
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: 00384

ID:   MYWK

PIERZ, 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)

964657400

7

01/01/2009

12/31

09/15/2016

PIERZ VILLA INC245286

02

119 FAUST STREET SOUTHEAST

56364

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  50 (L18)

13.Total Certified Beds  50 (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)

 50

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

X

00-Active

08/01/1985

00

03001

08/30/2016

09/15/2016 10/26/2016

21.

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

Michelle Thompson, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245286

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

PIERZ VILLA INC 119 FAUST STREET SOUTHEAST

PIERZ, MN 56364

9/15/2016
Y2 Y3

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

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

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

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

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0176 Correction

Reg. #
483.10(n)

Completed 

LSC 09/04/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO7/20/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 MYWK12EVENT ID:

09/15/20162859810/26/2016PK/KJ



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245286

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

PIERZ VILLA INC 119 FAUST STREET SOUTHEAST

PIERZ, MN 56364

9/12/2016
Y2 Y3

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

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

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

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

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/16/2016K0011

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/10/2016K0015

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/01/2016K0017

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 07/27/2016K0018

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/01/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/12/2016K0029

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/09/2016K0038

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/01/2016K0051

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/09/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/09/2016K0062

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 07/27/2016K0064

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/29/2016K0070

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 07/27/2016K0074

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/09/2016K0147

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO7/26/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 MYWK22EVENT ID:

09/12/20162720010/26/2016TL/KJ



STATE FORM: REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

00384

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

PIERZ VILLA INC 119 FAUST STREET SOUTHEAST

PIERZ, MN 56364

9/15/2016
Y2 Y3

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (prefix codes shown to the left of each requirement on the survey 

report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  21426 Correction

Reg. #
MN St. Statute 144A.04 

Subd. 3 Completed 

LSC 09/04/2016

ID Prefix  21565 Correction

Reg. #
MN Rule 4658.1325 

Subp. 4 Completed 

LSC 09/04/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

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

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO7/20/2016

Page 1 of 1 MYWK12EVENT ID:

STATE FORM: REVISIT REPORT (11/06)

09/15/20162859810/26/2016PK/KJ



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00384

ID:   MYWK

PIERZ, 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)

964657400

7

01/01/2009

12/31

08/18/2016

PIERZ VILLA INC245286

02

119 FAUST STREET SOUTHEAST

56364

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  50 (L18)

13.Total Certified Beds  50 (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)

 50

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

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

29. INTERMEDIARY/CARRIER NO.

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

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

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

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

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

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

(L32) (L33)

30. REMARKS

00-Active

08/01/1985

00

03001

08/18/2016 08/25/2016

21.

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

Jennifer Bahr, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 

as your allegation of compliance upon the 

Department's acceptance. Because you are 

enrolled in ePOC, your signature is not required 

at the bottom of the first page of the CMS-2567 

form.  Your electronic submission of the POC will 

be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 

on-site revisit of your facility may be conducted to 

validate that substantial compliance with the 

regulations has been attained in accordance with 

your verification.

A complaint investigation was also completed at 

the time of the standard survey, complaint 

H286021, and was unsubstantiated.

 

F 176

SS=D

483.10(n) RESIDENT SELF-ADMINISTER 

DRUGS IF DEEMED SAFE

An individual resident may self-administer drugs if 

the interdisciplinary team, as defined by 

§483.20(d)(2)(ii), has determined that this 

practice is safe.

This REQUIREMENT  is not met as evidenced 

by:

F 176 9/4/16

 Based on observation, interview and document 

review, the facility failed to comprehensively 

assess for safe self administration of medication 

via a nebulizer  for 2 of 6 residents (R5, R8) 

observed during medication administration.

Findings include:

R5 was observed on 7/19/16, at 3:14 p.m. sitting 

 On 7/20/2016 RN Case Manager 

completed self-administration 

assessments on R5 & R8.  R5�s MD was 

faxed for order for  self-adminstration of 

nebulizers after set-up. ; Order was 

received; EMAR updated and care plan 

updated. 

 R8 was deemed not able to self 

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

08/17/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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in his recliner with his eyes closed. R5's nebulizer 

machine was running and he was inhaling the 

medication from the mask of the nebulizer (where 

medication is aerosolized and inhaled by the 

resident). A nurse was not present in R5's room 

monitoring R5's nebulizer treatment during the 

administration of the medication.  

On 7/19/16, at 3:14 p.m. licensed practical nurse 

(LPN)-A stated R5 did not have an order for self 

administration of medication for a nebulizer 

treatment in his medical record. LPN-A further 

stated she was not in R5's room during the 

nebulizer treatment and would periodically check 

on him throughout the treatment.

R5's medical recorded lacked a nursing 

assessment for self administration of 

medications.

R5's signed physician order sheet dated 7/8/16, 

identified an order for albuterol sulfate (an inhaled 

medication used for shortness of 

breath)...NEBULIZATION solution... Inhale 3 ml 

(milliliters) via a nebulizer as needed four times a 

day. R5's physician orders did not identify if he 

could self administer the medication.

R8 was observed on 7/19/16, at 2:47 p.m. sitting 

in her wheelchair in her room putting together a 

puzzle. LPN-B started R8's nebulizer and left the 

room, leaving R8 unattended with her nebulizer 

treatment. R8 was observed taking the nebulizer 

mask away from her face several times as she 

continued to work on her puzzle.

During interview on 7/19/16, at 2:47 p.m. LPN-B 

stated R8 did not have an order for self 

administration of medications for her nebulizer 

administer after nebulizer set-up.  EMAR 

and care plan updated with assessment 

information per facility protocol. 

 All other resident self-administration 

assessments were completed along with 

reviewal of EMAR and care plan on 

7/20/2016.  

On 7/21/2016 the Self-Administration of 

Medication policy and procedure was 

reviewed and revised.

 Education on policy and procedure was 

given to staff during meeting on 7/26/2016 

and also a through email on 8/9/2016.

Audits will be completed on R5 & R8 and 

all other residents quarterly, all new 

admissions who have nebulizer orders 

and on residents who receive orders for 

nebulizers that will need 

self-administration assessment completed 

for the next 3 months or until resolved to 

assure we are in compliance.

Pierz Villa will share and discuss the audit 

findings with the Quality Assurance team 

until matter is resolved.
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treatments. LPN-B further stated R8 did not like 

be watched, but staff needed to "keep a close eye 

on her" because R8 would often set the nebulizer 

mask on the table during her treatments. 

R8's medical recorded lacked a nursing 

assessment for self administration of 

medications.

R8's signed physician order sheet dated 5/29/16, 

identified R8 had dementia with severe cognitive 

impairment. R8's physician order sheet identified 

an order for ipratropium-albuterol (an inhaled 

medication used for shortness of 

breath)...NEBULIZATION solution... Inhale 3 ml 

via a nebulizer four times a day. R8's physician 

orders did not identify if she could self administer 

the medication. 

During interview on 7/19/16, at 3:45 p.m. 

registered nurse (RN)-A stated residents did not 

need a self administration of medication 

assessment for nebulizer treatments. RN-A 

further stated if there was an issue with the 

nebulizer treatment, facility staff would make a 

notation in the resident's chart in the medical 

administration record section.

During interview on 7/20/16, at 7:15 a.m. director 

of nursing (DON) stated the facility process for 

self administration of medication included an 

assessment for safety, obtaining a physicians 

order allowing them to self administer 

medications and placing a notation in the 

resident's care plan. The DON further stated R5 

and R8 should not have been left alone with the 

nebulizer without being assessed and having a 

physician order obtained.
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A facility policy titled Self administration of 

Medications by Residents dated 12/05, identified 

the facility should obtain a written order from the 

attending physician for specific medication (s) 

which can be self administered by the resident. 

Further, an approval from the interdisciplinary 

team or RN case manager for the resident to self 

administer nebulizer treatments after set up 

should be based on the residents ability of 

holding the nebulizer apparatus and quarterly 

review by the IDT team. The policy did not 

address a nursing assessment for safety prior to 

the self administration of medications.
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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 attached Minnesota 
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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 attached Minnesota 
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 2 000Continued From page 1 2 000

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  7/18/16-7/20/16, 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.

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 

Prevention And Control

(a) A nursing home provider must establish and 

maintain a comprehensive tuberculosis

infection control program according to the most 

current tuberculosis infection control guidelines 

issued by the United States Centers for Disease 

Control and Prevention (CDC), Division of 

Tuberculosis Elimination, as published in CDC's 

Morbidity and Mortality Weekly Report (MMWR). 

This program must include a tuberculosis 

infection control plan that covers all paid and 

unpaid employees, contractors, students, 

residents, and volunteers. The Department of 

Health shall provide technical assistance 

regarding implementation of the guidelines.

(b) Written compliance with this subdivision must 

be maintained by the nursing home.

 21426
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 21426Continued From page 2 21426

This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to administer the tuberculin skin test 

(TST) within 72 hours for 1 of 5 residents (R15) 

who were reviewed for tuberculosis (TB) testing.

Findings include:

R15 had been admitted to the facility on 6/6/16. A 

TB symptom screen had been completed upon 

admission, however, over a month later, a TST 

had never been administered. 

R15's Medication Administration Record (MAR) 

was reviewed since her admission. The MAR 

noted the following:

- On 6/6/16, a  TST was not administered with the 

comment "Drug/Item unavailable."

- On 6/20/16, a TST was not administered with 

the comment "resident asleep." There was no 

indication a TST had been attempted later.

- On 7/5/16, a TST was not administered with the 

comment "will get done tomorrow." There was no 

indication a TST was ever attempted. 

During an interview on 7/20/16, at 1:04 p.m. 

registered nurse (RN)-A stated the TST should 

have been administered, but it was deferred due 

to a facility shortage in the tuberculin solution in 

the last month. She further stated the TST was 

due to be administered the next day, 7/21/16, but 

the facility had just received a stock of solution 

and it could be administered sooner. 

Later the same day, at 1:09 p.m. the director of 

nursing (DON) stated the facility policy was to 
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 21426Continued From page 3 21426

administer the first TST upon admission with a 

second TST administered two weeks after 

admission. The DON stated she was in charge of 

ordering tuberculin solution when the nursing staff 

notified her it was running low. She was not 

aware of a shortage of solution in June, however, 

further stated it had been difficult during the last 

year to acquire solution from the pharmacy, with 

shipments typically taking one to two weeks. She 

reported the facility policy would be to defer TST 

administration until the solution was available.

Facility policy entitled: Tuberculin Shortage Policy 

(Temporary)- New Employees and Admissions, 

dated 5/13, directed to defer TST testing "...until 

shortage resolves," but it did not address any 

plans to obtain the solution during a shortage.

Facility policy entitled: TB Screening for 

Residents of Nontraditional Facility-Based 

Settings, revised 3/10, directed that residents of 

the facility were to be screened and tested for TB, 

with the tuberculin skin test (TST) being 

"...administered within 72 hours of admission."

SUGGESTED METHOD OF CORRECTION:  

The director of nursing or designee could review 

the facility's process/policies to ensure TB 

solution is ordered in a timely manner and 

addresses a plan for administration during a 

shortage. They could also audit to ensure newly 

admitted residents are administered TB testing as 

required by state rule.  

TIME PERIOD FOR CORRECTION:  Fourteen 

(14) days

 21565 MN Rule 4658.1325 Subp. 4 Administration of 

Medications Self Admin

 21565
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 21565Continued From page 4 21565

 Subp. 4.  Self-administration.  A resident may 

self-administer medications if the comprehensive 

resident assessment and comprehensive plan of 

care as required in parts  4658.0400 and 

4658.0405 indicate this practice is safe and there 

is a written order from the attending physician.

This MN Requirement  is not met as evidenced 

by:

F176

Based on observation, interview and document 

review, the facility failed to comprehensively 

assess for safe self administration of medication 

of nebulizer's for 2 of 2 residents reviewed (R5, 

R8) with the potential to affect all 6 residents who 

received inhaled medications.

Findings include:

During observation on 7/19/16, at 3:14 p.m. R5 

was sitting in his recliner with his eyes closed. 

R5's nebulizer machine was running and he was 

inhaling the medication from the mask of the 

nebulizer (where medication is aerosolized and 

inhaled by the resident). No nurse was present in 

R5's room monitoring R5's nebulizer treatment 

during the administration of the medication.  

When interviewed on 7/19/16, at 3:14 p.m. 

licensed practical nurse (LPN)-A stated R5 did 

not have an order for self administration of 

medication for a nebulizer treatment in his 

medical record. LPN-A further stated she was not 

in R5's room during the nebulizer treatment and 

would periodically check on him throughout the 

treatment.

R5's signed physician order sheet dated 7/8/16, 
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identified an order for abuterol sulfate [an inhaled 

medication used for shortness of breath from 

chronic pulmonary disease]...NEBULIZATION 

solution... Inhale 3 ml (milliliters) via a nebulizer 

as needed four times a day. R5's physician 

orders did not identify if he could self administer 

any medications.

During observation on 7/19/16, at 2:47p.m. R8 

was sitting in her wheelchair in her room putting 

together a puzzle. LPN-B started R8's nebulizer 

and left the room, leaving R8 unattended with her 

nebulizer treatment. R8 was observed taking the 

nebulizer mask away from her face several times 

as she continued to work on her puzzle.

During interview on 7/19/16 at 2:47 p.m. LPN-B 

stated R8 did not have an order for self 

administration of medications for her nebulizer 

treatments. LPN-

B further stated R8 did not like be watched, but 

staff needed to "keep a close eye on her" 

because R8 would often set the nebulizer mask 

on the table during her treatments. 

R8's signed physician order sheet dated 5/29/16, 

identified R8 had dementia with severe cognitive 

impairment. R8's physician order sheet identified 

an order for ipratropium-albuterol [an inhaled 

medication used for shortness of breath from 

chronic pulmonary disease]...NEBULIZATION 

solution... Inhale 3 ml via a nebulizer four times a 

day. R8's physician orders did not identify if she 

could self administer any medications. 

When interviewed on 7/19/16 at 3:45 p.m. 

registered nurse (RN)-A stated residents did not 

need a self administration of medication 

assessment for nebulizer treatments. RN-A 

further stated if there was an issue with the 
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nebulizer treatment, facility staff would make a 

notation in the residents chart in the medical 

administration record section.

During interview on 7/20/16, at 7:15 a.m. director 

of nursing (DON) stated the facility process for 

self administration of medication included an 

assessment for safety, obtaining a physicians 

order allowing them to self administer 

medications and placing a notation in the 

residents care plan. DON further stated R5 and 

R8 should not have been left alone with the 

nebulizer without being assessed and having a 

physician order obtained.

A facility policy titled Self administration of 

Medications by Residents dated 12/05, identified 

the facility should obtain a written order from the 

attending physician for specific medication (s) 

which can be self administered by the resident. 

Further, an approval from the interdisciplinary 

team or RN case manager for the resident to self 

administer nebulizer treatments after set up 

should be based on the residents ability of 

holding the nebulizer apparatus and quarterly 

review by the IDT team.

SUGGESTED METHOD OF CORRECTION: The 

Director of Nursing (DON) or designee could 

review with staff current policies to ensure 

residents who are self administering medication 

had been assessed and were appropriate to 

administer their own medication, along with a 

physicians order for administration.  The DON 

could audit resident to ensure assessment, and 

physician orders for self administration were in 

place. 

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.
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