., DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
January 19, 2023

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

RE: CCN: 245207
Cycle Start Date: November 21, 2022

Dear Administrator:
On January 12, 2023, the Minnesota Department of Health completed a revisit to verify that your

facility had achieved and maintained compliance. Based on our review, we have determined that your
facility has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.



., DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
January 19, 2023

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

Re: Reinspection Results
Event ID: UK7912

Dear Administrator:

On January 12, 2023 survey staff of the Minnesota Department of Health - Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on November 21, 2022. At this time these correction orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

Melissa Poepping, Compliance Analyst
-~ederal Enforcement | Health Regulation Division

Minnesota Department of Health
P.0. Box 64900

Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.
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OF HEALTH

Protecting, Maintainingand Improvingthe Health of All Minnesotans

Electronically delivered
December &, 2022

Administrator
Good Samaritan Society - Stillwater
1119 Owens Street North

Stillwater, MN 55082

RE: CCN: 245207
Cycle Start Date: November 21, 2022

Dear Administrator:

On November 21, 2022, a survey was completed at your facility by the Minnesota Department of Health 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 a pattern of deficiencies that constituted no
actual harm with potential for more than minimal harm that was not immediate jeopardy (Level E), as evidenced
by the electronically attached CMS-2567 whereby corrections are required.

ELECTRONIC PLAN OF CORRECTION (ePoC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for the
deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of an acceptable

ePOC, we will authorize a revisit to your facility to determine if substantial compliance has been achieved.

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

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

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

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

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

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

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

occurred.

It 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:

An equal opportunity employer.
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. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);
. Civil money penalty (42 CFR 488.430 through 488.444).
. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

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

Jennifer Kolsrud Brown, RN, Unit Supervisor
Rochester District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

18 Wood Lake Drive Southeast

Rochester, Minnesota 55904-5506

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727 Mobile: (507) 461-9125

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the
latest correction date on the approved ePoC, unless it is determined that either correction actually occurred
between the latest correction date on the ePoC and the date of the first revisit, or correction occurred sooner
than the latest correction date on the ePoC.

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

If substantial compliance with the regulations is not verified by February 21, 2023 (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).
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In addition, if substantial compliance with the regulations is not verified by May 21, 2023 (six months after the
identification of noncompliance) your provider agreement will be terminated. This action is mandated by the
Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections
488.412 and 488.456.

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

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

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 649500

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 |IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day period
allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s informal dispute
resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
Feel free to contact me if you have questions.

Sincerely,

L 6‘

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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On 11/21/22, a standard abbreviated survey was
conducted at your facility. Your facility was found
to be NOT in compliance with the requirements of

42 CFR 483, Subpart B, Requirments for Long
Term Care Facilities.

The following complaint was found to be
SUBSTANTIATED:

H52075919C (MN 88433), with a deficiency cited
at F602, F755, F761.

The following complaint was found to be
UNSUBSTANTIATED: H52076005C (MN 86227).

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

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

F 602  Free from Misappropriation/Exploitation F 602 12121122
SS=E | CFR(s): 483.12

§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
Includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/15/2022

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event |ID: UK7911 Facility ID: 00903 If continuation sheet Page 1 of 18
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treat the resident's medical symptoms.
This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure 2 of 3 residents (R1, R2)
reviewed for drug diversion were free from
misappropriation of resident property when a staff
member took R1 and R2's narcotic pain
medications for personal use. This failure had
the potential to effect all residents who were
prescribed a narcotic medication.

Findings Include:

R1's clinical diagnosis included: unspecified
osteoarthritis, osteoarthritis of the left shoulder,
migraine, wedge compression fracture of
unspecified thoracic vertebra, infection and
Inflammatory reaction due to internal right hip
prosthesis.

R1's quarterly Minimum Data Set (MDS)
assessment dated 10/11/22, indicated moderately
Impaired cognition and received both scheduled
and as needed pain medication.

R1's physician orders indicated R1 had an order
8/17/22, for tramadol 50 milligram (mg) tablet,
one tablet three times a day for pain.
Additionally, R1 had an order 10/19/21 for
tramadol 50mg tablet by mouth every six hours
as needed for pain. R1 also had an order
8/27/21, for morphine sulfate 100mg/s> milliliter
(ml), give 0.25 ml by mouth every one hour as
needed for pain or dyspnea and call hospice If
pain was not relieved after three doses.

R1's medication administration record (MAR) for

November 2022, indicated R1 utilized eight doses

Preparation and execution of this
response and plan of correction does not
constitute an admission or agreement by
the provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction Is prepared and/or executed
solely because it Is required by the
provisions of federal and state law. For
the purposes of any allegation that the
center Is not in substantial compliance
with the federal requirements of
participation, this response and plan of
correction constitute the centers allegation
of compliance in accordance with section
7305 of the State Operations Manual.

1.The LPN, agency personal, who was
diverting medications from R1 and R2
was iImmediately terminated upon
confessing to law enforcement of taking
narcotic medications for personal use

2. All residents receiving narcotics were
reviewed to ensure no diversion occurred.
3. Nurses will reconcile controlled/narcotic
medications at shift change and record
this task on the GSS 24/7A. All staff
nurses will be provided with re-education
by the DNS or designee with a
corresponding quiz to ensure
understanding of correct procedure for
reconciling controlled/narcotic
medications. Will continue to follow the
GSS process for ensuring agency staff
are screened and appropriate to work In
our center.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 602  Continued From page 1 F 602
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of the as needed tramadol, six of the eight doses 4. Audits will be completed by the DNS
were administered by licensed practical nurse or designee via observation of the GSS
(LPN)-A. R1 also utilized as needed morphine 24 7/A to ensure all sighatures are present,
twice, one of the doses was administered by Indicating reconciliation for
LPN-A. controlled/narcotic medications at shift
change. These audits will be completed
R1's care plan revised on 9/13/21, indicated R1 on both unit med carts. Will audit all new
had chronic pain related to chronic agency RN/LPN staff to verify screening
Infection/inflammation of the artificial right hip process Is completed, prior to start date.
joint which included interventions to monitor pain These audits will be completed weekly x4,
characteristics throughout each shift and as then monthly x2 and prn. Results of the
needed and R1 could rate her pain on a audits will be taken to the QAPI
numerical 0-10 pain scale. committee monthly for review and further

recommendations.
R2's clinical diagnosis included: unspecified

fracture of the right femur, pain in the right leg,
and lumbago with sciatica on the right side.

R2's MDS dated 11/7/22, indicated intact
cognition and R2 frequently had pain and had
both scheduled and as nheeded medications for
pain.

R2's physician orders 11/8/22, indicated R2 had
oxycodone smg tablet give 5 mg every six hours
as needed for pain rated three to six, and give 7.5
mg every siX hours as needed for pain rated
seven to ten.

R2's MAR for November 2022, indicated R2
utiized oxycodone 54 times.

R2's care plan revised 11/18/22 indicated R2 had
acute and chronic pain related to a right femur
fracture with interventions to record pain
characteristics throughout each shift and R2
rated her pain using a numerical 0-10 pain scale.

The investigative report submitted 11/11/22,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UK7911 Facility ID: 00903 If continuation sheet Page 3 of 18
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Indicated an explanation of the policy or
procedure not followed included missing initials
on form GSS#24 7/A-Controlled Drugs-Count
Record. The report indicated that registered
nurse (RN)-B contacted the pharmacy and
confirmed that 90 tablets of tramadol was
delivered on 11/3/22. A drug screen was
conducted and licensed practical nurse (LPN)-A
was positive for opiates. According to the report,
LPN-A stated she took as needed medications
and no resident went without medications.
Officer-C was contacted by the facility and LPN-A
admitted to officer-C she took 30 tablets of
oxycodone, nine tablets of Percocet, and 30
tablets of tramadol. Additionally, a white tablet
was removed from one of LPN-A's pockets and
four other pills were discovered after a search of
LPN-A's vehicle. LPN-A was immediately
terminated, removed from the facility, and her
staffing agency was notified of the incident. The
Incident was reported to both the Minnesota and
Wisconsin Boards of Nursing. The facility
reviewed all narcotic books, nursing schedules
from 11/3/22, through 11/10/22, form GSS#24 /A
Controlled Drug Count Record, and policy
Medication-Controlled policy and procedure.

Form GSS #247A Controlled Drugs-Count
Record dated 11/22, for unit 3 north indicated
there were 25 missing initials. At the top of the
form, it was written that by signing below, staff
acknowledged they counted the controlled drugs
on hand and found the quantity of each
medication counted was in agreement with the
guantity indicated on the controlled drug count.
Form GSS #24 /A Controlled Drugs-Count
Record dated 11/22, for unit 3 south indicated
there were 36 missing Initials. Additionally, the
north cart for 11/22, indicated eight missing
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Initials from 11/11/22 through 11/21/22, and the
south cart for 11/22, indicated 11 missing initials
from 11/11/22 through 11/21/22.

During interview on 11/21/22, at 10:34 a.m. the
director of nursing (DON)-B stated R1 and R2's
controlled medications were identified as being
missing. Per the investigative report, RN-B
reported a missing card of R1's tramadol on
11/10/22. DON-B stated R2's oxycodone and
percocet had also been taken. DON-B stated
about three months ago, LPN-A had lost her dad
and had a miscarriage. DON-B stated it
happened around 4:00 p.m. where the nurses
were drug tested and LPN-A's test came back
positive and admitted to taking the medications.
DON-B stated the residents were not interviewed
and stated R2 had discharged. LPN-A was
working at the time and they did not know it was
her until the positive drug screen around 8:30
p.m.

During interview and observation on 11/21/22, at
11:30 a.m. R1 was In her bed and stated she was
not aware of missing medications and stated the
facility had not discussed missing medications
with her. R1 stated her pain level was pretty
good when she is in bed, but when she sits up,
R1 stated her pain is sometimes pretty bad, but
tolerable. R1 stated she does ask for additional
pain medication, but very seldom took morphine
which she stated she took for sleep, but could not
recall taking this month. R1 stated that missing
her medications made her feel very nervous and

unhappy.

During interview on 11/21/22, at 11:52 a.m.
resident representative (RR)-D stated she visits
mid-afternoon and noticed R1 had increased pain

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UK7911 Facility ID: 00903 If continuation sheet Page 5 of 18
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the past three months and stated R1 did not
usually get up until after 1:00 p.m. RR-D stated
she saw staff administer morphine in the last
month, but not in the past week or two. RR-D
stated the facility had not contacted her with
concerns of missing medications. RR-D stated
there had been situations where R1 had more
pain that was not relieved with what she received.

During interview on 11/21/22, at 1:05 p.m. RN-B
stated when asked about the missing controlled
medications that she noticed a drug label for
another resident was placed over a drug she had
logged the day prior and the RN-C informed her
after review of R1's medications, she thought
there were medications missing. RN-B stated
she looked on the north cart on the narcotic log
and found that a page was missing. She stated
they count the controlled medications every shift
with the oncoming nurse and both nurses sign or
Initial together. RN-B added that LPN-A would
come In early or leave early and did not always
count the medications. RN-B also stated that
residents had not reported they did not receive
medications, but added she had not interviewed
residents because she stated they would not
remember. RN-B stated that residents received
more as needed pain medications from LPN-A.

During interview on 11/21/22, at 2:13 p.m. DON-B
stated she was checking the narcotic books and
stated she educated staff when they were
Interviewed and had a quiz for the nursing staff,
but had not yet administered the quiz. The
education included speaking up and how to
monitor the logs, which included both nurses
Initialing off to verify the count. DON-B stated
they reconcile at the start of the shift, one nurse
would take the book, and one nurse takes the
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medication card and both of the nursing staff
would initial.

During interview on 11/21/22, at 2:22 p.m. DON-B
stated the check marks on the GSS #24/A form
Indicated the medication count was verified and
accurate and If there was no check mark, the
count was not completed.

During interview on 11/21/22, at 2:44 p.m. RN-C
stated she visited R1 on 11/10/22, and asked
faclility staff to check medication quantities to
assure R1 had enough tramadol and viewed the
cards and stated they did not look right. RN-C
stated there were 90 tablets or three cards and
thirty tablets were missing. RN-C stated she had
not noticed an increase in R1's pain and stated
when R1 was in bed she was fine, however when
she was up she had chronic back pain.

During interview and observation on 11/21/22, at
3:21 p.m. LPN-B stated she worked through an
agency staffing company. LPN-B and RN-B
began reviewing the narcotic logs for the north
and south medication carts for the end of the first
shift at 3:21 p.m. LPN-B initialed in the area for
the nurse coming off of the first shift and as the
nurse coming off of the second shift and RN-B
Instructed LPN-B to only sign off for the nursing
coming on to the second shift.

During interview and observation on 11/21/22, at
4:28 p.m. LPN-B stated she had been working at
the facility about two weeks and stated she
completed Relias training on abuse prior to
working at the facility, but had not received any
formal training from the facility on their
medication narcotic logs. LPN-B added they
counted narcotics when she first started coming
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to the facility, but stated there was not a sheet to
sign.

Call attempted to LPN-A on 11/21/2022, at 1:33
p.m., with no return call.

A policy, Medications: Controlled-Rehab/Skilled
dated 12/7/21, indicated each time keys that
secure controlled medications change from one
nurse/medication aide to another, the oncoming
and off-going nurse/medication aide will work
together to reconcile all controlled medications,
Including all discontinued controlled medications
and document the same. The nurse going off
shift unlocks the controlled medication storage
unit(s) and will then go to the narcotic count book
and read each GSS #2477 or Controlled
Substance Bound Book page to the on-coming
nurse. The on-coming nurse will verify that the
physical medication count matches the remaining
amount listed in the GSS #247 or Controlled
Substance Bound Book for each medication. If
the GSS #2477 or Controlled Substance bound
book and the physical controlled medication
count are in agreement, both nurses will sign the
Controlled Drugs-Count Record (GSS #24/7A for
the appropriate date and shift.

A policy, Abuse and Neglect Rehab/Skilled,
Therapy and Rehab reviewed 12/28/21, indicated
the purpose of the policy was to ensure there was
an effective system in place that prevented
mistreatment, neglect, exploitation, and abuse of
residents and misappropriation of their property.
The policy indicated the resident had the right to
be free from abuse, neglect, misappropriation of
resident property and exploitation.

F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 12/18/22
SS=E
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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 Iif 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 detall 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:

Based on interview, observation, and record 1.The LPN, agency personal, who was
review, the facility failed to have a system in place diverting medications from R1 and R2
to properly reconcile controlled medications which was immediately terminated upon

had the potential to affect all residents receiving confession to law enforcement of taking
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controlled medications and affected R1 and R2
who had their controlled medications diverted.

The Investigative report submitted 11/11/22,
Indicated an explanation of the policy or
procedure not followed included missing initials
on form GSS#24 7A-Controlled Drugs-Count
Record. The report indicated registered nurse
(RN)-B contacted the pharmacy and confirmed
that 90 tablets of tramadol was delivered on
11/3/22. A drug screen was conducted and
licensed practical nurse (LPN)-A was positive for
opiates. According to the report, LPN-A stated
she took as needed medications and no resident
went without medications. Officer-C was
contacted by the facility and LPN-A admitted to
officer-C she took 30 tablets of oxycodone, nine
tablets of Percocet, and 30 tablets of tramadol.
Additionally, a white tablet was removed from one
of LPN-A's pockets and four other pills were
discovered after a search of LPN-A's vehicle.
LPN-A was immediately terminated, removed
from the facility, and her staffing agency was
notified of the incident. The incident was reported
to both the Minnesota and Wisconsin Boards of
Nursing. The facility reviewed all narcotic books,
nursing schedules from 11/3/22, through
11/10/22, form GSS#24 7A Controlled Drug Count
Record, and policy Medication-Controlled policy
and procedure.

Form GSS #247A Controlled Drugs-Count
Record dated 11/22, for unit 3 north indicated
there were 25 missing initials. At the top of the
form, it was written that by signing below, staff
acknowledged they counted the controlled drugs
on hand and found the quantity of each
medication counted was in agreement with the

quantity indicated on the controlled drug count.

narcotic medications for personal use.
2.All residents receiving narcotics were
reviewed to ensure no diversion occurred.
None were found.

3.Controlled/narcotic medications will be
reconciled at shift change and
documentation completed on the GSS
247A. All controlled/narcotic medications
received from Lakeview Pharmacy will
require a signature from receiving nurse
to verify medication and quantity received.
All staff nurses will be provided with this
education with a corresponding quiz to
ensure understanding of correct
procedure for reconciling
controlled/narcotic medications.

4 .Audits will be completed by the DNS or
designee via observation of the GSS 24/7A
to ensure all sighatures are present,
Indicating reconciliation for
controlled/narcotic medications. These
audits will be completed weekly x4, then
monthly x2. Results of the audits will be
taken to the QAPI committee monthly for
review and further recommendations.
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Form GSS #247A Controlled Drugs-Count
Record dated 11/22, for unit 3 south indicated
there were 36 missing initials. Additionally, the
north cart for 11/22, indicated eight missing
Initials from 11/11/22 through 11/21/22, and the

south cart for 11/22, indicated 11 missing Initials
from 11/11/22 through 11/21/22.

During interview on 11/21/22, at 10:34 a.m. the
director of nursing (DON)-B stated R1 and R2's
controlled medications were identified as being
missing.

During interview on 11/21/22, at 1:05 p.m. RN-B
stated when asked about the missing controlled
medications that she noticed a drug label for
another resident was placed over a drug she had
logged the day prior and the hospice nurse
Informed her after review of medications she
thought there were medications missing. RN-B
stated she looked on the north cart on the
narcotic log and found that a page was missing.
She stated they count the controlled medications
every shift with the oncoming nurse and both
nurses sign or initial together. Contrary to facility
policy, Medications: Controlled-Rehab/Skilled
dated 12/7/21, RN-B added that LPN-A would
come In early or leave early and did not always
count the medications.

During interview on 11/21/22, at 2:13 p.m. DON-B
stated she was checking the narcotic books and
stated she educated staff when they were
Interviewed and had a quiz for the nursing staff,
but had not yet administered the quiz. The
education included speaking up and how to

monitor the logs, which included both nurses
Initialing off to verify the count. DON-B stated
they reconcile at the start of the shift, one nurse
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would take the book, and one nurse takes the
medication card and both of the nursing staff
would initial.

During interview on 11/21/22, at 2:22 p.m. DON-B
stated the check marks on the GSS #24 /A form
Indicated the medication count was verified and
accurate and If there was no check mark, the
count was not completed.

During interview and observation on 11/21/22, at
3:21 p.m. LPN-B stated she worked through an
agency staffing company. LPN-B and RN-B
began reviewing the narcotic logs for the north
and south medication carts for the end of the first
shift at 3:21 p.m. LPN-B initialed in the area for
the nurse coming off of the first shift and as the
nurse coming off of the second shift and RN-B
Instructed LPN-B to only sign off for the nursing
coming on to the second shift.

During interview and observation on 11/21/22, at
3:2/7/ p.m. LPN-B and RN-B counted R6's
controlled medications. R6 expired on 11/4/22,
and had 29.75 milliliters (ml) of lorazepam 2
milligrams (mg) per 1 ml concentration logged on
the narcotic log book with about 30 ml left in the
bottle, and morphine 20mg/Sml concentration
with an amount recorded in the log book of 24.25
ml, and had a little over 24 ml in the bottle. RN-B
stated the controlled medications for residents
who are expired stay in the medication cart until
they have time for two nurses to destroy the
medication.

During interview and observation on 11/21/22, at
4:28 p.m. LPN-B stated she had been working at
the facility about two weeks and stated she
completed Relias training on abuse prior to
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working at the facility, but had not received any
formal training from the facility on their
medication narcotic logs. LPN-B added they
counted narcotics when she first started coming
to the facility, but stated there was not a sheet to
sign.

A policy, Medications: Controlled-Rehab/Skilled
dated 12/7/21, indicated each time keys that
secure controlled medications change from one
nurse/medication aide to another, the oncoming
and off-going nurse/medication aide will work
together to reconcile all controlled medications,
Including all discontinued controlled medications
and document the same. The nurse going off
shift unlocks the controlled medication storage
unit(s) and will then go to the narcotic count book
and read each GSS #2477 or Controlled
Substance Bound Book page to the on-coming
nurse. The on-coming nurse will verify that the
physical medication count matches the remaining
amount listed in the GSS #247 or Controlled
Substance Bound Book for each medication. If
the GSS #2477 or Controlled Substance bound
book and the physical controlled medication
count are in agreement, both nurses will sign the
Controlled Drugs-Count Record (GSS #24/7A for
the appropriate date and shift. Controlled
medications that have been discontinued should
be placed in a locked box in the medication room
as soon as they have been discontinued, or as
Indicated by state regulation. Controlled
medications should continue to be counted by two
nurses until disposal is completed.

During observation and interview on 11/21/22, at

F 755
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2:04 p.m. LPN-C stated that at the beginning and
end of every shift, the off-going and on-going
nurses would count the narcotics and then both
nurses would initial the facility-controlled drugs
count sheet indicating the counts were correct.
LPN-C stated being told recently by the director of
nursing (DON) to make sure the counts were
completed, and the count sheets were sighed
every shift. LPN-C confirmed the sheets had
many missing Initials and it would be difficult to
know whether the counts had been completed on
those shifts.

During interview on 11/21/2022, at 2:56 p.m. DON
confirmed the count sheets for the long-term care
(LTC) medication carts were not complete and
acknowledged stated that the expectation was
that the counts should be completed, and the
count sheets initialed by two nurses every shift.
DON stated, "l feel confident that they are
counting they are just not consistently signing the
sheet, but the sheet should be signed off.” DON
further stated there was no accountability If it was
not sighed off. DON stated that all the nurses
were educated on this process on 11/10/22 and a
knowledge quiz had been developed, but not
provided to the nurses yet.

During interview on 11/21/22, at 3:29 PM
administrator stated the expectation was that
medication carts should be locked if out of sight
of the nurse.

Review of LTC medication cart's Controlled
Drugs-Count Records (GSS-#24/7A) dated
November, 2022, indicated 43 missing nurse
Initials on one one cart and 58 missing nurse
Initials on another cart.
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Review of policy dated 12/7/21 Medications:
Controlled-Rehab/Skilled to ensure safe storage
for all controlled medications and to provide
verification and reconciliation of all controlled
medications. The policy further indicated the
facility would establish a system that would
provide an accurate reconciliation to determine
that all controlled drugs were maintained and
periodically reconciled. The policy instructed,
each time the keys that secure controlled
medications changed from one nurse or
medication aide to another, the two would work
together to reconcile all controlled medication.
For all schedule ll-controlled meds-the nurse
going off shift unlocks the controlled medication
storage unit(s) and will then go to the narcotic
count book and read each GSS #247 or
controlled substance bound book page to If the
counts were correct, both staff would sign the
controlled drugs-count sheet for the appropriate
date and shift.

F 761  Label/Store Drugs and Biologicals F 761 12/18/22
SS=D | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and

Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
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personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule |l of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure medications
were secured at all times to minimize loss or
diversion in 3 of 4 medication carts used.

Findings Include:

During observation and interview on 11/21/22, at
11:26 a.m. observed both the north and south
medication carts to be unlocked. At 11:27 a.m.
RN-B stated the medication carts are supposed
to be locked and stated she had to go in the
nursing station and came back.

During observation and interview on 11/21/22, at
1:05 p.m. observed the north medication cart to
be unlocked and RN-B came and locked the cart
and acknowledged she had not locked the cart
again.

R4's annual minimum data set (MDS) dated
9/7/22, indicated R4 was moderately cognitively
Impaired, used a wheelchair with one-person
physical assist. R4's diagnoses included
dementia, anxiety and major depressive disorder.

R4's care plan revised 4/18/22, indicated R4 used

1.Staff nurses have received verbal
education RE: ensuring medication carts
are locked at all times when not in use to
minimize loss or diversion.

2.All medication carts will remain locked
when not in active use to minimize loss or
diversion

3.All staff nurses will be provided with
education with a corresponding quiz to
ensure understanding of GSS policy and
procedure for storing medications by the
DNS or designee.

4 .Audits will be conducted by the DNS or
designhee via observation to ensure med
carts remained locked at all times when
the nurse Is not present at the cart. These
audits will be completed weekly x4, then
monthly x2. Results of the audits will be
taken to the QAPI committee monthly for
review and further recommendations
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a wheelchair for locomotion and could self-propel
In wheelchair around the facllity.

RS's quarterly MDS dated 9/26/22, indicated RS
was moderately cognitively impaired, used a
wheelchair with one-person physical assist. RS's
diagnoses included rheumatoid arthritis, pain, and
coghnitive decline.

RS5's care plan revised 7/7/22, indicated, "[R3]
mobilizes in the facility in manual wheelchair on
her own."

During observation and interview on 11/21/22, at
2:00 p.m. one of the two medication carts on long
term care (LTC) was unlocked and situated in the
large dining area. There were no staff in sight and
there were three residents sitting in wheelchairs
In the room. At 2:04 p.m. LPN-C walked into the
dining area. LPN-C stated the medication carts
should locked when staff were not using them.
LPN-C further stated R4 and RS were
Independent in mobility and could have
approached the cart and accessed it while it was
unlocked.

During interview on 11/21/22, at 2:56 p.m. DON
stated the med carts should be secured if the
nurse was not in sight of the cart. DON further
stated residents could potentially open an
unlocked cart and access the medications inside.

During interview on 11/21/22, 3:29 p.m.
Administrator stated the expectation was that
medication carts were locked if out of sight of the
nurse to prevent unwanted access.

Review of facility policy Medications: Acquisition
Recelving Dispensing and Storage-Rehab/Skilled
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dated 2/8/22, indicated, "Medications will be
stored In a locked medication cart, drawer or

cupboard.”
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of AIll Minnesotans

Electronically delivered
December 8, 2022

Administrator

Good Samaritan Society - Stillwater
1119 Owens Street North
Stillwater, MN 55082

Re: State Nursing Home Licensing Orders
Event ID: UK7911

Dear Administrator:

The above facility was surveyed on November 21, 2022 through November 21, 2022 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes. At the
time of the survey, the survey team from the Minnesota Department of Health - Health Regulation
Division noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat. § 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected
shall be assessed in accordance with a schedule of fines promulgated by rule and/or statute of the
Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision is being suggested as one method that you can follow to correct the cited
deficiency. Please remember that this provision is only a suggestion and you are not required to follow
it. Failure to follow the suggested method will not result in the issuance of a penalty assessment. You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html. The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.

The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"'Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by." Following the surveyors findings are

An equal opportunity employer.



Good Samaritan Society - Stillwater
December &, 2022
Page 2

the Suggested Method of Correction and the Time Period For Correction.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.

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

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text. You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health. We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

Jennifer Kolsrud Brown, RN, Unit Supervisor
Rochester District Office

_icensing and Certification Program

Health Regulation Division

Minnesota Department of Health

18 Wood Lake Drive Southeast

Rochester, Minnesota 55904-5506

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727 Mobile: (507) 461-9125

You may request a hearing on any assessments that may result from non-compliance with these orders

provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non-compliance.

Please feel free to call me with any questions.

/\/L,“\?;Q/

Melissa Poepping, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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GOOD SAMARITAN SOCIETY - STILLWATER

2 000| |nitial Comments 2 000
*****ATTENTI ON******

NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

On 11/21/22, a complaint survey was conducted
at your faclility by surveyors from the Minnesota
Department of Health (MDH). Your facility was
found NOT in compliance with the MN State
Licensure. Please indicate in your electronic plan
of correction you have reviewed these orders and
identify the date when they will be completed.

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

Electronically Signed 12/15/22

STATE FORM 6899 UK7911 If continuation sheet 1 of 12
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The following complaint was found to be
SUBSTANTIATED: H52075919C (MN 88433),
with a licensing order issued at F/761.

The following complaint was found to be
UNSUBSTANTIATED: H520/76005C
(MN86227),

The Minnesota Department of Health is
documenting the State Licensing Correction
Orders using Federal software. Tag humbers
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 i1s not met as evidence by." Following
the surveyor ' s findings are the Suggested
Method of Correction and Time Period for
Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with
the Minnesota Department of Health
Informational Bulletin 14-01, available at
<https://www.health.state.mn.us/facilities/regulati
on/infobulletins/ib14_1.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 hecessary 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
Minnesota Department of Health

STATE FORM 6899 UK7911 If continuation sheet 2 of 12
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Consultation

A nursing home must employ or obtain the
services of a pharmacist currently licensed by the
Board of Pharmacy who:

A. provides consultation on all aspects of the
provision of pharmacy services in the nursing
home;

B. establishes a system of records of receipt
and disposition of all controlled drugs in sufficient
detall to enable an accurate reconciliation:; and

C. determines that drug records are
accurately maintained and that an account of all
controlled drugs Is maintained.

This MN Requirement Is not met as evidenced
by:

Based on interview, observation, and record
review, the facility failed to have a system in place
to properly reconcile controlled medications which
had the potential to affect all residents receiving
controlled medications and affected R1 and R2
who had their controlled medications diverted.

The investigative report submitted 11/11/22,
Indicated an explanation of the policy or

Minnesota Department of Health
STATE FORM

6899

corrected
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the Minnesota Department of Health. The facility
IS enrolled in ePOC and therefore a signature is
not required at the bottom of the first page of
state form.
PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES,
"PROVIDER'S PLAN OF CORRECTION." THIS
APPLIES TO FEDERAL DEFICIENCIES ONLY.
THIS WILL APPEAR ON EACH PAGE.
21525 MN Rule 4658.1305 A.B.C Pharmacist Service 21525 12/18/22
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procedure not followed included missing initials
on form GSS#24 7A-Controlled Drugs-Count
Record. The report indicated registered nurse
(RN)-B contacted the pharmacy and confirmed
that 90 tablets of tramadol was delivered on
11/3/22. A drug screen was conducted and
licensed practical nurse (LPN)-A was positive for
oplates. According to the report, LPN-A stated
she took as needed medications and no resident
went without medications. Officer-C was
contacted by the facility and LPN-A admitted to
officer-C she took 30 tablets of oxycodone, nine
tablets of Percocet, and 30 tablets of tramadol.
Additionally, a white tablet was removed from one
of LPN-A's pockets and four other pills were
discovered after a search of LPN-A's vehicle.
LPN-A was immediately terminated, removed
from the facility, and her staffing agency was
notified of the incident. The incident was reported
to both the Minnesota and Wisconsin Boards of
Nursing. The facility reviewed all narcotic books,
nursing schedules from 11/3/22, through
11/10/22, form GSS#24 /A Controlled Drug Count
Record, and policy Medication-Controlled policy
and procedure.

Form GSS #247A Controlled Drugs-Count
Record dated 11/22, for unit 3 north indicated
there were 25 missing initials. At the top of the
form, it was written that by signing below, staff
acknowledged they counted the controlled drugs
on hand and found the quantity of each
medication counted was in agreement with the
guantity indicated on the controlled drug count.
Form GSS #24 /A Controlled Drugs-Count
Record dated 11/22, for unit 3 south indicated
there were 36 missing initials. Additionally, the
north cart for 11/22, indicated eight missing
Initials from 11/11/22 through 11/21/22, and the
south cart for 11/22, indicated 11 missing initials

Minnesota Department of Health
STATE FORM 6899 UK7911 If continuation sheet 4 of 12




PRINTED: 01/05/2023

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
C
00903 B. WING 11/21/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1119 OWENS STREET NORTH
GOOD SAMARITAN SOCIETY - STILLWATER
STILLWATER, MN 55082
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

21925 | Continued From page 4 213925
from 11/11/22 through 11/21/22.

During interview on 11/21/22, at 10:34 a.m. the
director of nursing (DON)-B stated R1 and R2's
controlled medications were identified as being
missing.

During interview on 11/21/22, at 1:05 p.m. RN-B
stated when asked about the missing controlled
medications that she noticed a drug label for
another resident was placed over a drug she had
logged the day prior and the hospice nurse
Informed her after review of medications she
thought there were medications missing. RN-B
stated she looked on the north cart on the
narcotic log and found that a page was missing.
She stated they count the controlled medications
every shift with the oncoming nurse and both
nurses sign or initial together. Contrary to facility
policy, Medications: Controlled-Rehab/Skilled
dated 12/7/21, RN-B added that LPN-A would
come In early or leave early and did not always
count the medications.

During interview on 11/21/22, at 2:13 p.m. DON-B
stated she was checking the narcotic books and
stated she educated staff when they were
Interviewed and had a quiz for the nursing staff,
but had not yet administered the quiz. The
education included speaking up and how to
monitor the logs, which included both nurses
Initialing off to verify the count. DON-B stated
they reconcile at the start of the shift, one nurse
would take the book, and one nurse takes the
medication card and both of the nursing staff
would Initial.

During interview on 11/21/22, at 2:22 p.m. DON-B
stated the check marks on the GSS #24 /A form
Indicated the medication count was verified and
Minnesota Department of Health
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accurate and if there was no check mark, the
count was not completed.

During interview and observation on 11/21/22, at
3:21 p.m. LPN-B stated she worked through an
agency staffing company. LPN-B and RN-B
began reviewing the narcotic logs for the north
and south medication carts for the end of the first
shift at 3:21 p.m. LPN-B initialed in the area for
the nurse coming off of the first shift and as the
nurse coming off of the second shift and RN-B
Instructed LPN-B to only sign off for the nursing
coming on to the second shift.

During interview and observation on 11/21/22, at
3:27 p.m. LPN-B and RN-B counted R6's
controlled medications. R6 expired on 11/4/22,
and had 29.75 milliliters (ml) of lorazepam 2
milligrams (mg) per 1 ml concentration logged on
the narcotic log book with about 30 ml left in the
bottle, and morphine 20mg/5ml concentration
with an amount recorded in the log book of 24.25
ml, and had a little over 24 ml in the bottle. RN-B
stated the controlled medications for residents
who are expired stay in the medication cart until
they have time for two nurses to destroy the
medication.

During interview and observation on 11/21/22, at
4:28 p.m. LPN-B stated she had been working at
the facility about two weeks and stated she
completed Relias training on abuse prior to
working at the facility, but had not received any
formal training from the facility on their
medication narcotic logs. LPN-B added they
counted narcotics when she first started coming
to the facility, but stated there was not a sheet to
sign.

A policy, Medications: Controlled-Rehab/Skilled

Minnesota Department of Health
STATE FORM 6899 UK7911 If continuation sheet 6 of 12
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dated 12///21, indicated each time keys that
secure controlled medications change from one
nurse/medication aide to another, the oncoming
and off-going nurse/medication aide will work
together to reconcile all controlled medications,
Including all discontinued controlled medications
and document the same. The nurse going off
shift unlocks the controlled medication storage
unit(s) and will then go to the narcotic count book
and read each GSS #2477 or Controlled
Substance Bound Book page to the on-coming
nurse. The on-coming nurse will verify that the
physical medication count matches the remaining
amount listed in the GSS #2477 or Controlled
Substance Bound Book for each medication. If
the GSS #2477 or Controlled Substance bound
book and the physical controlled medication
count are in agreement, both nurses will sign the
Controlled Drugs-Count Record (GSS #24 /A for
the appropriate date and shift. Controlled
medications that have been discontinued should
be placed in a locked box in the medication room
as soon as they have been discontinued, or as
Indicated by state regulation. Controlled
medications should continue to be counted by two
nurses until disposal is completed.

During observation and interview on 11/21/22, at
2:04 p.m. LPN-C stated that at the beginning and
end of every shift, the off-going and on-going
nurses would count the narcotics and then both
nurses would initial the facility-controlled drugs
count sheet indicating the counts were correct.
LPN-C stated being told recently by the director of
nursing (DON) to make sure the counts were
completed, and the count sheets were signed
every shift. LPN-C confirmed the sheets had
many missing initials and it would be difficult to
know whether the counts had been completed on
those shifts.

Minnesota Department of Health
STATE FORM 6899 UK7911 If continuation sheet 7 of 12
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During interview on 11/21/2022, at 2:56 p.m. DON
confirmed the count sheets for the long-term care
(LTC) medication carts were not complete and
acknowledged stated that the expectation was
that the counts should be completed, and the
count sheets Initialed by two nurses every shift.
DON stated, "| feel confident that they are
counting they are just not consistently signing the
sheet, but the sheet should be signhed off." DON
further stated there was no accountabillity if it was
not sighed off. DON stated that all the nurses
were educated on this process on 11/10/22 and a
knowledge quiz had been developed, but not
provided to the nurses yet.

During interview on 11/21/22, at 3:29 PM
administrator stated the expectation was that
medication carts should be locked if out of sight
of the nurse.

Review of LTC medication cart's Controlled
Drugs-Count Records (GSS-#24/7A) dated
November, 2022, indicated 43 missing nurse
Initials on one one cart and 58 missing nurse
Initials on another cart.

Review of policy dated 12/7/21 Medications:
Controlled-Rehab/Skilled to ensure safe storage
for all controlled medications and to provide
verification and reconciliation of all controlled
medications. The policy further indicated the
facility would establish a system that would
provide an accurate reconciliation to determine
that all controlled drugs were maintained and
periodically reconciled. The policy instructed,
each time the keys that secure controlled
medications changed from one nurse or
medication aide to another, the two would work
together to reconcile all controlled medication.
For all schedule ll-controlled meds-the nurse
Minnesota Department of Health
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going off shift unlocks the controlled medication
storage unit(s) and will then go to the narcotic
count book and read each GSS #247/ or
controlled substance bound book page to If the
counts were correct, both staff would sign the

controlled drugs-count sheet for the appropriate
date and shift.

SUGGESTED METHOD OF CORRECTION:
The director of nursing (DON) or designee could
develop, review, and/or revise policies and
procedures to ensure compliance.

The director of nursing (DON) or designee could
educate all appropriate staff on the policies and
procedures.

The director of nursing (DON) or designee could
develop monitoring systems to ensure ongoing
compliance.

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

MN Rule 4658.1340 Subp. 1 Medicine Cabinet
and Preparation Area;Storage

Subpart 1. Storage of drugs. A nursing home
must store all drugs in locked compartments
under proper temperature controls, and permit
only authorized nursing personnel to have
access to the keys.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure medications
were secured at all times to minimize loss or
diversion in 3 of 4 medication carts used.

Findings include:

Minnesota Department of Health
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During observation and interview on 11/21/22, at
11:26 a.m. observed both the north and south
medication carts to be unlocked. At 11:27 a.m.
RN-B stated the medication carts are supposed
to be locked and stated she had to go in the
nursing station and came back.

During observation and interview on 11/21/22, at
1:05 p.m. observed the north medication cart to
be unlocked and RN-B came and locked the cart
and acknowledged she had not locked the cart
again.

R4's annual minimum data set (MDS) dated
9/7/22, iIndicated R4 was moderately cognitively
Impaired, used a wheelchair with one-person
physical assist. R4's diagnhoses included
dementia, anxiety and major depressive disorder.

R4's care plan revised 4/18/22, indicated R4 used
a wheelchair for locomotion and could self-propel
In wheelchair around the facility.

RS5's quarterly MDS dated 9/26/22, indicated RS
was moderately cognitively impaired, used a
wheelchair with one-person physical assist. R5's
diagnoses included rheumatoid arthritis, pain, and
cognitive decline.

RS's care plan revised 7/7/22, indicated, "[R9J]
mobilizes in the facility in manual wheelchair on
her own."

During observation and interview on 11/21/22, at
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2:00 p.m. one of the two medication carts on long
term care (LTC) was unlocked and situated in the
large dining area. There were no staff in sight and
there were three residents sitting in wheelchairs
In the room. At 2:04 p.m. LPN-C walked into the
dining area. LPN-C stated the medication carts
should locked when staff were not using them.
LPN-C further stated R4 and RS were
Independent in mobility and could have
approached the cart and accessed it while it was
unlocked.

During interview on 11/21/22, at 2:56 p.m. DON
stated the med carts should be secured if the
nurse was not in sight of the cart. DON further
stated residents could potentially open an
unlocked cart and access the medications inside.

During interview on 11/21/22, 3:29 p.m.
Administrator stated the expectation was that
medication carts were locked if out of sight of the
nurse to prevent unwanted access.

Review of facility policy Medications: Acquisition
Recelving Dispensing and Storage-Rehab/Skilled
dated 2/8/22, indicated, "Medications will be
stored Iin a locked medication cart, drawer or
cupboard.”

SUGGESTED METHOD OF CORRECTION: The
administrator, director of nurses, consultant
pharmacist or designee could review and revise
policy and procedures for safe drug storage and
accessibility. The administrator or designee could
provide education on any revisions made. The
administrator or designee could do random audits
to ensure compliance with safe storage of
medications.

TIME PERIOD FOR CORRECTION: Twenty One
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