DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES
ID: CQGF

Facility ID: 00763

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OFACTION: 77 (L8)
(L1) 245524 (L3) LITTLE SISTERS OF THE POOR
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 330 EXCHANGE STREET SOUTH 3. Termination 4. CHOW
(L2) 825540700 (L5) SAINT PAUL, MN (L6) 55102 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 03 @
. 8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 03/18/2015 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: __(L10) | 03SNF/NF/Distinct 07 X-Ray ILICF/IID 15 ASC FISCAL YEAR ENDING DATE:  (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To ®): Program Requirements __ 2. Technical Personnel 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 73 (L13) 1. Acceptable POC _ 4. 7-DayRN (Rural SNF) 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 73 (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 1D 1861 (e) (1) or 1861 (j) (1): (L15)
40 33
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Sue Reuss, Supervisor Anne Kleppe, Enforcement Specialist
» OUp 03/23/2015 Lo ppe, p 03/25/201(5120)

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

19. DETERMINATION OF ELIGIBILITY

20. COMPLIANCE WITH CIVIL

21. 1. Statement of Financial Solvency (HCFA-2572)

RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible —
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY

02/01/1988 01-Merger, Closure 05-Fail to Meet Health/Safety

(1L24) 1A41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 8k of fvoluntary Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA4) 00-Active
€27 B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
03/12/2015
(L32) (L33) | DETERMINATION APPROVAL

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

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CMS Certification Number (CCN): 24-5524

Electronically Delivered: March 25, 2015

Sister Mary Elizabeth Anderson, Administrator
Little Sisters of the Poor

330 Exchange Street South

Saint Paul, Minnesota 55102

Dear Sister Anderson:

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. Furthermore, we are recommending to the
Minnesota Department of Human Services that your facility is recertified in the Medicaid program.

Effective March 6, 2015 the above facility is certified for:

40 - Skilled Nursing Facility/Nursing Facility Beds
33 - Nursing Facility II Beds

Your facility’s Medicare approved area consists of 40 skilled nursing facility beds. Your facility's Medicaid
approved area consists of all 33 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 about this electronic notice.

Sincerely,
/-_]m—* Ko leyeaa

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: anne.kleppe @state.mn.us

Telephone: (651) 201-4124  Fax: (651) 215-9697

Minnesota Department of Health - Health Regulation Division *
General Information: 651-201-5000 « Toll-free: 888-345-0823

http://www.health.state.mn.us
An equal opportunity employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Electronically Delivered: March 26, 2015

Sister Mary Elizabeth Anderson, Administrator
Little Sisters of the Poor

330 Exchange Street South

Saint Paul, Minnesota 55102

RE: Project Number S5524024
Dear Sister Anderson:

On February 17, 2015, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on February 5, 2015. This
survey found the most serious deficiencies to be widespread deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level F) whereby
corrections were required.

On March 18, 2015, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
by review of your plan of correction and on March 17, 2015 the Minnesota Department of Public Safety
completed a PCR to verify that your facility had achieved and maintained compliance with federal
certification deficiencies issued pursuant to a standard survey, completed on February 5, 2015. We
presumed, based on your plan of correction, that your facility had corrected these deficiencies as of
February 27, 2015. Based on our PCR, we have determined that your facility has corrected the
deficiencies issued pursuant to our standard survey, completed on February 5, 2015, effective March 6,
2015 and therefore remedies outlined in our letter to you dated February 17, 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.

Please contact me if you have any questions about this electronic notice.

Sincerely,
/-_]m—* Ko leyeaa

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: anne.kleppe @state.mn.us

Telephone: (651) 201-4124  Fax: (651) 215-9697

Minnesota Department of Health « Health Regulation Division
General Information: 651-201-5000 « Toll-free: 888-345-0823

http://www.health.state.mn.us
An equal opportunity employer



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245524 B. Wing 3/18/2015
Name of Facility Street Address, City, State, Zip Code
LITTLE SISTERS OF THE POOR 330 EXCHANGE STREET SOUTH
SAINT PAUL, MN 55102

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 (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0431 03/06/2015 ID Prefix ID Prefix
Reg. # 483.60(b). (d), (e) Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency SR/AK 03/23/2015 16022 03/18/2015
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
2/5/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: CQGF12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245504 B. Wing 01 - MAIN BUILDING 01 3/17/2015
Name of Facility Street Address, City, State, Zip Code
LITTLE SISTERS OF THE POOR 330 EXCHANGE STREET SOUTH
SAINT PAUL, MN 55102

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) ltem (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 02/23/2015 ID Prefix 02/23/2015 ID Prefix
Reg. # NFPA101 Reg. # NFPA101 Reg. #
LSC Ko0050 LSC Ko0062 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency PS/AK 03/23/2015 12424 03/17/2015
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
2/3/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: CQGF22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: CQGF
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00763

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L(LS)

(L1) 245524 (L3) LITTLE SISTERS OF THE POOR

1. Initial 2. Recertification

2.STATE VENDOR OR MEDICAID NO. (L4) 330 EXCHANGE STREET SOUTH 3. Termination 4. CHOW

(L2) 825540700 (L5) SAINT PAUL, MN (Le) 55102 5. Validation 6. Complaint

7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 03 @
. 8. Full Survey After Complaint

(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 02/05/2015 @L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: __(L10) | 03SNF/NF/Distinct 07 X-Ray ILICF/IID 15 ASC FISCAL YEAR ENDING DATE:  (L35)

0 Unaccredited 1TIC 04 SNF 08OPT/SP  12RHC 16 HOSPICE 12/31

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a): —Xn Compliance With And/Or Approved Waivers Of The Following Requirements:
To ®): Program Requirements __ 2. Technical Personnel 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 73 (L13) 1. Acceptable POC _ 4. 7-DayRN (Rural SNF) 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 73 (L17) B. Not in Compliance with Program
X Requirements and/or Applied Waivers: *Code: B (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
40 33
(L37) (L38) (L39) (LA2) (LA3)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:

Vidya Tomar, HFE NE II 03/02/2015 o) Anne Kleppe, Enforcement Specialist 03/11/2015

(L20)

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

19. DETERMINATION OF ELIGIBILITY
1. Facility is Eligible to Participate

2. Facility is not Eligible

20. COMPLIANCE WITH CIVIL
RIGHTS ACT:

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

(L21)
22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY ﬂ INVOLUNTARY
02/01/1988 01-Merger, Closure 05-Fail to Meet Health/Safety
(1L24) 1A41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot lnvoluntacy Temmination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA4) 00-Active
€27 B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) (L33) | DETERMINATION APPROVAL

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

020499
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
Certified Mail # 7010 1670 0000 8044 5766

February 17, 2015

Sister Mary Elizabeth Anderson, Administrator
Little Sisters of the Poor

330 Exchange Street South

Saint Paul, MN 55102

RE: Project Number S5524024
Dear Sister Anderson:

On February 5, 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;

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
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.

Minnesota Department of Health « Compliance Monitoring
General Information: 651-201-5000 « Toll-free: 888-345-0823

http://www.health.state.mn.us
An equal opportunity employer



Little Sisters of the Poor

February 17, 2015

Page 2

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:

Susanne Reuss, Unit Supervisor

Minnesota Department of Health
P.O. Box 64900

St. Paul, Minnesota 55164-0900

Email: susanne.reuss @state.mn.us
Telephone: (651) 201-3793
Fax: (651) 201-3790

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 March 17, 2015, the Department of Health will impose the following remedy:

. State Monitoring. (42 CFR 488.422)
PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter. Your PoC
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
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,



Little Sisters of the Poor
February 17, 2015
Page 3

- Include signature of provider and date.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's PoC if
the PoC is reasonable, addresses the problem and provides evidence that the corrective action has occurred.

If an acceptable PoC 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 PoC 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 PoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of compliance. In
order for your allegation of compliance to be acceptable to the Department, the PoC 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 PoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A Post
Certification Revisit (PCR) will occur after the date you identified that compliance was achieved 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 PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred sooner than
the latest correction date on the PoC.

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.



Little Sisters of the Poor
February 17, 2015
Page 4

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 May 5, 2015 (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 August 5, 2015 (six months after the 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
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC 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.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded
by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:



Little Sisters of the Poor
February 17, 2015
Page 5

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Minnesota Street, Suite 145
St. Paul, Minnesota 55101-5145

Email: pat.sheehan @state.mn.us
Telephone: (651) 201-7205
Fax: (651) 215-0525

Feel free to contact me if you have questions.
Sincerely,

Ao Blepan_

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: anne . kleppe @state.mn.us

Telephone: (651) 201-4124 Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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All expired medications, unlabeled

and undated meds were disposed

2/27/15

and medications were reordered on
2/3/15. for
R3,R37,R38,R2,R10,R39,R32,R35,R40
, R46, R62,R73,R77

Consult pharmacy nurse came to
facility to complete medication cart -
and med room review on 2/11/15.

There were no other outdated, unla-
beled medications in the med cart.
Stock medications reviewed and
removed and replaced.

tagility must store all drugs and biologicals in
locked com partments Jndar proper temperature

ontrols, and permit only authorized per o*me! 0
1ave access o the keya.
The facitity must provide separaiely locked,

On 2/25/15 nurses meeting was held
and review of deficiency was dis-

cussed. Nurses were educated on
plan of correction. Policy was re-

THLE
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PROV! DU

viewed . All TMA's informed and edu- 3(0‘ |5
cated of new practice by 3/6/15.

An auditing form was developed for
nursing staff to monitor med carts
and med rooms on a monthly basis. In
addition will continue with consult

pharmacy nurse to complete quarter-

ly audits.

DON will track med cart/room audit

nterview and docums . forms on a monthly basis and follow

nb"srvaﬁen,
acility § 'a*um

up as needed for any system errors or

problems.

The POC will be integrated into the
QA program and reviewed quarterly

for effectiveness.

5 mJtip & medication The completion dates for our new
t *h;facmgéom;d baéng - POC will be totally complete by
o : B
R10, B39 35 3/6/15 at which time all nursing staff

which included eye
inhaler, lacked dates ¢ will have been educated and new

aned, unigbeled or

m}ps, n
indicate w
GiCin ion

o
i i . .
e | audit form in place and ready for use.

-~

Dy *mﬂ the ms rii"m*ow sforane inur on 2348 _at
: ansed practical nurse (LPf d; A
: ond f% ooy mewca”@f‘ orage area, one
uniabe!ed bottle of Dorzolamide hel-Timolol

ophthalmic (eye drops used o decrease
yes solution dated 1/17/15.

(D —-Y

m. LPN-A and trained

If continugl
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D

: During the medication storage lour on 2/3/15, &
ih TMA-R, In : )

orage arsa, and the medication
Qi: onenﬁo v 3 ed and u“'abuiv

S8
(o3

e drop botlle

liguitears {dry eyes) eye drop bo
ad, usad 3rd Afa* un ated.

< (3
@
[¢

A i
&

SR I N I R
m,

o O o
e [

i3

R

o 5

5%

5
oot

cations

1 open
sades to be
froom and the

aris, he would
fy f {the infection control nurse) as to
what was observed and iake the steps needed o
correct the isaue bacanse ave draps shonld bhe

:

dated when openad,

During the medication storage tour on 2/3/15, at
2»23 p m. the 3rd floor madication storage cart
viewed, The following observations were

1 &
i

§ie'm Rhinitis) nasal spray
nd undated.
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N4y PR

02/05/2018

ADDRESS, OITY, $TATE, ZiP CODE
330 EXCHANGE STREET SOUTH
SAINT PAUL, MN 88102

Bhiniic)
aﬁ:i und

During interview ¢ /15, i
verifiad the me tions ?mmm i@ hv iabe ed :ﬁG
stored p ropeny LPN-Ba that openad

medi ’*a; ions needed io be Su whan openad
and expired medications neadad {o ba removed
from the storage arsa. J~i% further stated, she
was going to order some g*ze\m medmajms from
ihe pharmacy {o repiacs the

medications.

Qnil
iL

ng

the medication storage four on 273/
v .. with RN-A, on tha 4th fioor, mu
Z gpenaa undated, ewred and unlabsled
- madication bottles/inhalers were observed stored
i a medication carts. Ubsarvations included
the following:

R32's fiovent {(Asthma) inhaler was expired
a date of &/12/14.

R35's Fluticasons (Non-Aliergic Rhinit
al spray bottie was openad, used and

. R40's artifl tears eye ointment 'eye moisture)
- was opened and undated, In addition, proair oral
“inhaler {iotre i SOB/ w heszing symptoms) was

5‘«?»‘33 erythrom ju"i sye omiment {Dry eyes)
as er ed usgd 'md unua ed

was ope d sm anfi urca*ed

: tanol { A;‘efecto“gun tivitis) eve
drop botziv was openad and undated.

. \77's Travatan (Glaucoma) eye drop boitle
was opened, usad and undated.

BRG]
~f
h‘?{
m
Ei}
m

Event 1D COGF1T

0o o07as
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“T§
RN
(5}
e

nowy
AN-Basio ha* was ob:: ec and take the
steps nesdsd 10 correct the issue hecause aye
drops shouid be dated when opened.

%n‘f_es'»- lew on 2/4/15, at 8:01 a.m. the
nursing (DON indicated, staff were
o date medication botiles when

‘t-*pk T’S“ SXDire ed‘ ogHONS, remove

from the

c*"i%f} a! m ﬁd qons
m ge area had been
18- *dd*@’i fm*ﬁ the pharmacy. DON added, the

‘ nurse consultant from the ﬁharmacy comes :
“quarierly to check madication cart and the :
medisation rooms o make sure the ’Tivuiua’@”l '
iabels are accurate and current. DON sxpla
i all residents’ medications needed io be dated
iabeled accurately for safe medication
ministration,

W
o

dew on 2/4/15, 21 8:30 am. the
‘s /s cor 1su§:an pharmacist (OF) siated har
sctation was for facility staff to date sach

- medication bc"he whan opsnad and discard
e‘xpi red medicatio

he facility's undated. Medication Expiration
Da?es policy read, "Ouidated, contaminated. or
deteriorated r“ed‘cau ns and hosa 1 contalners
thal are cracked, soiled, unlabeled, or without
- gecure r“iost‘m arg immed .até‘} re’?or"i from
- siock, disposed of accor dfs@ fo facility
rocedures for medication destruction, and

w
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
245524 B.WING 02/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
330 EXCHANGE STREET SOUTH
LITTLE SISTERS OF THE POOR SAINT PAUL, MN 55102
{(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES t 16] PROVIDER'S PLAN OF CORRECTION ! {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
‘ ‘ DEFICIENCY]}
K 000 | INITIAL COMMENTS K 000
FIRE SAFETY y ) /f
‘; > \ [ l.l A
THE FACILITY'S POC WILL SERVE AS YOUR ‘ ()K,
ALLEGATION OF COMPLIANCE UPON THE " '
' DEPARTMENT'S ACCEPTANCE. YOUR |4

USED AS VERIFICATION OF COMPLIANCE.

| SIGNATURE AT THE BOTTOM OF THE FIRST ),
PAGE OF THE CMS-2567 FORM WILL BE ? }

F17-15

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

B

At the time of this survey, LITTLE SISTERS OF
THE POOR was found not in substantial
compliance with the requirements for participation
in Medicare/Medicaid, 42 CFR, Subpart
483.70(a), Life Safety from Fire, and National Fire
Protection Association (NFPA) Standard 101 -

Fr'ﬂE_ EIVED

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY H

DEFICIENCIES (K-TAGS) TO:

FEB 27 20 15
HEALTHCARE FIRE INSPECTIONS i
STATE FIRE MARSHAL DIVISION
| 445 MINNESOTA STREET, SUITE 145 ' MN DEPWWY
| ST. PAUL, MN 55101-5145 STATE FIRE MARSHAL DIVISION
Or by email to:

el ASAS

' Angela.Kappenman@state.mn.usand '
- Marian.Whitney@state.mn.us |

LABOHA‘!‘OH“! DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 7 DATE

Any ds!iclen%y s!atﬁnt ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards prévide sufficient protection to the patienis. (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 requisile to continued
program participation.

FORM f‘MS 2;(:7(02 99) Prewuuq Versmns Obsolete Evenl I[} FQGF?T Facility 1D: 00763 If continuation sheet Page 1ol 4
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330 EXCHANGE STREET 50UTH

LITTLE SISTERS OF THE POOR SAINT PAUL, MN 55102

x4 10 SUMMARY STATEMENT OF DEFICIENCIES ! (v} PROVIDER'S PLAN OF CORREGTION LowE
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL ¢ PRLFIX (EAGH CORRECTIVE ACTION SHOULD BE § GOMPLETION
TAG REGULATORY OR £SC IDENTIFYING INFORMATION) POTAG CROSS-BEFERENCED TO THE APPROPRIATE | OATE
DEFICIENGY} |
K 000 | Continued From page 1 o Kooo

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

1. A desctiplion of what has been, or wili be, done
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or titie of the person
: rasponsible for correction and monitoring to :
prevent a reoccurrence of the deficiency.

This S-story building constructed in 1977 was
determined to be of Type H{222) construction. :
- has no basement and is fully fire sprinklered ;
| throughout. The facility has a capacity of 73 beds. *
At the ime of survey the census was 69.

The requirement at 42 CFR Subpart 483.70(a) is
. NOT MET as evidenced by: :
K 050 NFPA 101 LIFE SAFETY CODE STANDARD K 0501,
sS4 L AL month calendar has been 2/23/15
“Fire drills are held at unexpected times under ‘ created, starting January 2015 and
. varying conditions, at least quarterly on each shiff. ) . il
The staff is tamiliar with procedures and is aware ongoing. This computer program wi
- that drills are part of established routine. send a reminder to the task log
: Responsibility for planning and conducting drilis is
- assigned only 1o competent persons who are
- qualitied fo exercise leadership. Where drills are '
; conducted between 9 PM and 6 AM a coded ' ;
- announcement may be used instead of audibte : :
calarms. 19.7.4.2

indicating time for Fire Drill.

i This STANDARD s not met as evidenced by:
| Based on review of reports and interview, it was

FORM GMS-R567(02-98) Provious Versions Obsolote Event ID; COGBF21 Fagility 10 00763 I continuation sheet Page 2 of 4
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XAy i SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

in PROVIDER'S PLAN OF CORRECTION ! (X8
PREFIX EACH GORRECTIVE ACTION SHOULD BE i COMPLETION
TAG CROSS-REFEAENCED TO THE APPROPRIATE i CATE
DEFIGIENCY) i

K050 Continued From page 2

' determined that the facility failed to conduct the
| required number of fire drills for gach shift in the

| iast 12-month periad in accordance with NFPA
| 101 LSC {00} Section 19.7.1.2. This deficient

‘ practice could affect how staff react in the event

of afire.
' Findings include:

 During the facility tour between 09:00 AM and
1:00 PM on G2/03/2015, based on review of

per quarter basis based by the following:

1) Fire drills were not conducied on a quarterly
Basis. No fire drilis were conducted on the
evening shift during the 4th quarter of 2015.

i Basis. No fire drills were conducted on the
night shift during the 3rd girarier of 2015.

This deficiency was varified by the Facilities
Director { RS ).

K 062 | NFPA 101 LiFE SAFETY CODE STANDARD
58=F
Required automatic sprinkler systems are
continuously maintained in relfable operating
conditioh and are inspected and tested

875

This STANDARD is not met as evidenced by:
i Based on record review and interview the
complete automatic fire sprinkier system is not

availabie documentation it was reveled that fire
drills have not been conducted on a one per shift

2) Firg drills were not conducted on a quarterly

periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,

K 060

K062 !
i Alicensed independent contractor t2/23/15

¢ wilf conduct Quarterty and Aanual

" Flow test, Records for Flow Tests will
be recorded in the Life Safety Book
with Fire Drill records.

FORM CWVS-25G7(02-99) Provious Versions Obsolele

Event ID:GQGF2 Facility 10: (16763 1 continuation sheet Page 3of4
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: testing in the last 12 months. During an interview
: with facilites Director { RS), stated he was
‘rescently hired and was unaware of quarterly

- testing.

being maintained in accordance with NFPA
25(99) Section 9.2.7. This deficient practice couid
effect all occupants of the building if the system
were 1o fail under fire conditions.

Findings include;

On facility tour between 09:00 AM and ¢1:00 PM
on 02/03/2015, it was revealed during review of
available fire sprinkler records that there was no
documentation of quarterly sprinkler flow testing

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3 DATE SK_JB}IEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 1 COMPLETED
245524 BWING 02/03/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zi# CODE
LITTLE SISTERS OF THE POOR 330 EXCHANGE STREET SOUTH
SAINT PAUL, MN 55102
(X4} 1D SUMMARY STATEMENT OF DEFCIENCIES D PROVIDER'S PLAN OF CORRECTION 1 pre
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACI{ CORREGTIVE ACTION SHOULD BE | COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K 062 | Continued From page 3 K062

FLHM CME-2567(02-98) Pravigus Versions Obsolsle

Event 12:COGF21

Facifity 1D: DO763
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
Certified Mail # 7010 1670 0000 8044 5766

February 17, 2015

Sister Mary Elizabeth Anderson, Administrator
Little Sisters of the Poor

330 Exchange Street South

Saint Paul, Minnesota 55102

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5524024
Dear Sister Anderson:

The above facility was surveyed on February 2, 2015 through February 5, 2015 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the survey
team from the Minnesota Department of Health, Compliance Monitoring Division, noted one or more violations
of these rules that are issued in accordance with Minnesota Stat. section 144.653 and/or Minnesota Stat. Section
144A.10. If, upon reinspection, it is found that the deficiency or deficiencies cited herein are not corrected, a
civil fine for each deficiency not corrected shall be assessed in accordance with a schedule of fines promulgated
by rule of the Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been added. This
provision is being suggested as one method that you can follow to correct the cited deficiency. Please
remember that this provision is only a suggestion and you are not required to follow it. Failure to follow the
suggested method will not result in the issuance of a penalty assessment. You are reminded, however, that
regardless of the method used, correction of the deficiency within the established time frame is required. The
“suggested method of correction” is for your information and assistance only.

The State licensing orders are delineated on the attached Minnesota Department of Health order form
(attached). The 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 number
and the corresponding text of 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 that are in violation of the state statute after the statement, "This Rule is not met as evidenced by."
Following the surveyors findings are the Suggested Method of Correction and the 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. THIS WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

Minnesota Department of Health ¢ Health Regulation Division ¢
General Information: 651-201-5000 « Toll-free: 888-345-0823

http://www.health.state.mn.us
An equal opportunity employer



Little Sisters of the Poor
February 17, 2015
Page 2

When all orders are corrected, the order form should be signed and returned to:

Susanne Reuss, Unit Supervisor

Minnesota Department of Health
P.O. Box 64900

St. Paul, Minnesota 55164-0900

Email: susanne.reuss @state.mn.us
Telephone: (651) 201-3793
Fax: (651) 201-3790

We urge you to review these orders carefully, item by item, and if you find that any of the orders are not in
accordance with your understanding at the time of the exit conference following the survey, you should
immediately contact me.

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.

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.

Please feel free to call me with any questions.

Sincerely,

/OM.. K }ﬁzﬁ/tﬂ

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: anne.kleppe @state.mn.us

Telephone: (651) 201-4124 Fax: (651) 215-9697

Enclosures

cc: Original - Facility
Licensing and Certification File
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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LITTLE SISTERS OF THE POOR

2000/ Initial Comments 2000
*****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:
On February 2nd through February 5th 2015, Minnesota Department of Health is
surveyors of this Department's staff, visited the documenting the State Licensing

above provider and the following correction Correction Orders using federal software.
orders are issued. When corrections are Tag numbers have been assigned to
completed, please sign and date, make a copy of Minnesota state statutes/rules for Nursing
these orders and return the original to the Homes.

Minnesota Department of Health, Division of

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 CQGF11 If continuation sheet 1 of 6
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FORM APPROVED
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A. BUILDING: COMPLETED
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

330 EXCHANGE STREET SOUTH
SAINT PAUL, MN 55102

LITTLE SISTERS OF THE POOR

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
2000 | Continued From page 1 2000
Compliance Monitoring, Licensing and The assigned tag number appears in the
Certification Programs; P.O. Box 64900, St. Paul, far left column entitled "ID Prefix Tag."
Minnesota 55164-0900. The state statute/rule number and the
corresponding text of 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
evidenced by." Following the surveyors
findings are the Suggested Method of
Correction and the 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. THIS
WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.
21620 MN Rule 4658.1345 Labeling of Drugs 21620
Drugs used in the nursing home must be labeled
in accordance with part 6800.6300.
This MN Requirement is not met as evidenced
by:
Based on observation, interview and document
review, the facility failed to ensure medications
were stored and labeled properly for 13 of 21
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residents (R3, R37, R38, R2, R10, R39, R32,
R35, R40, R46, R62, R73 and R77) whose
medications were observed for medication
storage.

Findings include:

During observations of multiple medication
storage areas throughout the facility, medications
for R3, R37, R38, R2, R10, R39, R32, R35, R40,
R46, R62, R73 and R77, which included eye
drops, nasal sprays and inhaler, lacked dates to
indicate when they were opened, when they
expired and some medications were unlabeled.

During the medication storage tour on 2/3/15, at
10:12 a.m. with licensed practical nurse (LPN)-A,
in the 2nd floor medication storage area, one
unlabeled bottle of Dorzolamide hcl-Timolol
maleate ophthalmic (eye drops used to decrease
pressure in eyes) solution dated 1/17/15.

On 2/3/15, at 10:18 a.m. LPN-A and trained
medication aide (TMA)-A verified the medications
needed to be stored properly, with proper labels
and a date when opened. At 10:21 a.m. LPN-A
stated, the eye drops should have been labeled
and would inform her supervisor to take
corrective actions for storing medications

properly.

During the medication storage tour on 2/3/15, at
11:22 a.m. with TMA-B, in the 5th floor
medication storage area, and the medication
carts, multiple opened, undated and unlabeled
medication bottles were stored. Observations
included the following:

R3's azelastine (anti-allergy) eye drop bottle
was opened and undated.

R37's liquitears (dry eyes) eye drop bottle
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was opened, used and was undated.

. R38's Erythromycin eye ointment
(antibiotic/lubricant) was opened, undated and
was expired.

During interview on 2/3/15 at 11:26 a.m.
registered nurse (RN)-A verified the medications
needed to be stored properly, with correct open
date. The expired medications needed to be
discarded from the medication room and the
medication carts. Further, RN-A stated she would
notify RN-B (the infection control nurse) as to
what was observed and take the steps needed to
correct the issue because eye drops should be
dated when opened.

During the medication storage tour on 2/3/15, at
2:25 p.m. the 3rd floor medication storage cart
was reviewed. The following observations were
made:

R2's fluticasone (Allergic Rhinitis) nasal spray
bottle was opened, used and undated.

R10's nasal saline (Dry nose) nasal spray
bottle was opened and was expired.

R39's Ipratropium (Allergic Rhinitis) nasal
spray bottle was opened, used and undated.

During interview on 2/3/15, at 2:35 p.m. LPN-B
verified the medications needed to be labeled and
stored properly. LPN-B added that opened
medications needed to be dated when opened
and expired medications needed to be removed
from the storage area. LPN-B further stated, she
was going to order some new medications from
the pharmacy to replace the undated, expired
medications.

During the medication storage tour on 2/3/15 at
2:40 p.m. with RN-A, on the 4th floor, multiple
opened, undated, expired and unlabeled
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medication bottles/inhalers were observed stored
in the medication carts. Observations included
the following:

. R32's flovent (Asthma) inhaler was expired
with a date of 9/12/14.

R35's Fluticasone (Non-Allergic Rhinitis)
nasal spray bottle was opened, used and
undated.

R40's artifi tears eye ointment (eye moisture)
was opened and undated. In addition, proair oral
inhaler (to treat SOB/Wheezing symptoms) was
expired with a date of 12/8/14.

R46's erythromycin eye ointment (Dry eyes)
was opened, used and undated.

R62's nevanac (Macular Edema) eye drop
bottle was opened, used and undated.

R73's patanol (Allergic Conjunctivitis) eye
drop bottle was opened and undated.

R77's Travatan (Glaucoma) eye drop bottle
was opened, used and undated.

During interview on 2/3/15, at 3:05 p.m. RN-A
verified the medications needed to be stored
properly, with proper labels, the nursing staff
needed to check expired medications and
remove them from the medication room and
carts. Further, RN-A stated she would notify
RN-B as to what was observed and take the
steps needed to correct the issue because eye
drops should be dated when opened.

During interview on 2/4/15, at 8:01 a.m. the
director of nursing (DON) indicated, staff were
supposed to date medication bottles when
opened, check for expired medications, remove
expired medications and re-order them from the
pharmacy. DON explained, all medications
removed from the storage area had been
re-ordered from the pharmacy. DON added, the
nurse consultant from the pharmacy comes
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quarterly to check medication cart and the
medication rooms to make sure the medication
labels are accurate and current. DON explained
all residents' medications needed to be dated and
labeled accurately for safe medication
administration.

During interview on 2/4/15, at 8:30 a.m. the
facility's consultant pharmacist (CP) stated her
expectation was for facility staff to date each
medication bottle when opened and discard
expired medications.

The facility's undated, Medication Expiration
Dates policy read, "Outdated, contaminated, or
deteriorated medications and those in containers
that are cracked, soiled, unlabeled, or without
secure closures are immediately removed from
stock, disposed of according to facility
procedures for medication destruction, and
reordered from the pharmacy if a current order
exists."

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.
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