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 January 31, 2018CMS Certification Number (CCN): 245612 

Ms. Debra Doughty, Administrator 

Cornerstone Villa

1000 Forest Street  PO Box 724

Buhl, MN  55713

Dear Ms. Doughty:

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

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

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

a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of

the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,

Subpart B.    

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

facility be recertified for participation in the Medicare and Medicaid program.

Effective January 8, 2018, the above facility is certified for or recommended for: 

44 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 44 skilled nursing facility beds.  You should advise

our office of any changes in staffing, services, or organization, which might affect your certification

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

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

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

Sincerely,

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

anne.peterson@state.mn.us

Telephone #: 651-201-4206  Fax #: 651-215-9697

cc:  Licensing and Certification File

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

An equal opportunity employer.



 January 31, 2018Electronically delivered 

Ms. Debra Doughty, Administrator 

Cornerstone Villa

1000 Forest Street  PO Box 724 

Buhl, MN  55713

RE: Project Number S5612016

Dear Ms. Doughty:

On December 18, 2017, we informed you that we would recommend enforcement remedies based on the 

deficiencies cited by this Department for a standard   survey, completed on December 1, 2017.  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 January 23, 2018, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by 

review of your plan of correction and on January 17, 2018 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 December 1, 2017.  We presumed, based on 

your plan of correction, that your facility had corrected these deficiencies as of January 8, 2018.  Based on our 

PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our standard 

survey, completed on December 1, 2017, effective January 8, 2018 and therefore remedies outlined in our 

letter to you dated December 18, 2017, will not be imposed.

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

with the President of your facility's Governing Body.

Feel free to contact me if you have questions related to this electronic notice.

Sincerely,

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

anne.peterson@state.mn.us

Telephone #: 651-201-4206  Fax #: 651-215-9697

cc:  Licensing and Certification File 

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

An equal opportunity employer.
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Electronically delivered

December 18, 2017

Ms. Debra Doughty, Administrator

Cornerstone Villa

1000 Forest Street, PO Box 724

Buhl, MN  55713

RE: Project Number S5612016

Dear Ms. Doughty:

On December 1, 2017, 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 widespread deficiencies that

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

(Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are required.    

Please note that this notice does not constitute formal notice of imposition of alternative remedies or

termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services

determine that termination or any other remedy is warranted, it will provide you with a separate

formal notification of that determination.

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

the following issues:

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

before remedies are imposed;

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

contained in that document;   

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

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

the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; and

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
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Informal Dispute Resolution - your right to request an informal reconsideration to dispute the

attached deficiencies.   

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

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

DEPARTMENT CONTACT

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

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

Teresa Ament, Unit Supervisor

Duluth Survey Team

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Duluth Technology Village

11 East Superior Street, Suite 290

Duluth, Minnesota  55802-2007

Email: teresa.ament@state.mn.us

Phone: (218) 302-6151

Fax: (218) 723-2359

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 January 10, 2018, the Department of Health will

impose the following remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility

has not achieved substantial compliance by January 10, 2018 the following remedy will be imposed:

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

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

Your ePoC must:

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

Cornerstone Villa

December 18, 2017
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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,

   

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

and your ePoC submission.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to the CMS Region V Office that one or more of the following remedies be imposed:

• Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));

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

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

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  Your

signature at the bottom of the first page of the CMS-2567 form will be used as verification of

compliance.  In order for your allegation of compliance to be acceptable to the Department, the ePoC

must meet the criteria listed in the plan of correction section above. You will be notified by the

Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of

Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is

acceptable.

Cornerstone Villa

December 18, 2017
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that

substantial compliance with the regulations has been attained in accordance with your verification.  A

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

your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   

Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of

the latest correction date on the approved ePoC, unless it is determined that either correction actually

occurred between the latest correction date on the ePoC and the date of the first revisit, or correction

occurred sooner than the latest correction date on the ePoC.

Original deficiencies not corrected

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

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

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

Original deficiencies not corrected and new deficiencies found during the revisit

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

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

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

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

imposed.

Original deficiencies corrected but new deficiencies found during the revisit

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

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

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

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

imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST

DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by March 1, 2018 (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

Cornerstone Villa
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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 June 1, 2018 (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

   Health Regulation Division   

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day

period allotted for submitting an acceptable electronic 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:

   Mr. Tom Linhoff, Fire Safety Supervisor

   Health Care Fire Inspections

   Minnesota Department of Public Safety

   State Fire Marshal Division

   445 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145

     

Cornerstone Villa
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   Email: tom.linhoff@state.mn.us

   Telephone:  (651) 430-3012

   Fax:  (651) 215-0525

     

Feel free to contact me if you have questions.

Sincerely,

   

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

anne.peterson@state.mn.us

Telephone #: 651-201-4206  Fax #: 651-215-9697

cc: Licensing and Certification File         

Cornerstone Villa

December 18, 2017
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Electronically delivered

December 18, 2017

Ms. Debra Doughty, Administrator

Cornerstone Villa

1000 Forest Street PO Box 724

Buhl, MN  55713

Re: Enclosed State Nursing Home Licensing Orders - Project Number S5612016

Dear Ms. Doughty:

The above facility was surveyed on November 28, 2017 through December 1, 2017 for the purpose of

assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes.    At the

time of the survey, the survey team from the Minnesota Department of Health, Health Regulation

Division, noted one or more violations of these rules or statutes that are issued in accordance with

Minn. Stat.   § 144.653 and/or Minn. Stat.   § 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 and/or statute 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 order within the

established time frame is required.  The “suggested method of correction” is for your information and

assistance only.

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/infobul.htm .  The State licensing orders are

delineated on the Minnesota Department of Health State Form and are being delivered to you

electronically.  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 or rule after the

statement, "This MN Requirement is not met as evidenced by."  Following the surveyors findings are
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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.    

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. 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 Unit Supervisor Teresa Ament at:

teresa.ament@state.mn.us or (218) 302-6151.

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 related to this electronic notice.

Sincerely,

   

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

anne.peterson@state.mn.us

Telephone #: 651-201-4206  Fax #: 651-215-9697

   

cc: Licensing and Certification File

Cornerstone Villa

December 18, 2017

Page   2
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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 

 

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

12/28/17Electronically Signed
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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 11/28/17 through 12/1/17, 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. 
THIS WILL APPEAR ON EACH PAGE. 

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

 2 265 MN Rule 4658.0085 Notification of Chg in 
Resident Health Status

A nursing home must develop and implement 
policies to guide staff decisions to consult 
physicians, physician assistants, and  nurse 
practitioners, and if known, notify the resident's 
legal representative or an interested family 
member of a resident's acute illness, serious 
accident, or death.  At a minimum, the director of 
nursing services, and the medical director or an 
attending physician must be involved in the 
development of these policies.  The policies must 
have criteria which address at  least the 
appropriate notification times for: 

      A.  an accident involving the resident which 
results in injury and has the potential for requiring 
physician intervention��

      B.  a significant change in the resident's 
physical,  mental, or psychosocial status, for 
example, a deterioration in  health, mental, or 
psychosocial status in either life-threatening 
conditions or clinical complications��

      C.  a need to alter treatment significantly, for 
example, a need to discontinue an existing form 
of treatment due to adverse consequences, or to 
begin a new form of treatment��

       D.  a decision to transfer or discharge the 
resident from the nursing home��or

 2 265 1/8/18

Minnesota Department of Health
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       E. expected and unexpected resident deaths.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to notify family of a urinary tract 
infection (UTI) and antibiotic use for 1 of 1 
residents (R9) reviewed for notification of change.

Findings include:

On 11/29/17, at 10:12 a.m. family member (FM)-A 
was interviewed and stated she received a bill 
from the pharmacy that was different from usual. 
FM-A noted R9 had been on an antibiotic. FM-A 
then inquired and was informed R9 had had a 
UTI. FM-A stated the facility had not informed her 
of the UTI and antibiotic use, she had found out 
by reviewing the pharmacy bill.  

R9's Admission Record printed 12/1/17, indicated 
R9 had diagnoses that included Alzheimer's 
disease.

R9's quarterly Minimum Data Set (MDS) dated 
9/1/17, indicated R9 had severely impaired 
cognition, required extensive assist with toileting 
and was occasionally incontinent of urine.

R9's care plan dated 5/25/16, directed staff to 
monitor/document changes in urine color, clarity, 
amount and odor. The care plan further instructed 
staff to monitor, document and report to the 
physician any signs or symptoms of a urinary 
tract infection (UTI).

R9's Physician Orders for May 2017, indicated 
ciprofloxacin HCl (Cipro, an antibiotic) 250 
milligrams (mg) by mouth twice daily for 10 days 

Corrected 

Minnesota Department of Health
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was ordered on 5/2/17. R9's Medication 
Administration Record (MAR) indicated Cipro was 
given from 5/2/17, through 5/12/17.

R9's medical record lacked indication family was 
notified of the UTI symptoms or antibiotic use.

On 12/1/17, at 9:36 a.m. licensed practical nurse 
(LPN)-B stated the facility informs families when 
there are signs and symptoms of a UTI, when 
they order a urinary analysis (UA), and if they 
start a resident on an antibiotic.

On 12/1/17, at 9:43 a.m. registered nurse (RN)-C 
stated the facility would notify family of any 
change in condition: a UA, a positive result, the 
start of an antibiotic. RN-C stated the facility 
would always let family know, unless family had 
expressed their they did not want to get these 
updates.

On 12/1/17, at 9:52 a.m. the director of nursing 
(DON) stated they would let family know if a 
resident was started on an antibiotic��that was her 
expectation of staff. The DON stated it, "It's poor 
notification" if a family found out about a UTI 
through reviewing a bill and finding the antibiotic 
listed there.

The facility Change in a Resident's Condition or 
Status policy revised 12/16, directed staff to notify 
the resident's representative when there was a 
significant change in the resident's physical, 
mental or psychosocial status, and this 
notification was to be made within 24 hours. 

SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designee could 
develop, review, and/or revise policies and 

Minnesota Department of Health
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procedures to ensure residents/family 
representatives are notified of a change in 
condition or treatment.  
The Director of Nursing or designee could 
educate all appropriate staff on the policies and 
procedures.
The Director of Nursing or designee could 
develop monitoring systems to ensure ongoing 
compliance. 

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

 2 555 MN Rule 4658.0405 Subp. 1 Comprehensive 
Plan of Care��Development

    Subpart 1.  Development.  A nursing home 
must develop a comprehensive plan of care for 
each resident within seven days after the 
completion of the comprehensive resident 
assessment as defined in part 4658.0400.  The 
comprehensive plan of care must be developed 
by an interdisciplinary team that includes the 
attending physician, a registered nurse with 
responsibility for the resident, and other 
appropriate staff in disciplines as  determined by 
the resident's needs, and, to the extent 
practicable, with the participation of the resident, 
the resident's legal guardian or chosen 
representative.  

This MN Requirement  is not met as evidenced 
by:

 2 555 1/8/18

Based on interview and document review, the 
facility failed to ensure residents were allowed to 
participate in care planning for 1 of 1 residents 
(R34) reviewed for care plan.

Corrected 

Minnesota Department of Health
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Findings include:

R34's Admission Record printed 11/30/17 
indicated R34 was admitted on 7/26/17. The 
Admission Record further indicated R34's 
diagnosis included anemia in chronic kidney 
disease.

R34's quarterly Minimum Data Set (MDS) dated 
10/25/17, indicated R34 had moderate cognitive 
decline. 

On 11/28/17, at 2:06 p.m. R34 was interviewed 
and stated she didn't remember attending a care 
conference, or being included in her plan of care.

Review of R34's medical record lacked 
documentation of care conference for R34.

On 11/29/17, at 3:21 p.m. the social worker 
designee (SWD)-A was interviewed. SWD-A 
stated she invites residents to their care 
conferences by telling them, and leaving a note 
with them. SW-A stated she will also call and 
invite the resident's family member to the care 
conference. SW-A stated she was unsure if R34 
had a care conference.

On 11/30/17, at 8:54 a.m. SWD-A stated she had 
not scheduled a care conference for R34, and 
stated she was not sure why this was missed. 
SWD-A verified she had not included R34 in her 
plan of care.

The facility policy and procedure on Resident 
Participation - Assessment/Care Plans revised 
12/16, directed the resident and his or her legal 
representative are encouraged to attend and 
participate in the resident assessment and in the 
development of the resident's person centered 

Minnesota Department of Health
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care plan. The policy further directed a seven day 
advanced notice of the care planning conference 
is provided to the resident and his or her 
representative.

SUGGESTED METHOD OF CORRECTION:  
The Director of Nursing or her designee could 
develop policies and procedures to ensure 
residents or their representative actively 
participates in the care conferences. All 
appropriate staff could be educated on the 
process of resident/representative involvement. 
The Director of Nursing or her designee could 
develop a monitoring system to ensure ongoing 
compliance.

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

 2 960 MN Rule 4658.0600 Subp. 1 Dietary Service - 
Food Quality

Subpart 1.  Food quality.  Food must have taste, 
aroma, and appearance that encourages resident 
consumption of food.

This MN Requirement  is not met as evidenced 
by:

 2 960 1/8/18

Based on observation, interview, and document 
review, the facility failed to ensure food was 
served at a palatable and appetizing temperature 
for 1of 3 residents (R9) reviewed for food.

Findings include:

R9's Admission Record printed 12/1/17, indicated 
R9 had diagnoses that included Alzheimer's 

Corrected 

Minnesota Department of Health
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disease.

R9's quarterly Minimum Data Set (MDS), dated 
9/1/17, indicated R9 had severely impaired 
cognition and required only set-up assistance with 
eating.

On 11/29/17, at 10:00 a.m. family member (FM)-A 
stated she had taken pictures of R9's food at 
times because the food isn't done well and she 
wouldn't think anyone would believe her if she 
didn't take a picture. FM-A stated one night the 
chicken was so burnt that is was not edible.

On 12/1/17, at 11:52 a.m. food service for the 
lunch meal began on the Willows unit. 

On 12/1/17, at 12:11 a.m. a tray was requested 
and tested. The meal included french fries and a 
cheeseburger. The french fries were barely warm 
and the hamburger was neither warm nor 
palatable. 

On 12/1/17, at 12:15 p.m. the plated hamburger 
temperature was 104 degrees Fahrenheit (F) and 
the french fries were at 100 degrees F.

On 12/1/17, at 12:20 p.m. cook (C)-A stated they 
must serve food between the temperatures of 
135-145 and that was not very hot. C-A stated 
they would heat food up in the microwave if 
requested. C-A stated they used the microwave 
quite a bit to heat up food. C-A stated food was 
delivered to steam tables in each unit (Willows, 
Tamarack, and then Birch). C-A stated the food 
would sit in the steam tables in Willows for about 
an hour. C-A stated when potatoes were served, 
those were kept in the kitchen's warming ovens 
until staff were ready to serve residents��then a 
staff person would bring them out. C-A stated the 

Minnesota Department of Health
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steam table in the Tamarack unit doesn't seem to 
hold the food hot, but she had not brought that to 
the attention of maintenance.

On 12/1/17, at 1:57 p.m., the Dietary Services 
Director (DSD) stated dietary staff would turn on 
the steam tables and the plate warmers about an 
hour prior to service time. Food would be 
"dropped" into steam tables on the units in the 
order of Willows, Tamarack and then Birch, which 
was served first. The DSD stated she has had 
only random complaints of cold food.  The DSD 
stated food has to be served between the 
temperatures of 135 to 145 degrees F. 

The facility Point of Service Temping policy dated 
7/2/12, directed the safe temperature zone for hot 
foods was between 135 degrees F - 145 degrees 
F. The policy lacked direction on temperatures for 
food palatability.
The director of nursing (DON) and/or designee 
could identify and develop a more palatable 
dining experience and could provide appropriate 
staff education regarding food preparation.  The 
Quality Assessment and Assurance (QAA) 
committee could do random audits to ensure 
compliance.

TIME PERIOD FOR CORRECTION:

Twenty-one (21) days.

 21620 MN Rule 4658.1345 Labeling of Drugs

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

This MN Requirement  is not met as evidenced 

 21620 1/5/18

Minnesota Department of Health
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by:
Based on observation, interview, and document 
review, the facility failed to ensure an insulin vial 
was labeled accurately for 1 of 1 residents R38 
observed to receive insulin injection.  

R38's Face Sheet printed 11/30/17, included 
diagnosis of type 2 diabetes.

R38's Physician Orders dated 8/23/17, included 
order for Novolin N (insulin) 16 units (U) every 
day before breakfast.   

On 11/3/17, at 10:46 a.m.  registered nurse 
(RN)-A was observed during medication pass. 
RN-A stated the label on R38's Novolin N insulin 
did not match the dosage directions on the 
electronic Medication Administration Record 
(eMAR). RN-A checked the physician order prior 
to drawing up R38's insulin. RN-A stated the vial 
directed staff to inject 14 U before breakfast, and 
the eMAR directed staff to inject 16 U before 
breakfast. 

R38's Physican Orders signed 10/5/17, directed 
staff to increase insulin from 14 U before 
breakfast to 16 U before breakfast. 

On 11/30/17, at 10:53 a.m. RN-A confirmed the 
insulin label was not correct and that the insulin 
label should have had an orange sticker on it 
directing staff to refer to the Physician's Order of 
10/5/17, when the order changed.  RN-A placed 
the orange "Refer to chart" label sticker on R38's 
insulin vial.  RN-A stated pharmacy would be 
updated of new order.   

On 11/30/17, at 1:21 a.m. the director of nursing 
(DON) was interviewed and stated she would 
expect the insulin label to have had an orange 
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sticker directing staff to refer to Physician's 
Orders of 10/15/17, when the order was changed. 

The facility policy Medication Labels dated 6/17, 
directed staff to place a "direction change - refer 
to chart" sticker on any inaccurate medication 
label.  The staff were directed to check the 
medication administration record (MAR) or the 
physicians order for current information.  The 
dispensing pharmacy was to be informed prior to 
the next refill of the prescription so the new 
container would show an accurate label. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing or her designee could 
development and implement policies and 
procedures to ensure that medications are 
labeled appropriately. The DON or designee 
could educate staff on these policies and 
procedures. The director of nursing or her 
designee could then monitor the licensed staff for 
adherence to the policies and procedures.

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

 21840 MN St. Statute 144.651 Subd. 12 Patients & 
Residents of HC Fac.Bill of Rights

Subd. 12.    Right to refuse care.  Competent 
residents shall have the right to refuse treatment 
based on the information required in subdivision 
9.  Residents who refuse treatment, medication, 
or dietary restrictions shall be informed of the 
likely medical or major psychological results of 
the refusal, with documentation in the individual 
medical record. In cases where a resident is 
incapable of understanding the circumstances but 

 21840 1/8/18
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has not been adjudicated incompetent, or when 
legal requirements limit the right to refuse 
treatment, the conditions and circumstances shall 
be fully documented by the attending physician in 
the resident's medical record.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to ensure the Provider Orders for 
Life Sustaining Treatment (POLST) was 
completed for 1 of 2 residents (R28) or accurate 
for 1 of 2 residents (R21) reviewed for advanced 
directives. 

Findings include:

R28's admission Minimum Data Set (MDS) dated 
9/21/17, indicated R28 was cognitively intact. 

R28's care plan dated 10/19/17, indicated R28 
wished to be full code and cardiopulmonary 
resuscitation (CPR) would be provided.

R28's Physician's Orders signed 11/9/17, 
indicated R28 was full code status. 

R28's Health Care Directive signed by R28 on 
9/29/17, designated a health care agent but 
lacked direction on what to do in the event R28's 
heart stopped. 

R28's POLST form was in a red envelope on the 
inside cover of R28's chart. The POLST form 
included R28's name, birth date and physician's 
name. The rest of the form was blank and lacked 
direction of CPR or do not resuscitate (DNR). 

On 12/1/17, at 9:00 a.m. R28 was interviewed 
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and stated she wanted to have CPR performed in 
the event her heart should stop. 

On 12/1/17, at 9:30 a.m. the director of nursing 
(DON) verified the POLST form was not 
completed, and the DON would expect the 
POLST form to be completed on admission. The 
DON further stated social service designee (SSD) 
was discussing this with R28's family. The DON 
verified the POLST would go with the resident to 
the hospital and other medical appointments. The 
DON was asked how  health care workers would 
know wether to perform CPR or not in the event 
R28's heart stopped. The DON stated they would 
not.

On 12/1/17, at 9:45 a.m. SSD  verified R28's 
advanced directives did not specifically indicate 
R28's wishes for CPR, and indicated R28's 
daughter and son were listed as her 
representatives in the event R28 could not speak 
for herself. 

A POLST policy was requested and not received.

R21's Physician Orders dated 12/1/17, included 
order for full code status (an order to provide 
CPR, if R21's heart were to stop beating, or if 
R21 were to stop breathing.)   

R21's Resuscitation Guidelines signed by R21 on 
4/26/14, directed staff to perform CPR if R21's 
heart were to stop beating or R21 were to stop 
breathing. 

R21's Resuscitation Guidelines signed on 
3/22/13, by R21 directed not to resuscitate 
(DNR). These guidelines were placed in the front 
of R21's chart, in a red envelope, for emergency 
personal in the event of an emergency or transfer 
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out of the facility.

R21's care plan dated 12/1/17, directed staff to 
honor the wishes of R21 and provide CPR.

On 12/1/17, at 11:00 a.m. the director of nursing 
(DON) verified R21's emergency paperwork was 
not in agreement with R21's directive to 
resuscitation. The DON stated she expected the 
paperwork in the emergency envelope to have 
been the most recent resuscitation orders signed 
and ordered. The DON verified the information in 
the red emergency envelope was not R21's most 
recent resuscitation guidelines. 

SUGGESTED METHOD OF CORRECTION:  
The Director of Nursing or designated person to 
review policies and procedures, revise as 
necessary, educated staff on revisions, and 
monitor to ensure compliance. 

TIME PERIOD FOR CORRECTION:  Fourteen 
(14) days.
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