
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: 00950

ID:   659W

MAPLE PLAIN, 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)

064742000

7

10/01/2004

09/30

05/12/2017

HAVEN HOMES OF MAPLE PLAIN245497

02

1520 WYMAN AVENUE

55359

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  52 (L18)

13.Total Certified Beds  52 (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)

 52

(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

10/01/1987

00

03001

05/23/2017

05/12/2017 06/20/2017

21.

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

Kathleen Lucas, Unit Supervisor Kate JohnsTon, Program Specialist
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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: 00950

ID:   659W

MAPLE PLAIN, 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)

064742000

2

10/01/2004

09/30

03/23/2017

HAVEN HOMES OF MAPLE PLAIN245497

02

1520 WYMAN AVENUE

55359

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  52 (L18)

13.Total Certified Beds  52 (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)

 52

(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

10/01/1987

00

03001

04/21/2017 05/23/2017

21.

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

Carlene Lange, 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

You have agreed to participate in the electronic 

receipt of State licensure orders consistent with 

the Minnesota Department of Health 

Informational Bulletin 14-01, available at 

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

obul.htm   

The State licensing orders are delineated on the 
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 2 000Continued From page 1 2 000

attached Minnesota Department of Health orders 

being submitted to you electronically.  Although 

no plan of correction is necessary for State 

Statutes/Rules, please enter the word "corrected" 

in the box available for text. You must then 

indicate in the electronic State licensure process, 

under the heading completion date, the date your 

orders will be corrected prior to electronically 

submitting to the Minnesota Department of 

Health. 

On  dates, 03/20/2107-03/23/2017 surveyors of 

this Department's staff, visited the above provider 

and the following correction orders are issued.  

Please indicate in your electronic plan of 

correction that you have reviewed these orders, 

and identify the date when they will be completed.  

Minnesota Department of Health is documenting 

the State Licensing Correction Orders using 

federal software. Tag numbers have been 

assigned to Minnesota state statutes/rules for 

Nursing Homes.

The assigned tag number appears in the far left 

column entitled  "ID Prefix Tag."  The state 

statute/rule out of compliance is listed in the 

"Summary Statement of Deficiencies" column 

and replaces the "To Comply" portion of the 

correction order. This column also includes the 

findings which are in violation of the state statute 

after the statement, "This Rule is not met as 

evidence by." Following the surveyors findings 

are the Suggested Method of Correction and 

Time period for Correction.

PLEASE DISREGARD THE HEADING OF THE 

FOURTH COLUMN WHICH STATES, 

"PROVIDER'S PLAN OF CORRECTION."  THIS 

APPLIES TO FEDERAL DEFICIENCIES ONLY. 

Minnesota Department of Health
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THIS WILL APPEAR ON EACH PAGE. 

THERE IS NO REQUIREMENT TO SUBMIT A 

PLAN OF CORRECTION FOR VIOLATIONS OF 

MINNESOTA STATE STATUTES/RULES.

 2 560 MN Rule 4658.0405 Subp. 2 Comprehensive 

Plan of Care; Contents

Subp. 2.  Contents of plan of care.  The 

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:

 2 560

Based on observation, interview and document 

review, the facility failed to develop a 

comprehensive care plan for  pocketing liquids in 

the mouth for 1 of 3 residents (R59) reviewed for 

activities of daily living (ADL's).

Findings include:

R59's Face Sheet identified diagnoses that 

included a history of cerebral infarction (medical 

term for a stroke), dysphagia (difficulty 

swallowing), and dementia.

R59's quarterly Minimum Data Set (MDS) dated 

12/21/16, indicated R59 had moderate cognitive 

impairment. The MDS further identified R59 was 

independent with eating with supervision, 
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encouragement or cueing. The MDS further 

identified R59 had no signs or symptoms of a 

possible swallowing disorder.

R59's care plan dated 12/22/16, identified R59 

was at risk related to nutritional status and having 

dementia instructing staff to "observe for chewing 

or swallowing difficulty." However, the care plan 

lacked any identification that R59 pocketed fluids 

and drooled, and lacked associated interventions.

On 3/21/17, at 2:10 p.m. R59 was observed in the 

activities room. A large wet area was noted on the 

front of her shirt, and clear liquid was running 

down and hanging from the left side of her mouth. 

R59 was observed later that evening, at 6:05 p.m. 

eating supper. No dysphagia or drooling was 

observed while R59 ate. 

On 3/22/17, at 1:02 p.m. R59 was observed 

sitting in the activities room holding a plastic cup 

with water. R59 was  observed with clear liquid 

running down the left side of her face. R59 used a 

Kleenex to wipe the clear liquid away from her 

mouth. The front of her shirt appeared dry.

On 3/23/17, at 9:12 a.m. R59 was observed 

sitting at the table in the activities room. A small 

plastic cup with water was sitting in front of her, 

and she was observed with clear liquid on the left 

side of her face, which dripped onto her lap. R59 

reached forward and grabbed a Kleenex box, and 

used the tissue to wipe the left side of her face. At 

9:25 a.m. activities aide (AA)-A came over to R59 

and asked if she wanted to join in the activity. As 

R59 answered yes, a moderate amount of clear 

liquid rolled out of her mouth onto her lap. AA-A 

went to assist another resident, during which, 

R59 took a sip from the plastic cup, and held it in 

her mouth before swallowing. R59 did not appear 
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to have difficulty swallowing the liquid.

On 3/23/17, at 9:59 a.m. nursing assistant (NA)-A 

stated R59 did not have any difficulty swallowing; 

however, would hold liquids in her mouth, but 

wasn't sure why she did. NA-A further stated 

R59's saliva dripped from the left side of her 

mouth, and she would keep tissue by her on the 

right side of her wheelchair for it. NA-A reported 

the drooling didn't bother R59, and when R59 had 

a wet shirt, the staff would try to change it; 

however, R59 sometimes refused.

On 3/23/17, at 10:14 a.m. AA-A was interviewed 

and stated R59 kept quite a bit of tissue with her. 

AA-A stated R59 tended to pocket fluids in the 

mouth, which would come out when R59 spoke. 

AA-A stated she would tell R59 "remember to 

swallow" before she answered questions. AA-A 

reported R59 had pocketed fluids for as long as 

she could remember.

On 3/23/17, at 10:39 a.m. trained medication aide 

(TMA)-A stated R59 took her pills well; however, 

sometimes when R59 took her pills, she would 

just hold the pills and water in her mouth. TMA-A 

further stated at times when R59 would open her 

mouth fluids, like water, would come out. TMA-A 

reported R59 kept tissues on her, and would try 

to catch the saliva with them. TMA-A was 

unaware if R59 had been assessed for pocketing 

fluids, but stated R59 did just fine at meals and 

did not pocket fluids then.

On 3/23/17, at 10:55 a.m. the director of nursing 

(DON) stated R59 had a history of drooling 

related to a CVA (cerebral vascular accident, 

commonly known as a stroke), and had been 

assessed by speech and occupational therapies. 

The DON further stated the therapies noted the 
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drooling, but ruled out dysphagia. The DON 

reported the pocketing of fluids was more of a 

behavior, which had been identified by 

occupational therapy and this behavior was 

present during psychology visits. The DON 

reported R59 always kept a box of tissues with 

her, and would expect staff to assist her if the 

drooling was excessive. Furthermore, the DON 

reported R59 was undergoing a significant 

change assessment and had had a recent room 

change, noting that any changes or increased 

stress could increase R59's symptoms and make 

it worse. The DON acknowledged the pocketing 

of fluids and drooling were not addressed in her 

care plan, further acknowledging it would be hard 

for new staff to know what to do or to monitor 

R59's symptoms for a change. The DON stated 

herself and the dietary department needed to 

communicate the pocketing of fluids and drooling, 

and would expect the behaviors to be on the care 

plan.

On 3/23/17, at 1:19 p.m. speech therapist (SP)-A 

stated R59 was evaluated and did have an 

occasional wetness with oral secretions; 

however, due to her history of dementia it wasn't 

uncommon to aspirate a bit of drool, and R59 

was not appropriate for thickened liquids or an 

altered diet as she did not have difficulty during 

meals, and saliva wouldn't get thickened anyway. 

SP-A stated she communicated immediately with 

nursing whenever she did a swallow evaluation.

R59's progress note dated 5/10/16, written by 

speech therapy identified a swallow evaluation 

had been performed. The note indicated R59 had 

no signs of aspiration during meal and 

recommended a regular diet. It further noted that 

per the COTA (certified occupational therapy 

assistant) R59 sometimes holds water sips in her 
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mouth, and drools a bit, but this behavior was not 

observed during lunch today.

The facility policy Care Plans and Care 

Conferences dated 6/00, directed all care plans 

are reviewed, updated, and reviewed, and 

indicated care plans were reviewed initially on 

admission, with quarterly care conferences, and 

at a weekly care plan review.

SUGGESTED METHOD OF CORRECTION:   

The Director of Nursing could direct staff to revise 

the resident's care plan to include appropriate 

interventions for monitoring non pressure related 

skin conditions. A monitoring program could be 

established in order to assure on going and 

effective care plan interventions based on audits 

and observations. 

TIME PERIOD FOR CORRECTION:  Twenty one 

(21) days.

 21385 MN Rule 4658.0800 Subp. 3 Infection Control; 

Staff assistance

 Subp. 3.  Staff assistance with infection control.  

Personnel must be assigned to assist with the 

infection control program, based on the needs of 

the residents and nursing home,  to implement 

the policies and procedures of the infection 

control program. 

This MN Requirement  is not met as evidenced 

by:

 21385

Based on observation, interview, and document 

review, the facility failed to ensure appropriate 

infection control measures were maintained 

during incontinence care for 1 of 1 resident (R16) 
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observed for personal cares. 

Findings include:

R16's admission Minimum Data Set (MDS) dated 

9/27/16, identified R16 had moderate cognitive 

impairment, was frequently incontinent of bowel, 

and was totally dependent on staff for toilet 

use/incontinence care. 

On 3/20/17, at 9:19 a.m. nursing assistant (NA)-B 

and NA-C were observed entering R16's room 

with a mechanical lift to transfer R16 into bed. 

R16 was transferred into bed, and was assisted 

to turn from side to side in bed to remove the lift 

sling. NA-B and NA-C donned gloves, slid down 

R16's pants and unfastened his incontinence 

brief. R16 was noted to be incontinent of a large 

amount of stool. NA-B encouraged R16 to turn on 

the left side toward NA-C, and used disposable 

wipes to clean the stool from R16's buttocks. 

NA-B tossed the wipes into the garbage. When 

finished, NA-B removed her gloves, used hand 

sanitizer and left the room, while NA-C assisted 

R16 to turn onto his back. NA-C stated, "One cold 

wipe up the front," and used a disposable wipe to 

clean the remaining stool. Without removing her 

gloves, NA-C placed and fastened a clean 

incontinent brief, and pulled up R16's pants. NA-B 

returned to the room with clean linen. NA-B and 

NA-C assisted R16 to turn from side to side, and 

replaced the draw sheet underneath him with a 

clean draw sheet. Still without removing her 

gloves, NA-C covered R16 with a blanket, picked 

up the soiled draw sheet, and held the soiled 

draw sheet against her side with her elbow while 

she tied the garbage bag in the garbage can. 

Without removing the gloves, NA-C carried the 

unbagged soiled draw sheet and the garbage bag 

out of R16's room, using her gloved hand to open 
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the door. Without removing the gloves, NA-C 

walked in the hallway to the soiled utility room, 

used her elbow to open the door, lifted the lid on 

the laundry bin with her gloved hand, and tossed 

the unbagged soiled draw sheet into the bin. 

NA-C opened the plastic lid on the large garbage 

can with her gloved hand and threw the garbage 

bag into the can. NA-C then removed her gloves 

and washed her hands. 

On 3/20/17, at 10:07 a.m. NA-C stated, "Many 

people have different opinions on this. I don't 

know when you would be given the opportunity to 

do so [change gloves], unless my gloves are 

obviously soiled." NA-C verified she did not 

remove her gloves after wiping R16's peri area of 

stool and proceeded to carry unbagged, soiled 

linen and the garbage out of R16's room, in the 

hallway, to the utility room. NA-C further stated 

she would typically take the gloves off and put 

them in the garbage before leaving a resident's 

room because, "You're not supposed to leave the 

room with gloves on," and verified that she did not 

do that. 

On 3/23/17, at 2:25 p.m. the director of nursing 

(DON) was interviewed and stated it was the 

expectation for staff to remove soiled gloves and 

sanitize or wash hands after completing 

incontinence care, and prior to touching surfaces 

and clean linen; and to remove gloves and wash 

hands prior to leaving residents' rooms. The DON 

further stated soiled linen should always be 

bagged before transporting to the utility room.

The facility's policy Handwashing/Hand Hygiene 

dated 7/14, directed staff to wash hands after 

removing gloves, and to wash hands or use hand 

sanitizer between resident cares and whenever 

direct physical contact with a resident took place. 
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The policy lacked direction regarding appropriate 

glove use to prevent the spread of infection. A 

facility policy was requested for the transportation 

of soiled linen but was not provided. 

SUGGESTED METHOD OF CORRECTION:

The director of nursing (DON) or designee could 

develop, review and/or revise policies and 

procedures to ensure infection control procedures 

and standards are maintained by all staff as 

appropriate.

The DON or designee could educate all 

appropriate staff on the policies/procedures, and 

could develop monitoring systems to ensure 

ongoing compliance. 

TIME PERIOD FOR CORRECTION:  

Twenty-One (21) Days

 21630 MN Rule 4658.1350 Subp. 2 A.B. Disposition of 

Medications; Destruction

Subp. 2.  Destruction of medications.  

      A.  Unused portions of controlled substances 

remaining in the nursing home after death or 

discharge of a resident for whom they were 

prescribed, or any controlled substance  

discontinued permanently must be destroyed in a 

manner recommended by the Board of Pharmacy 

or the consultant pharmacist.  The board or the 

pharmacist must furnish the  necessary 

instructions and forms, a copy of which must be 

kept on file in the nursing home for two years. 

      B.  Unused portions of other prescription 

drugs remaining in the nursing home after the 

death or discharge of the resident for whom they 

were prescribed or any prescriptions  

discontinued permanently, must be destroyed 

 21630

Minnesota Department of Health

If continuation sheet  10 of 206899STATE FORM 659W11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/07/2017 

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00950 03/23/2017

NAME OF PROVIDER OR SUPPLIER

HAVEN HOMES OF MAPLE PLAIN

STREET ADDRESS, CITY, STATE, ZIP CODE

1520 WYMAN AVENUE

MAPLE PLAIN, MN  55359

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21630Continued From page 10 21630

according to part  6800.6500, subpart 3, or must 

be returned to the pharmacy according to part 

6800.2700, subpart 2.  A notation of the  

destruction listing the date, quantity, name of 

medication, prescription number, signature of the 

person destroying the drugs, and signature of the 

witness to the destruction must be  recorded on 

the clinical record.  

This MN Requirement  is not met as evidenced 

by:

Based on observation, interview, and document 

review, the facility failed to develop a system to 

ensure the disposition of controlled medications 

(medications that have a high likelihood of abuse) 

to prevent diversion, which included the timely 

destruction of narcotics (controlled pain 

medication). This had the potential to affect all 47 

residents currently residing in the facility.

Findings include:

On 3/23/17, at 11:24 a.m. the director of nursing 

(DON) was interviewed and stated when a 

resident was discharged or passed away, any 

remaining narcotic medications remained in the 

locked narcotic box in the medication cart until 

she was in the facility. The DON stated she and 

another nurse would then remove the 

medications from the narcotics box, record the 

remaining amount in the narcotic log book. The 

DON physically took them into her office and 

placed them in a locked file cabinet. The DON 

stated she was the only person in the building 

with a key to the file cabinet, and the cabinet and 

her office door were always locked. The DON 

added if there was ever an issue with the count, 

the facility would problem solve. The DON further 

stated, "It's usually just an error". If the facility was 
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unable to find the error, their policy would be to 

report to the State Agency. 

On 3/23/17, at 11:45 a.m. the DON was observed 

to unlock the file cabinet in her office. The large 

drawer held a large amount of controlled 

substances including several blister packs of pills 

and several bottles of liquid medication. The DON 

indicated she and another nurse destroyed the 

medications monthly, more often if needed, and 

stated the process included checking the 

narcotics log book to ensure the correct amount 

of medication was destroyed. Each medication 

was written on the Certificate Of Inventory And 

Destruction Of Controlled Substances form, 

which they both signed, and the medications were 

wasted by flushing into the sewer system. 

Although the controlled medication were to be 

destroyed monthly or more often if needed, the 

DON stated she hadn't reconciled or destroyed 

any medications since 1/18/17, over two months 

ago.

On 3/23/17, at 2:16 p.m. the DON and nurse 

consultant were observed reconciling the 

medications. As they counted each medication, 

the DON verified the amount listed in the 

narcotics log book, and the nurse consultant 

listed each medication on the destruction of 

controlled substances form. Approximately 20 

packages of controlled medications in pill form, 

including oxycodone, lorazepam, morphine, 

alprazolam, hydromorphone, methadone, and 

tramadol were observed to be counted, removed 

from the packaging, and put into a basin. In 

addition, the DON and nurse consultant were 

observed to count and then empty approximately 

27 bottles of liquid controlled medications, 

including morphine, lorazepam, oxycodone, and 

hydromorphone, into the same basin. The DON 
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and nurse consultant were observed to flush the 

medications into the sewer system.  

On 3/23/17, at 2:59 p.m. the consultant 

pharmacist (CP) was interviewed and 

recommended that destruction of controlled 

substances should be done once a month, if not 

weekly, depending upon the staffing availability. 

The CP stated he had never had any problems of 

diversion with the facility; however, the sooner 

controlled substances were destroyed the less 

chance there would be for diversion. The CP was 

unaware of the overflow of controlled substances 

in the DON's office.

The facility's Disposal/Destruction of Expired or 

Discontinued Medications policy dated 12/1/07, 

directed unused portions of controlled 

medications should be destroyed and how to 

destroy them, however, it did not give a time 

period in which this should occur. 

SUGGESTED METHOD OF CORRECTION:  

The director of nursing or her designee could 

development and implement policies and 

procedures to remove expired medications. The 

director of nursing or her designee could then 

monitor the appropriate staff for adherence to the 

policies and procedures.

TIME PERIOD FOR CORRECTION:  Twenty-one 

(21) days.

 21665 MN Rule 4658.1400 Physical Environment

 A nursing home must provide a safe, clean, 

functional, comfortable, and homelike physical 

environment, allowing the resident to use 

personal belongings to the extent possible. 

 21665
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This MN Requirement  is not met as evidenced 

by:

Based on observation, interview and document 

review, the facility failed to maintain kitchen 

equipment in a clean and sanitary manner. This 

had the potential to effect 46 of 47 residents 

receiving meals from the kitchen.

Findings include:

On 3/20/17, at 7:08 a.m. during the initial kitchen 

tour with the certified dietary manager (CDM), the 

following were observed:

A silver cart with a door utilized for placing 

beverages and side dishes to take to the dining 

room to serve to residents was observed to have 

a yellow substance dried on the front frame, 

approximately 1 inch x 1/4 inch. The cart also had 

white crumbs scattered across the bottom of the 

inside of the cart.  

A walk-in freezer was observed to have ice 

condensation across the ceiling, approximately 1 

1/2 x 3 feet, dripping on the floor. A black mat 

was observed on the floor of the freezer, which 

had scattered white areas from the dripping.  

A tan trash container with a lid was observed next 

to the dishwashing area, with brown substance 

splattered on the front, covering approximately 

half of the front of the trash container.  

A large deep fryer covered with a large cookie 

sheet type pan was located to the right of the 

stove. The pan was observed to have splattered 

grease dried on to it.  
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The hood vents above the stove was noted to 

have brown dust clinging to it, with a thick 

covering on four of six panels to the right, closest 

to the fryer.  

A steamer was located to the left of the stove, on 

top of a convection oven. Behind the steamer, on 

the wall, there was a metal sheet. This metal had 

a brown dried grease appearing substance and 

food particles stuck to it. 

The dry storage area had shelves, and to the 

right side under the shelve, onions were stored 

on the bottom shelf. A large amount of dried 

onion skin was noted on the floor under the shelf, 

covering approximately 12 x 12 inches.  

When interviewed at this time, the CDM verified 

the findings. The CDM stated the cart is to be 

cleaned after each use. She further stated 

maintenance had been working on the 

condensation in the freezer, but the issue had not 

been resolved. The CDM verified the trash 

container was pretty dirty. The CDM stated the 

pan should be cleaned every day after use, and 

the fryer was used nearly every day.  Regarding 

the hood vents, the CDM stated maintenance 

was notified a couple weeks prior to clean, but it 

had not been completed yet. A company was 

hired to come out to do a thorough cleaning of the 

hood vents, and was last out in December or 

January. The dry storage area was to be cleaned 

every day. On 3/22/17, at 12:59 p.m. the CDM 

stated the hoods were cleaned by maintenance 

Monday night, but the area behind the stove had 

not been cleaned yet. 

On 3/22/17, at 2:09 p.m. the environmental 

services director (ESD) was interviewed and 

stated the hood vents above the stove are 
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cleaned by an outside company twice a year, and 

was last done in November or December. ESD 

further stated there was no schedule for the 

maintenance department to clean the hood vents 

on a routine basis. Regarding the freezer 

condensation, ESD stated it had been looked at, 

there was no concern with the freezer 

temperatures, and the kitchen staff would inform 

him if there was a concern.  The ESD further 

stated the facility has tried different methods to try 

to get it to stop dripping.  

A Maintenance Work Order dated 2/24/17, 

indicated hood filters needed cleaning. This was 

signed by CDM on 2/24/17, and maintenance on 

3/20/17.

Review of the facility Maintenance Schedule from 

2/19/17 - 3/12/17, instructed the following:

- morning aid to wipe down dishwashing area, 

and wipe off carts

- evening aid wash out garbage can by 

dishwasher and let dry

The facility policy Sanitation dated 11/10/14, 

directed:

- all kitchens, kitchen areas and dining areas shall 

be kept clean, free from litter and rubbish and 

protected from rodents, roaches, flies and other 

insects.

- All equipment, food contact surfaces and 

utensils shall be washed to remove or completely 

loosen soils by using the manual or mechanical 

means necessary and sanitized using hot water 

and/or chemical sanitizing solutions. 

- Carts may be used to transport food to dining 

areas and soiled dishes back to the dietary 

department provided that the compartment is 

sanitized between the transportation of soiled 
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dishes and food.

- Kitchen and dining room surfaces not in contact 

with food shall be cleaned on a regular schedule 

and frequently enough to prevent accumulation of 

grime.  

- The food services manager will be responsible 

for scheduling staff for regular cleaning of kitchen 

and dining areas.  Food service staff will be 

trained to maintain cleanliness throughout their 

work areas during all tasks, and to clean after 

each task before proceeding to the next 

assignment.

SUGGESTED METHOD OF CORRECTION:

The maintenance director or designee could 

develop, review and/or revise policies and 

procedures to ensure cleanliness of the kitchen 

and food storage areas.

The maintenance director or designee could 

educate all appropriate staff on the 

policies/procedures, and could develop 

monitoring systems to ensure ongoing 

compliance. 

TIME PERIOD FOR CORRECTION:  

Twenty-One (21) Days

 21800 MN St. Statute144.651 Subd. 4 Patients & 

Residents of HC Fac.Bill of Rights

 Subd. 4.    Information about rights.  Patients and 

residents shall, at admission, be told that there 

are legal  rights for their protection during their 

stay at the facility or throughout their course of 

treatment and maintenance in the community and 

that these are described in an accompanying 

written statement of the applicable rights and 

responsibilities set forth in this section.  In the 

case of patients admitted to residential programs 

 21800
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as defined in section 253C.01, the written 

statement shall also describe the right of a 

person 16 years old or older to request release as 

provided in section 253B.04, subdivision 2, and 

shall list the names and telephone numbers of  

individuals and organizations that provide 

advocacy and legal  services for patients in 

residential programs.  Reasonable 

accommodations shall be made for those with 

communication impairments and those who 

speak a language other than English.   Current 

facility policies, inspection findings of state and 

local health authorities, and further explanation of 

the written statement of rights shall be available 

to patients, residents, their guardians or their 

chosen representatives upon reasonable request 

to the administrator or other designated staff 

person, consistent with chapter 13, the Data 

Practices Act, and section  626.557, relating to 

vulnerable adults.

This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to inform residents and/or their 

families of the updated Combined Federal and 

Minnesota State Bill of Rights information. This 

had the potential to affect 35 of 47 residents who 

resided in the facility and were admitted prior to 

11/28/16. 

Findings include:

R57 was interviewed on 3/22/17, at 3:43 p.m. and 

stated she was unaware if she had been given a 

copy of the updated Bill of Rights. 

On 3/23/17, at 8:14 a.m. the licensed social 
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worker (LSW)-A was interviewed and stated the 

updated Bill of Rights had been placed in the 

admission packets and were given to residents 

on admission. LSW-A stated she went through 

the building giving the new Bill of Rights to current 

residents who were cognitively intact; however, 

she was unable to remember who had received 

them, and when they were given; she thought it 

was sometime in December. LSW-A stated she 

had not documented who had received the Bill of 

Rights. LSW-A stated the facility was still in the 

process of providing the Bill of Rights to 

responsible parties for cognitively impaired 

residents, further stating the rights were given at 

care conferences. LSW-A stated there was no 

documentation to confirm which responsible 

parties had received the new rights and which 

hadn't. LSW-A stated she had no way of knowing 

who had received the new Bill of Rights.

The facility policy Resident Rights-Informing 

dated 6/00, directed "The resident will be asked 

to sign the Resident's Bill of Rights form to 

acknowledge receipt of the Bill of Rights. The 

resident is given the Bill of Rights document. If 

the resident has a guardian or conservator, the 

guardian or conservator will be given the Bill of 

Rights document." 

SUGGESTED METHOD OF CORRECTION:

The administrator or designee could educate staff 

on policies and procedures to ensure 

residents/families recieve updated rights in a 

timely manner and a receipt of them recieving the 

rights is kept. The administrator or designee 

could develop monitoring systems to ensure 

ongoing compliance. 

TIME PERIOD FOR CORRECTION:  Twenty-one 

(21) Days
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