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CMS Certification Number (CCN): 245251   

January 11, 2018

Mr. Paul Gaebe, Administrator

Riverview Hospital and Nursing Home

323 South Minnesota

Crookston, MN  56716

Dear Mr. Gaebe:

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

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

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

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

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

recertified for participation in the Medicare and Medicaid program.

Effective December 14, 2017 the above facility is recommended for:    

  24 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 24 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your

certification status.

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

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

Please contact me if you have any questions.

Sincerely,

   

Joanne Simon, Enforcement Specialist   

Minnesota Department of Health   

Licensing and Certification Program   

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161     Fax: 651-215-9697

Email: joanne.simon@state.mn.us   

cc:  Licensing and Certification File

   

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

An equal opportunity employer.



Electronically delivered

January 11, 2018

Mr. Paul Gaebe, Administrator

Riverview Hospital and Nursing Home

323 South Minnesota

Crookston, MN  56716

RE: Project Number S5251039

Dear Mr. Gaebe:

On November 7, 2017, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard   survey, completed on October 26, 2017.  This survey found

the most serious deficiencies to widespread deficiencies that constituted no actual harm with potential for more

than minimal harm that was not immediate jeopardy (Level F) whereby corrections were required.

On December 11, 2017, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by

review of your plan of correction and on December 18, 2017 the Minnesota Department of Public Safety

completed a PCR to verify that your facility had achieved and maintained compliance with federal certification

deficiencies issued pursuant to a standard survey, completed on October 26, 2017. We presumed, based on

your plan of correction, that your facility had corrected these deficiencies as of December 14, 2017.  Based on

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

survey, completed on October 26, 2017, effective December 14, 2017 and therefore remedies outlined in our

letter to you dated November 7, 2017, will not be imposed.

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

with the President of your facility's Governing Body.

     

Feel free to contact me if you have questions.

Sincerely,

   

Joanne Simon, Enforcement Specialist   

Minnesota Department of Health   

Licensing and Certification Program   

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161     Fax: 651-215-9697

Email: joanne.simon@state.mn.us   

cc:  Licensing and Certification File                                      
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An equal opportunity employer.
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Electronically delivered            November 7, 2017

Mr. Paul Gaebe, Administrator
Riverview Hospital & Nursing Home
323 South Minnesota Street
Crookston, MN  56716

RE: Project Number S5251039

Dear Mr. Gaebe:

On October 26, 2017, a standard survey was completed at your facility by the Minnesota Departments
of Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.    

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are required.    

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies
before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at
the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

   

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

An equal opportunity employer.



Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.   

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

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

Lyla Burkman, Unit Supervisor
Bemidji Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
705 5th Street Northwest, Suite A
Bemidji, Minnesota  56601-2933
Email: lyla.burkman@state.mn.us
Phone: (218) 308-2104
Fax: (218) 308-2122

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if your
facility has not achieved substantial compliance by December 5, 2017, the Department of Health will
impose the following remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by December 5, 2017 the following remedy will be imposed:

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

ELECTRONIC PLAN OF CORRECTION (ePoC)

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

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

Riverview Hospital & Nursing Home
November 7, 2017
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 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions   
  are sustained.  The facility must develop a plan for ensuring that correction is achieved   
  and sustained.  This plan must be implemented, and the corrective action evaluated for   
  its effectiveness.  The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed.  The corrective action
completion dates must be acceptable to the State.  If the plan of correction is
unacceptable for any reason, the State will notify the facility.  If the plan of correction is
acceptable, the State will notify the facility.  Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not
made timely.  The plan of correction will serve as the facility’s allegation of compliance;
and,

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

and your ePoC submission.

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

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

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

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance.  In order for your allegation of compliance to be acceptable to the Department, the ePoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is
acceptable.

Riverview Hospital & Nursing Home
November 7, 2017
Page   3



VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification.  A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process.  However, the remedies specified in this letter will be imposed
for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

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

If substantial compliance with the regulations is not verified by January 26, 2018 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b).  This mandatory denial of payments will be based on
the failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the

Riverview Hospital & Nursing Home
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result of a complaint visit or other survey conducted after the original statement of deficiencies was
issued.  This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by April 26, 2018 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

   Nursing Home Informal Dispute Process
   Minnesota Department of Health
   Health Regulation Division   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

   Mr. Tom Linhoff, Fire Safety Supervisor
   Health Care Fire Inspections
   Minnesota Department of Public Safety
   State Fire Marshal Division
   445 Minnesota Street, Suite 145
   St. Paul, Minnesota 55101-5145
     

Riverview Hospital & Nursing Home
November 7, 2017
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   Email: tom.linhoff@state.mn.us
   Telephone:  (651) 430-3012
   Fax:  (651) 215-0525

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

Sincerely,

   
Licensing and Certification Program
Minnesota Department of Health
P.O. Box 64900
St. Paul, MN 55164-0900
anne.peterson@state.mn.us
Telephone #: 651-201-4206  Fax #: 651-215-9697

cc: Licensing and Certification File         

Riverview Hospital & Nursing Home
November 7, 2017
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and procedures to ensure that-
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each resident or the resident’s representative 
receives education regarding the benefits and 
potential side effects of the immunization;
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immunization October 1 through March 31 
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(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 
immunization due to medical contraindications or 
refusal.

(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:
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(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 document review, the 
facility failed to ensure pneumococcal 
immunizations were administered or refusal or 
contraindications to immunizations were 
documented for 3 of 5 residents (R7, R8, R19) 
reviewed for immunizations.  In addition, the 
facility's policy for immunization/vaccination did 
not reflect the current standard of immunization 
for pneumonia.  

Findings include: 

The Center for Disease Control and Prevention 
(CDC) recommendations for pneumococcal 
vaccines include: one dose of pneumococcal 
conjugate vaccine (PCV13) is recommended for 
all adults aged 65 or older who have not 
previously received the vaccine. A dose of 
pneumococcal polysaccharide vaccine 23 
(PPSV23) should be given at least one year later.  
For adults 65 years or older who have already 
received one or more doses of PPSV23 prior to 
age 65, the dose of PCV13 should be given at 
least one year after receiving the most recent 
dose of PPSV23 and an additional dose of 

 Facility timely submits this response and 
plan of correction pursuant to Federal and 
State law requirements.  This response 
and plan of correction are not admissions, 
or an agreement, that a deficiency exists 
or that the statement of a deficiency was 
correctly cited or factually based and it is 
not to be construed as an admission 
against the interest of the facility, the 
administrator, or any employees, agents, 
or other individuals who participated in the 
drafting or who may be discussed or 
otherwise identified in the same.

R8's pneumococcal immunization 
(PPSV23), was administered on 
10/29/2017, after verification of history 
with Minnesota Immunization Information 
Connection, (MIIC), and obtaining verbal 
consent from responsible party.

R7's pneumococcal immunization 
(PPSV23), was administered on 
10/27/2017, after verification of history 
with MIIC and obtaining verbal consent 
from responsible party.
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PPSV23 is recommend 1 year after receiving 
PCV13 and 5 years after receiving the last dose 
of PPSV23.

R7's RVCC Immunization Record indicated R7 
received a pneumococcal immunization on 
8/17/16, at the age of 73.  The record did not 
identify the type of pneumococcal immunization 
provided.  R7's Minnesota Immunization 
Information Connection (MIIC) history indicated 
R7 had not received any previous or additional 
pneumococcal immunizations. 

P8's MIIC history indicated R8 received PCV13 
on 6/23/16, at the age of 88.  R8's medical record 
lacked documented evidence PPSV23  had been 
offered or administered.  

P19's RVCC Immunization Record indicated R19 
received PPSV23 on 3/7/11, at the age of 61.  
The record also indicated R19 received PCV13 
on 4/7/16.  The record lacked documented 
evidence the subsequent required dose of 
PPSV23 had been offered or administered.

 On 10/26/17, at 10:50 a.m. registered nurse 
(RN)-B confirmed R19 was not offered PPSV23 
after 4/7/17, as required.  
--at 11:12 a.m. RN-B indicated R7 was given 
PCV13 on 8/17/16.  She confirmed R7 had not 
received any further pneumococcal 
immunizations and should have received 
PPSV23 after 8/17/17.  
--at 11:14 a.m. RN-B obtained the MIIC history 
report for R8 and confirmed she should have 

R19's pneumococcal immunization 
(PPSV23), was administered on 
10/27/2017, after verification of history 
with MIIC and obtaining verbal consent 
from responsible party.

The Policy for pneumococcal 
immunizations was changed to reflect 
Centers for Disease Control, (CDC), 
recommendations on 11/15/2017.

All resident's immunization records will be 
reviewed following CDC guidelines with 
consents received and any needed 
immunizations administered by 
11/22/2017.

This process for compliance with 
immunizations has been reviewed at the 
Interdisciplinary Team, (IDT), meeting on 
November 21, 2017, as part of the facility 
QAPI process.  The IDT Team meets on a 
weekly basis.  Facility will also continue to 
monitor for compliance through reporting 
at quarterly QA, (Quality Assurance), 
meetings.
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received PPSV23 in June of 2017.  

On 10/26/17, at 11:39 a.m. the director of nursing 
confirmed pneumococcal immunizations should 
have been given per the CDC guidelines.  

The Immunization/Vaccination (Resident) policy 
dated 11/16/16, indicated pneumococcal 
immunization would be offered on admission and 
every 5 years thereafter.  The policy did not 
identify requirements for PPSV23 versus PCV13 
immunizations.

F 425

SS=D

PHARMACEUTICAL SVC - ACCURATE 
PROCEDURES, RPH
CFR(s): 483.45(a)(b)(1)

(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.

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

(1) Provides consultation on all aspects of the 
provision of pharmacy services in the facility;
This REQUIREMENT  is not met as evidenced 
by:

F 425 11/22/17

 Based on observation, interview, and document 
review, the facility failed to ensure procedures to 
assure the accurate acquiring, receiving, 
dispensing  and administering of pharmaceuticals 
to meet residents' needs were implemented for 1 
of 7 residents (R15) reviewed during medication 

 The Ordering and Re-Ordering of 
Medications Policy was revised as of 
11/15/2017, to reflect changes of the 
re-ordering of medications.  If the order is 
marked RTS, (Refill too soon), by 
Pharmacy, then action needs to be taken 
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administration. 

Finding include:  

R15's Diagnosis Report dated 2/28/17, indicated 
R15 had diagnoses which included dementia with 
behavioral disturbance and constipation.

R15's quarterly Minimum Data Set (MDS) dated 
8/6/17, indicated R15 had severe cognitive 
impairment and required extensive assist of two 
staff for bed mobility, transfer and toilet use and 
extensive assist of one staff for locomotion on 
and off the unit, dressing and personal hygiene.  

R15's Physician Order Report dated 8/21/17 - 
9/21/17, signed by the physician on 9/22/17, 
included an order for Doc-Q-Lace (stool softener) 
100 milligrams (mg) twice a day, a.m. and HS 
[bedtime], for constipation.  

On 10/23/17, at 7:10 p.m.  registered nurse 
(RN)-C was observed to administer R15's 
evening medications which included:  donepezil 
10 mg 1 tablet, levetiracetam 500 mg 1 tablet, 
Namenda XR 21 mg 1 capsule, propranolol 10 
mg 1 capsule, and simvastatin 20 mg 1 tablet.  
The HS dose of Doc-Q-Lace was not observed to 
be given.

R15's Medication Administration History (MAH) 
dated 10/1/17 to 10/26/17, included an order for 
Doc-Q-Lace 100 mg twice a day, a.m. and HS for 

as follows:  If the refill too soon is for less 
than one week, then Pharmacy should 
send the medication for the resident at 
Care Center Cost.  The medication will be 
delivered by the Pharmacy so that is is 
available before the next dosage time.  If 
the medication is ordered over a week 
early, then Pharmacy will contact Charge 
Nurse and together they will determine 
why the medication ran out or if they are 
about to run out.  If there is a definite 
problem, the Director of Nursing and 
Pharmacy Director are to be notified.

All licensed Nursing staff to be in-serviced 
on the Rights of Medication Pass and 
Proper Documentation of Medications by 
11/22/2017.  Director of Nursing, or 
Designee, to monitor monthly, and PRN, 
(as needed), for proper procedures.

Correct pharmaceutical procedures and 
dispensing will be audited by the Director 
of Nursing or the Pharmacy Director to 
ensure proper delivery of medications.  
This will be reviewed at weekly 
Interdisciplinary Meetings under QAPI on 
Tuesdays, and reviewed again during 
quarterly Quality Assurance Meeting in 
January.
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constipation.  

Medication reconciliation of the Doc-Q-Lace 
revealed the following:

10/19/17:  HS dose not administered: drug/item 
not available
10/20/17:  AM dose documented as given.  HS 
dose not administered: drug/item not available
10/21/17:  AM dose documented as given.  HS 
dose not administered: drug/item not available
10/22/17:  AM dose documented as given.  HS 
dose not administered: drug/item not available
10/23/17:  AM dose documented as given.  HS 
dose not administered: drug/item not available
10/24/17:  AM dose documented as given.  HS 
dose documented as given
10/25/17:  AM dose documented as given

On 10/25/17, at 9:42 a.m. R15's MAH was 
reviewed with RN-D.  RN-D confirmed the HS 
doses of Doc-Q-Lace from 10/19/17, through 
10/23/17, were documented as not given, 
however, the a.m. doses for the same dates were 
documented as given.  She also confirmed the 
a.m. and HS doses on 10/24/17, were 
documented as given, as well as the a.m. dose 
for 10/25/17.  RN-D checked the medication cart 
and determined R15's medication drawer did not 
contain Doc-Q-Lace.  RN-D confirmed that 
although she had documented the medication as 
given that morning, there was no medication 
available and the documentation was in error.  
RN-D stated she felt the a.m. doses 10/20/17, to 
10/25/17, as well as the 10/24/17, HS doses were 
also documented in error.  RN-D  checked the 
medication reorder sheet and indicated a request 
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was faxed to the pharmacy on 10/19/17, to refill 
the medication.  The Pharmacy Order List was 
reviewed and identified a request for Doc-Q-Lace 
was requested on 10/19/17.  An indication of 
"RTS 10/21/17" was written in the reason not 
filled section after the request.  RN-D indicated 
RTS meant refill too soon.  

On 10/25/17, at 1:38 p.m. the Pharmacy Director 
(PD), Pharmacist Tech (PT) and Consulting 
Pharmacist (CP)-A were interviewed.  PT 
confirmed RTS was an indication of refill too soon 
and the date of 10/21/17, would be the date the 
medication was due to be refilled.  PT confirmed 
the medication had been requested on 10/19/17, 
and indicated the medication was actually refilled 
on 10/23/17.  An explanation of who was 
responsible to follow up on early refill requests 
and why the medication was not refilled on 
10/21/17, was not provided.  PT indicated the 
care center staff were notified to pick up the 
medication but had not done so. CP-A indicated 
the medication had still been in the pharmacy on 
the night of 10/24/17.  PT indicated the 
medication had been delivered that morning 
(10/25/17).  PD confirmed Doc-Q-Lace was not a 
medication provided in the emergency kit and 
R15 would not have had the medication available 
to be administered.

On 10/25/17, at 2:01 p.m. RN-D explained the 
process for requesting medication refills and 
stated the night shift reviewed the resident 
medications and faxed requests to the pharmacy 
for those residents who required a refill.  RN-D 
confirmed the request for R15's medication was 
faxed to the pharmacy on the evening of 
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10/19/17.  RN-D confirmed the doses 
documented as given after 10/19/17, could not 
have been given, as the medication had not been 
available.  She stated she accidentally 
documented she had given it today and 
confirmed she had not.  RN-D stated the 
medication had been delivered today after the 
morning medication pass, at approximately 11:30 
a.m.  The bottle was reviewed and the medication 
dispensing date was noted to be 10/23/17.  RN-D 
indicated she had called the pharmacy today to 
let them know they still needed the medication.  

On 10/25/17, at 2:20 p.m. the director of nursing 
(DON) confirmed it was her belief R15 had not 
received the medication even though it was 
documented he had. DON indicated she did not 
know why R15's medication ran out prior to the 
refill date and would be working with pharmacy 
staff to ensure medications were sent when 
needed, regardless of reimbursement status.  
The DON asked RN-D if the facility had any 
system for obtaining medication when refill was 
too early for reimbursement and RN-D stated 
they did not have a formal process.  DON 
confirmed the resident should have received the 
medication.

The Medication, Receiving from Pharmacy policy 
dated 11/2016, indicated the licensed nurse who 
called/faxed the medication order to the 
pharmacy was to inform the pharmacist of the 
exact physician order.  The policy also indicated 
upon receipt of the medication the licensed nurse 
was to examine the physician order in the 
resident's medical record against the labeling 
instructions on the the container of the medication 
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received.  The policy did not address 
responsibilities/processes for follow up of refills 
requested prior to refill dates nor did it identify 
appropriate actions to be taken when medications 
were not available to meet residents' needs.  

The Medication Management policy dated 
11/2016, indicated when passing medications, the 
nurse had the responsibility of insuring the correct 
medication, correct dose, correct time, correct 
route, and correct person to who the medication 
was given.  The policy directed licensed nurses 
and trained medication aids to chart medication, 
after the resident took the medication, in their 
individual MAR [medication administration 
record].

F 441

SS=F

INFECTION CONTROL, PREVENT SPREAD, 
LINENS
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

(a) Infection prevention and control program. 

The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

(1) A system for preventing, identifying, reporting, 
investigating, and controlling infections and 
communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards (facility assessment 
implementation is Phase 2);

(2) Written standards, policies, and procedures 

F 441 11/17/17
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for the program, which must include, but are not 
limited to:

(i) A system of surveillance designed to identify 
possible communicable diseases or infections 
before they can spread to other persons in the 
facility;

(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;

(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a 
resident; including but not limited to:

(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  

(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

(4) A system for recording incidents identified 
under the facility’s IPCP and the corrective 
actions taken by the facility. 
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(e) Linens.  Personnel must handle, store, 
process, and transport linens so as to prevent the 
spread of infection.  

(f) Annual review.  The facility will conduct an 
annual review of its IPCP and update their 
program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure medications 
were administered utilizing appropriate infection 
control techniques for 3 of 7 residents (R1, R10, 
R15, R11) whose medication pass was observed.  
In addition, the facility failed to ensure 
surveillance logs were completed, failed to 
complete investigations of infections and/or 
infectious trends, and failed to perform and 
document infection prevention measures based 
on infectious trends. This had the potential to 
effect all residents, visitors, and staff. 

Finding include:  

Medication administration

On 10/23/17, at 7:02 p.m. registered nurse 
(RN)-C was observed at the medication cart in 
the facility common area.  RN-C removed a bottle 
of Senna 8.6 milligrams (mg) from the medication 
cart, shook two tablets into her bare hand and 
placed them in a medication cup.  RN-C 
proceeded to remove a bottle of acetaminophen 
325 mg from the medication cart and shook two 
tablets into her bare hand and placed into the 
medication cup.  RN-C crushed the medications, 
returned them to the medication cup, added a 

 Facility will utilize the Minnesota 
Department of Health Long Term Care 
Line List, in which the facility will 
incorporate a System of Surveillance that 
will identify possible communicable 
diseases or infections before they can 
spread to other persons within the Facility.  
Additionally, the Line List will identify the 
following:  When and to whom incidents of 
Communicable Diseases should be 
reported, precautions necessary for facility 
to prevent spread of infections. The Policy 
will reflect the need for isolation and what 
type of isolation measures are needed.  
Facility to begin using this MDH List 
effective 11/22/2017.  

A separate Infection Prevention and 
Control Policy,(IPCP), for staff, to be 
completed by 11/22/2017, will identify 
when staff with a communicable disease 
or infected skin lesions, will be prohibited 
from any direct contact with residents and 
their food.

Correct Hand Hygiene procedures, 
including Medication Passes, will be 
audited weekly for 4 weeks beginning 
November 22, and monthly for 4 months, 
and quarterly thereafter, for all staff who 
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spoonful of applesauce to the cup and 
administered the medication to R1.  RN-C 
returned to the medication cart and applied hand 
sanitizer.

--at 7:06 p.m. RN-C removed a container of 
levetiracetam 500 mg from the medication cart, 
poured one tablet into her bare hand and placed 
the tablet into a medication cup.  RN-C 
administered the medication to R10.  RN-C 
returned to the medication cart and applied hand 
sanitizer.

--at 7:10 p.m. RN-C removed the following 
medications from the medication cart one at a 
time and dispensed them into her bare hand prior 
to placing in a medication cup:  donepezil 10 mg 
1 tablet, levetiracetam 500 mg 1 tablet, Namenda 
XR 21 mg 1 capsule, propranolol 10 mg 1 
capsule, and simvastatin 20 mg 1 tablet.  RN-C 
administered the medication to R15 and returned 
to the medicaiton cart and applied hand sanitizer.

--at 7:23 p.m. RN-C removed the following 
medication from the medication cart, one at a 
time, and dispensed them into her hand prior to 
placing in a medication cup:  donepezil 10 mg 1 
tablet, gabapentin 100 mg 2 capsules, 
simvastatin 40 mg 1 tablet.  RN-C administered 
the medication to R11 and returned to the 
medicaiton cart and applied hand sanitizer.

--at 7:36 p.m. RN-C stated she did not recall 
having training specific to the practice of 
dispensing medication into her bare hand.  

On 10/26/2017, at 12:00 p.m. the director of 
nursing confirmed dispensing medication into the 

have direct contact with resident 
population.  This remain in effect as of 
11/22/2017.  This will be reviewed 
quarterly during Quality Assurance 
Meeting and during weekly 
Interdisciplinary Team meeting under 
QAPI.   

Director of Nursing implemented Infection 
Control Program to include surveillance 
tracking, (map), to identify infectious 
trends.  This Program will investigate, 
control, and prevent infections, determine 
isolation.  Director of Nursing will serve as 
the individual responsible for directing the 
infection control activities effective 
immediately, 10/26/2017.

Director of Nursing implemented the 
addition to the Infection Control Program 
to include Surveillance tracking, (using a 
facility map with resident room numbers), 
to identify infectious trends.

Medication pass policy to include not 
dispensing medication into bare hands by 
staff.  Policy updated effective 11/22/2017.

All Infection Control processes, through 
QAPI, (Quality Assurance Performance 
Improvement), will be reviewed and 
monitored Quarterly during Quality 
Assurance, as of next meeting in January, 
2018.     

Policy for Linen Transportation, handling, 
and storage will be developed to prevent 
potential spread of infection, will be in 
place by 11/22/2017.  In-service training 
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bare hand would be an infection control concern 
and was not a standard of practice for medication 
administration.

The Medication Management policy dated 
11/2016, indicated infection control was a major 
part of medication passing and directed staff to 
be sure hands were washed well according to 
guidelines, or use appropriate health care hand 
washing technique.  The policy did not address 
dispensing of medications into bare hands. 

Infection control program

On 10/26/17, at 10:28 a.m. RN-A was interviewed 
and confirmed she was responsible for infection 
control, however explained she was only 
responsible for getting the antibiotic stewardship 
program ready for implementation at the end of 
November, and was not aware she had been 
assigned to the oversight of the entire program.  
RN-A stated staff nurses tracked the infections on 
a surveillance log in real time, however, no one 
was evaluating, investigating the infections or 
infectious trends, and no one was in charge of 
putting measures in place for prevention and or 
containment.  

The infection surveillance logs included name of 
resident, date, room number, symptoms and time 
of onset, organism/culture, if the infection was 
present on admission, treatment, and outcome. 
The record lacked surveillance logs for July, 
August, and September. The logs lacked 
identification of infections that were facility 
acquired and did not consistently identify 
treatment, type and duration of antibiotic, and 

was provided by Director of Nursing on 
November 16, 2017 and monitored under 
QAPI by IDT, (Inter-Disciplinary Team), 
meeting weekly. 

Nurses to be in-serviced on Proper 
procedure for Medication Pass, 
documentation and proper hand hygiene 
by 11/22/2017.
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outcome. The record further lacked 
documentation of infection control activities to 
identify cause, measures to control or prevent the 
spread of infection even when the logs in January 
revealed eight residents with signs and symptoms 
of respiratory infections and February logs 
identified four residents with signs and symptoms 
of respiratory infections.

RN-A confirmed the logs were lacking and 
verified there was no documentation of analysis 
of infections or infectious trends and did not 
include evidence of  prevention or containment 
activities.

 
At 12:00 p.m. the DON stated she was not aware 
RN-A was not overseeing the entire infection 
control surveillance program and confirmed the 
program was lacking. The DON stated 
surveillance tracking should have included a map 
in order to identify infectious trends and the logs 
were supposed to be analyzed so preventative 
and control measures could be put into place. 

Facility policy F441 483.65 Infection Control last 
reviewed 4/20/17, indicated the facility must 
establish an infection control program under 
which it investigated, controlled and prevented 
infections in facility, decided what procedures 
such as isolation should be applied to an 
individual resident and maintained a record of 
incidents and corrective actions related to 
infections. The policy also indicated a nursing 
home must assign one person, either a registered 
nurse or physician, the responsibility of directing 
infection control activities in the nursing home. 
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Facility policy and procedure Infection/Illness 
Tracking last revised 12/16, indicated Illness and 
infections would be tracked for correlations and 
all symptoms would be tracked, and the 
infections, symptoms would be discussed weekly 
at interdisciplinary meetings as well as quarterly 
quality assurance meetings.
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