey conducted after the original statement

of deficiencies was issued.  This mandatory denial of payment is in addition to any remedies that may

still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human

Services that your provider agreement be terminated by April 15, 2016 (six months after the
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identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

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:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal

dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.            

Feel free to contact me if you have questions.

Sincerely,

            

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Health Regulation Division
Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Telephone: (651) 201-4112      Fax: (651) 215-9697   

Augustana Chapel View Care Center

November 12, 2015

Page   5
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's 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 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 156

SS=D

483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF 
RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally 
and in writing in a language that the resident 
understands of his or her rights and all rules and 
regulations governing resident conduct and 
responsibilities during the stay in the facility.  The 
facility must also provide the resident with the 
notice (if any) of the State developed under 
§1919(e)(6) of the Act.  Such notification must be 
made prior to or upon admission and during the 
resident's stay.  Receipt of such information, and 
any amendments to it, must be acknowledged in 
writing.

The facility must inform each resident who is 
entitled to Medicaid benefits, in writing, at the time 
of admission to the nursing facility or, when the 
resident becomes eligible for Medicaid of the 
items and services that are included in nursing 
facility services under the State plan and for 
which the resident may not be charged; those 
other items and services that the facility offers 

F 156 11/19/15

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

11/19/2015Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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and for which the resident may be charged, and 
the amount of charges for those services; and 
inform each resident when changes are made to 
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

The facility must inform each resident before, or 
at the time of admission, and periodically during 
the resident's stay, of services available in the 
facility and of charges for those services, 
including any charges for services not covered 
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of 
legal rights which includes:
A description of the manner of protecting personal 
funds, under paragraph (c) of this section;

A description of the requirements and procedures 
for establishing eligibility for Medicaid, including 
the right to request an assessment under section 
1924(c) which determines the extent of a couple's 
non-exempt resources at the time of 
institutionalization and attributes to the community 
spouse an equitable share of resources which 
cannot be considered available for payment 
toward the cost of the institutionalized spouse's 
medical care in his or her process of spending 
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone 
numbers of all pertinent State client advocacy 
groups such as the State survey and certification 
agency, the State licensure office, the State 
ombudsman program, the protection and 
advocacy network, and the Medicaid fraud control 
unit; and a statement that the resident may file a 
complaint with the State survey and certification 

FORM CMS-2567(02-99) Previous Versions Obsolete 5VKG11Event ID: Facility ID: 00727 If continuation sheet Page  2 of 7
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agency concerning resident abuse, neglect, and 
misappropriation of resident property in the 
facility, and non-compliance with the advance 
directives requirements.

The facility must inform each resident of the 
name, specialty, and way of contacting the 
physician responsible for his or her care.

The facility must prominently display in the facility 
written information, and provide to residents and 
applicants for admission oral and written 
information about how to apply for and use 
Medicare and Medicaid benefits, and how to 
receive refunds for previous payments covered by 
such benefits.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide notification for 
determination of skilled rehabilitation services to 1 
of 3 residents (R31) in the sample reviewed for 
liability notices and beneficiary appeal rights.

Findings include:

R31's Utilization Review (UR) Committee 
Determination of Continued Stay indicated the 
resident's skilled services ended on 8/24/15. The 
form was signed by R31 on 8/21/15.  The 
required Notice of Medicare Non-Coverage form 
CMS 10123, however, was not given to given to 
R31. 

On 10/13/15, at 10:04 a.m. a registered nurse 
(RN)-A stated she only issued the UR Committee 

 F156
Notification for determination of skilled 
rehabilitation services is given to residents 
as required.  Upon determining last 
covered day of skilled services, a Notice 
of Medicare Non-Coverage form CMS 
10123 is issued.  If the resident plans to 
remain in the facility beyond that date, a 
Determination of Skilled Stay is issued as 
well.  

R 31 remains in the facility under private 
pay status.  

Medicare Nurse has been re-educated to 
ensure all appropriate forms and 
documentation is provided timely as 
required.
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Determination of Continued Stay notice to R31 
and was unaware she should have also issued 
the CMS 10123 to R31. 

On 10/13/15, at 12:17 p.m. the director of nursing 
(DON) stated she was aware the CMS 10123 
was required when a resident elected to stay in 
the facility when Medicare benefits ended along 
with the UR Committee Determination On 
Continued Stay notice. The DON explained that 
although the facility did not have a policy related 
to Medicare denials, they did utilize an algorithm 
that staff were expected to follow.

An audit was done back to October 1st to 
ensure all required documentation was 
complete.
Audits will continue on all residents for 60 
days and then randomly to ensure 
ongoing compliance.

Report results to Quality 
Improvement/Performance Improvement 
Committee monthly.

DON and Medicare Nurse responsible.

F 441

SS=E

483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 

F 441 11/19/15
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communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to disinfect an insulin pen 
prior to attaching the needle for 3 of 3 residents 
(R106, R56, R77) during insulin administration. 
This deficient practice also had the potential to 
affect three other residents (R83, R171, R223) 
who utilized insulin pens.  In addition the facility 
staff failed to properly disinfect the skin prior 
insulin administration for 1 of 3 residents (R77) 
whose insulin administration was observed.  

Findings include:

R106's blood glucose was checked on 10/14/15, 
at 7:15 a.m. by a registered nurse (RN)-C. RN-C 
cleansed hands and applied gloves and then 
wiped R106's finger with alcohol, let the area air 
dry, and administered the test to the resident's 
finger.  RN-C then applied the needle without first 
wiping the rubber seal with alcohol.  After the 
insulin was administered, RN-C left the room and 
wiped the glucometer with a Clorox Bleach 

 F441

The policy for insulin pen use was 
reviewed with all licensed staff inclusive of 
wiping the rubber seal of the insulin 
cartridge with an alcohol swab.  
Manufacturer recommendations were also 
posted in the medication room on both 
units.

The policy for injection site cleaning 
including use of an alcohol swab was 
reviewed with the nurse in question with 
R77.

Weekly audits of 5 administrations will be 
done per week inclusive of both cleaning 
the rubber seal and the injection site with 
an alcohol swab for 90 days to ensure 
proper cleaning of insulin cartridges.  
Random audits will be done moving 
forward to ensure ongoing compliance.
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Germicidal for one minute. RN-C was unsure 
what the manufacturer's recommendation was for 
cleaning the rubber seal, but said it should have 
been cleaned to an extent.  

Following the observation at 7:37 a.m. RN-B 
provided the manufacturer's guidelines for the 
insulin pen. RN-B said nurses were supposed to 
have cleaned the rubber seal prior to applying the 
needle to the insulin pen.   

R77's Lantus insulin (for diabetes) was 
administered on 10/14/15, at 7:40 a.m. by a 
licensed practical nurse (LPN)-A.  LPN-A 
removed the insulin pen from the medication cart, 
removed the cap, and without cleaning the insulin 
pen's rubber seal with alcohol, attached the 
needle. LPN-A turned the dial to 18 units, washed 
hands, and applied gloves.  Without first wiping 
R77's skin with alcohol, the insulin was 
administered into the resident's abdomen.  
Following the observation LPN-A explained the 
skin was not cleaned prior to administration, 
because she believed the practice "went away 
from that." Two minutes later, LPN-A stated she 
had consulted with the infection control nurse, 
and was in fact supposed to have disinfected the 
resident's skin prior to administering insulin.  

R56's insulin administration was observed on 
10/14/15, at 7:56 a.m. by LPN-A.  LPN-A 
removed R56's Lantus insulin pen from the cart, 
removed the cap, and without cleansing the pen's 
rubber seal with alcohol, administered the insulin 
to the resident. When interviewed following the 
observation, LPN-A explained she did not know 
whether she should have wiped the rubber seal 
prior to attaching the needle. 

Report results to Quality 
Improvement/Performance Improvement 
Committee monthly.

DON, Nurse Managers and Infection 
Control Nurse responsible.

Date certain 11/24/2015.
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On 10/14/15, at 8:27 a.m. the facility's infection 
control nurse (LPN-B) was interviewed, and 
stated staff was expected to clean the injection 
site with alcohol prior insulin administration. 
LPN-B stated staff should have been following 
manufacturer's recommendations for the insulin 
pens which read, "Wipe the Rubber Seal with 
alcohol," then attach the needle. 

On 10/14/15, at 10:19 a.m. the director of nursing 
(DON) explained the facility policy was to follow 
manufacturer's recommendations which was to 
clean the rubber seal prior to attaching the 
needle. DON also stated staff was expected to 
clean the injection site with alcohol prior injection 
administration.

The Injections: Insulin Administration policy dated 
10/15, directed staff to "Select injection site and 
cleanse with alcohol wipe...See Manufacturer 
Guidelines for Insulin Pen use." 

A 2/15, Lantus SoloStar Instruction Leaflet 
directed users to "Wipe The Rubber Seal with 
alcohol" then attach the needle.
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