
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Submitted
December 22, 2023

Administrator
The Villas At Roseville
1000 Lovell Avenue
Roseville, MN 55113

RE: CCN: 245326
Cycle Start Date: December 14, 2023

Dear Administrator:

On December 14, 2023, survey was completed  at  your facility by the  Minnesota Department  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.

Your facility was not  in substantial  compliance with the  participation requirements  and the  conditions
in your facility co ns ti tu ted  immed iate jeo pa rdy to resi dent  hea lth or sa fety . This su rvey found th e
most  serious deficiencies in your facility to be isolated deficiencies that  constituted  immediate
jeopardy (Level J) whereby corrections  were  required.  The Statement  of Deficiencies (CMS-2567) is
being electronically delivered.

REMOVAL OF IMMEDIATE JEOPARDY

On December 13, 2023, the  situation  of immediate  jeopardy to potential  health  and safety cited at
F578 was removed.  However, continued  non-compliance remains at the  lower scope and severity of D.

REMEDIES

As a result  of the  survey findings and in accordance  with survey and certification memo 16-31-NH, this
Department  recommended  the  enforcement  remedy listed below to the  CMS Region V Office for
imposition: The CMS Region V Office concurs and is imposing the  following remedy and has authorized
this Department  to notify you of the  imposition:

•  Discretionary Denial of Payment for new Medicare and/ or Medicaid Admissions, Federal
regulations at  42 CFR § 488.417(a), effective January 6, 2024.

This Department  is also recommending  that  CMS impose a civil money penalty (42 CFR 488.430
through  488.444). You will receive a formal notice from the  CMS RO only if CMS agrees  with our
recommendation.

An equal opportunity employer.
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The CMS Region V Office will notify your Medicare Administrative Contractor  (MAC) that  the  denial of
payment  for new admissions is effective January 6, 2024 (42 CFR 488.417 (b)). They will also notify the
State Medicaid Agency that  they must  also deny payment  for new Medicaid admissions effective
January 6, 2024.

You should notify all Medicare/Medicaid residents  admitted  on, or after,  this date  of the  restriction.
The remedy must  remain in effect  until your facility has been  determined  to be in substantial
compliance or your provider agreement  is terminated.  Please note  that  the  denial of payment  for new
admissions includes Medicare/Medicaid beneficiaries enrolled in managed  care plans. It is your
obligation to inform managed  care  plans contracting with your facility of this denial of payment  for
new admissions.

NURSE AIDE TRAINING PROHIBITION

Please note  that  Federal law, as specified in the  Act at  §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse  aide training and competency  evaluation programs and nurse  aide competency
evaluation programs offered by, or in, a facility which, within the  previous two years, has operated
under  a § 1819(b)(4)(C)(ii)(II) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of full-time registered
professional nurse); has been  subject  to an extended  or partial extended  survey as a result  of a finding
of substandard  quality of care; has been  assessed  a total  civil money penalty of not  less than  $11,995;
has been  subject  to a denial of payment,  the  appointment  of a temporary  manager  or termination;  or,
in the  case of an emergency,  has been  closed and/ or had its residents  transferred  to other  facilities.

If you have not  achieved substantial  compliance by January 6, 2024, the  remedy of denial of payment
for new admissions will go into effect  and this provision will apply to your facility. Therefore, The Villas
At Roseville will be prohibited  from offering or conducting a Nurse Aide Training and/ or Competency
Evaluation Program (NATCEP) for two years from January 6, 2024.  You will receive further  information
regarding this from the  State agency. This prohibition is not  subject  to appeal.  Further, this
prohibition may be rescinded  at  a later date  if your facility achieves substantial  compliance prior to the
effective date  of denial of payment  for new admissions.

However, under  Public Law 105-15, you may contact  the  State agency and request  a waiver of this
prohibition if certain  criteria are  met.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten  (10) calendar  days after  your receipt  of this notice, you must  submit an acceptable  plan of
correction (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. The failure to submit an acceptable  ePOC can
lead to termination  of your Medicare and Medicaid participation (42 CFR 488.456(b)).

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

DEPARTMENT CONTACT

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

Renee McClellan, Unit Supervisor
Metro  A District Office
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: renee. mcclellan@state. mn.us
Office: 651-201-4391 Mobile: 651-328-9282

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
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 their 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
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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 SIXTH MONTH AFTER THE LAST DAY OF THE
SURVEY

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 14, 2024 (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.

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.

APPEAL RIGHTS DENIAL OF PAYMENT

If you disagree with this action imposed on your facility, you or your legal representative  may request  a
hearing before  an administrative law judge of the  Department  of Health and Human Services,
Departmental  Appeals Board (DAB). Procedures  governing this process are  set  out  in 42 C.F.R. 498.40,
et  seq. You must  file your hearing request  electronically by using the  Departmental  Appeals Board’s
Electronic Filing System (DAB E-File) at https: //dab.efile.hhs.gov no later than  sixty (60) days after
receiving this letter.  Specific instructions on how to file electronically are  attached  to this notice. A
copy of the  hearing request  shall be submitted  electronically to:

Steven.Delich@cms.hhs.gov

Requests for a hearing submitted  by U.S. mail or commercial carrier are  no longer accepted  as of
October 1, 2014, unless you do not  have access to a computer  or internet  service. In those
circumstances you may call the  Civil Remedies Division to request  a waiver from e-filing and provide an
explanation as to why you cannot  file electronically or you may mail a written  request  for a waiver
along with your written  request  for a hearing. A written  request  for a hearing must  be filed no later
than  sixty (60) days after  receiving this letter,  by mailing to the  following address:

Department  of Health & Human Services
Departmental  Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence  Avenue, S.W.
Cohen Building – Room G-644

Washington, D.C. 20201
202-795-7490

A request  for a hearing should identify the  specific issues, findings of fact and conclusions of law with
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which you disagree.  It should also specify the  basis for contending  that  the  findings and conclusions
are  incorrect.  At an appeal  hearing, you may be represented  by counsel at  your own expense.  If you
have any questions  regarding this matter,  please contact  Steven Delich, Program Representative  at
(312 ) 88 6-521 6. Informatio n may also be em ailed to Steven .Delich @cm s.hhs.gov .

APPEAL RIGHTS NURSE AIDE TRAINING PROHIBITION

Pursuant  to the  Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
substandard  quality of care  that  leads to the  loss of approval by a Skilled Nursing Facility (SNF) of its
NATCEP is an initial determination.  In accordance  with 42 CFR part  489 a provider dissatisfied with an
initial determination  is entitled  to an appeal.  If you disagree with the  findings of substandard  quality of
care which resulted  in the  conduct  of an extended  survey and the  subsequent  loss of approval to
conduct  or be a site for a NATCEP, you or your legal representative  may request  a hearing before  an
administrative law judge of the  Department  of Health and Human Services, Department  Appeals Board.
Procedures  governing this process are  set  out  in Federal regulations at  42 CFR Section 498.40, et.  Seq.

A written  request  for a hearing must  be filed no later than  60 days from the  date  of receipt  of this
letter.  Such a request  may be made  to the  Centers for Medicare and Medicaid Services (formerly
Health Care Financing Administration) at  the  following address:

Department  of Health & Human Services
Departmental  Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence  Avenue, S.W.
Cohen Building – Room G-644

Washington, D.C. 20201

A request  for a hearing should identify the  specific issues and the  findings of fact and conclusions of
law with which you disagree.  It should also specify the  basis for contending  that  the  findings and
conclusions are  incorrect.  You do not  need  to submit records  or other  documents  with your hearing
request.  The Departmental  Appeals Board (DAB) will issue instructions regarding the  proper  submittal
of documents  for the  hearing. The DAB will also set  the  location for the  hearing, which is likely to be in
Minnesota or in Chicago, Illinois. You may be represented  by counsel at a hearing at your own
expense.

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
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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:
https: / / forms.web.health. state. mn.us/ form/ NH-Dispute-Resolution

You must  notify MDH at this website  of your request  for an IDR or IIDR within the  10 calendar  day
period allotted  for submitting an acceptable  plan of correction.  A copy of the  Department’s informal
dispute  resolution policies are  posted  on the  MDH Information Bulletin website  at:
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:

Travis Z. Ahrens
Interim State  Fire Safety Supervisor
Health Care & Correctional Facilities/Explosives
MN Department  of Public Safety-Fire Marshal Division
445 Minnesota  St., Suite 145
St. Paul, MN 55101
travis.ahrens@state. mn.us
Cell: 1-507-308-4189

Feel free to contact  me if you have questions.

Sincerely,

Melissa Poepping, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us
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Administrator
The Villas At Roseville
1000 Lovell Avenue
Roseville, MN 55113

Re: State Nursing Home Licensing Orders
Event ID: STPM11

Dear Administrator:

The above facility was surveyed on December 11, 2023 through  December 14, 2023 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. § 144 A.10 . If, upon reinspe cti on, it is found that  th e
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
defici ency. Pleas e rememb  er that  this provis ion 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.

An equal opportunity employer.
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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:

Renee McClellan, Unit Supervisor
Metro  A District Office
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: renee. mcclellan@state. mn.us
Office: 651-201-4391 Mobile: 651-328-9282

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 feel free to call me with any questions.

Melissa Poepping, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us
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E 000  Initial Comments E 000

On  12/11/23-12/14/23,  a  survey  for compliance
with Appendix  Z, Emergency  Preparedness
Requirements  for Long Term Care  facilities,
§483. 73  was  conducted  during  a  standard
recertification  survey.  The  facility was  not  in
compliance.

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.

Upon  receipt  of an  acceptable  electronic  POC,  an
onsite  revisit  of your  facility may  be  conducted  to
validate  substantial  compliance  with the
regulation  has  been  attained.

E 039  EP  Testing  Requirements
SS= F CFR( s): 483. 73(d)(2)

§416. 54(d)(2), §418. 113(d)(2), §441. 184( d)(2),
§460. 84(d)(2), §482. 15(d)(2), §483. 73(d)(2),
§483. 475( d)(2), §484. 102( d)(2), §485. 68(d)(2),
§485. 542( d)(2), §485. 625( d)(2), §485. 727( d)(2),
§485. 920( d)(2), §491. 12(d)(2), §494. 62(d)(2).

*[For  ASCs  at  §416. 54,  CORFs  at  §485. 68,  REHs
at  §485. 542,  OPO,  "Organizations"  under
§485. 727,  CMHCs  at  §485. 920,  RHCs/ FQHCs  at
§491. 12,  and  ESRD  Facilities  at  §494. 62]:

(2) Testing.  The  [facility] must  conduct  exercises
to test  the  emergency  plan  annually.  The  [facility]
must  do  all of the  following:

(i) Participate  in a  full-scale  exercise  that  is

E 039 1/3/24

LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
TITLE (X6) DATE

12/29/2023
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.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11 Facility ID: 00126 If continuation  sheet  Page  1 of 20
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E 039  Continued  From  page  1
community- based  every  2 years;  or
(A) When  a  community- based  exercise  is not

accessible,  conduct  a  facility-based  functional
exercise  every  2 years;  or

(B) If the  [facility] experiences  an  actual
natural  or man- made  emergency  that  requires
activation  of the  emergency  plan,  the  [facility] is
exempt  from engaging  in its next  required
community- based  or individual,  facility-based
functional  exercise  following the  onset  of the
actual  event.
(ii) Conduct  an  additional  exercise  at  least  every  2
years,  opposite  the  year  the  full-scale  or
functional  exercise  under  paragraph  (d)(2)(i) of
this  section  is conducted,  that  may  include,  but  is
not  limited to the  following:
(A) A second  full-scale  exercise  that  is
community- based  or individual,  facility-based
functional  exercise;  or
(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is led  by
a  facilitator  and  includes  a  group  discussion  using
a  narrated,  clinically-relevant  emergency
scenario,  and  a  set  of problem  statements,
directed  messages,  or prepared  questions
designed  to challenge  an  emergency  plan.
(iii) Analyze  the  [facility's] response  to and
maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events,  and  revise  the
[facility's]  emergency  plan,  as  needed.

*[For  Hospices  at  418. 113(d):]
(2) Testing  for hospices  that  provide  care  in the
patient' s  home.  The  hospice  must  conduct
exercises  to test  the  emergency  plan  at  least
annually.  The  hospice  must  do  the  following:
(i) Participate  in a  full-scale  exercise  that  is
community  based  every  2 years;  or

E 039
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E 039  Continued  From  page  2
(A) When  a  community  based  exercise  is not
accessible,  conduct  an  individual  facility based
functional  exercise  every  2 years;  or
(B) If the  hospice  experiences  a  natural  or
man- made  emergency  that  requires  activation  of
the  emergency  plan,  the  hospital  is exempt  from
engaging  in its next  required  full scale
community- based  exercise  or individual
facility-based  functional  exercise  following the
onset  of the  emergency  event.
(ii) Conduct  an  additional  exercise  every  2 years,
opposite  the  year  the  full-scale  or functional
exercise  under  paragraph  (d)(2)(i) of this  section
is conducted,  that  may  include,  but  is not  limited
to the  following:
(A) A second  full-scale  exercise  that  is
community- based  or a  facility based  functional
exercise;  or
(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is led  by
a  facilitator  and  includes  a  group  discussion  using
a  narrated,  clinically-relevant  emergency
scenario,  and  a  set  of problem  statements,
directed  messages,  or prepared  questions
designed  to challenge  an  emergency  plan.

(3) Testing  for hospices  that  provide  inpatient
care  directly.  The  hospice  must  conduct
exercises  to test  the  emergency  plan  twice  per
year.  The  hospice  must  do  the  following:
(i) Participate  in an  annual  full-scale  exercise  that
is community- based;  or
(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual
facility-based  functional  exercise;  or
(B) If the  hospice  experiences  a  natural  or
man- made  emergency  that  requires  activation  of
the  emergency  plan,  the  hospice  is exempt  from

E 039
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engaging  in its next  required  full-scale  community
based  or facility-based  functional  exercise
following the  onset  of the  emergency  event.
(ii) Conduct  an  additional  annual  exercise  that
may  include,  but  is not  limited to the  following:
(A) A second  full-scale  exercise  that  is
community- based  or a  facility based  functional
exercise;  or
(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  led  by a
facilitator  that  includes  a  group  discussion  using  a
narrated,  clinically-relevant  emergency  scenario,
and  a  set  of problem  statements,  directed
messages,  or prepared  questions  designed  to
challenge  an  emergency  plan.
(iii) Analyze  the  hospice' s  response  to and
maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events  and  revise  the
hospice' s  emergency  plan,  as  needed.

E 039

*[For  PRFTs  at  §441. 184( d), Hospitals  at
§482. 15(d), CAHs  at  §485. 625( d):]
(2) Testing.  The  [PRTF,  Hospital,  CAH] must
conduct  exercises  to test  the  emergency  plan
twice  per  year.  The  [PRTF,  Hospital,  CAH] must
do  the  following:
(i) Participate  in an  annual  full-scale  exercise  that
is community- based;  or
(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual,
facility-based  functional  exercise;  or
(B) If the  [PRTF,  Hospital,  CAH] experiences  an
actual  natural  or man- made  emergency  that
requires  activation  of the  emergency  plan,  the
[facility] is exempt  from engaging  in its next
required  full-scale  community  based  or individual,
facility-based  functional  exercise  following the
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onset  of the  emergency  event.

(ii) Conduct  an  [additional]  annual  exercise  or
and  that  may  include,  but  is not  limited to the
following:
(A) A second  full-scale  exercise  that  is

community- based  or individual,  a  facility-based
functional  exercise;  or

(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is

led  by a  facilitator  and  includes  a  group
discussion,  using  a  narrated,  clinically-relevant
emergency  scenario,  and  a  set  of problem
statements,  directed  messages,  or prepared
questions  designed  to challenge  an  emergency
plan.

(iii) Analyze  the  [facility's] response  to and
maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events  and  revise  the
[facility's]  emergency  plan,  as  needed.

*[For  PACE at  §460. 84(d):]
(2) Testing.  The  PACE organization  must  conduct
exercises  to test  the  emergency  plan  at  least
annually.  The  PACE organization  must  do  the
following:
(i) Participate  in an  annual  full-scale  exercise  that
is community- based;  or
(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual,
facility-based  functional  exercise;  or
(B) If the  PACE experiences  an  actual  natural  or
man- made  emergency  that  requires  activation  of
the  emergency  plan,  the  PACE is exempt  from
engaging  in its next  required  full-scale  community
based  or individual,  facility-based  functional
exercise  following the  onset  of the  emergency
event.

(ii) Conduct  an  additional  exercise  every  2

E 039
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years  opposite  the  year  the  full-scale  or functional
exercise  under  paragraph  (d)(2)(i) of this  section
is conducted  that  may  include,  but  is not  limited to
the  following:
(A) A second  full-scale  exercise  that  is
community- based  or individual,  a  facility based
functional  exercise;  or
(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is led  by
a  facilitator  and  includes  a  group  discussion,
using  a  narrated,  clinically-relevant  emergency
scenario,  and  a  set  of problem  statements,
directed  messages,  or prepared  questions
designed  to challenge  an  emergency  plan.
(iii) Analyze  the  PACE's  response  to and
maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events  and  revise  the
PACE's  emergency  plan,  as  needed.

*[For  LTC Facilities  at  §483. 73(d):]
(2) The  [LTC facility] must  conduct  exercises  to
test  the  emergency  plan  at  least  twice  per  year,
including  unannounced  staff  drills using  the
emergency  procedures.  The  [LTC facility,
ICF/IID] must  do  the  following:
(i) Participate  in an  annual  full-scale  exercise  that
is community- based;  or
(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual,
facility-based  functional  exercise.
(B) If the  [LTC facility] facility experiences  an
actual  natural  or man- made  emergency  that
requires  activation  of the  emergency  plan,  the
LTC facility is exempt  from engaging  its next
required  a  full-scale  community- based  or
individual,  facility-based  functional  exercise
following the  onset  of the  emergency  event.
(ii) Conduct  an  additional  annual  exercise  that

E 039
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may  include,  but  is not  limited to the  following:
(A) A second  full-scale  exercise  that  is
community- based  or an  individual,  facility based
functional  exercise;  or
(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is led  by
a  facilitator  includes  a  group  discussion,  using  a
narrated,  clinically-relevant  emergency  scenario,
and  a  set  of problem  statements,  directed
messages,  or prepared  questions  designed  to
challenge  an  emergency  plan.
(iii) Analyze  the  [LTC facility] facility's  response  to
and  maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events,  and  revise  the
[LTC facility] facility's  emergency  plan,  as  needed.

*[For  ICF/IIDs at  §483. 475( d)]:
(2) Testing.  The  ICF/IID must  conduct  exercises
to test  the  emergency  plan  at  least  twice  per  year.
The  ICF/IID must  do  the  following:
(i) Participate  in an  annual  full-scale  exercise  that
is community- based;  or
(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual,
facility-based  functional  exercise;  or.
(B) If the  ICF/IID experiences  an  actual  natural  or
man- made  emergency  that  requires  activation  of
the  emergency  plan,  the  ICF/IID is exempt  from
engaging  in its next  required  full-scale
community- based  or individual,  facility-based
functional  exercise  following the  onset  of the
emergency  event.
(ii) Conduct  an  additional  annual  exercise  that
may  include,  but  is not  limited to the  following:
(A) A second  full-scale  exercise  that  is
community- based  or an  individual,  facility-based
functional  exercise;  or
(B) A mock  disaster  drill; or

E 039
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(C) A tabletop  exercise  or workshop  that  is led  by
a  facilitator  and  includes  a  group  discussion,
using  a  narrated,  clinically-relevant  emergency
scenario,  and  a  set  of problem  statements,
directed  messages,  or prepared  questions
designed  to challenge  an  emergency  plan.
(iii) Analyze  the  ICF/IID's  response  to and
maintain  documentation  of all drills, tabletop
exercises,  and  emergency  events,  and  revise  the
ICF/IID's  emergency  plan,  as  needed.

*[For  HHAs at  §484. 102]
(d)(2) Testing.  The  HHA must  conduct  exercises
to test  the  emergency  plan  at
least  annually.  The  HHA must  do  the  following:
(i) Participate  in a  full-scale  exercise  that  is
community- based;  or

(A) When  a  community- based  exercise  is not
accessible,  conduct  an  annual  individual,
facility-based  functional  exercise  every  2 years;
or.

(B) If the  HHA experiences  an  actual  natural
or man- made  emergency  that  requires  activation
of the  emergency  plan,  the  HHA is exempt  from
engaging  in its next  required  full-scale
community- based  or individual,  facility based
functional  exercise  following the  onset  of the
emergency  event.
(ii) Conduct  an  additional  exercise  every  2 years,
opposite  the  year  the  full-scale  or functional
exercise  under  paragraph  (d)(2)(i) of this  section
is conducted,  that  may  include,  but  is not
limited to the  following:

(A) A second  full-scale  exercise  that  is
community- based  or an  individual,  facility-based
functional  exercise;  or

(B) A mock  disaster  drill; or
(C) A tabletop  exercise  or workshop  that  is

E 039
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led  by a  facilitator  and  includes  a  group
discussion,  using  a  narrated,  clinically-relevant
emergency  scenario,  and  a  set  of problem
statements,  directed  messages,  or prepared
questions  designed  to challenge  an  emergency
plan.
(iii) Analyze  the  HHA's  response  to and  maintain
documentation  of all drills, tabletop  exercises,  and
emergency  events,  and  revise  the  HHA's
emergency  plan,  as  needed.

*[For  OPOs  at  §486. 360]
(d)(2) Testing.  The  OPO  must  conduct  exercises
to test  the  emergency  plan.  The  OPO  must  do  the
following:
(i) Conduct  a  paper- based,  tabletop  exercise  or
workshop  at  least  annually.  A tabletop  exercise  is
led  by a  facilitator  and  includes  a  group
discussion,  using  a  narrated,  clinically relevant
emergency  scenario,  and  a  set  of problem
statements,  directed  messages,  or prepared
questions  designed  to challenge  an  emergency
plan.  If the  OPO  experiences  an  actual  natural  or
man- made  emergency  that  requires  activation  of
the  emergency  plan,  the  OPO  is exempt  from
engaging  in its next  required  testing  exercise
following the  onset  of the  emergency  event.
(ii) Analyze  the  OPO' s  response  to and  maintain
documentation  of all tabletop  exercises,  and
emergency  events,  and  revise  the  [RNHCI's  and
OPO' s] emergency  plan,  as  needed.

*[ RNCHIs  at  §403. 748] :
(d)(2) Testing.  The  RNHCI must  conduct
exercises  to test  the  emergency  plan.  The  RNHCI
must  do  the  following:
(i) Conduct  a  paper- based,  tabletop  exercise  at
least  annually.  A tabletop  exercise  is a  group

E 039
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discussion  led  by a  facilitator,  using  a  narrated,
clinically-relevant  emergency  scenario,  and  a  set
of problem  statements,  directed  messages,  or
prepared  questions  designed  to challenge  an
emergency  plan.
(ii) Analyze  the  RNHCI's  response  to and
maintain  documentation  of all tabletop  exercises,
and  emergency  events,  and  revise  the  RNHCI's
emergency  plan,  as  needed.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to act  upon  the  opportunities  for
improvements  identified  on  their  after- action
report  (AAR) following a  community- based
emergency  preparedness  training.  This  had  the
potential  to affect  all 57  residents  who reside  in
the  facility.

Findings  include:

A facility document  titled Should  I stay  or Should  I
Go  Exercise  Evaluation  Guide  dated  9/12/23,
identified  three  critical tasks  in the  exercises
where  the  facility was  unable  to perform  or had
performed,  but  with major  challenges.  The  three
areas  included:

-MNTrac  communication  (needed  new  access
due  to company  merger  at  start  of year)
-Contact  information  for vendors  (knowing  who to
contact  as  company  merger  at  start  of year)
-Process  for sending  and  tracking  medications
and  supplies  with residents  during  evacuation.

The  AAR lacked  evidence  of a  plan  to ensure  the
identified  concerns  were  acted  upon  or a  plan
determined  to ensure  the  improvements  were
made.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11

E 039

No residents  were  affected  by the  alleged
deficient  practice.  All residents  have  the
potential  to be  affected.  The  facility’s  After
Action Report  has  been  updated  to
include:  a  written  plan  that  addresses  the
identified  areas  of concern,  and  the  steps
that  will be  taken  to ensure  adequate
resolution.  Administrator  and  maintenance
director  will be  educated  on:  Ensuring  that
after  action  reports  are  thoroughly
documented,  specifically  outline  the
identified  areas  of concern  and  the
necessary  steps  for resolution,  and  are
completed  in a  timely manner.
Administrator/ designee  will meet  with
maintenance  director  and  other  members
of safety  committee  to audit  completion  of
items  as  outlined  in AAR. Audits  will be
conducted  after  any  emergency  event  to
ensure  the  action  reports  is completing
entirely/ thoroughly  for 1 year,  then  PRN.
The  results  of these  audits  will be  shared
with the  facility QAPI committee  for input
on  the  need  to increase,  decrease  or
discontinue  the  audits.
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When  interviewed  on  12/14/23  at  2:36  p.m.  the
administrator  stated  the  concerns  listed  on  the
AAR were  discussed  within the  safety  meeting.
Access  to MNtrac  was  completed  right away  and
there  has  been  work with other  facilities  to ensure
all supply  vendors  are  up  to date.  The
administrator  stated  a  discussion  had  taken  place
about  tracking  the  supplies,  however
acknowledged  there  wasn' t any  documentation  or
plan  on  next  steps  or follow through.

A policy for AAR was  requested  however  was  not
recieved.

F 000  INITIAL COMMENTS

E 039

F 000

On  12/11/23-12/14/23,  a  standard  recertificiation
survey  was  conducted  at  your  facility. A complaint
investigation  was  also  conducted.  Your facility
was  found  to be  not  in complaince  with the
requirements  of 42  CFR,  483,  Subpart  B,
Requirements  for Long Term Care  Facilities.  This
resulted  in an  immediate  jeopardy  (IJ) at  F578
when  R13  who would  have  been  denied  CPR
(contrary  to R13' s  wishes)  in the  absence  of a
pulse  or respirations.

The  IJ began  on  12/3/23,  when  R13' s  Provider
Orders  for Life-Sustaining  Treatment  (POLST)
identified  R13  had  an  active  CPR  order,  however
the  physician' s  orders  indicated  R13  was  a
do-not- resuscitate  (DNR). The  IJ was  removed
on  12/13/23  at  11:00  a. m. , but  non- compliance
remained  at  the  lower  scope  and  severity  level  of
D, isolated  with no  actual  harm  but  potential  to
cause  more  than  minimal  harm.

The  following complaints  were  reviewed  with no
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deficiencies  cited:
H53267709C  (MN00085375)
H53267710C  (MN00086522)

The  facility's  plan  of correction  (POC)  will serve
as  your allegation  of compliance  upon  the
Departements  acceptance.  Because  you are
enrolled  in ePOC,  our  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 complaince.

Upon  receipt  of an  acceptable  electronic  POC,  an
onsite  revisit  of your  facility may  be  conducted  to
validate  substantial  compliance  with the
regualtions  has  been  attained.

F 550  Resident  Rights/ Exercise  of Rights
SS= D CFR( s): 483. 10(a)(1)(2)(b)(1)(2)

§483. 10(a)  Resident  Rights.
The  resident  has  a  right to a  dignified  existence,
self- determination,  and  communication  with and
access  to persons  and  services  inside  and
outside  the  facility, including  those  specified  in
this  section.

§483. 10(a) (1) A facility must  treat  each  resident
with respect  and  dignity and  care  for each
resident  in a  manner  and  in an  environment  that
promotes  maintenance  or enhancement  of his  or
her  quality  of life, recognizing  each  resident' s
individuality. The  facility must  protect  and
promote  the  rights  of the  resident.

§483. 10(a) (2) The  facility must  provide  equal
access  to quality  care  regardless  of diagnosis,
severity  of condition,  or payment  source.  A facility
must  establish  and  maintain  identical  policies  and

F 000

F 550 1/3/24
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practices  regarding  transfer,  discharge,  and  the
provision  of services  under  the  State  plan  for all
residents  regardless  of payment  source.

§483. 10(b) Exercise  of Rights.
The  resident  has  the  right to exercise  his  or her
rights  as  a  resident  of the  facility and  as  a  citizen
or resident  of the  United  States.

§483. 10(b)(1) The  facility must  ensure  that  the
resident  can  exercise  his  or her  rights  without
interference,  coercion,  discrimination,  or reprisal
from the  facility.

§483. 10(b)(2) The  resident  has  the  right to be
free  of interference,  coercion,  discrimination,  and
reprisal  from the  facility in exercising  his  or her
rights  and  to be  supported  by the  facility in the
exercise  of his  or her  rights  as  required  under  this
subpart.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

review,  the  facility failed  to provide  laundry
services  in a  manner  that  promoted  dignity for 1
of 2 residents  (R28)  reviewed  for dignity
concerns.

Findings  include:

R28' s  admission  Minimum Data  Set  (MDS) dated
11/20/23,  indicated  R28  had  moderate  cognitive
impairment  and  did not  reject  cares.  R28  had
diagnoses  of muscle  weakness  and  depression.
R28' s  MDS indicated  he  required  substantial  to
maximal  assistance  with dressing  and
undressing.  Additionally, MDS indicated  he  found
it somewhat  important  to choose  what  to wear
and  very  important  that  his  personal  belongings

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11
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R28’s  clothing  has  been  washed  and
returned  to him/his  closet  to be  worn.  All
residents  that  have  laundry  done  at  the
facility have  the  potential  to be  affected.
Residents  that  have  laundry  done  at  the
facility will 1) have  their  rooms/ closets
checked  for clothing  needing  to be
washed  and  2) have  closets  checked  to
ensure  there  is clean  clothing  available  to
wear.  All staff  will be  educated  on  what  to
do  with clothing  that  needs  to be  washed.
DON or designee  will audit  resident  rooms
to ensure  residents  do  not  have  soiled
clothing  in their  room  AND resident  has
clean/ available  clothing  to wear.  Audits
will be  done  on  5 resident  rooms  per  week
x2 weeks  and  then  3 resident  rooms  per
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were  taken  care  of.

R28' s  care  plan  dated  11/15/23,  identified  he  had
a  focus  area  of self- care  deficit and  indicated  he
required  assistance  with personal  hygiene  and
dressing.

During  observation  and  interview  on  12/11/23  at
1:37  p.m. , R28  sat  in a  wheelchair  and  wore  a
long-sleeved  shirt  and  shorts.  R28  stated  he  ran
out  of clean  clothes  and  tried  for three  days  to
have  them  cleaned.  R28  stated  he  preferred  to
wear  pants,  however,  was  unable  to get  staff  to
wash  his  soiled  personal  items  and  did not  have
more  clean  socks  or pants  to wear,  which  was  his
preference.

During  observation  and  interview  on  12/12/23  at
8:24  a. m. , R28  sat  in his  wheelchair  with a  white
sheet  covering  the  lower half of his  body.  He
reported  that  during  morning  cares,  he  told a  NA
he  had  no  clean  pants  and  the  NA searched  the
laundry  room  for pants  but  could  not  find any.
R28  stated  the  NA did not  take  his  dirty pants  to
the  laundry.  R28  stated  he  would  not  leave  his
room  wearing  only a  sheet  and  that,  "it's  not  my
normal  lifestyle,  but  I don' t have  a  choice  but  to
wear  dirty jeans. "

During  observation  and  interview  on  12/12/23  at
3:46  p.m. , R28  sat  in a  wheelchair  in the  hallway
wearing  jeans  that  had  many  stains  on  both  legs
and  he  stated  they  were  dirty.

During  observation  on  12/13/23  at  8:11 a. m. , R28
sat  in his  room  with only underwear  on.  He
reported  no  one  had  collected  his  dirty clothes  to
be  laundered.

F 550
week  x2 weeks  or until compliance  is met.
The  results  of these  audits  will be  shared
with the  facility QAPI committee  for input
on  the  need  to increase,  decrease  or
discontinue  the  audits.
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During  interview  on  12/13/23  at  8:07  a.m. ,
housekeeping  manager  (HSKP)  stated  the  NAs
placed  soiled  linens  and  personal  items  in a  tied
plastic  bag,  then  down  laundry  chutes.  HSKP
stated  this  happened  multiple  times  per  day.
HSKP  stated  that  all personal  items  were  labeled,
and  they  tried  to return  items  to residents  within
the  same  day  or next  day.  HSKP  stated  they
provide  laundry  services  daily.

During  interview  on  12/13/23  at  8:36  a.m. , NA-A
stated  soiled  linens  and  personal  items  were
placed  in a  tied  plastic  bag,  brought  to the  soiled
utility room  as  needed  throughout  the  shift.  NA-A
stated  the  housekeeper  usually  brought  personal
items  back  to resident  rooms  once  finished.

During  interview  on  12/13/23  at  9:19  a.m. , RN-C
stated  staff  brought  soiled  personal  items  out  for
laundry  services  "a  couple  times  a  day". RN-C
was  not  aware  of any  residents  refusing  laundry
services.  RN-C stated  that  if a  resident  did not
have  any  clean  clothes,  the  expectation  for staff
was  to search  a  miscellaneous  clothing  bin for
something  to wear  while the  clothes  were
cleaned.  RN-C stated  if there  was  nothing
available,  staff  could  offer a  sheet  for decency.

During  interview  on  12/13/23  at  1:33  p.m. , the
director  of nursing  (DON) stated  if a  resident  did
not  have  any  clean  clothes  to wear,  the
expectation  would  be  to find a  gown  to wear.  The
DON stated  she  expected  staff  would  make  sure
residents  have  clean  clothes  before  they  go  out
or offer a  gown  or something  to cover  them
otherwise,  "yes,  it would  be  a  dignity issue. "

Facility policy Admission  Policy  dated  11/2023,
indicated  the  facility would  treat  a  resident  with

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11
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dignity in a  manner  and  environment  that
recognized  a  resident' s  individuality and
psychosocial  needs.

F 578  Request/ Refuse/ Dscntnue  Trmnt; Formlte  Adv Dir
SS= J  CFR( s): 483. 10(c)(6)(8)(g)(12) (i)-(v)

§483. 10(c)(6) The  right to request,  refuse,  and/ or
discontinue  treatment,  to participate  in or refuse
to participate  in experimental  research,  and  to
formulate  an  advance  directive.

§483. 10(c)(8) Nothing  in this  paragraph  should  be
construed  as  the  right of the  resident  to receive
the  provision  of medical  treatment  or medical
services  deemed  medically  unnecessary  or
inappropriate.

§483. 10(g)(12)  The  facility must  comply  with the
requirements  specified  in 42  CFR  part  489,
subpart  I (Advance  Directives) .
(i) These  requirements  include  provisions  to
inform and  provide  written  information  to all adult
residents  concerning  the  right to accept  or refuse
medical  or surgical  treatment  and,  at  the
resident' s  option,  formulate  an  advance  directive.
(ii) This  includes  a  written  description  of the
facility's  policies  to implement  advance  directives
and  applicable  State  law.
(iii) Facilities  are  permitted  to contract  with other
entities  to furnish  this  information  but  are  still
legally  responsible  for ensuring  that  the
requirements  of this  section  are  met.
(iv) If an  adult  individual  is incapacitated  at  the
time  of admission  and  is unable  to receive
information  or articulate  whether  or not  he  or she
has  executed  an  advance  directive,  the  facility
may  give  advance  directive  information  to the
individual's  resident  representative  in accordance

F 550

F 578 1/3/24
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with State  law.
(v) The  facility is not  relieved  of its obligation  to
provide  this  information  to the  individual  once  he
or she  is able  to receive  such  information.
Follow-up  procedures  must  be  in place  to provide
the  information  to the  individual  directly  at  the
appropriate  time.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to ensure  resident  specific  advanced
directive  orders  were  accurately  reflected
throughout  the  medical  record  for 1 of 3 residents
(R13)  reviewed  for advanced  directives.  This
resulted  in an  immediate  jeopardy  (IJ) for R13
who would  have  been  denied  cardiopulmonary
resuscitation  (CPR)  contrary  to their  wishes,  in
the  absence  of a  pulse  or respirations.

The  IJ began  on  12/3/23  when  R13' s  Provider
Orders  for Life-Sustaining  Treatment  (POLST)
identified  R13  had  an  active  order  to administer
CPR,  however,  the  physician  orders  indicated
R13  was  do-not- resuscitate  (DNR). The
administrator  was  notified  of the  IJ on  12/12/23,
at  3:15  p.m.  The  IJ was  removed  on  12/13/23,  at
11:00  a. m. , but  non- compliance  remained  at  the
lower  scope  and  severity  level  of D, isolated  with
no  actual  harm  but  potential  to cause  more  than
minimal  harm.

R13' s  quarterly  Minimum Data  Set  (MDS) dated
11/14/23,  indicated  moderately  impaired  cognition
and  diagnoses  of chronic  kidney  disease  (stage
5) and  type  II diabetes  mellitus.  It further
indicated  R13  required  assistance  from staff  with
most  activities  of daily living (ADL).

R13' s  face  sheet/ banner  in point  click care  (PCC)
FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11
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The  facility ensured  the  safety  of R13
immediately  by completing  a  new  POLST.
R13  wishes  to be  full code.  R13’s  POLST
and  medical  record  are  consistent  with
resident  wishes.  The  provider  was
notified.  All residents  that  reside  in the
facility are  at  risk to be  affected.  All
residents  that  currently  reside  in the
facility will have  their  current  POLST  and
code  status  order  reviewed  to ensure
consistency.  3.  Licensed  nurse  and  HUC
training  has  been  initiated  on  ensuring
code  status  matches  orders  in medical
record.  When  a  new  admission  or
re-admission  comes  to the  facility, the
HUC and  admitting  nurse  will ensure  that
the  POLST  is current  and  verified  by the
APRN/MD. The  nurse  will review  the
POLST  to ensure  residents’  wishes  are
correct.  The  resident  is considered  a  full
code  until a  POLST  is verified  and
completed.  The  POLST  will then  be
turned  over  to the  HUC to upload.  If there
is a  question  about  code  status  facility
staff  need  to talk with the  residents  to
ensure  consistency.  Licensed  staff  at
Villas at  Roseville  will be  educated  prior to
working  floor. DON or designee  will
conduct  audits  to ensure  code  status
accuracy  by validating  that  the  code

Facility ID: 00126 If continuation  sheet  Page  17 of 20



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

THE VILLAS AT ROSEVILLE

245326

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  01/02/ 2024
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
12/14/2023

1000  LOVELL AVENUE
ROSEVILLE,  MN 55113

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 578  Continued  From  page  17
(computer  program)  indicated  R13' s  code  status
was  DNR.

R13' s  physician  orders  dated  12/4/23,  indicated
R13' s  code  status  was  DNR.

R13' s  POLST  signed  by provider  on  11/13/23,
indicated  R13' s  code  status  was  full code
(attempt  resuscitation/ CPR)  and  to provide  full
treatment.

R13' s  care  plan  dated  3/6/23,  indicated  current
code  status  was  full code  with an  intervention  of
advance  directive  in place  and  will be  honored
during  the  review  period.  Review  resident' s
advance  directive  as  needed  per  resident  and/ or
family request.

During  interview  on  12/12/23,  at  10:28  a. m., R13
stated  (via interpreter)  he  wanted  to be  full
code/ attempt  CPR.

During  interview  on  12/12/23,  at  10:34  a. m.,
licensed  practical  nurse  (LPN)-A stated  the  first
place  LPN-A would  look for code  status  (if a
resident  was  found  unresponsive)  would  be  on
the  banner  of the  resident' s  face  sheet  in PCC.

During  interview  on  12/12/23  at  10:37  a. m.,
registered  nurse  (RN)-A stated  the  first place
RN-A would  look for code  status  (if a  resident  was
found  unresponsive)  would  be  on  the  banner  of
the  residents'  face  sheet  in PCC.

During  interview  on  12/12/23  at  11:17  a. m. , RN-B
stated  the  first place  RN-B would  go  to look for
code  status  (if a  resident  was  found
unresponsive)  would  be  on  the  banner  of the
residents'  face  sheet  in PCC.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11
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status  order,  banner  in PCC,  and  current
POLST  all match  in accordance  with
resident’ s  wishes.  Audits  will be
conducted  on  all new  admissions  and
re-admissions,  7 days  a  week  x2 weeks,  5
days  a  week  x2 weeks,  and  3 days  a
week  or until compliance  is met.  Code
status  audits  and  POLST  verification  will
continue  to be  part  of the  IDT’s  daily
clinical meeting  agenda.  Results  of audits
will be  brought  to QAPI committee  by NHA
for input  on  the  need  to increase,
decrease  or discontinue  the  audits.

Facility ID: 00126 If continuation  sheet  Page  18 of 20



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

THE VILLAS AT ROSEVILLE

245326

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  01/02/ 2024
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
12/14/2023

1000  LOVELL AVENUE
ROSEVILLE,  MN 55113

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 578  Continued  From  page  18

During  an  interview  on  12/12/23  at  11:20  a. m. , the
nurse  manager  RN-C stated  the  first-place
nurses  should  look to identify a  resident' s  code
status  was  on  the  banner  of the  face  sheet  in
PCC.  RN-C further  stated  when  a  resident  returns
from the  hospital  the  nurse  who readmits  the
resident  was  responsible  for filling out  a  new
POLST.  If there  was  a  discrepancy  in the
residents'  code  status  between  the  readmission
orders  and  R13' s  previous  advance  directive
orders  the  nurses  were  to speak  with the  resident
or power  of attorney  (POA)  to find out  what  they
would  like their  code  status  to be  and  then
proceed  from there  depending  on  the  resident' s
response.  RN-C verified  R13' s  physician' s  orders
and  the  banner  on  his  face  sheet  in PCC  both
indicated  DNR and  stated  it was  incorrect
because  "he' s  a  full code. "

During  an  interview  on  12/14/23  at  1:25  p.m. , the
director  of nursing  (DON) stated  when  R13  came
back  from the  hospital  (12/3/23)  he  had  a
physician' s  order  indicating  he  was  a  DNR. The
health  unit coordinator  (HUC) entered  the
information  into PCC  and  noticed  R13' s  code
status  had  been  full code  before  he  was  admitted
to the  hospital  and  reported  the  discrepancy  to
the  nurse  (unknown) . The  nurse  was  supposed  to
ask  R13  what  his  wishes  were  regarding  code
status  but  never  followed  through.  The  DON also
stated  nurses  were  responsible  for verifying code
status  with the  resident  or POA when  they  return
from the  hospital  and  fill out  a  new  POLST  (if
needed) . If the  nurses  don' t follow this
process/ procedure  resident  wishes  would  not  be
respected.

The  facility's  policy on  POLST  documentation
FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:STPM11
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revised  on  5/24/23,  indicated  the  purpose  of the
policy was  to identify a  code  status  consistent
with resident  wishes  and  to facilitate  providing
emergency  care  and  services  in accordance  with
the  resident  ' s  plan  of care.

The  IJ was  removed  on  12/13/23,  at  11:00  a. m.
when  the  facility developed  and  implemented  a
systemic  removal  plan  which  was  verified  by
interview  and  document  review,  which  included
an  audit  of all resident' s  code  status  to ensure
residents  have  matching  code  status  order,
POLST  and  Advanced  Directive.  The  facility also
reviewed  and  updated  their  POLST  Policy  and
Procedure,  which  outlined  the  implementation  of
code  status  and  where  the  staff  would  locate  the
code  status.  All licensed  nurses  and  HUC's  were
trained  immediately  or prior to their  next
scheduled  shift regarding  the  updated  POLST
procedure  and  to speak  with the  resident  or
resident' s  POA regarding  resident  code  status  if
any  noted  discrepancies.  All new  admissions  and
readmissions  to the  facility will have  the  order,
POLST,  and  PCC  banner  match  to align with the
residents  wishes.

F 578
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K 000 INITIAL COMMENTS K 000

FIRE SAFETY

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 12/13/2023.
At the time of this survey, The Villas At Roseville
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) 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE USED
AS VERIFICATION OF COMPLIANCE.

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

PLEASE RETURN THE PLAN OF CORRECTION
FOR THE FIRE SAFETY DEFICIENCIES
(K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed
TITLE (X6) DATE

12/29/2023

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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K 000

Healthcare 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

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

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place
to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

The Villas At Roseville is a 2-story building with no
basement. The building was constructed at two
different times. The original building was built in
1968 and was determined to be of Type II(222)
construction. In 1992, an addition was constructed
to the Northside that was determined to be of Type
II(222) construction. Because the original building
and the one addition are of the same type of
construction, the facility was surveyed as one
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building. A complete fire sprinkler system protects
the building. The facility has a fire alarm system
with entire corridor smoke detection, resident
rooms, and spaces open to the corridors that are
monitored for automatic fire department
notification.
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K 000

The facility has a capacity of 63 beds and had a
census of 57 at the time of the survey.

K 321
SS=D

The requirements at 42 CFR, Subpart 483.70(a),
are NOT MET as evidenced by:
Hazardous Areas - Enclosure
CFR(s): NFPA 101

Hazardous Areas - Enclosure
Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
system option is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4. Doors
shall be self-closing or automatic-closing and
permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.
Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.
19.3.2.1, 19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: STPM21
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K 321 Continued From page 3
b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops
d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms
(exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
(over 50 square feet)
g. Laboratories (if classified as Severe
Hazard - see K322)
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview, the
facility failed to maintain hazardous rooms per
NFPA 101 (2012 edition), Life Safety Code,
sections 19.3.2.1.2, 19.3.2.1.3, 8.4.3.5, 8.3.3.1,
and 7.2.1.8.1. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

On 12/13/2023 at 11:02 AM, it was revealed by
observation that the door to the general storage
room on the lower level did not have a self-closing
device installed on it causing the door to not
self-close.

K 321

Door to general storage room on lower
level had self-closing device installed on
12/14/23. All storage room doors in facility
have been checked to ensure they are
self-closing. Maintenance director
educated on requirement for self-closing
doors. Facility will audit 5 doors weekly for
4 weeks, monthly for 2 months, and PRN
based on audit results. The results of
these audits will be shared with the facility
QAPI committee for input on the need to
increase, decrease or discontinue the
audits.

K 521
SS=F

An interview with the Regional Maintenance
Director and the Maintenance Director verified this
deficient finding at the time of discovery.
HVAC
CFR(s): NFPA 101

K 521 1/3/24

HVAC
Heating, ventilation, and air conditioning shall
comply with 9.2 and shall be installed in
accordance with the manufacturer's specifications.
18.5.2.1, 19.5.2.1, 9.2
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K 521

This REQUIREMENT is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facility failed to inspect fire
dampers per NFPA 101 (2012 edition), Life Safety
Code, section 8.5.5.4.2, and NFPA 105 (2010
edition), Standard for Smoke Door Assemblies and
Other Opening Protectives, section 6.5.2 and
6.5.12. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

On 12/13/2023 between 09:30 AM and 11:15 AM,
it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that the dampers in the facility have been
inspected.

An interview with the Regional Maintenance
Director and the Maintenance Director verified this
deficient finding at the time of discovery.

Facility fire dampers were inspected on
12/28/23. Maintenance Director was
educated on the requirement for testing fire
dampers to ensure no reoccurrence.

Facility will audit the completion of the
inspection of the fire dampers every 4
years, then PRN based on audit results.
The results of these audits will be shared
with the facility QAPI committee for input
on the need to increase, decrease or
discontinue the audits.
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2 000  Initial Comments 2 000

*****ATTENTION******

NH LICENSING  CORRECTION  ORDER

In accordance  with Minnesota  Statute,  section
144A. 10,  this  correction  order  has  been  issued
pursuant  to a  survey.  If, upon  reinspection,  it is
found  that  the  deficiency  or deficiencies  cited
herein  are  not  corrected,  a  fine for each  violation
not  corrected  shall  be  assessed  in accordance
with a  schedule  of fines  promulgated  by rule  of
the  Minnesota  Department  of Health.

Determination  of whether  a  violation has  been
corrected  requires  compliance  with all
requirements  of the  rule  provided  at  the  tag
number  and  MN Rule  number  indicated  below.
When  a  rule  contains  several  items,  failure  to
comply  with any  of the  items  will be  considered
lack  of compliance.  Lack  of compliance  upon
re- inspection  with any  item of multi-part  rule  will
result  in the  assessment  of a  fine even  if the  item
that  was  violated  during  the  initial inspection  was
corrected.

You may  request  a  hearing  on  any  assessments
that  may  result  from non- compliance  with these
orders  provided  that  a  written  request  is made  to
the  Department  within 15  days  of receipt  of a
notice  of assessment  for non- compliance.

INITIAL COMMENTS:
On  12/11/23-12/14/23,  a  licensing  survey  was
conducted  at  your  facility by surveyors  from the
Minnesota  Department  of Health  (MDH). Your
facility was  not  in compliance  with the  MN State
Licensure  and  the  following correction  orders  are
issued  1805  and  1830.  Please  indicate  in your
electronic  plan  of correction  you have  reviewed

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
STATE FORM 6899 STPM11
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2 000  Continued  From  page  1

these  orders  and  identify the  date  when  they  will
be  completed.

2 000

The  following complaints  were  reviewed  during
the  survey:
H53267709C  (MN00085375)
H53267710C  (MN00086522)  and  no  licensing
orders  were  issued.

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
<https: //www.health. state. mn. us/ facilities/ regulati
on/ infobulletins/ ib14_ 1.html>  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
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Minnesota  Department  of Health.  The  facility is
enrolled  in ePOC  and  therefore  a  signature  is not
required  at  the  bottom  of the  first page  of state
form.

2 000

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.

21805  MN St.  Statute  144. 651  Subd.  5 Patients  &
Residents  of HC Fac. Bill of Rights

Subd.  5.  Courteous  treatment.  Patients  and
residents  have  the  right to be  treated  with
courtesy  and  respect  for their  individuality by
employees  of or persons  providing  service  in a
health  care  facility.

21805 1/3/24

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document
review,  the  facility failed  to provide  laundry
services  in a  manner  that  promoted  dignity for 1
of 2 residents  (R28)  reviewed  for dignity
concerns.

Findings  include:

R28' s  admission  Minimum Data  Set  (MDS) dated
11/20/23,  indicated  R28  had  moderate  cognitive
impairment  and  did not  reject  cares.  R28  had
diagnoses  of muscle  weakness  and  depression.
R28' s  MDS indicated  he  required  substantial  to
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maximal  assistance  with dressing  and
undressing.  Additionally, MDS indicated  he  found
it somewhat  important  to choose  what  to wear
and  very  important  that  his  personal  belongings
were  taken  care  of.

21805

R28' s  care  plan  dated  11/15/23,  identified  he  had
a  focus  area  of self- care  deficit and  indicated  he
required  assistance  with personal  hygiene  and
dressing.

During  observation  and  interview  on  12/11/23  at
1:37  p.m. , R28  sat  in a  wheelchair  and  wore  a
long-sleeved  shirt  and  shorts.  R28  stated  he  ran
out  of clean  clothes  and  tried  for three  days  to
have  them  cleaned.  R28  stated  he  preferred  to
wear  pants,  however,  was  unable  to get  staff  to
wash  his  soiled  personal  items  and  did not  have
more  clean  socks  or pants  to wear,  which  was  his
preference.

During  observation  and  interview  on  12/12/23  at
8:24  a. m. , R28  sat  in his  wheelchair  with a  white
sheet  covering  the  lower half of his  body.  He
reported  that  during  morning  cares,  he  told a  NA
he  had  no  clean  pants  and  the  NA searched  the
laundry  room  for pants  but  could  not  find any.
R28  stated  the  NA did not  take  his  dirty pants  to
the  laundry.  R28  stated  he  would  not  leave  his
room  wearing  only a  sheet  and  that,  "it's  not  my
normal  lifestyle,  but  I don' t have  a  choice  but  to
wear  dirty jeans. "

During  observation  and  interview  on  12/12/23  at
3:46  p.m. , R28  sat  in a  wheelchair  in the  hallway
wearing  jeans  that  had  many  stains  on  both  legs
and  he  stated  they  were  dirty.

During  observation  on  12/13/23  at  8:11 a. m. , R28
sat  in his  room  with only underwear  on.  He
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reported  no  one  had  collected  his  dirty clothes  to
be  laundered.

21805

During  interview  on  12/13/23  at  8:07  a.m. ,
housekeeping  manager  (HSKP)  stated  the  NAs
placed  soiled  linens  and  personal  items  in a  tied
plastic  bag,  then  down  laundry  chutes.  HSKP
stated  this  happened  multiple  times  per  day.
HSKP  stated  that  all personal  items  were  labeled,
and  they  tried  to return  items  to residents  within
the  same  day  or next  day.  HSKP  stated  they
provide  laundry  services  daily.

During  interview  on  12/13/23  at  8:36  a.m. , NA-A
stated  soiled  linens  and  personal  items  were
placed  in a  tied  plastic  bag,  brought  to the  soiled
utility room  as  needed  throughout  the  shift.  NA-A
stated  the  housekeeper  usually  brought  personal
items  back  to resident  rooms  once  finished.

During  interview  on  12/13/23  at  9:19  a.m. , RN-C
stated  staff  brought  soiled  personal  items  out  for
laundry  services  "a  couple  times  a  day". RN-C
was  not  aware  of any  residents  refusing  laundry
services.  RN-C stated  that  if a  resident  did not
have  any  clean  clothes,  the  expectation  for staff
was  to search  a  miscellaneous  clothing  bin for
something  to wear  while the  clothes  were
cleaned.  RN-C stated  if there  was  nothing
available,  staff  could  offer a  sheet  for decency.

During  interview  on  12/13/23  at  1:33  p.m. , the
director  of nursing  (DON) stated  if a  resident  did
not  have  any  clean  clothes  to wear,  the
expectation  would  be  to find a  gown  to wear.  The
DON stated  she  expected  staff  would  make  sure
residents  have  clean  clothes  before  they  go  out
or offer a  gown  or something  to cover  them
otherwise,  "yes,  it would  be  a  dignity issue. "
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Facility policy Admission  Policy  dated  11/2023,
indicated  the  facility would  treat  a  resident  with
dignity in a  manner  and  environment  that
recognized  a  resident' s  individuality and
psychosocial  needs.

21805

SUGGESTED  METHOD OF CORRECTION:
The  administrator,  director  of nursing  (DON), or
designee  could  develop  and  implement  a  plan  of
care  by the  interdisciplinary  team  to ensure
residents  dignity is being  maintained.  The  facility
could  update  policies  and  procedures,  educate
staff  on  these  changes,  and  audit  to ensure
resident( s)  dignity are  maintained.  The  results  of
these  audits  will be  reviewed  by the  quality
assurance  committee  to ensure  compliance.

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

21830  MN St.  Statute  144. 651  Subd.  10  Patients  &
Residents  of HC Fac. Bill of Rights

21830

Subd.  10.  Participation  in planning  treatment;
notification  of family members.

(a)  Residents  shall  have  the  right to participate
in the  planning  of their  health  care.  This  right
includes  the  opportunity  to discuss  treatment  and
alternatives  with individual  caregivers,  the
opportunity  to request  and  participate  in formal
care  conferences,  and  the  right to include  a
family member  or other  chosen  representative  or
both.  In the  event  that  the  resident  cannot  be
present,  a  family member  or other  representative
chosen  by the  resident  may  be  included  in such
conferences.
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(b) If a  resident  who enters  a  facility is
unconscious  or comatose  or is unable  to
communicate,  the  facility shall  make  reasonable
efforts  as  required  under  paragraph  (c) to notify
either  a  family member  or a  person  designated  in
writing by the  resident  as  the  person  to contact  in
an  emergency  that  the  resident  has  been
admitted  to the  facility. The  facility shall  allow the
family member  to participate  in treatment
planning,  unless  the  facility knows  or has  reason
to believe  the  resident  has  an  effective  advance
directive  to the  contrary  or knows  the  resident  has
specified  in writing that  they  do  not  want  a  family
member  included  in treatment  planning.  After
notifying a  family member  but  prior to allowing a
family member  to participate  in treatment
planning,  the  facility must  make  reasonable
efforts,  consistent  with reasonable  medical
practice,  to determine  if the  resident  has
executed  an  advance  directive  relative  to the
esident' s  health  care  decisions.  For  purposes  of
this  paragraph,  "reasonable  efforts"  include:

(1) examining  the  personal  effects  of the
resident;

(2) examining  the  medical  records  of the
resident  in the  possession  of the  facility;

(3) inquiring  of any  emergency  contact  or
family member  contacted  under  this  section
whether  the  resident  has  executed  an  advance
directive  and  whether  the  resident  has  a
physician  to whom  the  resident  normally  goes  for
care;  and

(4) inquiring  of the  physician  to whom  the
resident  normally  goes  for care,  if known,
whether  the  resident  has  executed  an  advance
directive.  If a  facility notifies  a  family member  or
designated  emergency  contact  or allows  a  family
member  to participate  in treatment  planning  in
accordance  with this  paragraph,  the  facility is not

21830
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liable  to resident  for damages  on  the  grounds  that
the  notification  of the  family member  or
emergency  contact  or the  participation  of the
family member  was  improper  or violated  the
patient' s  privacy  rights.

(c) In making  reasonable  efforts  to notify a
family member  or designated  emergency  contact,
the  facility shall  attempt  to identify family
members  or a  designated  emergency  contact  by
examining  the  personal  effects  of the  resident
and  the  medical  records  of the  resident  in the
possession  of the  facility. If the  facility is unable
to notify a  family member  or designated
emergency  contact  within 24  hours  after  the
admission,  the  facility shall  notify the  county
social  service  agency  or local  law enforcement
agency  that  the  resident  has  been  admitted  and
the  facility has  been  unable  to notify a  family
member  or designated  emergency  contact.  The
county  social  service  agency  and  local  law
enforcement  agency  shall  assist  the  facility in
identifying and  notifying a  family member  or
designated  emergency  contact.  A county  social
service  agency  or local  law enforcement  agency
that  assists  a  facility in implementing  this
subdivision  is not  liable  to the  resident  for
damages  on  the  grounds  that  the  notification  of
the  family member  or emergency  contact  or the
participation  of the  family member  was  improper
or violated  the  patient' s  privacy  rights.

21830

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the
facility failed  to ensure  resident  specific  advanced
directive  orders  were  accurately  reflected
throughout  the  medical  record  for 1 of 3 residents
(R13)  reviewed  for advanced  directives.  This
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resulted  in an  immediate  jeopardy  (IJ) for R13
who would  have  been  denied  cardiopulmonary
resuscitation  (CPR)  contrary  to their  wishes,  in
the  absence  of a  pulse  or respirations.

21830

The  IJ began  on  12/3/23  when  R13' s  Provider
Orders  for Life-Sustaining  Treatment  (POLST)
identified  R13  had  an  active  order  to administer
CPR,  however,  the  physician  orders  indicated
R13  was  do-not- resuscitate  (DNR). The
administrator  was  notified  of the  IJ on  12/12/23,
at  3:15  p.m.  The  IJ was  removed  on  12/13/23,  at
11:00  a. m. , but  non- compliance  remained  at  the
lower  scope  and  severity  level  of D, isolated  with
no  actual  harm  but  potential  to cause  more  than
minimal  harm.

R13' s  quarterly  Minimum Data  Set  (MDS) dated
11/14/23,  indicated  moderately  impaired  cognition
and  diagnoses  of chronic  kidney  disease  (stage
5) and  type  II diabetes  mellitus.  It further
indicated  R13  required  assistance  from staff  with
most  activities  of daily living (ADL).

R13' s  face  sheet/ banner  in point  click care  (PCC)
(computer  program)  indicated  R13' s  code  status
was  DNR.

R13' s  physician  orders  dated  12/4/23,  indicated
R13' s  code  status  was  DNR.

R13' s  POLST  signed  by provider  on  11/13/23,
indicated  R13' s  code  status  was  full code
(attempt  resuscitation/ CPR)  and  to provide  full
treatment.

R13' s  care  plan  dated  3/6/23,  indicated  current
code  status  was  full code  with an  intervention  of
advance  directive  in place  and  will be  honored
during  the  review  period.  Review  resident' s
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advance  directive  as  needed  per  resident  and/ or
family request.

21830

During  interview  on  12/12/23,  at  10:28  a. m., R13
stated  (via interpreter)  he  wanted  to be  full
code/ attempt  CPR.

During  interview  on  12/12/23,  at  10:34  a. m.,
licensed  practical  nurse  (LPN)-A stated  the  first
place  LPN-A would  look for code  status  (if a
resident  was  found  unresponsive)  would  be  on
the  banner  of the  resident' s  face  sheet  in PCC.

During  interview  on  12/12/23  at  10:37  a. m.,
registered  nurse  (RN)-A stated  the  first place
RN-A would  look for code  status  (if a  resident  was
found  unresponsive)  would  be  on  the  banner  of
the  residents'  face  sheet  in PCC.

During  interview  on  12/12/23  at  11:17  a. m. , RN-B
stated  the  first place  RN-B would  go  to look for
code  status  (if a  resident  was  found
unresponsive)  would  be  on  the  banner  of the
residents'  face  sheet  in PCC.

During  an  interview  on  12/12/23  at  11:20  a. m. , the
nurse  manager  RN-C stated  the  first-place
nurses  should  look to identify a  resident' s  code
status  was  on  the  banner  of the  face  sheet  in
PCC.  RN-C further  stated  when  a  resident  returns
from the  hospital  the  nurse  who readmits  the
resident  was  responsible  for filling out  a  new
POLST.  If there  was  a  discrepancy  in the
residents'  code  status  between  the  readmission
orders  and  R13' s  previous  advance  directive
orders  the  nurses  were  to speak  with the  resident
or power  of attorney  (POA)  to find out  what  they
would  like their  code  status  to be  and  then
proceed  from there  depending  on  the  resident' s
response.  RN-C verified  R13' s  physician' s  orders
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and  the  banner  on  his  face  sheet  in PCC  both
indicated  DNR and  stated  it was  incorrect
because  "he' s  a  full code. "

21830

During  an  interview  on  12/14/23  at  1:25  p.m. , the
director  of nursing  (DON) stated  when  R13  came
back  from the  hospital  (12/3/23)  he  had  a
physician' s  order  indicating  he  was  a  DNR. The
health  unit coordinator  (HUC) entered  the
information  into PCC  and  noticed  R13' s  code
status  had  been  full code  before  he  was  admitted
to the  hospital  and  reported  the  discrepancy  to
the  nurse  (unknown) . The  nurse  was  supposed  to
ask  R13  what  his  wishes  were  regarding  code
status  but  never  followed  through.  The  DON also
stated  nurses  were  responsible  for verifying code
status  with the  resident  or POA when  they  return
from the  hospital  and  fill out  a  new  POLST  (if
needed) . If the  nurses  don' t follow this
process/ procedure  resident  wishes  would  not  be
respected.

The  facility's  policy on  POLST  documentation
revised  on  5/24/23,  indicated  the  purpose  of the
policy was  to identify a  code  status  consistent
with resident  wishes  and  to facilitate  providing
emergency  care  and  services  in accordance  with
the  resident  ' s  plan  of care.

The  IJ was  removed  on  12/13/23,  at  11:00  a. m.
when  the  facility developed  and  implemented  a
systemic  removal  plan  which  was  verified  by
interview  and  document  review,  which  included
an  audit  of all resident' s  code  status  to ensure
residents  have  matching  code  status  order,
POLST  and  Advanced  Directive.  The  facility also
reviewed  and  updated  their  POLST  Policy  and
Procedure,  which  outlined  the  implementation  of
code  status  and  where  the  staff  would  locate  the
code  status.  All licensed  nurses  and  HUC's  were
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trained  immediately  or prior to their  next
scheduled  shift regarding  the  updated  POLST
procedure  and  to speak  with the  resident  or
resident' s  POA regarding  resident  code  status  if
any  noted  discrepancies.  All new  admissions  and
readmissions  to the  facility will have  the  order,
POLST,  and  PCC  banner  match  to align with the
residents  wishes.

21830

SUGGESTED  METHOD OF CORRECTION:
Social  Service  and/ or their  designee  could
develop  /revise  policies  for resident  choices  and
educate  all facility staff  on  those  policies.  The
DON and/ or designee  could  conduct  resident
interviews  to ensure  resident  choices  are  being
honored,  reviewed  then  aduit  to ensure
compliance.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days.
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
January 11, 2024

Administrator
The Villas At Roseville
1000 Lovell Avenue
Roseville, MN 55113

RE: CCN: 245326
Cycle Start Date: December 14, 2023

Dear Administrator:

On January 3, 2024, we notified you a remedy was imposed.  On January 8, 2024 the  Minnesota  Departments  of
Health and Public Safety completed  a revisit to verify that  your facility had achieved and maintained
compliance. We have determined  that  your facility has achieved substantial  compliance as of January 3, 2024.

As authorized  by CMS the  remedy of:

•  Discretionary denial of payment  for new Medicare and Medicaid admissions effective January 6, 2024
did not  go into effect. (42 CFR 488.417 (b))

In ou r letter  of Jan uary 3, 202 4, in acco rd ance with Federa  l law, as specified in th e Act at  § 181 9( f) (2) (B) (iii) (I)(b)
and § 19 19 (f) (2)(B) (iii)(I)(b) , we no tified you th at  your facility was pro hibited fro m co nd ucting a Nursi ng Aide
Training and/ or Competency Evaluation Program (NATCEP) for two years from January 6, 2024 due  to denial of
payment  for new admissions. Since your facility attained  substantial  compliance on January 3, 2024, the  original
triggering remedy,  denial of payment  for new admissions, did not  go into effect. Therefore, the  NATCEP
prohibition is rescinded.  However, this does not  apply to or affect any previously imposed NATCEP loss.

The CMS Region V Office may notify you of their  determination  regarding any imposed remedies.

Feel free to contact  me if you have questions.

Sincerely,

Melissa Poepping, Compliance Analyst
Federal Enforcement  |  Health Regulation Division
Minnesota  Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us

An equal opportunity employer.



Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

January 11, 2024

Administrator
The Villas At Roseville
1000 Lovell Avenue
Roseville, MN 55113

Re: Reinspection Results
Event ID: STPM12 and ESDJ12

Dear Administrator:

On January 4, 2024 and January 8, 2024, survey staff of the  Minnesota  Department  of Health - Health
Regulation Division completed  a reinspection  of your facility, to determine  correction  of orders  found
on the  survey completed  on December 14, 2023 and December 28, 2023. At this time these  correction
orders  were  found corrected.

Please feel free to call me with any questions.

Sincerely,

Melissa Poepping, Compliance Analyst
Federal Enforcement |  Health Regulation Division
Minnesota Department  of Health
P.O. Box 64900
Saint Paul, Minnesota  55164-0970
Phone: 651-201-4117
Email: Melissa.Poepping@state. mn.us

An equal opportunity employer.


