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Electronically delivered                                            CMS Certification Number (CCN): 245389     
April 30, 2020

Administrator
Langton Shores
1900 West County Road D
Roseville, MN  55112

Dear Administrator:

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 program.

Effective April 17, 2020 the above facility is certified for:     

    50  Skilled Nursing Facility Beds

Your facility’s Medicare approved area consists of all 50 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/or Medicaid provider agreement may be subject to non‐renewal or termination.

Please contact me if you have any questions.

Sincerely,

     

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification    
Minnesota Department of Health    
P.O. Box 64970    
Saint Paul, Minnesota 55164‐0970    
Phone: 651‐201‐4117    
Email: melissa.poepping@state.mn.us    

     

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.



Electronically delivered
April 30, 2020

Administrator
Langton Shores
1900 West County Road D
Roseville, MN  55112

RE:   CCN: 245389
  Cycle Start Date: March 5, 2020

Dear Administrator:

On April 29, 2020, the Minnesota Department(s) of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance.  Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

     

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification    
Minnesota Department of Health    
P.O. Box 64970    
Saint Paul, Minnesota 55164‐0970    
Phone: 651‐201‐4117    
Email: melissa.poepping@state.mn.us    

     

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
March 28, 2020

Administrator
Langton Shores
1900 West County Road D
Roseville, MN  55112

RE:   CCN: 245389
  Cycle Start Date: March 5, 2020

Dear Administrator:

During this period of pandemic COVID‐19 outbreak, the Centers for Medicare and Medicaid Services
(CMS) has directed the State Agencies (MDH) to change the process for survey prioritization and
enforcement remedies. CMS is delaying revisit surveys and are exercising enforcement discretion
during this prioritization period, beginning March 23, 2020. As a result, the below enforcement
actions resulting from this survey cycle will be suspended until revisits are again authorized.    
     
This letter also requests that your facility submit an electronic plan of correction (ePOC). Although
revisit surveys will not be conducted during the prioritization period, you may still submit your
facility's ePOC during this time and the case will be held. Your facility may delay submission of an
ePOC until the prioritization period is over.   

On March 5, 2020, a 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
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.     

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within   ten (10) calendar days   after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.    

To be acceptable, a provider's ePOC must include the following:

     

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.



 How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

 How  the  facility  will  identify  other  residents  having  the  potential  to  be  affected  by  the  same
deficient practice.

 What measures will  be  put  into  place,  or  systemic  changes made,  to  ensure  that  the  deficient
practice will not recur.

 How  the  facility will monitor  its  corrective  actions  to ensure  that  the deficient practice  is being
corrected and will not recur.

 The date that each deficiency will be corrected.
 An electronic acknowledgement signature and date by an official facility representative.

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

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•       Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

•   Civil money penalty (42 CFR 488.430 through 488.444).
     

•  Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F" tag) and emergency preparedness deficiencies (those preceded
by an “E” tag), i.e., the plan of correction should be directed to:

  Susanne Reuss, Unit Supervisor
  Metro C Survey Team
  Licensing and Certification Program
  Health Regulation Division
  Minnesota Department of Health
  85 East Seventh Place, Suite 220
  P.O. Box 64900
  Saint Paul, Minnesota  55164‐0900
  Email: susanne.reuss@state.mn.us
  Phone: (651) 201‐3793

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the

Langton Shores
March 28, 2020
Page   2



criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

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.

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 June 5, 2020 (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).     

In addition, if substantial compliance with the regulations is not verified by September 5, 2020 (six
months after the identification of noncompliance)   your provider agreement will be terminated.  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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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

Langton Shores
March 28, 2020
Page   3



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:
https://mdhprovidercontent.web.health.state.mn.us/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:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

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
      Email: tom.linhoff@state.mn.us
      Telephone:  (651) 430‐3012
      Fax:  (651) 215‐0525

Feel free to contact me if you have questions.

Sincerely,

     

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification    
Minnesota Department of Health    
P.O. Box 64970    
Saint Paul, Minnesota 55164‐0970    
Phone: 651‐201‐4117    
Email: melissa.poepping@state.mn.us    

Langton Shores
March 28, 2020
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E 000 Initial Comments E 000

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted on 3/2/20, through 3/5/20, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

F 000 INITIAL COMMENTS F 000

 On 3/2/20 through 3/5/20 a standard survey was 
conducted at your facility. A complaint 
investigation was also conducted. Your facility 
was found not to be in compliance with the 
requirements of 42 CFR 483, Subpart B, 
Requirements for Long Term Care Facilities.

The following complaints were unsubstantiated:
H5389053C and H5389054C.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, 
an on-site revisit of your facility may be 
conducted to validate that substantial compliance 
with the regulations has been attained in 
accordance with your verification.

 

F 732
SS=C

Posted Nurse Staffing Information
CFR(s): 483.35(g)(1)-(4)

§483.35(g) Nurse Staffing Information.
§483.35(g)(1) Data requirements.  The facility 

F 732 4/16/20
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F 732 Continued From page 1 F 732
must post the following information on a daily 
basis:
(i) Facility name.
(ii) The current date.
(iii) The total number and the actual hours 
worked by the following categories of licensed 
and unlicensed nursing staff directly responsible 
for resident care per shift:
(A) Registered nurses.
(B) Licensed practical nurses or licensed 
vocational nurses (as defined under State law).
(C) Certified nurse aides.
(iv) Resident census.

§483.35(g)(2) Posting requirements.
(i) The facility must post the nurse staffing data 
specified in paragraph (g)(1) of this section on a 
daily basis at the beginning of each shift.
(ii) Data must be posted as follows:
(A) Clear and readable format.
(B) In a prominent place readily accessible to 
residents and visitors.

§483.35(g)(3) Public access to posted nurse 
staffing data.  The facility must, upon oral or 
written request, make nurse staffing data 
available to the public for review at a cost not to 
exceed the community standard.

§483.35(g)(4) Facility data retention 
requirements.  The facility must maintain the 
posted daily nurse staffing data for a minimum of 
18 months, or as required by State law, 
whichever is greater.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to ensure the staff 

 The Credible Allegation of Compliance 
has been prepared and timely submitted. 
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F 732 Continued From page 2 F 732
posting was updated with changes in staffing. 
This had the potential to affect all residents, staff 
and visitors.

Findings include:  

On 3/4/20, at 2:29 p.m. the staff postings and 
daily assignment schedules 1/19/19 through 
12/24/19 were reviewed with the facility 
scheduler. 

The review revealed that on 10 of 11 randomly 
selected dates, including weekdays, holidays, 
weekends and all shifts, the staff postings were 
not updated, even when staffing changes 
occurred on the daily assignment schedules. The 
scheduler acknowledged she was not updating 
the changes, which included staff not being 
replaced after call-in's, staff coming late, leaving 
early before the end of the shift and working split 
shifts. Also, the scheduler verified the staff 
posting was not updated to show the accurate 
number of staff in each category (registered 
nurses, licensed practical nurses and nursing 
assistants) when changes occurred. 

On 3/4/20, at 2:48 p.m. when the staffing 
coordinator was asked about the discrepancies, 
she stated the facility staff have been working on 
being proactive with updating the daily posted 
hours, including herself.  If the scheduler is 
absent, the nurse manager should be updating 
the staff posting and daily assignment schedule. 
Over the last two weeks, the facility has been 
putting this process in place.

On 3/5/20, at 9:25 a.m. the staff postings and 
daily assignment schedule for 2/11/20 through 

Submission of the Credible Allegation of 
Compliance is not a legal admission that 
a deficiency exists or that the Statement 
of Deficiencies were correctly cited, and is 
also noted to be construed as an 
admission against interest of the Facility, 
its Administrator, or any employees, 
agents, or other individuals who draft or 
may be discussed in this Credible 
Allegation of Compliance.  In addition, 
preparation and submission of this 
Credible Allegation of Compliance does 
not constitute an admission or agreement 
of any kind by the facility of the truth of 
any of the facts alleged or the correctness 
of any conclusion set forth in this 
allegation by the survey agency. 
 
The nurse hours posting policy was 
reviewed and is current.
Staff education to ensure posting reflects 
the current date, census, and actual 
hours worked by licensed and unlicensed 
nursing staff directly responsible for 
resident care by shift was started and is 
ongoing as part of new employee 
orientation and annual training.  
Audits of the nurse staffing data posting 
will be conducted twice weekly for four 
weeks and twice monthly thereafter.  
Results of audits will be reviewed by the 
QAPI committee to ensure ongoing 
compliance.  Action plans will be created 
as indicated.  
The Campus Administrator is responsible 
for ongoing compliance.
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F 732 Continued From page 3 F 732
3/1/20 were reviewed with facility scheduler.

The review revealed that on 17 of 17 dates for 
the month of 2/2020 the staff postings were not 
updated, including 7 days that had staff postings 
absent.

On 3/5/20, at 11:15 a.m. the administrator stated 
the expectation is that the daily posting will be 
updated to match the daily assignment schedule. 
Administrator stated that the facility has been 
working on this process over the past two weeks.

The Nursing Hours Posting Policy, modified 
7/2010, indicated the nursing staffing hours will 
be updated by the staffing personnel to include 
actual hours worked by direct nursing staff.  The 
nursing staff is defined as registered nurses, 
licensed practical nurses, registered nursing 
assistants and trained medication aides.
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K 000 INITIAL COMMENTS K 000

 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 WILL BE USED AS 
VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE 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.
OF CORRECTION FOR THE FIRE SAFETY 
DEFICIENCIES 
(K-TAGS) TO:

IF OPTING TO USE AN EPOC, A PAPER COPY 
OF THE PLAN OF CORRECTION IS NOT 
REQUIRED.

Health Care Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St Paul, MN 55101-5145,    or

By email to: FM.HC.Inspections@state.mn.us

A Life Safety Code Survey was conducted by the 
Minnesota Department of Public Safety, State 
Fire Marshal Division.  At the time of this survey 
Langton Place was found not in compliance with 
the requirements for participation in 
Medicare/Medicaid at 42 CFR, Subpart 
483.70(a). Life Safety from Fire, and the 2012 
edition of National Fire Protection Association 
(NFPA) Standard 101, Life Safety Code (LSC) 

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

04/06/2020Electronically 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 
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K 000 Continued From page 1 K 000
Chapter 19 Existing Health Care.
PLEASE RETURN THE PLAN to: 
FM.HC.Inspections@state.mn.us

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

1. A description of what has been, or will be, done 
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or title of the person 
responsible for correction and monitoring to 
prevent a reoccurrence of the deficiency.

Langton Place is a 3-story building type II (111) 
and was constructed in 2019. 

The building is protected by a full fire sprinkler 
system. The facility has a fire alarm system with 
full corridor smoke detection and spaces open to 
the corridors that is monitored for automatic fire 
department notification. 

The facility has a capacity of 50 beds and had a 
census of 46 at the time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is 
NOT MET as evidenced by:

K 211
SS=C

Means of Egress - General
CFR(s): NFPA 101

Means of Egress - General
Aisles, passageways, corridors, exit discharges, 
exit locations, and accesses are in accordance 
with Chapter 7, and the means of egress is 

K 211 4/16/20
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K 211 Continued From page 2 K 211
continuously maintained free of all obstructions to 
full use in case of emergency, unless modified by 
18/19.2.2 through 18/19.2.11. 
18.2.1, 19.2.1, 7.1.10.1
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to Maintain Means of Egress  in 
accordance with (NFPA 101 / NFPA 99), (Life 
Safety Code / Health Care Facilities Code), 
Section 18/19.2.2 through 18/19.2.11. 
18.2.1, 19.2.1, 7.1.10.1 . This deficient practice 
could affect all 46 of residents.
Findings include:
On a facility tour between the hours of 9-1pm on 
3/4/2020, it was revealed that we found the 
sidewalks at three of the exits do not extend to 
public way.
This deficient practice was verified by the Facility 
Director at the time of discovery.

 The Credible Allegation of Compliance 
has been prepared and timely submitted. 
Submission of the Credible Allegation of 
Compliance is not a legal admission that a 
deficiency exists or that the Statement of 
Deficiencies were correctly cited, and is 
also noted to be construed as an 
admission against interest of the Facility, 
its Administrator, or any employees, 
agents, or other individuals who draft or 
may be discussed in this Credible 
Allegation of Compliance.  In addition, 
preparation and submission of this 
Credible Allegation of Compliance does 
not constitute an admission or agreement 
of any kind by the facility of the truth of 
any of the facts alleged or the correctness 
of any conclusion set forth in this 
allegation by the survey agency.
 
All exterior sidewalks were reviewed for 
extension to the public way. The three 
sidewalks noted to not fully extend were 
modified on 4/2/2020 to extend to the 
parking lot in accordance with Life Safety 
Code section 18/19.2.2 through 
18/19.2.11, 18.2.1, 19.2.1, 7.1.10.1, NFPA 
101. The Environmental Services Director 
is responsible for ongoing compliance.

K 341
SS=F

Fire Alarm System - Installation
CFR(s): NFPA 101

K 341 4/16/20
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K 341 Continued From page 3 K 341
Fire Alarm System - Installation 
A fire alarm system is installed with systems and 
components approved for the purpose in 
accordance with NFPA 70, National Electric Code,
and NFPA 72, National Fire Alarm Code to 
provide effective warning of fire in any part of the 
building. In areas not continuously occupied, 
detection is installed at each fire alarm control 
unit. In new occupancy, detection is also installed 
at notification appliance circuit power extenders, 
and supervising station transmitting equipment. 
Fire alarm system wiring or other transmission 
paths are monitored for integrity.
18.3.4.1, 19.3.4.1, 9.6, 9.6.1.8

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to Maintain Fire Alarm System - 
Installation  in accordance with NFPA 101 / NFPA 
99, Life Safety Code / Health Care Facilities 
Code, Section 18.3.4.1, 19.3.4.1, 9.6, 9.6.1.8 . 
This deficient practice could affect all 46 of 
residents.

Findings include:
On a facility tour between the hours of 9-1pm on 
3/4/2020, it was revealed that we found missing 
smoke detectors in areas open to corridor on 1st 
floor public restroom, 2nd and 3rd floor storage 
areas by rooms 209 and 309.

This deficient practice was verified by the Facility 
Director at the time of discovery.

 Smoke detectors were installed in the 
identified areas open to the corridor on 
3/9/2020 in accordance with Life Safety 
Code section 18.3.4.1, 19.3.4.1, 9.6, 
9.6.1.8, NFPA 101. The Environmental 
Services Director is responsible for 
ongoing compliance.

K 355 Portable Fire Extinguishers K 355 4/16/20
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K 355 Continued From page 4 K 355
SS=C CFR(s): NFPA 101

Portable Fire Extinguishers
Portable fire extinguishers are selected, installed, 
inspected, and maintained in accordance with 
NFPA 10, Standard for Portable Fire 
Extinguishers.
18.3.5.12, 19.3.5.12, NFPA 10
This REQUIREMENT  is not met as evidenced 
by:
 Based on (observation, document review and 
staff interview, the facility failed to Maintain 
Portable Fire Extinguishers in accordance with 
(NFPA 101 / NFPA 99), (Life Safety Code / Health 
Care Facilities Code), Section 18.3.5.12, 
19.3.5.12, NFPA 10 . This deficient practice could 
affect all 50 of the residents.
Findings include:
On a facility tour between the hours of 9-1pm on 
3/4/2020, it was revealed that we found the fire 
extinguisher need monthly checks completed and 
install a extinguisher in beauty shop.

This deficient practice was verified by the Facility 
Director at the time of discovery.

 A fire extinguisher was placed in the 
beauty salon on 3/9/2020 in accordance 
with Life Safety Code section 18.3.5.12, 
19.3.5.12, NFPA 10. Monthly checks of 
the fire extinguishers have been 
implemented. The Environmental 
Services Director will be responsible for 
ongoing compliance by creating a 
re-occurring preventive maintenance task 
request in the PHS work order system

K 918
SS=F

Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System 
Maintenance and Testing
 The generator or other alternate power source 
and associated equipment is capable of supplying 
service within 10 seconds. If the 10-second 
criterion is not met during the monthly test, a 
process shall be provided to annually confirm this 
capability for the life safety and critical branches. 
Maintenance and testing of the generator and 
transfer switches are performed in accordance 

K 918 4/16/20
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K 918 Continued From page 5 K 918
with NFPA 110. 
Generator sets are inspected weekly, exercised 
under load 30 minutes 12 times a year in 20-40 
day intervals, and exercised once every 36 
months for 4 continuous hours. Scheduled test 
under load conditions include a complete 
simulated cold start and automatic or manual 
transfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 EES) are in 
accordance with NFPA 111. Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 
components is established according to 
manufacturer requirements. Written records of 
maintenance and testing are maintained and 
readily available. EES electrical panels and 
circuits are marked, readily identifiable, and 
separate from normal power circuits. Minimizing 
the possibility of damage of the emergency power 
source is a design consideration for new 
installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 
111, 700.10 (NFPA 70)
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and staff interview, 
the facility failed to Maintain Electrical Systems - 
Essential Electric System Maintenance and 
Testing in accordance with NFPA 101 / NFPA 99, 
Life Safety Code / Health Care Facilities Code, 
Section 6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, 
NFPA 111, 700.10 (NFPA 70). This deficient 
practice could affect all 46 of residents.
Findings include:
On a facility tour between the hours of (9-1pm) on 
3/4/2020, it was revealed that the Facility has not 
completed the weekly and monthly checks on the 
new generator..

 Weekly and Monthly generator checks 
have been implemented in accordance 
with Life Safety Code section 6.4.4, 6.5.4, 
6.6.4, NFPA 99 and NFPA 70. The 
Environmental Services Director will be 
responsible for ongoing compliance by 
creating a re-occurring preventive 
maintenance task request in the PHS 
work order system
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This deficient practice was verified by the Facility 
Director at the time of discovery.
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Electronically delivered
March 28, 2020

Administrator
Langton Shores
1900 West County Road D
Roseville, MN  55112

Re:        State Nursing Home Licensing Orders
  Event ID: RX1711
     

Dear Administrator:

The above facility was surveyed on March 2, 2020 through March 5, 2020 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
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html.  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 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.      

     

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.



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:

 Susanne Reuss, Unit Supervisor
 Metro C Survey Team
 Licensing and Certification Program
 Health Regulation Division
 Minnesota Department of Health
 85 East Seventh Place, Suite 220
 P.O. Box 64900
 Saint Paul, Minnesota  55164‐0900
 Email: susanne.reuss@state.mn.us
Phone: (651) 201‐3793

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.     

     
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification    
Minnesota Department of Health    
P.O. Box 64970    
Saint Paul, Minnesota 55164‐0970    
Phone: 651‐201‐4117    

Email: melissa.poepping@state.mn.us   

    

Langton Shores
March 28, 2020    
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

On 3/2/20 through 3/5/20, surveyors of this 
Department's staff visited the above provider and 
the following correction orders were issued.

 In addition, complaint H53899053C and 
H5389054C were investigated and not 
substantiated.

 

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

04/06/20Electronically Signed
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 2 000Continued From page 1 2 000

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.

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 
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. 

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 

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

 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.

This MN Requirement  is not met as evidenced 
by:

 21426 4/16/20

Based on interview and document review, the 
agency failed to ensure 3 of 5 residents (R10, 
R9, R5) who were administered the Tuberculin 
Skin Test (TST) were appropriately screened as 
recommended per State Tuberculosis (TB) 
guidelines.

Corrected 

Minnesota Department of Health
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Findings include:

R10 was admitted to the facility on 2/16/20. The 
Immunization Administration Record form 
revealed R10 was supposed to be administered 
the first step TST on 1/7/20, however there was 
no documentation to assure it was given. In 
addition there was documentation to show that a 
second step TST was administered on 1/22/20, 
at 1:34 a.m. and read on 1/23/20, 3:34 p.m. 
which was less than 48 hours, and not in 
accordance with State TB guidelines. 

R9 was admitted to the facility on 1/4/20. During 
review of Immunization Administration Record 
form it was revealed R9 had not received the first 
step TST which was scheduled to be 
administered on 1/4/20, however the form was 
blank. In addition, the medical record showed 
that a second step TST had been administered 
on 1/30/20, at 8:49 p.m. Documentation identified 
that it was was read on 2/1/20, however there 
was no time documented as to when it was read, 
as directed by the State guidelines.

R5 was admitted to the facility on 6/8/20. The 
Immunization Administration Record form 
indicated R5 was administered a  second step 
TST on 6/23/19, at 6:31 a.m. and read on 
6/24/19, at 9:32 p.m. as 0 mm induration and 
negative interpretation which was not between 
48-72 hours, in accordance with State TB 
guidelines. 

The facility Tuberculosis, Screening Residents 
policy dated 4/2019, indicated "A standard 
intradermal tuberculin skin test (TST) will be 
administred to all skilled facility residents within 
72 hours of admission, unless there is a written 

Minnesota Department of Health
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documentation of a negative TST within the last 3 
months..." In addition, the policy directed "A 
two-step procedure will be followed. If the initial 
TST is negative, the second step TB test should 
not be done until 14 days after the reading of the 
initial..."

SUGGESTED METHOD OF CORRECTION: The 
infection control nurse (ICN), director of nursing 
(DON) and/or designee could review policies and 
procedures related to the screening and testing 
for tuberculosis for residents. Facility staff could 
be educated on the TB regulations, symptom 
screening, and the two-step Mantoux process. 
The ICN, DON and/or designee could audit 
resident admissions as well as current residents 
records to ensure compliance. The ICN, DON 
and/or designee could take those 
findings/education to the Quality Assurance 
Performance Improvement (QAPI) committee for 
a determined amount of time until the QAPI 
committee determines successful compliance or 
the need for ongoing monitoring.  

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

Minnesota Department of Health
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