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E 000 Initial Comments E 000

 Survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted 2/26/18 through 3/1/18, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

F 000 INITIAL COMMENTS F 000

 On 2/26, 2/27, 2/28 and 3/1/18, a standard 
survey and complaint investigations were also 
completed at your facility by the Minnesota 
Department of Health to determine if your facility 
was in compliance with requirements of 42 CFR 
Part 483, Subpart B, and Requirements for Long 
Term Care Facilities. At the time of the survey, 
investigation of complaints
H5276093 and H5276097. The  were completed 
and found to be unsubstantiated.

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 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 561

SS=D

Self-Determination
CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.
The resident has the right to and the facility must 

F 561 4/10/18

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

03/28/2018Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 561 Continued From page 1 F 561

promote and facilitate resident self-determination 
through support of resident choice, including but 
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose 
activities, schedules (including sleeping and 
waking times), health care and providers of health 
care services consistent with his or her interests, 
assessments, and plan of care and other 
applicable provisions of this part.

§483.10(f)(2) The resident has a right to make 
choices about aspects of his or her life in the 
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact 
with members of the community and participate in 
community activities both inside and outside the 
facility.

§483.10(f)(8) The resident has a right to 
participate in other activities, including social, 
religious, and community activities that do not 
interfere with the rights of other residents in the 
facility.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview, observation, and document 
review, the facility failed to comprehensively 
assess bathing preferences, and implement a 
care plan based upon resident preference for 1 of 
1 resident (R99) reviewed for choices. 

Findings include:

During interview on 2/26/18, at 1:39 p.m. when 
asked about bathing preferences, R99 said 
facility staff seemed to have firm rules about 

 F000

It is the policy of Maplewood Care Center 
to follow all Federal, State, and local 
guidelines, laws, regulations and statutes.  
This plan of correction is not to be 
construed as an admission of deficient 
practice by the facility administrator, 
employees, agents, or other individuals. 
The response to the alleged deficient 
practice cited in this statement of 
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F 561 Continued From page 2 F 561

residents receiving one shower a week.  R99 also 
added that sometimes staff allowed his shower to 
be pushed back a couple days due to his pain. 
R99 said he understood the importance of 
cleanliness, but described having constant pain 
that made showering uncomfortable. When 
asked whether staff had offered other bathing 
options, such as a bed bath, R99 said he was not 
aware that was an option. R99 further explained 
he had received bed baths during a recent 
hospital stay, and acknowledged his pain was not 
as bad during a bed bath as it was during a 
shower. During the interview, R99 was observed 
to wince in pain multiple times, stopping 
mid-sentence with squinted eyes. R99 appeared 
to hold his breath until the pain was gone, before 
being able to open his eyes and speak again. 
R99 described his pain as spasms that shot 
through his body with any body movement. 

Review of the electronic medical record revealed 
R99 had diagnoses including spinal enthesopathy 
(inflammation of a tendon, ligament, or cartilage 
at its insertion into the spine) at multiple sites, 
ankylosing spondylitis (inflammatory disease that 
can cause vertebrae in the spine to fuse) at 
multiple sites, cramps and spasms.  

R99's care plan indicated he required assistance 
of one staff for bathing. The care plan included a 
section specific to pain, which confirmed chronic 
pain related to the spinal conditions, and R99's 
need for pain medication 30 minutes before 
showering. 

During interview on 3/1/18, at 11:59 a.m. when 
asked about how the facility assessed residents 
for bathing preferences, registered nurse (RN)-G 
said staff asked residents about their personal 

deficiencies does not constitute 
agreement with citations. The preparation, 
submission and implementation of this 
plan of correction will serve as our 
credible allegation of compliance.

F561

The bathing preferences for resident R99 
were noted on his Kardex and the unit 
bath list specifying his preference for a 
bed bath in the evening.

All residents have the potential to be 
affected by this practice.  Nurse Managers 
will audit admission/readmission 
assessments to assure that bathing 
preferences for day, time and type of bath 
are accommodated.

Audits will be conducted weekly for four 
weeks, then monthly for 2 months and as 
needed based on the recommendation of 
the QAPI committee. Policy and 
Procedure was reviewed for Self 
Determination and Resident Preference. 
Staff education will be provided by 4/10/18 
on bathing preference and documenting 
refusals. 

Responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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F 561 Continued From page 3 F 561

bathing preferences during an initial admission 
assessment. RN-G reviewed the most recent 
Admission/Readmission assessment form for 
R99, dated 2/19/18, and referred to the section 
about bathing preferences. This section began 
with the following bolded text, "REQUIRED 
QUESTION: Ask the resident their preferences 
for bathing and past routine, mark answers here 
for their plan of care." Staff also had an option to 
check a box to identify interventions assessed to 
be appropriate for the resident. Options included, 
but were not limited to, "I do not have specific 
bathing/showering preferences, I prefer a bed 
bath, I prefer baths, and I prefer showering." 
None of the boxes had been checked to specify 
R99's bathing preferences. RN-G sated she was 
unsure whether staff had asked R99 about his 
bathing preferences because no boxes indicating 
preference had been checked. RN-G said she 
could not say for certain whether R99 was asked 
specifically about bathing, since she was not the 
nurse who'd completed the assessment. RN-G 
said she would follow-up with R99 about bathing 
options and preferences, and ensure current 
preferences were accommodated. 

On 3/1/18, at 4:08 p.m. the administrator was 
asked about whether the facility had a policy 
regarding resident choice and bathing 
preferences.  The administrator stated the facility 
did not have a written policy about assessing 
residents for bathing preference, but stated 
preferences were suppose to be assessed using 
the Admission/Readmission assessment forms.

F 641

SS=D

Accuracy of Assessments
CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  

F 641 4/10/18
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F 641 Continued From page 4 F 641

The assessment must accurately reflect the 
resident's status.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure the Minimum Data Set 
(MDS) was accurate for 1 of 1 residents (R26) 
identified on the MDS as having a mental health 
diagnosis. 

Findings include:

No assessment of R26's mental health was found 
in the medical record to indicate the 12/13/17, 
annual MDS, which indicated R26 had a bipolar 
disorder, was accurate. 

R26's annual MDS dated 12/13/17, indicated R26 
had major depression and manic depression of 
bipolar disorder. The 12/17 annual MDS was the 
first time a bipolar diagnosis appeared on an 
MDS. An admission MDS dated 12/15/16, and 
quarterly MDS' dated 3/15, 6/14, and 9/13/17, did 
not indicate R26 had a bipolar disorder. 

The admission history and physical dated 
12/8/16, did not address a bipolar disorder 
diagnosis. Record review indicated R26 returned 
to the hospital shortly after admission and the 
hospital discharge summary dated 1/11/17, 
indicated R26 had received the antipsychotic 
medications of Zyprexa and Seroquel for 
delusions and hallucinations, related to diagnosis 
of sepsis. However, the discharge summary did 
not indicate R26 had a bipolar disorder, and R26 
was not discharged on the antipsychotic 
medications. 

Care plan reviewed 12/28/17, did not address a 

 F641

The bipolar diagnosis was removed from 
R26¶s diagnosis list.  All resident¶s 
diagnosis lists will be reviewed by 4/10/18 
to ensure correct diagnoses. Staff 
education will be provided by 4/10/18. The 
MDS coordinators will review the 
diagnosis list each time they complete an 
MDS for accuracy and update as needed.  
The Interdisciplinary team will review the 
accuracy of diagnoses when conducting 
their Psychoactive medication review to 
assure they are current as required.  

Audits will be conducted weekly for four 
weeks, monthly for 2 months and as 
needed based on recommendation of the 
QAPI committee. 

Responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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F 641 Continued From page 5 F 641

Bipolar Disorder; and the first physician visit after 
admission and dated 1/5/17, did not list a 
diagnosis of Bipolar Disorder. 

Although physician visit notes dated 3/13, 4/17, 
7/21 and 10/12/17; and nurse practitioner visits 
dated 2/16, 4/3, 5/4, 8/14, 9/7, 11/8/17 and 
1/10/18, indicated R26 had a Bipolar Disorder, 
the medical record lacked evidence to indicate 
the diagnosis had an impact on the resident's 
current functional status, cognitive status, mood 
or behavior status, medical treatments, nurse 
monitoring, or risk of death during the 7 day look 
back period.

On 2/28/18, at 11:45 a.m. registered nurse 
(RN)-H, an MDS coordinator reviewed R26's 
medical record to determine where the bipolar 
diagnosis had originated. RN-H identified a 
psychology note dated 1/2/17, where R26 had 
given a history of a "near" bipolar episode 
approximately 40 years ago however, visit 
documentation did not indicate a current bipolar 
disorder diagnosis. RN-H verified the first time 
the bipolar diagnosis had shown up on an MDS 
was at the time of the annual dated 12/13/17. 
RN-H confirmed there may be discrepancy 
related to the bipolar diagnosis and the medical 
record and stated she would speak with the 
primary physician to determine whether the 
bipolar diagnosis for R26 was appropriate. During 
a subsequent interview with RN-H at 1:54 p.m. 
2/28/18,  RN-H provided a hospital History and 
Physical (H&P) dated 1/16/17 which listed bipolar 
disorder, however there was no indication 
whether this was a current or past diagnosis. 

On 3/1/18 at 10:08 a.m., RN-H stated she had 
spoken with R26's primary physician. RN-H 

FORM CMS-2567(02-99) Previous Versions Obsolete T7G911Event ID: Facility ID: 00520 If continuation sheet Page  6 of 27
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stated the physician said if there had been no 
formal psychiatric visit, with a diagnosis listed, 
then bipolar disorder should be removed from 
R26's diagnosis list.

F 656

SS=D

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and 
implement a comprehensive person-centered 
care plan for each resident, consistent with the 
resident rights set forth at §483.10(c)(2) and 
§483.10(c)(3), that includes measurable 
objectives and timeframes to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. The comprehensive care plan must 
describe the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.10(c)(6).
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record.
(iv)In consultation with the resident and the 
resident's representative(s)-
(A) The resident's goals for admission and 
desired outcomes.
(B) The resident's preference and potential for 

F 656 4/10/18
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future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose.
(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requirements set forth in paragraph (c) of this 
section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to implement the plan of 
care for 1 of 1 resident (R42) reviewed for 
transferring between surfaces.

Findings include:

On 2/27/18 at 9:41 a.m., nursing assistant (NA)-G 
placed a transfer belt on R42 prior to assisting the 
resident with a transfer. R42 was observed to be 
sitting in her wheelchair and began calling out. 
R42 stiffened up and NA-G was observed to 
physically pull R42 to a standing position to help 
her hold on to her walker.  NA-G had to hold on to 
R42 and guided R42 to sit on the toilet. NA-G 
then placed the walker in front of R42 who was 
calling out. When R42 was done on the toilet, 
NA-G again held on to R42 to physically guide her 
back to the wheelchair. During this process, the 
wheelchair was observed to tip back slightly. 
NA-G then grabbed the wheelchair and applied 
the breaks. NA-G stated it was "scary" to help 
R42 with transferring with just one person 
because of R42's "behaviors." NA-G also stated 
she had helped R42 without additional staff 
assistance because there was no one else 
available to assist at that time and R42 needed to 
use the toilet.

 F656

Resident R42¶s care plan, accountability 
sheets and Kardex have been reviewed to 
assure they continue to be accurate.  All 
care plans, accountability sheets and 
Kardex will be reviewed to ensure they 
match by 4/10/18. Nursing staff have 
received re-education regarding the 
necessity to follow the care plan, Kardex 
and task list to provide care.  Nursing staff 
have received re-education regarding the 
importance of informing the manager of 
discrepancies between the Care Plan and 
the actual care provided so that the care 
is consistent.  
Managers will confer with NARs prior to 
IDT to assure the Care Plan matches the 
care being provided. Policy and 
Procedure was reviewed for Care Plans. 
Audits of weekly Care Plans will be 
conducted for consistent interventions for 
3 months and as needed based on 
recommendation of the QAPI committee.

Responsible: Director of Nursing or 
designee
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On 2/27/18 at 10:01 a.m.,  registered nurse 
(RN)-E, the nurse manager of the unit, was 
interviewed and stated R42's care plan had been 
auto-populated from completed assessments, 
and that she believed R42 was appropriate to 
transfer with one or two staff assistance. 
However, RN-E acknowledged she could not 
recall the last time she'd actually observed R42 
transfer. RN-E stated staff should read the entire 
care plan to determine whether they could 
transfer R42 with one or two staff assistance.

R42's care plan last revised 7/28/17, included:  
"Resident has a self care deficit r/t [related to] 
cognitive impairment and impaired mobility r/t 
[related to] Dementia dx [diagnosis].  I use two 
persons for transfers." There was no indication in 
the care plan that staff could interpret when to 
use one or two staff for transfers. R42's 
Accountability Sheets dated 2/26/18, indicated: 
"Transfer: A2 [assist of two]"

·

Date of Correction: 4/10/18

F 677

SS=D

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:

F 677 4/10/18

 Based on observation, interview and document 
review, the facility failed to provide personal 
hygiene to 2 of 4 residents (R19 and R41) 
dependent on staff for activities of daily living 
(ADL's). 

 F677

Residents R19 and R41 have had their 
facial hair shaved.   Nursing staff have 
received re-education re: shaving all 
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Findings include:

R19 was observed to have several long facial 
hairs the evening of 2/26/18, and during 
subsequent days of the survey on 2/27/18, and 
2/28/18.

On 2/26/18 at 5:23 p.m., R19 was observed 
sitting on the edge of the bed.  R19 was observed 
to have matter around her right eye and on her 
eyelashes. In addition, she had several long facial 
hairs around the chin area  approximately 1 inch 
long. The hairs were gray, white and black. When 
asked whether staff helped her with shaving, or 
how she felt about having the facial hair, R19 
stated, "Staff do not help to shave or wash my 
face and I get short of breathe when I try to shave 
myself. No body helps me when I need help right 
away."

On 2/27/18 at 8:30 a.m., R19 was observed lying 
in bed.  The resident still had numerous long 
gray, white and black facial hairs to her upper lip 
and chin area.  At 11:57 a.m., R19 was observed 
sitting up at the edge of the bed with oxygen 
administered by nasal cannula.  She had not 
been shaved.

On 2/28/18 at 7:57 a.m., R19 was observed lying 
in bed with the oxygen on. R19 still had the long 
gray, white and black facial hair. At that time, R19 
stated she did not like having the whiskers. 

R19's admission record identified R19 had been 
admitted to the facility on 3/15/14, with diagnoses 
including: paranoid schizophrenia, dementia, 
anxiety disorder, extrapyramidal movement 
disorder, and psychosis.

residents and the importance of reporting 
and documenting refusals by 4/10/18. 
Policy and Procedure was reviewed for 
Shaving Residents. 
Daily observations of shaving will be 
conducted for 2 weeks, weekly for 4 
weeks, monthly for 1 month then as 
needed based on recommendations of 
the QAPI committee.

Responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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R19's quarterly Minimum Data Set (MDS) dated 
12/6/17, identified R19 required extensive assist 
of one staff with personal hygiene needs, 
including shaving. 

Review of R19's medical record lacked any 
documentation related to refusal of cares. The 
care plan dated 8/1/14, directed staff to assist 
R19 with grooming. An undated Nursing Assistant 
Assignment Sheet included: "Grooming-A-1 
[grooming assist of one]".

During an observation of R19 with licensed 
practical nurse (LPN)-B on 2/28/18 at 11:28 a.m., 
LPN-B verified R19 had long facial hairs. LPN-B 
stated she would shave R19 or would ask the 
nursing assistant (NA) to shave her. LPN-B 
asked R19 if wished to be shaven and R19 
replied, "The nursing assistant combed my hair 
but did not shave me and I would like to be 
shaved daily."

R41 was observed to have several long facial 
hairs the evening of 2/26/18, and during 
subsequent days of the survey on 2/27/18, and 
2/28/18.

On 2/26/18 at 1:49 p.m., R41 was observed 
sitting in her wheelchair.  She had numerous gray 
and white facial hairs on her chin area. When 
asked whether staff assisted her with shaving, or 
how she felt about having facial hair, R41 stated, 
"I do not like it."

On 2/27/18 at 11:54 a.m., R41 was observed 
sitting in her wheelchair again.  She still had 
numerous gray and white facial hairs noted on 
her upper lip and chin area.  R41 stated she 
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would like staff to shave her daily. 

On 2/28/18 at 9:12 a.m., R41 was observed lying 
in bed in her room.  She had still not been 
shaved, and had the long gray and white facial 
hairs. R41 again stated she would prefer if staff 
would shave her daily. At 9:45 a.m., NA-A 
assisted R41 with her morning cares, including 
grooming. However, NA-A did not offer or assist 
R41 with shaving even though the resident had 
obvious gray and white facial hairs. At 11:05 a.m., 
NA-A assisted R41 to get up to use the toilet. 
NA-A still did not offer to shave R41. At 11:19 
a.m., R41 was observed in the dining room.  She 
stated, "They did not shave me."  The resident 
still had the long gray and white facial hairs.

R41's admission record noted R41 had been 
admitted to the facility on 11/8/16, with diagnoses 
including: type two diabetes mellitus, major 
depression, restlessness and agitation, shortness 
of breath and mixed anxiety disorders. 

R41's quarterly MDS dated 12/27/17, indicated 
R41 required extensive assist of one staff with 
personal hygiene needs including shaving. 

On 2/28/18 at 11:33 a.m., review of R41's 
medical record was reviewed, and lacked any 
evidence the resident  refused cares. R41's 
undated Nursing Assistant Assignment Sheet 
indicated, "Grooming-A-1".

During an observation and interview with LPN-A 
on 2/28/18 at 11:42 a.m., LPN-A verified R41's 
facial hair. LPN-A told the surveyor NA-A had 
reported R41 had refused to be shaven.

The policy and procedure titled SHAVING THE 

FORM CMS-2567(02-99) Previous Versions Obsolete T7G911Event ID: Facility ID: 00520 If continuation sheet Page  12 of 27



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/17/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245276 03/01/2018

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1900 SHERREN AVENUE
MAPLEWOOD CARE CENTER

MAPLEWOOD, MN  55109

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 677 Continued From page 12 F 677

RESIDENT dated 2006, included: "To remove 
facial hair and improve the resident's appearance 
and morale."

F 688

SS=D

Increase/Prevent Decrease in ROM/Mobility
CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.  
§483.25(c)(1) The facility must ensure that a 
resident who enters the facility without limited 
range of motion does not experience reduction in 
range of motion unless the resident's clinical 
condition demonstrates that a reduction in range 
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of 
motion receives appropriate treatment and 
services to increase range of motion and/or to 
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility 
receives appropriate services, equipment, and 
assistance to maintain or improve mobility with 
the maximum practicable independence unless a 
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT  is not met as evidenced 
by:

F 688 4/10/18

 Based on observation, interview and document 
review, the facility failed to provide range of 
motion (ROM) services for 1 of 1 residents (R26) 
identified with limited range of motion of the lower 
extremities. 

Findings included: 

On 2/26/18, at 6:16 p.m. R26 was observed in 
bed with the right foot and ankle uncovered. A 
noticeable foot drop/flexion was observed on the 
right foot. At that time, R26 stated ROM to both 

 F688

Resident R26¶s care plan, Kardex and 
POC documentation have been reviewed 
and revised to reflect the current order for 
AROM and appropriate documentation.  
Nursing staff has received re-education 
regarding the necessity of documenting 
care when completed.  Audits of ROM 
physician orders have been completed to 
assure they are included on the Kardex, 
POC and treatment sheets for 
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ankles and feet was suppose to be done on a 
daily basis, but did not always happen. 

During observation of morning cares on 3/1/18, at 
8:20 a.m. nursing assistant (NA)-B was observed 
to lotion R26's right lower leg, feet and ankle. 
Range of motion was not provided.  At that time, 
a slight foot drop/flexion was noted to the left 
foot/ankle. 

On 3/1/18, at 8:25 a.m. NA-B and NA-C were 
asked about ROM to R26's bilateral feet/ankles. 
NA-B stated ROM was done when R26 got up in 
the Hoyer sling, but R26 never got out of bed. 
NA-C stated ROM was not listed on the NA 
assignment sheet. NA-B stated R26's ROM was 
very limited and R26 could hardly flex the right 
foot/ankle. R26 then stated the ROM was 
"sometimes" done while R26 was in bed. At 8:30 
a.m. NA-B lotioned R26's left lower extremity, but 
did not provide ROM. 

On 3/1/18, at 9:38 a.m. registered nurse (RN)-A 
stated R26's ROM should be done every shift. 
RN-A stated completion of ROM for residents 
was monitored when RN-A was giving 
medications. RN-A said she would see staff 
giving the ROM. RN-A stated although R26's 
ROM was identified on the care plan, it should 
also be on the NA assignment sheet. At that time, 
RN-A showed the surveyor the NA assignment 
sheet for R26. ROM was not identified on the 
assignment sheet and RN-A stated, "It's not on 
there." 

At 9:42 a.m. on 3/1/18, the "Task" section of the 
computerized point of care documentation 
pertaining to R26's ROM was reviewed with 
RN-A. The documentation indicated ROM was to 

documentation of completion. Policy and 
Procedure was reviewed for ROM. 

Audits will be conducted weekly for 4 
weeks, monthly for 2 months and as 
needed as recommended by the QAPI 
committee.

Person responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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be completed as follows: "Restorative active 
range of motion to ankles before and after getting 
in EZ lift (mechanical lift device) and after getting 
back to bed. 15 reps twice a day." The 
documentation reviewed with RN-A had a date 
range of 2/1 to 2/28/18. The review with RN-A 
revealed R26 was not consistently receiving ROM 
twice a day.

A physician's order dated 9/5/17, revealed ROM 
exercises to R26's ankles was to be completed 
before and after placing R26 in a lift; and after 
lifted back to bed. The physician's order indicated 
ROM was to be done "two times a day." 

A review of the care plan revised on 2/12/18, 
verified R26's need for active ROM, with a 
frequency of 15 reps twice a day to the right and 
left lower extremities, feet and ankles.

F 695

SS=D

Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including 
tracheostomy care and tracheal suctioning.  
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
care and tracheal suctioning, is provided such 
care, consistent with professional standards of 
practice, the comprehensive person-centered 
care plan, the residents' goals and preferences, 
and 483.65 of this subpart.
This REQUIREMENT  is not met as evidenced 
by:

F 695 4/10/18

 Based on observation, interview and document 
review, the facility failed to ensure oxygen therapy 
was administered according to physician orders 
for 3 of 4 residents (R154, R156, R206) observed 
receiving oxygen therapy. 

 F695

Residents R154 and R206 have 
discharged. R156 had their med and 
treatment sheets reviewed and revised to 
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Findings include: 

On 2/26/18, at 1:21 p.m. R154 was observed in 
bed, the head of the bed was elevated, a nasal 
cannula was in R154's nares and oxygen tubing 
was attached to a portable oxygen tank. R154 
(who had diagnoses including pneumonia, 
pulmonary hypertension and ascites) told the 
surveyor at that time, there was no oxygen in the 
portable tank. The portable tank was observed to 
be set at 3 liters (L) per minute (PM). R154 stated 
she was "surprised" the larger oxygen tank had 
not been brought back to the room. R154 turned 
the call light on and nursing assistant (NA)-D 
responded promptly and verified R154's portable 
oxygen tank was empty.

On 3/1/18, at 11:10 a.m. R154 stated she had 
also run out of oxygen from the portable tank over 
the weekend. R154 stated therapy services 
always check the portable tank to ensure there is 
enough oxygen, but R156 said she  "always" has 
to ask nursing staff to check the portable tank to 
be sure there is enough oxygen to last the day. 

A review of physician orders dated 2/19/18, 
revealed R154 was to receive 4 LPM of oxygen 
continuously. 

On 2/26/18, at 1:41 p.m. R156's spouse was 
heard to ask staff to fill R156's portable oxygen 
tank because it was empty. At that time, the 
spouse was asked by the surveyor if R156 had 
run out of oxygen in the past. The spouse stated 
R156 had been at the facility for about 7-10 days 
and R156's portable oxygen tank frequently ran 
out of oxygen. 

include licensed staff documenting 
portable tanks are filled at least once per 
shift and more often if indicated by 
ordered liter flow.  NARs have been 
re-educated on the correct technique for 
filling portable tanks, filling prior to the end 
of shift and responding promptly to 
requests to fill portable tanks.  Policy 
Observation audits of residents portable 
02 will be conducted daily for 2 weeks, 
weekly for four weeks and monthly for one 
month.  Further audits will be conducted 
on an as needed basis recommended by 
the QAPI committee.

Person responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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On 2/27/18, at 9:20 a.m. R156 asked the spouse 
if the oxygen in the portable tank was working 
and the spouse stated it was. R156 stated she 
felt she was not getting enough oxygen. R156 
was not observed to have any cyanosis 
(discoloration due to lack of oxygen) noted at that 
time. At 9:23 a.m. the call light was turned on and 
answered by NA-D who verified the portable 
oxygen tank was set at 3 LPM, but the tank was 
empty. At 10:03 a.m. NA-E stated the portable 
oxygen tank had been filled that morning around 
7:45 a.m. NA-E questioned if the portable tank 
was leaking and stated she would inform the 
nurse. 

A physician's order dated 2/20/18, revealed R156 
was to receive 2-6 LPM of oxygen continuously. A 
review of progress notes for R156 did not reveal 
documentation of R156 having run out of oxygen 
on 2/26 or 2/27/18. Oxygen saturation levels were 
recorded as follows: 2/12/17-94%; 2/13/17-94%; 
and 2/13/18- 90%. 

On 3/1/18, at 7:44 a.m. the oxygen supplier's 
service technician stated a portable oxygen tank 
set at 2 LPM should last about six (6) hours; if set 
at 3 LPM the portable oxygen should last about 
four (4) hours. The service technician stated 
there was a customer handbook which gave 
estimated duration of portable oxygen tanks 
based on the LPM the tank was set at. The 
service technician provided the surveyor the 
Customer Handbook. A review of the handbook 
revealed portable oxygen for a resident on 3 
LPM, such as what R156 was on, should last 
about 5.3 hours; if set at 4 LPM the tank would 
last about 4.1 hours. The service technician 
stated a portable oxygen tank would most likely 
leak in the summer because of humidity and the 
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service technician questioned if staff were filling 
the tanks correctly if the oxygen was running out 
faster than anticipated. 

On 3/1/18, at 7:49 a.m. NA-F stated nursing 
assistants were responsible for checking the 
portable oxygen tanks periodically on the shift to 
ensure there was enough oxygen in the portable 
tank. 

On 3/1/18, at 9:44 a.m. registered nurse (RN)-A 
stated nursing assistants were to fill the portable 
oxygen tanks every morning and RN-A would 
check the tanks on her unit during the noon meal. 
RN-A verified residents will complain of not being 
able to breath if the oxygen tank ran empty. 

A review of the facility's Oxygen Administration 
policy dated 2010, indicated portable oxygen 
tanks were to be filled according to 
manufacturer's instructions and checked at 
regular intervals to ensure adequate supply. The 
policy also indicated resident's respirations and 
oxygen saturation levels were to be completed at 
regular intervals to assess need for further 
oxygen therapy when necessary, as well as after 
oxygen has been discontinued. 

During observation on 2/26/18 at 7:10 p.m., R206 
was in his room and had oxygen applied from a 
large tank via nasal cannula at 2 liters/minute.  A 
small, portable oxygen tank was hanging on the 
back of his wheelchair.  At this time, R206 stated 
his small oxygen tank had run out of oxygen more 
than once since he had been in the facility.  He 
stated the small tank is filled by staff once every 
shift.  He couldn't remember if there was a 
particular time of day that he ran out of oxygen.
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When interviewed on 2/27/18 at 10:29 a.m. and 
on 2/28/18 at 11:00 a.m., R206 stated he'd had 
no problems with his oxygen tank running out of 
oxygen the previous night or current day.

When interviewed on 3/1/18 at 10:30 a.m., 
registered nurse (RN)-A, unit manager for R206, 
stated she was unaware of any concerns with 
oxygen tanks on her unit. The surveyor informed 
RN-A about the concern R206 had described. 
RN-A stated she would call the oxygen supplier 
immediately and ask for a new tank for R206.  
She went on to explain that nursing staff does not 
have a specific schedule for checking oxygen 
tank function, but checks it periodically 
throughout the day.  

During interview on 3/1/18 at 11:32 a.m., licensed 
practical nurse (LPN)-C was asked if she was 
aware of any oxygen concerns with residents on 
her unit.  She stated that she remembered that 
approximately a couple weeks ago, R206 was in 
the first floor dining room and his lips appeared a 
bit cyanotic (bluish discoloration). LPN-C said 
when she'd  checked his portable oxygen tank, 
set to 2 liters/minute, the flow "didn't felt like 2 
liters/minute."  LPN-C stated she'd checked 
R206's oxygen saturation level at that time and it 
had registered in the 80s, so she'd refilled the 
small oxygen tank that R206 was using and then 
the flow of the oxygen seemed appropriate. 
LPN-C stated after having switched to the large 
tank in his room, his oxygen saturation level had 
immediately come up to the 90s.  LPN-C stated 
she'd reported this to staff during shift report that 
day and assumed R206 would receive a new 
small oxygen tank. LPN-C was unable to verify 
the date when this had happened and stated she 
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has not heard anything about oxygen tanks not 
working properly on that unit since.

F 755

SS=E

Pharmacy Srvcs/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services
The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483.70(g).  The facility may permit unlicensed 
personnel to administer drugs if State law 
permits, but only under the general supervision of 
a licensed nurse.

§483.45(a) Procedures.  A facility must provide 
pharmaceutical services (including procedures 
that assure the accurate acquiring, receiving, 
dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 
must employ or obtain the services of a licensed 
pharmacist who-

§483.45(b)(1) Provides consultation on all 
aspects of the provision of pharmacy services in 
the facility.

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate 
reconciliation; and

§483.45(b)(3) Determines that drug records are in 
order and that an account of all controlled drugs 
is maintained and periodically reconciled.
This REQUIREMENT  is not met as evidenced 
by:

F 755 4/10/18
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 Based on observation, interview and document 
review, the facility failed to ensure 
expired/outdated medications were not available 
for use for 10 of 66 residents whose medication 
storage was reviewed (R13, R53, R56, R78, R86, 
R103, R159, R160, R161, R162), and failed to 
ensure stock medications were not discarded 
when expired which had the potential to affect 
any residents who may use those medications. 

Findings include:

During observation of a medication pass on 
3/1/18, at 12:33 p.m. on the three (3) south unit, 
licensed practical nurse (LPN)-D was observed to 
place two tablets of acetaminophen into a 
medication cup for R78 from a bottle of stock 
acetaminophen. When observed at that time, the 
stock bottle of acetaminophen had an expiration 
date of 6/17.  LPN-D was stopped before 
administering the medication and the expiration 
date was pointed out to LPN-D, who verified the 
medication label indicated it had expired on 6/17. 

Stock medications in the three (3) south 
medication cart were reviewed on 3/1/18 at 12:35 
p.m. The following outdated medications were 
identified:  a bottle of stock vitamin B12 labeled 
with an expiration date of 1/17, and oyster shell 
calcium with an expiration date of  1/17. LPN-D 
stated none of the current eight (8) residents 
residing on the 3 south unit were currently taking 
these stock medications. An inhalation asthma 
medication (Advair) for R13 was not dated when 
opened; two bottles of olapatadine eye drops for 
R56 were not dated when opened, and a bottle of 
the laxative polyethylene glycol prescribed to R56 
was labeled with an expiration date of 12/17. 
LPN-D stated R13 was no longer using the 

 F755

All med carts have been reviewed and 
outdated and discontinued medications 
have been removed.  Nursing staff have 
received re-education on dating 
medications when opened, expiration 
dates and removal of discontinued 
medication from the carts promptly.

Night staff will clean medication carts and 
remove outdated, expired medications no 
less than weekly.  Medications will be 
removed from the cart when discontinued. 
The Policy and Procedure for Expired 
Medications was reviewed. Audits will be 
conducted weekly for one month, monthly 
for 2 months and as needed based on the 
recommendation of the QAPI committee.

Person responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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Advair, and verified the polyethylene glycol 
expiration date was 12/17, but stated R56 also no 
longer used that medication. LPN-D verified the 
eye drops should have been dated when opened 
and confirmed R56 was currently receiving the 
eye drops. Also in the 3 south medication cart 
there was a bottle of atropine mouth drops which 
were not dated when opened for R103; and a 
bottle of latanosprost eye drops which were dated 
as having been opened on 1/17/18, for R53 and 
which according to LPN-D were still in use. There 
were also two bottles of gatifloxacin eye drops for 
R86 which were open, but had not been dated 
when opened; and a bottle of Latanoprost eye 
drops for R86 which were dated as having been 
opened on 1/17/18. LPN-D verified the 
Latanoprost drops were still in use. 

On 3/1/18 at 1:00 p.m., the two north medication 
cart was reviewed and observed to contain the 
following stock medications that had expired: a 
bottle of Naproxen (for pain) expired on 1/18; and 
a bottle of vitamin C 500 milligrams (mg) which 
had been opened on 10/16, and had expired on 
1/18. Registered nurse (RN)-C stated no 
residents on the 2 north unit were currently 
receiving these stock medications. 

At 1:10 p.m. on 3/1/18, the three (3) north 
medication and treatment carts were reviewed. In 
the 3 north medication cart the following expired 
stock medications were observed: vitamin D 400 
mg expired 4/17, magnesium 250 mg expired 
11/17, glucosamine sulfate 500 mg expired 10/17, 
Naproxen expired 1/18, vitamin B6 expired 12/17, 
and vitamin B complex expired on 1/18. At that 
time, LPN-E stated none of the current 38 
residents on the 3 north unit received these stock 
medications. There was also a bottle of allergy 

FORM CMS-2567(02-99) Previous Versions Obsolete T7G911Event ID: Facility ID: 00520 If continuation sheet Page  22 of 27



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/17/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245276 03/01/2018

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1900 SHERREN AVENUE
MAPLEWOOD CARE CENTER

MAPLEWOOD, MN  55109

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 755 Continued From page 22 F 755

medication (loratidine10 mg) observed in the 3 
north medication cart which had an expiration 
date of 8/17. LPN-E stated there were "lots" of 
residents on the 3 north unit who frequently used 
this stock medication.  LPN-E stated there was 
no specific routine for nurses to follow regarding 
checking medication carts for expired 
medications, and stated there was not a specific 
assignment for a nurse or shift to check 
medications for expiration dates. LPN-E stated 
she tried to check the medication carts on  
weekends when she worked to identify any 
expired medications. 

At 1:25 p.m. on 3/1/18,  6 of 6 bottles of insulin 
stored in the first floor TCU (transitional care 
unit)-1 medication cart were identified to have not 
been dated when opened. This included bottles of 
Novolog and Lantus for R162; a bottle of Novolog 
and Levemir for R161; a bottle of Novolog, which 
RN D stated came from the emergency kit; and 
another bottle of Novolog which was not labeled 
or dated when opened. RN-D verified none of the 
insulins in the medication cart had been dated 
when opened. RN-D stated she had gone through 
the medication cart about a month ago and took it 
upon herself to check the medications in her 
medication cart for expiration dates and to ensure 
medications had been dated when opened. RN-D 
stated there was otherwise no specific system for 
looking at the medication carts for expired 
medications. 

Manufacturer guidance for Lantus, Humalog and 
Novolog insulin indicated vials should be 
discarded 28 days after opening. The Basaglar 
insulin pen was to be discarded after 28 days 
according manufacturer guidance. Manufacturer 
guidance for Levemir insulin indicated vials 
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should be discarded 42 days after opening. 

On 3/1/18 at 1:34 p.m., the first floor TCU-2 
medication cart was noted to contain one of 
seven bottles of insulin (Humalog for R159) which 
was not dated when opened. There was also one 
Basaglar insulin pen in the medication cart for 
R160, which was not dated when opened. RN-B 
stated insulins were to be dated when opened, 
and verified the bottle of Humalog and the 
Basaglar insulin pen  had not been dated when 
opened. 

On 3/1/18 at 1:40 p.m. the first floor TCU-3 
medication cart was noted to contain a bottle of 
stock acidophilus which had expired on 6/17. 
LPN-C stated no one on her unit was currently 
taking the acidophilus. 

On 3/1/18, at 2:59 p.m. the director of nursing 
(DON) stated the facility had no system in place 
for checking medication carts for expired 
medications. The DON stated the facility also did 
not have a specific policy to follow regarding 
checking medications for expiration dates or for 
labeling medications when opened. The DON 
stated the facility followed the contracted 
pharmacy's policy and procedures regarding 
expired medications and dating when opened. 

The DON provided a copy of the pharmacy's 
2013 policy titled Storage and Expiration of 
Medications, Biologicals, Syringes and Needles. 
The policy indicated that once a medication or 
biological package was opened the facility should 
follow manufacturer/supplier guidelines with 
respect to expiration dates for opened 
medications. The DON said facility staff should 
record the date opened on the medication 
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container for any medications with a shortened 
expiration.  

The pharmacy policy also indicated that 
medications should be destroyed and reordered 
when there was a missing label, and indicated 
outdated/expired medications should be 
destroyed by the facility or returned to the 
pharmacy. The policy did not address how 
frequently staff were to check medications for 
expiration.

F 883

SS=D

Influenza and Pneumococcal Immunizations
CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal 
immunizations
§483.80(d)(1) Influenza. The facility must develop 
policies and procedures to ensure that-
(i) Before offering the influenza immunization, 
each resident or the resident's representative 
receives education regarding the benefits and 
potential side effects of the immunization;
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period;
(iii) The resident or the resident's representative 
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
(A) That the resident or resident's representative 
was provided education regarding the benefits 
and potential side effects of influenza 
immunization; and
(B) That the resident either received the influenza 
immunization or did not receive the influenza 

F 883 4/10/18
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immunization due to medical contraindications or 
refusal.

§483.80(d)(2) Pneumococcal disease. The facility 
must develop policies and procedures to ensure 
that-
(i) Before offering the pneumococcal 
immunization, each resident or the resident's 
representative receives education regarding the 
benefits and potential side effects of the 
immunization; 
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized; 
(iii) The resident or the resident's representative 
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
(A) That the resident or resident's representative 
was provided education regarding the benefits 
and potential side effects of pneumococcal 
immunization; and
(B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and record review the facility 
failed to ensure pneumonia vaccines were offered 
to 1 of 5 residents reviewed (R26) for compliance 
with recommended vaccinations. 

Findings include: 

R26's most recent minimum data set assessment 
dated 12/13/17, identified R26 had been admitted 

 F883

Resident R26 has been offered and 
received a PCV 13 vaccination.  All 
residents were reviewed and any missing 
vaccinations were given by 4/10/18. The 
facility Infection
Preventionist will monitor all new and 
readmissions to the facility for compliance 
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to the facility on 1/20/17 and was over the age of 
65 years old.
Review of R26's immunization record revealed 
R26 had received a PPSV23 (pneumococcal 
polysaccharide vaccine)   on 4/1/15, after R26 
had turned 65 years of age. However, there was 
no record of a PCV13 vaccination.
On 3/1/18 at 9:39 a.m., the facility's infection 
preventionist and registered nurse (RN)-F stated 
staff should have offered R26 a PCV13 
vaccination at the time of admission since R26 
was eligible and there was no record of her 
having received one previously.  
The facility's Pneumococcal Vaccine protocol 
dated 2017, included:  "Adults > [older than] 65 
years who have already received a dose of 
PPSV23, should also receive a dose of PCV13 a 
year or more later."

with recommended vaccinations. The 
Policy and Procedure for Pneumococcal 
Immunization has been reviewed. Audits 
will be conducted monthly for 3 months 
and as needed based on the 
recommendations of the QAPI committee.

Person responsible: Director of Nursing or 
designee

Date of Correction: 4/10/18
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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 2/26/18 - 3/1/18, surveyors of this 
Department's staff visited the above provider and 
the following correction orders are issued. At the 
time of the survey, investigation of complaints

Investigation of complaint H5276093 and 
H5276097 were completed and found to be 

 

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

03/28/18Electronically Signed
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unsubstantiated  

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. 

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes.

The assigned tag number appears in the far left 
column entitled "ID Prefix Tag." The state 
statute/rule out of compliance is listed in the 
"Summary Statement of Deficiencies" column 
and replaces the "To Comply" portion of the 
correction order. This column also includes the 
findings which are in violation of the state statute 
after the statement, "This Rule is not met as 
evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.

PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION." THIS 

Minnesota Department of Health
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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.

 2 270 MN Rule 4658.0090 Use of Oxygen

A nursing home must develop and implement 
policies and procedures for the safe storage and 
use of oxygen. 

This MN Requirement  is not met as evidenced 
by:

 2 270 4/10/18

Based on observation, interview and document 
review, the facility failed to ensure oxygen therapy 
was administered according to physician orders 
for 3 of 4 residents (R154, R156, R206) observed 
receiving oxygen therapy. 

Findings include: 

On 2/26/18, at 1:21 p.m. R154 was observed in 
bed, the head of the bed was elevated, a nasal 
cannula was in R154's nares and oxygen tubing 
was attached to a portable oxygen tank. R154 
(who had diagnoses including pneumonia, 
pulmonary hypertension and ascites) told the 
surveyor at that time, there was no oxygen in the 
portable tank. The portable tank was observed to 
be set at 3 liters (L) per minute (PM). R154 stated 
she was "surprised" the larger oxygen tank had 
not been brought back to the room. R154 turned 
the call light on and nursing assistant (NA)-D 
responded promptly and verified R154's portable 
oxygen tank was empty.

Corrected 

Minnesota Department of Health
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On 3/1/18, at 11:10 a.m. R154 stated she had 
also run out of oxygen from the portable tank over 
the weekend. R154 stated therapy services 
always check the portable tank to ensure there is 
enough oxygen, but R156 said she  "always" has 
to ask nursing staff to check the portable tank to 
be sure there is enough oxygen to last the day. 

A review of physician orders dated 2/19/18, 
revealed R154 was to receive 4 LPM of oxygen 
continuously. 

On 2/26/18, at 1:41 p.m. R156's spouse was 
heard to ask staff to fill R156's portable oxygen 
tank because it was empty. At that time, the 
spouse was asked by the surveyor if R156 had 
run out of oxygen in the past. The spouse stated 
R156 had been at the facility for about 7-10 days 
and R156's portable oxygen tank frequently ran 
out of oxygen. 

On 2/27/18, at 9:20 a.m. R156 asked the spouse 
if the oxygen in the portable tank was working 
and the spouse stated it was. R156 stated she 
felt she was not getting enough oxygen. R156 
was not observed to have any cyanosis 
(discoloration due to lack of oxygen) noted at that 
time. At 9:23 a.m. the call light was turned on and 
answered by NA-D who verified the portable 
oxygen tank was set at 3 LPM, but the tank was 
empty. At 10:03 a.m. NA-E stated the portable 
oxygen tank had been filled that morning around 
7:45 a.m. NA-E questioned if the portable tank 
was leaking and stated she would inform the 
nurse. 

A physician's order dated 2/20/18, revealed R156 
was to receive 2-6 LPM of oxygen continuously. A 
review of progress notes for R156 did not reveal 
documentation of R156 having run out of oxygen 

Minnesota Department of Health
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on 2/26 or 2/27/18. Oxygen saturation levels were 
recorded as follows: 2/12/17-94%; 2/13/17-94%; 
and 2/13/18- 90%. 

On 3/1/18, at 7:44 a.m. the oxygen supplier's 
service technician stated a portable oxygen tank 
set at 2 LPM should last about six (6) hours; if set 
at 3 LPM the portable oxygen should last about 
four (4) hours. The service technician stated 
there was a customer handbook which gave 
estimated duration of portable oxygen tanks 
based on the LPM the tank was set at. The 
service technician provided the surveyor the 
Customer Handbook. A review of the handbook 
revealed portable oxygen for a resident on 3 
LPM, such as what R156 was on, should last 
about 5.3 hours; if set at 4 LPM the tank would 
last about 4.1 hours. The service technician 
stated a portable oxygen tank would most likely 
leak in the summer because of humidity and the 
service technician questioned if staff were filling 
the tanks correctly if the oxygen was running out 
faster than anticipated. 

On 3/1/18, at 7:49 a.m. NA-F stated nursing 
assistants were responsible for checking the 
portable oxygen tanks periodically on the shift to 
ensure there was enough oxygen in the portable 
tank. 

On 3/1/18, at 9:44 a.m. registered nurse (RN)-A 
stated nursing assistants were to fill the portable 
oxygen tanks every morning and RN-A would 
check the tanks on her unit during the noon meal. 
RN-A verified residents will complain of not being 
able to breath if the oxygen tank ran empty. 

A review of the facility's Oxygen Administration 
policy dated 2010, indicated portable oxygen 
tanks were to be filled according to 

Minnesota Department of Health
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manufacturer's instructions and checked at 
regular intervals to ensure adequate supply. The 
policy also indicated resident's respirations and 
oxygen saturation levels were to be completed at 
regular intervals to assess need for further 
oxygen therapy when necessary, as well as after 
oxygen has been discontinued. 

During observation on 2/26/18 at 7:10 p.m., R206 
was in his room and had oxygen applied from a 
large tank via nasal cannula at 2 liters/minute.  A 
small, portable oxygen tank was hanging on the 
back of his wheelchair.  At this time, R206 stated 
his small oxygen tank had run out of oxygen more 
than once since he had been in the facility.  He 
stated the small tank is filled by staff once every 
shift.  He couldn't remember if there was a 
particular time of day that he ran out of oxygen.

When interviewed on 2/27/18 at 10:29 a.m. and 
on 2/28/18 at 11:00 a.m., R206 stated he'd had 
no problems with his oxygen tank running out of 
oxygen the previous night or current day.

When interviewed on 3/1/18 at 10:30 a.m., 
registered nurse (RN)-A, unit manager for R206, 
stated she was unaware of any concerns with 
oxygen tanks on her unit. The surveyor informed 
RN-A about the concern R206 had described. 
RN-A stated she would call the oxygen supplier 
immediately and ask for a new tank for R206.  
She went on to explain that nursing staff does not 
have a specific schedule for checking oxygen 
tank function, but checks it periodically 
throughout the day.  

During interview on 3/1/18 at 11:32 a.m., licensed 
practical nurse (LPN)-C was asked if she was 
aware of any oxygen concerns with residents on 

Minnesota Department of Health
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her unit.  She stated that she remembered that 
approximately a couple weeks ago, R206 was in 
the first floor dining room and his lips appeared a 
bit cyanotic (bluish discoloration). LPN-C said 
when she'd  checked his portable oxygen tank, 
set to 2 liters/minute, the flow "didn't felt like 2 
liters/minute."  LPN-C stated she'd checked 
R206's oxygen saturation level at that time and it 
had registered in the 80s, so she'd refilled the 
small oxygen tank that R206 was using and then 
the flow of the oxygen seemed appropriate. 
LPN-C stated after having switched to the large 
tank in his room, his oxygen saturation level had 
immediately come up to the 90s.  LPN-C stated 
she'd reported this to staff during shift report that 
day and assumed R206 would receive a new 
small oxygen tank. LPN-C was unable to verify 
the date when this had happened and stated she 
has not heard anything about oxygen tanks not 
working properly on that unit since.  

SUGGESTED METHOD OF CORRECTION:  
The director of nurses (or designee) could 
observe nursing assistants filling portable oxygen 
tanks to ensure a complete filling is achieved. If a 
complete filling is not achieved additional 
teaching could be conducted to ensure 
compliance with the facility's policy regarding 
filling of portable oxygen tanks. A member of the 
nursing staff could randomly audit residents on 
oxygen to ensure portable oxygen tanks were full 
and have the tanks filled if necessary at the time 
of the audit. 

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

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care; Use

 2 565 4/10/18

Minnesota Department of Health
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Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to implement the plan of 
care for 1 of 1 resident (R42) reviewed for 
transferring between surfaces.

Findings include:

On 2/27/18 at 9:41 a.m., nursing assistant (NA)-G 
placed a transfer belt on R42 prior to assisting the 
resident with a transfer. R42 was observed to be 
sitting in her wheelchair and began calling out. 
R42 stiffened up and NA-G was observed to 
physically pull R42 to a standing position to help 
her hold on to her walker.  NA-G had to hold on to 
R42 and guided R42 to sit on the toilet. NA-G 
then placed the walker in front of R42 who was 
calling out. When R42 was done on the toilet, 
NA-G again held on to R42 to physically guide her 
back to the wheelchair. During this process, the 
wheelchair was observed to tip back slightly. 
NA-G then grabbed the wheelchair and applied 
the breaks. NA-G stated it was "scary" to help 
R42 with transferring with just one person 
because of R42's "behaviors." NA-G also stated 
she had helped R42 without additional staff 
assistance because there was no one else 
available to assist at that time and R42 needed to 
use the toilet.

On 2/27/18 at 10:01 a.m.,  registered nurse 

Corrected. 
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(RN)-E, the nurse manager of the unit, was 
interviewed and stated R42's care plan had been 
auto-populated from completed assessments, 
and that she believed R42 was appropriate to 
transfer with one or two staff assistance. 
However, RN-E acknowledged she could not 
recall the last time she'd actually observed R42 
transfer. RN-E stated staff should read the entire 
care plan to determine whether they could 
transfer R42 with one or two staff assistance.

R42's care plan last revised 7/28/17, included:  
"Resident has a self care deficit r/t [related to] 
cognitive impairment and impaired mobility r/t 
[related to] Dementia dx [diagnosis].  I use two 
persons for transfers." There was no indication in 
the care plan that staff could interpret when to 
use one or two staff for transfers. R42's 
Accountability Sheets dated 2/26/18, indicated: 
"Transfer: A2 [assist of two]"

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee could 
develop and implement a plan of care by the 
interdisciplinary team to accurately reflect the 
individual needs and preferences of each 
resident. The facility could update policies and 
procedures to ensure resident preferences are 
assessed, educate staff on these changes, and 
audit periodically to ensure the needs and 
preferences of resident(s) are respected. 
Random audits could be conducted to ensure 
compliance and reported back to the QAPI 
committee.

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.
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 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

This MN Requirement  is not met as evidenced 
by:

 2 830 4/10/18

Based on interview, observation, and document 
review, the facility failed to comprehensively 
assess bathing preferences, and implement a 
care plan based upon resident preference for 1 of 
1 resident (R99) reviewed for choices. 

Findings include:

During interview on 2/26/18, at 1:39 p.m. when 
asked about bathing preferences, R99 said 
facility staff seemed to have firm rules about 
residents receiving one shower a week.  R99 also 
added that sometimes staff allowed his shower to 
be pushed back a couple days due to his pain. 
R99 said he understood the importance of 
cleanliness, but described having constant pain 
that made showering uncomfortable. When 
asked whether staff had offered other bathing 
options, such as a bed bath, R99 said he was not 
aware that was an option. R99 further explained 

Corrected. 

Minnesota Department of Health

If continuation sheet  10 of 266899STATE FORM T7G911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/17/2018 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00520 03/01/2018

C

NAME OF PROVIDER OR SUPPLIER

MAPLEWOOD CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1900 SHERREN AVENUE

MAPLEWOOD, MN  55109

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 830Continued From page 10 2 830

he had received bed baths during a recent 
hospital stay, and acknowledged his pain was not 
as bad during a bed bath as it was during a 
shower. During the interview, R99 was observed 
to wince in pain multiple times, stopping 
mid-sentence with squinted eyes. R99 appeared 
to hold his breath until the pain was gone, before 
being able to open his eyes and speak again. 
R99 described his pain as spasms that shot 
through his body with any body movement. 

Review of the electronic medical record revealed 
R99 had diagnoses including spinal enthesopathy 
(inflammation of a tendon, ligament, or cartilage 
at its insertion into the spine) at multiple sites, 
ankylosing spondylitis (inflammatory disease that 
can cause vertebrae in the spine to fuse) at 
multiple sites, cramps and spasms.  

R99's care plan indicated he required assistance 
of one staff for bathing. The care plan included a 
section specific to pain, which confirmed chronic 
pain related to the spinal conditions, and R99's 
need for pain medication 30 minutes before 
showering. 

During interview on 3/1/18, at 11:59 a.m. when 
asked about how the facility assessed residents 
for bathing preferences, registered nurse (RN)-G 
said staff asked residents about their personal 
bathing preferences during an initial admission 
assessment. RN-G reviewed the most recent 
Admission/Readmission assessment form for 
R99, dated 2/19/18, and referred to the section 
about bathing preferences. This section began 
with the following bolded text, "REQUIRED 
QUESTION: Ask the resident their preferences 
for bathing and past routine, mark answers here 
for their plan of care." Staff also had an option to 
check a box to identify interventions assessed to 

Minnesota Department of Health
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be appropriate for the resident. Options included, 
but were not limited to, "I do not have specific 
bathing/showering preferences, I prefer a bed 
bath, I prefer baths, and I prefer showering." 
None of the boxes had been checked to specify 
R99's bathing preferences. RN-G sated she was 
unsure whether staff had asked R99 about his 
bathing preferences because no boxes indicating 
preference had been checked. RN-G said she 
could not say for certain whether R99 was asked 
specifically about bathing, since she was not the 
nurse who'd completed the assessment. RN-G 
said she would follow-up with R99 about bathing 
options and preferences, and ensure current 
preferences were accommodated. 

On 3/1/18, at 4:08 p.m. the administrator was 
asked about whether the facility had a policy 
regarding resident choice and bathing 
preferences.  The administrator stated the facility 
did not have a written policy about assessing 
residents for bathing preference, but stated 
preferences were suppose to be assessed using 
the Admission/Readmission assessment forms. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing, or designee could 
develop and implement a plan of care by the 
interdisciplinary team to accurately reflect the 
individual needs and preferences of each 
resident. The facility could update policies and 
procedures to ensure resident preferences are 
assessed, educate staff on these changes, and 
audit periodically to ensure the needs and 
preferences of resident(s) are respected. 
Random audits could be conducted to ensure 
compliance and reported back to the QAPI 
committee.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 890 MN Rule 4658.0525 Subp. 2 A Rehab - Range of 
Motion

Subp. 2.  Range of motion.  A supportive program 
that is directed toward prevention of deformities 
through positioning and range of motion must be 
implemented and maintained.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

      A.  a resident who enters the nursing home 
without a limited range of motion does not 
experience reduction in range of motion unless 
the resident's clinical condition demonstrates 
 that a reduction in range of motion is 
unavoidable; and

This MN Requirement  is not met as evidenced 
by:

 2 890 4/10/18

Based on observation, interview and document 
review, the facility failed to provide range of 
motion (ROM) services for 1 of 1 residents (R26) 
identified with limited range of motion of the lower 
extremities. 

Findings included: 

On 2/26/18, at 6:16 p.m. R26 was observed in 
bed with the right foot and ankle uncovered. A 
noticeable foot drop/flexion was observed on the 
right foot. At that time, R26 stated ROM to both 
ankles and feet was suppose to be done on a 
daily basis, but did not always happen. 

Corrected. 
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During observation of morning cares on 3/1/18, at 
8:20 a.m. nursing assistant (NA)-B was observed 
to lotion R26's right lower leg, feet and ankle. 
Range of motion was not provided.  At that time, 
a slight foot drop/flexion was noted to the left 
foot/ankle. 

On 3/1/18, at 8:25 a.m. NA-B and NA-C were 
asked about ROM to R26's bilateral feet/ankles. 
NA-B stated ROM was done when R26 got up in 
the Hoyer sling, but R26 never got out of bed. 
NA-C stated ROM was not listed on the NA 
assignment sheet. NA-B stated R26's ROM was 
very limited and R26 could hardly flex the right 
foot/ankle. R26 then stated the ROM was 
"sometimes" done while R26 was in bed. At 8:30 
a.m. NA-B lotioned R26's left lower extremity, but 
did not provide ROM. 

On 3/1/18, at 9:38 a.m. registered nurse (RN)-A 
stated R26's ROM should be done every shift. 
RN-A stated completion of ROM for residents 
was monitored when RN-A was giving 
medications. RN-A said she would see staff 
giving the ROM. RN-A stated although R26's 
ROM was identified on the care plan, it should 
also be on the NA assignment sheet. At that time, 
RN-A showed the surveyor the NA assignment 
sheet for R26. ROM was not identified on the 
assignment sheet and RN-A stated, "It's not on 
there." 

At 9:42 a.m. on 3/1/18, the "Task" section of the 
computerized point of care documentation 
pertaining to R26's ROM was reviewed with 
RN-A. The documentation indicated ROM was to 
be completed as follows: "Restorative active 
range of motion to ankles before and after getting 
in EZ lift (mechanical lift device) and after getting 
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back to bed. 15 reps twice a day." The 
documentation reviewed with RN-A had a date 
range of 2/1 to 2/28/18. The review with RN-A 
revealed R26 was not consistently receiving ROM 
twice a day.

A physician's order dated 9/5/17, revealed ROM 
exercises to R26's ankles was to be completed 
before and after placing R26 in a lift; and after 
lifted back to bed. The physician's order indicated 
ROM was to be done "two times a day." 

A review of the care plan revised on 2/12/18, 
verified R26's need for active ROM, with a 
frequency of 15 reps twice a day to the right and 
left lower extremities, feet and ankles. 

SUGGESTED METHOD OF CORRECTION:  
The therapy department staff could reassess the 
resident's specific range of motion needs and 
instruct staff on how to do the range of motion, as 
well as the frequency. The information should 
then be added to the nursing assistant 
assignment sheet. A member of the nursing staff 
could be assigned the responsibility to monitor 
staff to ensure range of motion was being 
completed as care planned and ordered. 

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

 2 920 MN Rule 4658.0525 Subp. 6  B Rehab - ADLs

Subp. 6.  Activities of daily living.  Based on the 
comprehensive resident assessment, a nursing 
home must ensure that:  
  B.  a resident who is unable to carry out 
activities of daily living receives the necessary 

 2 920 4/10/18
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services to maintain good nutrition, grooming, 
and personal and oral hygiene. 

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to provide personal 
hygiene to 2 of 4 residents (R19 and R41) 
dependent on staff for activities of daily living 
(ADL's). 

Findings include:

R19 was observed to have several long facial 
hairs the evening of 2/26/18, and during 
subsequent days of the survey on 2/27/18, and 
2/28/18.

On 2/26/18 at 5:23 p.m., R19 was observed 
sitting on the edge of the bed.  R19 was observed 
to have matter around her right eye and on her 
eyelashes. In addition, she had several long facial 
hairs around the chin area  approximately 1 inch 
long. The hairs were gray, white and black. When 
asked whether staff helped her with shaving, or 
how she felt about having the facial hair, R19 
stated, "Staff do not help to shave or wash my 
face and I get short of breathe when I try to shave 
myself. No body helps me when I need help right 
away."

On 2/27/18 at 8:30 a.m., R19 was observed lying 
in bed.  The resident still had numerous long 
gray, white and black facial hairs to her upper lip 
and chin area.  At 11:57 a.m., R19 was observed 
sitting up at the edge of the bed with oxygen 
administered by nasal cannula.  She had not 
been shaved.

Corrected. 
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On 2/28/18 at 7:57 a.m., R19 was observed lying 
in bed with the oxygen on. R19 still had the long 
gray, white and black facial hair. At that time, R19 
stated she did not like having the whiskers. 

R19's admission record identified R19 had been 
admitted to the facility on 3/15/14, with diagnoses 
including: paranoid schizophrenia, dementia, 
anxiety disorder, extrapyramidal movement 
disorder, and psychosis.

R19's quarterly Minimum Data Set (MDS) dated 
12/6/17, identified R19 required extensive assist 
of one staff with personal hygiene needs, 
including shaving. 

Review of R19's medical record lacked any 
documentation related to refusal of cares. The 
care plan dated 8/1/14, directed staff to assist 
R19 with grooming. An undated Nursing Assistant 
Assignment Sheet included: "Grooming-A-1 
[grooming assist of one]".

During an observation of R19 with licensed 
practical nurse (LPN)-B on 2/28/18 at 11:28 a.m., 
LPN-B verified R19 had long facial hairs. LPN-B 
stated she would shave R19 or would ask the 
nursing assistant (NA) to shave her. LPN-B 
asked R19 if wished to be shaven and R19 
replied, "The nursing assistant combed my hair 
but did not shave me and I would like to be 
shaved daily."

R41 was observed to have several long facial 
hairs the evening of 2/26/18, and during 
subsequent days of the survey on 2/27/18, and 
2/28/18.

On 2/26/18 at 1:49 p.m., R41 was observed 
sitting in her wheelchair.  She had numerous gray 
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and white facial hairs on her chin area. When 
asked whether staff assisted her with shaving, or 
how she felt about having facial hair, R41 stated, 
"I do not like it."

On 2/27/18 at 11:54 a.m., R41 was observed 
sitting in her wheelchair again.  She still had 
numerous gray and white facial hairs noted on 
her upper lip and chin area.  R41 stated she 
would like staff to shave her daily. 

On 2/28/18 at 9:12 a.m., R41 was observed lying 
in bed in her room.  She had still not been 
shaved, and had the long gray and white facial 
hairs. R41 again stated she would prefer if staff 
would shave her daily. At 9:45 a.m., NA-A 
assisted R41 with her morning cares, including 
grooming. However, NA-A did not offer or assist 
R41 with shaving even though the resident had 
obvious gray and white facial hairs. At 11:05 a.m., 
NA-A assisted R41 to get up to use the toilet. 
NA-A still did not offer to shave R41. At 11:19 
a.m., R41 was observed in the dining room.  She 
stated, "They did not shave me."  The resident 
still had the long gray and white facial hairs.

R41's admission record noted R41 had been 
admitted to the facility on 11/8/16, with diagnoses 
including: type two diabetes mellitus, major 
depression, restlessness and agitation, shortness 
of breath and mixed anxiety disorders. 

R41's quarterly MDS dated 12/27/17, indicated 
R41 required extensive assist of one staff with 
personal hygiene needs including shaving. 

On 2/28/18 at 11:33 a.m., review of R41's 
medical record was reviewed, and lacked any 
evidence the resident  refused cares. R41's 
undated Nursing Assistant Assignment Sheet 
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indicated, "Grooming-A-1".

During an observation and interview with LPN-A 
on 2/28/18 at 11:42 a.m., LPN-A verified R41's 
facial hair. LPN-A told the surveyor NA-A had 
reported R41 had refused to be shaven.

The policy and procedure titled SHAVING THE 
RESIDENT dated 2006, included: "To remove 
facial hair and improve the resident's appearance 
and morale." 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing and/or designee could educate 
responsible staff to provide care to residents' 
dependant on facility staff, based on residents' 
comprehensively assessed needs. The DON or 
designee could conduct audits of dependent 
resident cares to ensure their personal hygiene 
needs are met consistently.

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

 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, 

 21426 4/10/18
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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:
Based on interview and document review, the 
facility failed to ensure 1 of 5 newly hired 
employees (E)-A,  was screened for tuberculosis 
(TB).

Findings include

A review of E-A's employee TB screening tool, 
dated 11/28/17, revealed no tuberculin skin test 
(TST), TB blood test or chest x-ray. The 
screening tool revealed E-A's date of hire was 
12/12/17 and was hired to work directly with 
patients. A clinic TST result was attached, 
however it was dated 7/26/17, more than 90 days 
prior to E-A's hire date.

The Infection Prevention and Control Manual, 
dated 2017, directed staff "Employees who will be 
receiving the two-step Tuberculin Skin Test (TST) 
may begin work after the first step results are 
negative." and "It is the policy of this facility that 
all healthcare workers will be tested for 
tuberculosis upon hire and yearly thereafter 
unless contraindicated. Initial testing will be a 
two-step procedure with the first dose given 
before beginning work and the second "booster" 

Corrected. 
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dose given 7-21 days after the first if the first 
dose is negative along with an employee risk 
screening tool."

On 3/1/18 at 1:55 p.m. the human resource 
worker confirmed findings.

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) and/or designee could 
review policies and procedures related to the 
components of the infection control and TB 
monitoring program. Facility staff could be 
educated on the TB regulations and procedures. 
The director of nursing and/or designee could 
develop a monitoring system to ensure ongoing 
compliance.

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

 21620 MN Rule 4658.1345 Labeling of Drugs

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

This MN Requirement  is not met as evidenced 
by:

 21620 4/10/18

Based on observation, interview and document 
review, the facility failed to ensure 
expired/outdated medications were not available 
for use for 10 of 66 residents whose medication 
storage was reviewed (R13, R53, R56, R78, R86, 
R103, R159, R160, R161, R162), and failed to 
ensure stock medications were not discarded 
when expired which had the potential to affect 
any residents who may use those medications. 

Findings include:

corrected. 
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During observation of a medication pass on 
3/1/18, at 12:33 p.m. on the three (3) south unit, 
licensed practical nurse (LPN)-D was observed to 
place two tablets of acetaminophen into a 
medication cup for R78 from a bottle of stock 
acetaminophen. When observed at that time, the 
stock bottle of acetaminophen had an expiration 
date of 6/17.  LPN-D was stopped before 
administering the medication and the expiration 
date was pointed out to LPN-D, who verified the 
medication label indicated it had expired on 6/17. 

Stock medications in the three (3) south 
medication cart were reviewed on 3/1/18 at 12:35 
p.m. The following outdated medications were 
identified:  a bottle of stock vitamin B12 labeled 
with an expiration date of 1/17, and oyster shell 
calcium with an expiration date of  1/17. LPN-D 
stated none of the current eight (8) residents 
residing on the 3 south unit were currently taking 
these stock medications. An inhalation asthma 
medication (Advair) for R13 was not dated when 
opened; two bottles of olapatadine eye drops for 
R56 were not dated when opened, and a bottle of 
the laxative polyethylene glycol prescribed to R56 
was labeled with an expiration date of 12/17. 
LPN-D stated R13 was no longer using the 
Advair, and verified the polyethylene glycol 
expiration date was 12/17, but stated R56 also no 
longer used that medication. LPN-D verified the 
eye drops should have been dated when opened 
and confirmed R56 was currently receiving the 
eye drops. Also in the 3 south medication cart 
there was a bottle of atropine mouth drops which 
were not dated when opened for R103; and a 
bottle of latanosprost eye drops which were dated 
as having been opened on 1/17/18, for R53 and 
which according to LPN-D were still in use. There 
were also two bottles of gatifloxacin eye drops for 
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R86 which were open, but had not been dated 
when opened; and a bottle of Latanoprost eye 
drops for R86 which were dated as having been 
opened on 1/17/18. LPN-D verified the 
Latanoprost drops were still in use. 

On 3/1/18 at 1:00 p.m., the two north medication 
cart was reviewed and observed to contain the 
following stock medications that had expired: a 
bottle of Naproxen (for pain) expired on 1/18; and 
a bottle of vitamin C 500 milligrams (mg) which 
had been opened on 10/16, and had expired on 
1/18. Registered nurse (RN)-C stated no 
residents on the 2 north unit were currently 
receiving these stock medications. 

At 1:10 p.m. on 3/1/18, the three (3) north 
medication and treatment carts were reviewed. In 
the 3 north medication cart the following expired 
stock medications were observed: vitamin D 400 
mg expired 4/17, magnesium 250 mg expired 
11/17, glucosamine sulfate 500 mg expired 10/17, 
Naproxen expired 1/18, vitamin B6 expired 12/17, 
and vitamin B complex expired on 1/18. At that 
time, LPN-E stated none of the current 38 
residents on the 3 north unit received these stock 
medications. There was also a bottle of allergy 
medication (loratidine10 mg) observed in the 3 
north medication cart which had an expiration 
date of 8/17. LPN-E stated there were "lots" of 
residents on the 3 north unit who frequently used 
this stock medication.  LPN-E stated there was 
no specific routine for nurses to follow regarding 
checking medication carts for expired 
medications, and stated there was not a specific 
assignment for a nurse or shift to check 
medications for expiration dates. LPN-E stated 
she tried to check the medication carts on  
weekends when she worked to identify any 
expired medications. 
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At 1:25 p.m. on 3/1/18,  6 of 6 bottles of insulin 
stored in the first floor TCU (transitional care 
unit)-1 medication cart were identified to have not 
been dated when opened. This included bottles of 
Novolog and Lantus for R162; a bottle of Novolog 
and Levemir for R161; a bottle of Novolog, which 
RN D stated came from the emergency kit; and 
another bottle of Novolog which was not labeled 
or dated when opened. RN-D verified none of the 
insulins in the medication cart had been dated 
when opened. RN-D stated she had gone through 
the medication cart about a month ago and took it 
upon herself to check the medications in her 
medication cart for expiration dates and to ensure 
medications had been dated when opened. RN-D 
stated there was otherwise no specific system for 
looking at the medication carts for expired 
medications. 

Manufacturer guidance for Lantus, Humalog and 
Novolog insulin indicated vials should be 
discarded 28 days after opening. The Basaglar 
insulin pen was to be discarded after 28 days 
according manufacturer guidance. Manufacturer 
guidance for Levemir insulin indicated vials 
should be discarded 42 days after opening. 

On 3/1/18 at 1:34 p.m., the first floor TCU-2 
medication cart was noted to contain one of 
seven bottles of insulin (Humalog for R159) which 
was not dated when opened. There was also one 
Basaglar insulin pen in the medication cart for 
R160, which was not dated when opened. RN-B 
stated insulins were to be dated when opened, 
and verified the bottle of Humalog and the 
Basaglar insulin pen  had not been dated when 
opened. 

On 3/1/18 at 1:40 p.m. the first floor TCU-3 
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medication cart was noted to contain a bottle of 
stock acidophilus which had expired on 6/17. 
LPN-C stated no one on her unit was currently 
taking the acidophilus. 

On 3/1/18, at 2:59 p.m. the director of nursing 
(DON) stated the facility had no system in place 
for checking medication carts for expired 
medications. The DON stated the facility also did 
not have a specific policy to follow regarding 
checking medications for expiration dates or for 
labeling medications when opened. The DON 
stated the facility followed the contracted 
pharmacy's policy and procedures regarding 
expired medications and dating when opened. 

The DON provided a copy of the pharmacy's 
2013 policy titled Storage and Expiration of 
Medications, Biologicals, Syringes and Needles. 
The policy indicated that once a medication or 
biological package was opened the facility should 
follow manufacturer/supplier guidelines with 
respect to expiration dates for opened 
medications. The DON said facility staff should 
record the date opened on the medication 
container for any medications with a shortened 
expiration.  

The pharmacy policy also indicated that 
medications should be destroyed and reordered 
when there was a missing label, and indicated 
outdated/expired medications should be 
destroyed by the facility or returned to the 
pharmacy. The policy did not address how 
frequently staff were to check medications for 
expiration/outdates. 

SUGGESTED METHOD OF CORRECTION: The 
administrator, director of nursing (DON) and 
consulting pharmacist could review and revise 

Minnesota Department of Health

If continuation sheet  25 of 266899STATE FORM T7G911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/17/2018 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00520 03/01/2018

C

NAME OF PROVIDER OR SUPPLIER

MAPLEWOOD CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1900 SHERREN AVENUE

MAPLEWOOD, MN  55109

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21620Continued From page 25 21620

policies and procedures for proper storage of 
medications. Nursing staff could be educated as 
necessary to the importance of labeling 
medications properly and discarding expired 
medications. The DON or designee, along with 
the pharmacist, could audit medications on a 
regular basis to ensure compliance. 

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