
Electronically delivered

December 23, 2021

Administrator
Robbinsdale A Villa Center
3130 Grimes Avenue North
Robbinsdale, MN  55422

RE:   CCN: 245417
  Cycle Start Date: December 16, 2021

Dear Administrator:

On December 16, 2021, a survey was completed at your facility by the Minnesota Departments of
Health and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.     

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level D), 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:

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

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

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

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

 The date that each deficiency will be corrected.
 An electronic acknowledgement signature and date by an official facility representative.

     

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

An equal opportunity employer.



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.

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

•       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:

Annette Winters, Rapid Response Unit Supervisor
Metro 1, Golden Rule Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota 55164‐0900
Email: annette.m.winters@state.mn.us
Mobile: (651) 558‐7558

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.     
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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 March 16, 2022 (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).     

In addition, if substantial compliance with the regulations is not verified by June 16, 2022 (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 (IIDR)

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

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

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://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
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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,

     
Joanne Simon, Enforcement Specialist    
Minnesota Department of Health
Program Assurance Unit            
Health Regulation Division
Telephone: 651‐201‐4161     Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us    

cc:  Licensing and Certification File
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F 000 INITIAL COMMENTS F 000

 On  12/15/2021 to 12/16/2021 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, 
Requirements for Long Term Care Facilities. 

The following complaint was found to be 
SUBSTANTIATED: H5417202C (MN00079188, 
MN00079106, and MN00079103) with 
deficiencies cited at F760.

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 1/11/22
SS=D

 Based on interview and record review the facility 
failed to ensure an antiviral medication was 
administered as prescribed for 1 of 3 residents 
(R1) reviewed for medications. When R1's 
antiviral medication for the treatment human 
immunodeficiency virus (HIV) was not received 

 The submission of this Plan of Correction 
is not an admission by the provider of any 
fact or conclusion set forth in the 
Statement of Deficiency. 
This Plan of Correction is being submitted 
because it is required by law. However, 

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

01/04/2022Electronically 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
from the pharmacy the facility failed to remedy 
the omission.  

R1's Admission Record printed 4/5/21, indicated 
R1's diagnoses included Human 
Immunodeficiency virus (HIV) disease, syncope 
and collapse, compartment syndrome bilateral 
lower extremities, renal disease, chronic 
obstructive pulmonary disease, asthma, major 
depressive disorder, chronic pain, anxiety 
disorder, muscle wasting and atrophy, and 
unsteadiness on feet. 

R1's medical order sheet printed 12/15/2021, 
listed the following pharmacy order: Juluca Tablet 
50-25 milligrams (mg's), (dolutegravir-rilpivirine). 
Give 1 tablet by mouth one time a day for 
antiviral, HIV - D/C Date- 12/09/2021. Order 
written 12/2/2021, to be started on 12/3/2021 at 
08:00 a.m. Ordering Physician was listed as 
MD-A

Review of R1's medication administration record 
(MAR) for December 2021, revealed  a column 
on the left side of the page where the order was 
transcribed. A grid follows to the right containing 
entry opportunities for several times during each 
date. A legend near the bottom labeled "Chart 
Codes" depicted numerical codes and their 
significance. The code "8"indicated, 
"8=Other/See Nurses Notes."

 R1's MAR for the month of December depicted 
the following: in the row labeled "Juluca Tablet 
50-25 MG (Dolutegravir-rilpivirine). Give 1 tablet 
by mouth one time a day for antiviral, HIV." The 
MAR depicted the following:
The entry for 12/3/2021, at 0800, a code "8" was 
entered with the initials "BNT4," 

evidencing Robbinsdale A Villa 
Center good faith, the facility 
offers the following Plan of Correction. 

1.R1 no longer resides at facility, 
discharged against medical advice 
12/7/2021. 
 
2.All residents with medications have the 
potential to be affected by this practice 
and medication administration record has 
been reviewed for missed medications 
and follow up being completed

3.Education has been completed on 
Medication administration policy with 
licensed nursing staff.

4.Audits will be completed by the DON 
and/or designee on 3 residents twice 
weekly to ensure medications are being 
ordered and administered. Will be 
reviewed at Quality Assurance Meeting 
(QAPI) monthly to determine if any trends 
are identified and recommendations made 
for continued audits and monitoring 
needs.

5.Completion date: 01/11/2022
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F 760 Continued From page 2 F 760
the entry for 12/4/2021, at 0800,  a code of "8" 
was entered with the initials "SYP0,"
the entry for 12/5/2021, at 0800, a code of "8" 
was entered with the initials "Onwu," 
the entry for 12/6/2021, at 0800, a code of "8" 
was entered with the initials "BNT4," 
and the entry for 12/7/2021, at 0800 a code of "8" 
was entered with the initials" BNT4."

R1's Progress Notes copied on 12/6/2021, 
depicted the following:  
On 12/3/2021, at 07:48 Author LPN-A entered, 
"Juluca Tablet 50-25 MG Give 1 tablet by mouth 
one time a day for antiviral, HIV not available." 
On 12/4/2021, there was no entry describing 
pertaining to Juluca.
On 12/5/2021, at 09:34 Author LPN-B entered, 
""Juluca Tablet 50-25 MG Give 1 tablet by mouth 
one time a day for antiviral, HIV. Medication not 
available to give, on order. Resident asked for 
medication and concern of not having his HIV 
med."
On 12/6/2021, at 07:12 Author LPN-A entered, 
"Juluca Tablet 50-25 MG Give 1 tablet by mouth 
one time a day for antiviral, HIV. Med not 
available, on order."
On 12/7/2021, at 07:55 Author LPN-A entered, 
"Juluca Tablet 50-25 MG Give 1 tablet by mouth 
one time a day for antiviral, HIV. Awaiting for med 
to arrive."

On 12/16/21, at 12:22 p.m. the DON was 
interviewed. DON stated no one at the facility 
reported  R1's prescription for Juluca was not 
received from the pharmacy. Stated was notified 
of the expense of the medication and authorized 
the expense by contacting the pharmacy and 
sending an authorization form. Stated received no 
indication the medication was unavailable to the 
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F 760 Continued From page 3 F 760
pharmacy and would not be dispensed to the 
facility.  DON stated had spoken to registered 
nurse  pharmacy liaison (RNPL-D) earlier on 
12/16/21. RNPL-D reported to the DON the 
pharmacy received the order for R1's Juluca, and 
the authorization for expense form, but the 
medication was not available, was on back order, 
and never dispensed to the facility. DON stated 
RNPL-D should have contacted facility stating the 
prescription could not be filled,  but the facility 
was never notified. DON stated RNPL-D admitted 
pharmacy personnel did not, and should have, 
notified facility Juluca was not available.  

On 12/16/2021, at 1:37 p.m. NP-B stated she was 
not notified that R1 was not receiving Juluca as 
prescribed. Stated this drug was an anti-viral 
medication used to maintain his  HIV status. 
Stated R1 was not compromised from his HIV at 
the current time. Stated it would be very difficult to 
prove the absence of this medication caused R1 
any harm.  R1 was at home after leaving facility 
against medical advice. Stated the medical group 
was no longer primary physicians for R1. 

On 12/16/21, at 2:08 p.m. MD-C stated had 
reviewed the medical record for R1. Stated that 
the Juluca was started to take the place of 
Biktarvy. Stated R1 was the anti-viral properties 
were established with Biktarvy. This medication 
was stopped because of the potential damage to 
R1's already compromised renal system. Stated 
that missing the Juluca doses would not cause 
any harm to the resident as R1 was already 
stable on the Biktarvy. 

The facility policy, "IIA2: Medication 
Administration-General Guidelines," Dated April 
2018, Section D, number 6 directed, "If a dose of 
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regularly scheduled medication is withheld, 
refused, not available, or given at a time other 
than the scheduled time {e.g., the resident is not 
in the facility at scheduled dose time, or a starter 
dose of antibiotic is needed), the space provided 
on the front of the MAR for that dosage 
administration is (initialed and circled]. If 
electronic MAR is used, documentation of the 
unadministered dose is done as instructed by the 
procedures for use of the eMAR system. An 
explanatory note is entered on the reverse side of 
the record. If [XX consecutive doses I of a vital 
medication are withheld, refused, or not available 
the physician is notified. Nursing documents the 
notification and physician response."

The facility policy, "1B1: Non-Controlled 
Medication Order Documentation," Dated August 
2019, Section D directed, "The prescriber is 
contacted by nursing for direction when delivery 
of a medication will be delayed or the medication 
is not or will not be available."
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Electronically delivered
December 23, 2021

Administrator
Robbinsdale A Villa Center
3130 Grimes Avenue North
Robbinsdale, MN  55422

Re:     Event ID:  TF5G11

Dear Administrator:

The above facility survey was completed on December 16, 2021 for the purpose of assessing compliance with
Minnesota Department of Health Nursing Home Rules.  At the time of the survey, the survey team from the
Minnesota Department of Health ‐ Health Regulation Division noted no violations of these rules promulgated
under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.     

Electronically posted is the Minnesota Department of Health order form stating that no violations were   noted at
the time of this survey.  The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software.  Please disregard the heading of the fourth column which states, "Provider's Plan
of Correction."  This applies to Federal deficiencies only.  There is no requirement to submit a Plan of Correction.

 Please feel free to call me with any questions.

Sincerely,

     
Joanne Simon, Enforcement Specialist    
Minnesota Department of Health
Program Assurance Unit            
Health Regulation Division
Telephone: 651‐201‐4161     Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us    

cc:  Licensing and Certification File

     

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

An  equal opportunity employer
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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 12/15/21 to 12/16/21 a complaint survey was 
conducted at your facility by surveyors from the 
Minnesota Department of Health (MDH). Your 
facility was found IN compliance with the MN 
State Licensure. 

The following complaint was found to be 
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 2 000Continued From page 1 2 000

SUBSTANTIATED: H5417202C (MN00079188, 
MN00079106, and MN00079103), however NO 
licensing orders were issued.

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
Federal software.
The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of state form. Although no plan of correction 
is required, it is required that the facility 
acknowledge receipt of the electronic documents.

Minnesota Department of Health
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