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F 000 INITIAL COMMENTS F 000

 On 3/3/22 through 3/7/22, a complaint survey 
was conducted at your facility. Your facility was 
found to be NOT in compliance with the 
requirements of 42 CFR 483, Subpart B, 
Requirements for Long Term Care Facilities.  

 
The following complaint was found to be 
SUBSTANTIATED: H5402028C  (MN80929), with 
a deficiency cited at F760.  

In addition, as a result of the investigation a 
deficiency was also cited at F773. 

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 760 Residents are Free of Significant Med Errors
CFR(s): 483.45(f)(2)

The facility must ensure that its-
§483.45(f)(2) Residents are free of any significant 
medication errors.
This REQUIREMENT  is not met as evidenced 
by:

F 760 3/29/22
SS=G

 Based on interview and document review, the 
facility failed to follow physician's orders for 1 of 3 

 F760
- Corrective action will be accomplished 

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

03/25/2022Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 760 Continued From page 1 F 760
residents (R1), when R1's medication change 
was omitted for 7 days. This resulted in harm 
when R1 was hospitalization and had a decline in 
activities of daily living (ADLs) as a result of the 
error. 

Findings include:

R1's significant change Minimal Data Set (MDS) 
dated 11/23/21, indicated R1's diagnoses 
included heart failure, hypertension, and renal 
failure. Further review of MDS indicated R1 had 
no cognitive impairments and required extensive 
assistance by one staff member for activities of 
daily living (ADLs) such as bed transfers, 
ambulation, dressing and toileting. 

Review of facility report to the State Agency (SA) 
dated 2/10/22, indicated R1 received an order on 
2/3/22, with medication changes. The order was 
omitted and not processed. R1 received a basic 
metabolic panel (BMP) lab on 2/8/21, which 
revealed increased levels.  Review of facility's 
5-day investigation to the SA dated 2/15/22, 
indicated a FAX was sent to R1's doctor on 
1/23/22, to update on increased blood pressure. 
Facility received order from doctor on 2/3/22, with 
medication changes for R1 decreasing Lisinopril 
and adding Spirolactone as well as a lab order for 
a BMP after increasing the medication regimen. 
Registered nurse (RN)-A and licensed practical 
nurse (LPN)-A were unable to locate a doctor's 
signature on the order and placed order under 
case manager's door. On 2/8/22, R1 had a BMP 
lab completed and results were faxed to R1's 
medical doctor (MD). On 2/8/22, R1 reported 
shortness of breath and weakness. On 2/10/22, 
facility updated MD on resident condition. MD 
contact the facility on 2/10/22, regarding BMP lab 

for residents affected by nursing staff 
assuring orders are placed into resident’s 
medical records correctly to avoid having 
significant medication errors causing 
significant harm.
- The facility identified other residents 
of having the potential to be affected by 
the same deficient practice by assuming 
all residents have the potential to be 
affected. All residents are invited to 
monthly group meeting to discuss 
concerns. Monitoring medical records will 
identify need for further education for staff 
members. 
- Measures put into place to ensure 
that the deficient practice will not recur 
are:
o Physician order policy was reviewed 
and revised. 
o The current nurses were educated on 
how to process an order. Video was 
posted to the desktop computers from 2-
16-22 to 2-27-22. Nurses signed off after 
watching video. DON followed up with 
nurses to see if they watched the video 
after. 1 nurse did not complete video but 
did complete watching the video on 3-5-
22. 
o Order processing was discussed in 
Nursing department meetings on 3-1-22 
and 3-3-22. Video of meeting was 
uploaded to HCA with the further 
discussion for nurses who missed the 
meeting to be completed by 
o Policy was added to new hire 
orientation for new nurses. 
o Orders are to not be removed from 
Unit Mailbox until ready to process.
o If removed and unable to process, the 
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F 760 Continued From page 2 F 760
results. On 2/10/22, RN-B found the order from 
2/3/22, in the unit's mailbox and brought order to 
case manager (CM)-A. MD was updated on 
omitted order from 2/3/22, and MD ordered a 
chest x-ray due to heart failure and gave the 
facility verbal order to implement the medication 
changes. On 2/11/22, R1 went to the clinic for 
chest x-ray and was returned to the facility and 
required the use of oxygen later that evening. On 
2/12/22, resident was sent to the emergency 
room and was admitted to the hospital.

Review of facility's internal investigation, indicated 
the order from MD on 2/3/22, was change 
Lisinopril to 10 mg, add Spironolactone 12.5 mg 
every morning, and check BMP in three to five 
days of start. There was a note attached to this 
order from RN-B indicating the order did not have 
a MD signature and "I thought I would give it back 
to you".

On 3/3/22, at 2:09 p.m. RN-A indicated on the 
night shift of 2/3/22, there was an order for a 
couple blood pressure medications and then a lab 
order for a BMP left from the evening shift nurses 
for the night shift to enter. RN-A indicated there 
was not a signature from the doctor on the order 
and both LPN-A and RN-A got busy and decided 
to place the order in the station's mailbox for the 
case manager to look at. RN-A indicated the 
licensed staff are expected to process the order 
and then send it back to the doctor for a 
signature, however on this night shift due to 
becoming busy with other residents both LPN-A 
and RN-A did not have time to process the order. 
In addition, RN-A indicated the director of nursing 
(DON) provided education related to the protocol 
for processing a doctor's order and if the licensed 
nursing staff is unable to get the order completed 

processing nurse is to update the doctor 
via fax or phone, place a progress note in 
the resident’s chart and report off order 
and issue found in 24-hour report.
o When the order is completed, the 
order is to go into the resident’s chart to 
be handed over to the next nurse to 2nd 
sign.
- The facility will monitor its corrective 
action to ensure that the deficient practice 
is being corrected and will not recur by:
o DON or designee will verify 
compliance with auditing new medical 
records for 14 days, then weekly for 4 
weeks, then monthly for 3 months to 
gather appropriate data to ensure staff 
have corrected the concern or if the 
further education would be required. 
o Results of audits will be discussed at 
next QAPI committee to determine 
compliance or the need for continued 
monitoring.
- The date the deficiency will be 
corrected by is 3/29/2022.
- Person Responsible:  DON
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F 760 Continued From page 3 F 760
then they are directed to put the order in the file 
folder for the case manager assigned to the unit. 
In addition, action taken to prevent reoccurrence 
to resident and others included educating all 
licensed staff on Physician Orders policy.

On 3/3/22, at 2:28 p.m. family member (FM)-A 
indicated R1 was hospitalized on 2/12/22, due to 
"heart failure exacerbation" which happened 
quickly. Further, FM-A indicated R1 reported to 
the facility staff that she felt short of breath (SOB) 
and staff spoke with R1's primary doctor who 
then ordered a chest x-ray on 2/11/22. FM-A 
indicated the chest x-ray showed R1's heart 
failure was increasing and the next thing she 
knew R1 was in bad heart failure. In addition, 
FM-A indicated since R1's return to the facility 
following this hospitalization, R1 is not ambulating 
and requiring a mechanical lift for transfers. 

On 3/3/22, at 4:29 p.m. observed nursing 
assistant (NA)-A and case manager (CM)-A 
assisting R1 into the bathroom utilizing a 
mechanical standing lift. 

On 3/3/22, at 4:37 p.m. NA-A indicated R1 was 
able to ambulate with a walker prior to recent 
hospitalization and is now requiring a mechanical 
standing lift for transfers. 

On 3/4/22, at 8:02 a.m. LPN-A indicated it was 
approximately 3:00 a.m. during her shift on 
2/3/22, and noticed RN-A had a lot of call lights 
going off so LPN-A asked to assist. LPN-A 
indicated she was unable to find a doctor's 
signature on the order for R1's medication 
changes and notified RN-A. Further, LPN-A 
stated she was "still not privy" on the facility's 
protocol for processing orders and what she is 
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F 760 Continued From page 4 F 760
expected to do if she cannot find a doctor's 
signature on the order. In addition, LPN-A 
confirmed since R1's hospitalization she requires 
the use of stand mechanical lift due to weakness.

On 3/4/22, at 8:53 a.m. RN-B indicated on 
2/12/22, R1 was noted to report SOB and having 
a hard time breathing to the nursing staff. R1 was 
provided a nebulizer and oxygen which showed 
no improvements. R1 transferred to the 
emergency room to be further evaluated. RN-B 
indicated she was admitted to the hospital for 
congestive heart failure exacerbation and was 
there a few days. RN-B indicated upon returning 
to the facility, R1 now requires the use of a 
mechanical stand lift for transfers due to 
weakness. 

On 3/4/22, at 9:25 a.m. when asked what the 
facility's policy was regarding processing 
physician orders, CM-A indicated if staff were 
unsure or something was missing, the order 
would then get passed onto the case manager or 
the oncoming nurse. Further, CM-A indicated the 
night nursing staff do not typically process orders, 
especially if there were clarifications needed. 
CM-A indicated on 2/3/22, when the order for 
medication changes was received RN-A and 
LPN-A reviewed the order and it got late and they 
were unsure what to do with it, so they left the 
order with a note in the mailboxes. Further, CM-A 
indicated there was a 7-day delay by the time the 
order with the note attached was given to CM-A. 
CM-A indicated she was unsure where the order 
was for the week but "seemed like a neglect 
situation especially with a person so fragile as 
[R1] is". CM-A updated R1's MD on 2/10/22, and 
MD ordered to implement the medication 
changes. The medication changes were ordered 
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F 760 Continued From page 5 F 760
and started on 2/12/22. On 2/12/22, R1 reported 
she felt SOB, and her oxygen stats were 
dropping, and she was getting anxious. R1 was 
sent to the emergency room and admitted to the 
hospital with heart failure. In addition, CM-A 
indicated since R1 had returned from hospital she 
is requiring a mechanical stand lift for transfers, 
does not ambulate anymore, and is more 
deconditioned. 

On 3/4/22, at 12:09 p.m. director of nursing 
(DON) indicated R1's hospitalization could have 
been delayed if the medication changes ordered 
on 2/3/22, would have been implemented timely. 
Further, DON indicated the medication changes 
would have assisted to help R1's blood pressures 
and take away fluid. DON indicated licensed 
nursing staff were educated on facility's Physician 
Orders policy which included how to process an 
order. DON confirmed there was one licensed 
nurse who worked on the floor on 3/3/22, who 
had not completed the education at this time. 

On 3/8/22, at 12:09 p.m. interview with MD and 
clinic nurse (CN)-A indicated the lack of 
implementation of R1's medication changes 
ordered on 2/3/22, could have contributed to R1's 
hospitalization on 2/12/22.

Review of facility policy titled Physician Orders 
revised 2/12/22, directed staff as follows: orders 
are taken by a licensed nursing staff (RN or LPN), 
orders are given by a medical doctor, physician 
assistant, or nurse practitioner, orders which are 
received by phone or FAX must include date and 
time, check for a doctor signature and if there is 
not a signature enter the order as a 
verbal/telephone order. Further review of policy 
directs licensed nursing staff to make a note on 
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F 760 Continued From page 6 F 760
the 24-hour report sheet that there is anew order 
and where it is, report to the on-coming charge 
nurse the new order, document in resident record 
with progress note, pass order to a second 
licensed nurse to double check input into records 
is correct. In addition, the facility policy directs 
licensed nursing staff if the order is missing any 
information contact the medical doctor for 
clarification and progress note the issue found, 
document on 24-hour report sheet and pass off 
on shift change.

F 773 Lab Srvcs Physician Order/Notify of Results
CFR(s): 483.50(a)(2)(i)(ii)

§483.50(a)(2) The facility must-
(i) Provide or obtain laboratory services only when 
ordered by a physician; physician assistant; nurse 
practitioner or clinical nurse specialist in 
accordance with State law, including scope of 
practice laws.
(ii) Promptly notify the ordering physician, 
physician assistant, nurse practitioner, or clinical 
nurse specialist of laboratory results that fall 
outside of clinical reference ranges in accordance 
with facility policies and procedures for 
notification of a practitioner or per the ordering 
physician's orders.
This REQUIREMENT  is not met as evidenced 
by:

F 773 3/29/22
SS=D

 Based on interview and document review, the 
facility failed to ensure physician orders for 
weekly basic metabolic panel (BMP) labs were 
followed as written for 1 of 3 residents (R1).

Findings include:

R1's significant change Minimal Data Set (MDS) 
dated 11/23/21, indicated R1's diagnoses 

 F773
- Corrective action will be accomplished 
for residents affected by nursing staff 
assuring laboratory orders are processed 
and implemented correctly. 
- The facility identified other residents 
of having the potential to be affected by 
the same deficient practice by assuming 
all residents have the potential to be 
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F 773 Continued From page 7 F 773
included heart failure, hypertension, and renal 
failure. Further review of MDS indicated R1 had 
no cognitive impairments and required extensive 
assistance by one staff member for activities of 
daily living (ADLs) such as bed transfers, 
ambulation, dressing and toileting. 

R1's care plan dated 11/24/21, indicated R1 had 
renal insufficiency related to chronic kidney 
disease, hypertensive heart disease with chronic 
kidney failure and atherosclerosis of renal artery 
which direct staff to monitor lab reports of 
electrolytes and report to physician.

R1's physician's orders dated 12/14/21, indicated 
BMP labs every Tuesday for chronic kidney 
disease with no end date.

Review of R1's BMP labs are as follows: 
12/14/21, 1/18/22 and 2/9/22 which all revealed 
high creatine and bun levels. R1's medical record 
lacked evidence of weekly BMP labs for the 
following dates: 12/21/21, 12/28/21, 1/4/22, 
1/11/22, 1/25/22, and 2/1/22.

On 3/7/22, at 11:22 a.m. when asked where R1's 
weekly BMP labs were located in R1's record, 
case manager (CM)-A confirmed the labs have 
not been obtained. CM-A indicated staff were 
expected to process the order from the physician 
and call the lab to set up lab draw. CM-A calls the 
lab and indicated the doctor ordered a weekly 
BMP and she was curious as to why the lab was 
not getting drawn every week as ordered. In 
addition, CM-A was unsure what happened with 
R1's weekly lab draws being missed. 

On 3/7/22, at 9:12 a.m. clinic nurse (CN) 
confirmed the MD received BMP labs from the 

affected. Auditing of laboratory orders in 
current resident’s medical records 
implemented. Auditing of medical record 
orders implemented from Tag F 760. 
- Measures put into place to ensure 
that the deficient practice will not recur 
are:
o Review of Procedure completed with 
GRHS laboratory on how they implement 
GRV’s orders.
o Procedure of how to process lab 
orders updated with Title, Date, Logo and 
what the order Template for entering the 
lab order into PCC is called. 
o Education to Licensed staff on 
processing laboratory orders.
- The facility will monitor its corrective 
action to ensure that the deficient practice 
is being corrected and will not recur by:
o Review of active resident’s lab orders 
for the past 30 days. If labs are in 
question, clarification will be obtained. 
o Review of current labs to be 
processed in the next thirty days reviewed 
with GRHS lab.  
o The fax from Lab with the List of lab 
draws collected and compared to list of 
laboratory draws in the computer audited 
weekly for 4 weeks and then monthly for 2 
months and then quarterly. 
o Results of audits will be discussed at 
next QAPI committee to determine 
compliance or the need for continued 
monitoring.
- The date the deficiency will be 
corrected by is 3/29/2022.  Responsible 
person:  DON
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facility on 12/14/21, which was the date of the 
initial order, 1/3/22, 1/18/22, and there were no 
other weekly BMP labs sent again until 2/9/22.

On 3/7/22, at 4:08 p.m. director of nursing 
indicated she was made aware of R1's weekly 
BMP lab draws order not being followed 
consistently on 3/7/22. DON indicated staff were 
expected to enter the order into the computer if 
they are weekly and call the order into the lab. In 
addition, DON was unsure what caused R1's 
weekly BMP labs to be missed or why the labs 
were ordered. 

On 3/8/22, at 12: 09 p.m. interview with medical 
doctor (MD) and CN indicated the facility staff had 
not been consistent with R1's weekly BMP labs 
as ordered and have not been keeping MD 
updated. Further, MD and CN indicated there was 
an order for weekly BMP labs in their 
communication to the facility staff beginning on 
12/14/21, however for a few weeks the facility 
was following the order correctly and then missed 
it for a few weeks. In addition, MD and CN 
indicated R1's weekly BMP labs were important 
due to R1's increase in blood pressures and 
additions of blood pressure medications which 
can cause electrolyte imbalances, decreases in 
sodium and potassium when can lead to 
"devastating effects" to the body.

Requested lab order policy from facility, however 
facility failed to provide a policy but provided a 
word document containing no title or date that 
contained the following: When order is received 
for a lab staff are directed to place order in 
Electronic Record under Laboratory order, call 
Lab at 320-634-5717, report Lab order as written 
(name, date of birth, frequency, diagnosis; 
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physician) and check mark on order reference 
stamp next to lab.

Review of facility policy titled Physician Orders 
revised 2/12/22, directed staff to notify 
appropriate department if it is not a medication 
order such as lab work. Staff were expected to 
notify lab and put the date in the calendar when 
lab is coming and add lab orders to treatment 
record.
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 2 000 Initial Comments

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

    NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

 2 000

On 3/3/22 through 3/7/22, a complaint survey was 
conducted at your facility 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

03/25/22Electronically Signed
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 2 000Continued From page 1 2 000

The following complaint was found to be 
SUBSTANTIATED: H5402028C (MN80929) with 
a licensing order issued at 1545.  

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 out of 
compliance is listed in the "Summary Statement 
of Deficiencies" column and replaces the "To 
Comply" portion of the correction order. This 
column also includes the findings which are in 
violation of the state statute after the statement, 
"This Rule is not met as evidence by." Following 
the 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.html>  The State licensing 
orders are delineated on the attached Minnesota 
Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "CORRECTED" in the box 
available for text. You must then indicate in the 
electronic State licensure process, under the 
heading completion date, the date your orders will 
be corrected prior to electronically submitting to 
the 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 

Minnesota Department of Health
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 2 000Continued From page 2 2 000

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.

 21545 MN Rule 4658.1320 A.B.C Medication Errors

A nursing home must ensure that: 
      A.  Its medication error rate is less than five 
percent as described in the Interpretive 
Guidelines for Code of  Federal Regulations, title 
42, section 483.25 (m), found in Appendix P of 
the State Operations Manual, Guidance to 
Surveyors for Long-Term Care Facilities, which is 
incorporated by reference in part 4658.1315.  For 
purposes of this part, a  medication error means: 
        (1) a discrepancy between what was 
prescribed and what medications are actually 
administered to residents in the nursing home; or 
        (2) the administration of expired 
medications. 
      B.  It is free of any significant medication 
error.  A significant medication error is: 
           (1) an error which causes the resident 
discomfort or jeopardizes the resident's health or 
safety; or 
           (2) medication from a category that usually 
requires the medication in the resident's blood to 
be titrated to a specific blood level and a single 
medication error could alter that level and 
precipitate a reoccurrence of symptoms or 
toxicity. All medications are administered as 
prescribed.   An incident report or medication 
error report must be filed for any medication error 
that occurs.  Any significant medication errors or 
resident reactions must be reported to the 

 21545 3/29/22

Minnesota Department of Health
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physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation  
must be made in the resident's clinical record. 
      C.  All medications are administered as 
prescribed.  An incident report or medication error 
report must be filed for any medication error that 
occurs.  Any significant medication errors or 
resident reactions must be reported to the 
physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation 
must be made in the resident's clinical record.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to follow physician's orders for 1 of 3 
residents (R1), when R1's medication change 
was omitted for 7 days. This resulted in harm 
when R1 was hospitalization and had a decline in 
activities of daily living (ADLs) as a result of the 
error. 

Findings include:

R1's significant change Minimal Data Set (MDS) 
dated 11/23/21, indicated R1's diagnoses 
included heart failure, hypertension, and renal 
failure. Further review of MDS indicated R1 had 
no cognitive impairments and required extensive 
assistance by one staff member for activities of 
daily living (ADLs) such as bed transfers, 
ambulation, dressing and toileting. 

Review of facility report to the State Agency (SA) 
dated 2/10/22, indicated R1 received an order on 
2/3/22, with medication changes. The order was 

Corrected 
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omitted and not processed. R1 received a basic 
metabolic panel (BMP) lab on 2/8/21, which 
revealed increased levels.  Review of facility's 
5-day investigation to the SA dated 2/15/22, 
indicated a FAX was sent to R1's doctor on 
1/23/22, to update on increased blood pressure. 
Facility received order from doctor on 2/3/22, with 
medication changes for R1 decreasing Lisinopril 
and adding Spirolactone as well as a lab order for 
a BMP after increasing the medication regimen. 
Registered nurse (RN)-A and licensed practical 
nurse (LPN)-A were unable to locate a doctor's 
signature on the order and placed order under 
case manager's door. On 2/8/22, R1 had a BMP 
lab completed and results were faxed to R1's 
medical doctor (MD). On 2/8/22, R1 reported 
shortness of breath and weakness. On 2/10/22, 
facility updated MD on resident condition. MD 
contact the facility on 2/10/22, regarding BMP lab 
results. On 2/10/22, RN-B found the order from 
2/3/22, in the unit's mailbox and brought order to 
case manager (CM)-A. MD was updated on 
omitted order from 2/3/22, and MD ordered a 
chest x-ray due to heart failure and gave the 
facility verbal order to implement the medication 
changes. On 2/11/22, R1 went to the clinic for 
chest x-ray and was returned to the facility and 
required the use of oxygen later that evening. On 
2/12/22, resident was sent to the emergency 
room and was admitted to the hospital.

Review of facility's internal investigation, indicated 
the order from MD on 2/3/22, was change 
Lisinopril to 10 mg, add Spironolactone 12.5 mg 
every morning, and check BMP in three to five 
days of start. There was a note attached to this 
order from RN-B indicating the order did not have 
a MD signature and "I thought I would give it back 
to you".

Minnesota Department of Health
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On 3/3/22, at 2:09 p.m. RN-A indicated on the 
night shift of 2/3/22, there was an order for a 
couple blood pressure medications and then a lab 
order for a BMP left from the evening shift nurses 
for the night shift to enter. RN-A indicated there 
was not a signature from the doctor on the order 
and both LPN-A and RN-A got busy and decided 
to place the order in the station's mailbox for the 
case manager to look at. RN-A indicated the 
licensed staff are expected to process the order 
and then send it back to the doctor for a 
signature, however on this night shift due to 
becoming busy with other residents both LPN-A 
and RN-A did not have time to process the order. 
In addition, RN-A indicated the director of nursing 
(DON) provided education related to the protocol 
for processing a doctor's order and if the licensed 
nursing staff is unable to get the order completed 
then they are directed to put the order in the file 
folder for the case manager assigned to the unit. 
In addition, action taken to prevent reoccurrence 
to resident and others included educating all 
licensed staff on Physician Orders policy.

On 3/3/22, at 2:28 p.m. family member (FM)-A 
indicated R1 was hospitalized on 2/12/22, due to 
"heart failure exacerbation" which happened 
quickly. Further, FM-A indicated R1 reported to 
the facility staff that she felt short of breath (SOB) 
and staff spoke with R1's primary doctor who 
then ordered a chest x-ray on 2/11/22. FM-A 
indicated the chest x-ray showed R1's heart 
failure was increasing and the next thing she 
knew R1 was in bad heart failure. In addition, 
FM-A indicated since R1's return to the facility 
following this hospitalization, R1 is not ambulating 
and requiring a mechanical lift for transfers. 

On 3/3/22, at 4:29 p.m. observed nursing 
assistant (NA)-A and case manager (CM)-A 

Minnesota Department of Health
If continuation sheet  6 of 106899STATE FORM VXLU11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/28/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00474 03/07/2022
C

NAME OF PROVIDER OR SUPPLIER

GLENWOOD VILLAGE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

719 SOUTHEAST 2ND STREET
GLENWOOD, MN  56334

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21545Continued From page 6 21545

assisting R1 into the bathroom utilizing a 
mechanical standing lift. 

On 3/3/22, at 4:37 p.m. NA-A indicated R1 was 
able to ambulate with a walker prior to recent 
hospitalization and is now requiring a mechanical 
standing lift for transfers. 

On 3/4/22, at 8:02 a.m. LPN-A indicated it was 
approximately 3:00 a.m. during her shift on 
2/3/22, and noticed RN-A had a lot of call lights 
going off so LPN-A asked to assist. LPN-A 
indicated she was unable to find a doctor's 
signature on the order for R1's medication 
changes and notified RN-A. Further, LPN-A 
stated she was "still not privy" on the facility's 
protocol for processing orders and what she is 
expected to do if she cannot find a doctor's 
signature on the order. In addition, LPN-A 
confirmed since R1's hospitalization she requires 
the use of stand mechanical lift due to weakness.

On 3/4/22, at 8:53 a.m. RN-B indicated on 
2/12/22, R1 was noted to report SOB and having 
a hard time breathing to the nursing staff. R1 was 
provided a nebulizer and oxygen which showed 
no improvements. R1 transferred to the 
emergency room to be further evaluated. RN-B 
indicated she was admitted to the hospital for 
congestive heart failure exacerbation and was 
there a few days. RN-B indicated upon returning 
to the facility, R1 now requires the use of a 
mechanical stand lift for transfers due to 
weakness. 

On 3/4/22, at 9:25 a.m. when asked what the 
facility's policy was regarding processing 
physician orders, CM-A indicated if staff were 
unsure or something was missing, the order 
would then get passed onto the case manager or 
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the oncoming nurse. Further, CM-A indicated the 
night nursing staff do not typically process orders, 
especially if there were clarifications needed. 
CM-A indicated on 2/3/22, when the order for 
medication changes was received RN-A and 
LPN-A reviewed the order and it got late and they 
were unsure what to do with it, so they left the 
order with a note in the mailboxes. Further, CM-A 
indicated there was a 7-day delay by the time the 
order with the note attached was given to CM-A. 
CM-A indicated she was unsure where the order 
was for the week but "seemed like a neglect 
situation especially with a person so fragile as 
[R1] is". CM-A updated R1's MD on 2/10/22, and 
MD ordered to implement the medication 
changes. The medication changes were ordered 
and started on 2/12/22. On 2/12/22, R1 reported 
she felt SOB, and her oxygen stats were 
dropping, and she was getting anxious. R1 was 
sent to the emergency room and admitted to the 
hospital with heart failure. In addition, CM-A 
indicated since R1 had returned from hospital she 
is requiring a mechanical stand lift for transfers, 
does not ambulate anymore, and is more 
deconditioned. 

On 3/4/22, at 12:09 p.m. director of nursing 
(DON) indicated R1's hospitalization could have 
been delayed if the medication changes ordered 
on 2/3/22, would have been implemented timely. 
Further, DON indicated the medication changes 
would have assisted to help R1's blood pressures 
and take away fluid. DON indicated licensed 
nursing staff were educated on facility's Physician 
Orders policy which included how to process an 
order. DON confirmed there was one licensed 
nurse who worked on the floor on 3/3/22, who 
had not completed the education at this time. 

On 3/8/22, at 12:09 p.m. interview with MD and 
Minnesota Department of Health
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clinic nurse (CN)-A indicated the lack of 
implementation of R1's medication changes 
ordered on 2/3/22, could have contributed to R1's 
hospitalization on 2/12/22.

Review of facility policy titled Physician Orders 
revised 2/12/22, directed staff as follows: orders 
are taken by a licensed nursing staff (RN or LPN), 
orders are given by a medical doctor, physician 
assistant, or nurse practitioner, orders which are 
received by phone or FAX must include date and 
time, check for a doctor signature and if there is 
not a signature enter the order as a 
verbal/telephone order. Further review of policy 
directs licensed nursing staff to make a note on 
the 24-hour report sheet that there is anew order 
and where it is, report to the on-coming charge 
nurse the new order, document in resident record 
with progress note, pass order to a second 
licensed nurse to double check input into records 
is correct. In addition, the facility policy directs 
licensed nursing staff if the order is missing any 
information contact the medical doctor for 
clarification and progress note the issue found, 
document on 24-hour report sheet and pass off 
on shift change. 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing (DON) or designee could 
review and revise policies and procedures related 
to medication errors. The DON or designee could 
educate staff to ensure medications are correctly 
administered which may include but is not limited 
to the need for verifying orders. The DON or 
designee could verify compliance, such as 
auditing medication administration and or medical 
records for specific amount of days x___, then 
weekly x ___, then monthly x___, to gather 
appropriate data to ensure staff have corrected 
the concern or if further education would be 
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required. Results of any actions and/or audits 
should be taken to the QAPI committee to 
determine compliance or the need for continued 
monitoring.

TIME PERIOD FOR CORRECTION: Twenty One 
(21) days
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