m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
March 8, 2023

Licensee

Prairie Senior Cottages Of Albert Lea, LLC
1602 Fountain Street

Albert Lea, MN 56007

RE: Project Number(s) SL29690015
Dear Licensee:

The Minnesota Department of Health completed an evaluation on February 16, 2023, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter
144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or
Minnesota Statute Chapter 260E.

LICENSING ORDERS

The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are assigned to Minnesota state
statutes for Assisted Living Facilities. The assigned tag number appears in the far left column entitled
"ID Prefix Tag." The state statute number and the corresponding text of the state statute out of
compliance are listed in the "Summary Statement of Deficiencies" column. This column also includes
the findings that are in violation of the state statute after the statement, "This MN Requirement is not
met as evidenced by . . ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
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The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this evaluation:

St-0-0110 - 144g.10 Subdivision 1a - Assisted Living Director License Required - $500.00

The total amount you are assessed is $500.00. You will be invoiced approximately 30 days after
receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up evaluations. The licensee is not required to submit a
plan of correction for approval.

The correction order documentation should include the following:

e Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.
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Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor. Requests for hearing may be emailed to: Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,
RS ~—

Jodi Johnson, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 651-215-9697

JMD
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0 000 Initial Comments 0 000
Freex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies"
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL#29690015
PLEASE DISREGARD THE HEADING OF
On February 13, 2023, through February 16, THE FOURTH COLUMN WHICH
2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were 21 residents, all WILL APPEAR ON EACH PAGE.
whom received services under the provider's
Assisted Living/Dementia Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0 110] 144G.10 Subdivision 1a Assisted living director 0110
SS=F | license required
Each assisted living facility must employ an
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 110| Continued From page 1 0110

assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.?

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure licensed assisted living
director (LALD)-A was listed as the Director of
Record for the licensee. This had the potential to
affect all the licensee's residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

On February 13, 2023, at 12:49 p.m. the
Minnesota Board of Executives for Long-Term
Services and Support (BELTSS) website
indicated LALD-A currently held a LALD license
effective through October 31, 2023; however,
LALD-A's license lacked an organization listed as
the Director of Record for the licensee.

On February 13, 2023, at 2:56 p.m. LALD-A
reviewed the BELTSS website and confirmed she
was not listed as the director of record, and
further stated she hadn't realized she needed to
add that.

No further information was provided.

Minnesota Department of Health
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requirements

(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

Please refer to the included documents titled,
Food and Beverage Establishment Inspection
Report dated February 13, 2023, for the specific
Minnesota Food Code deficiencies.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0630/ 144G.42 Subd. 6 (b) Compliance with 0630
SS=D

requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan was updated with a change of
condition for one of three residents (R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R4 was admitted to the assisted living with
dementia care facility on March 17, 2022, with
diagnoses including delusional disorders.

R4's Individual Abuse Prevention Plan (IAPP)

Minnesota Department of Health
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dated January 12, 2023, indicated the resident
was not at risk to abuse other vulnerable adults,
and further indicated R4 had no history of this
type of behavior.

An incident report dated January 19, 2023, at
3:26 p.m., indicated R4 was walking in between
the two sides of the cottage when another
resident (R6) was coming through the doorway at
the same time. R4 told R6 to get out of his way
then pushed his walker into R6 causing both
residents to fall.

An incident report dated February 1, 2023, at
11:15 a.m., indicated R6 was standing in the
hallway near the lakeside medication room. R4
became aggressive and hit R6 in the face
causing her to fall and hit her head on the fish
aquarium.

On February 16, 2023, at 10:04 a.m. director of
regulatory compliance (DRC)-E confirmed R4's
IAPP had not been updated to reflect his risk of
abuse to other vulnerable adults, and should
have.

The licensee's Vulnerable Adult Maltreatment
Policy dated August 1, 2021, indicated:
6. Individualized Abuse Prevention Plans: Each
resident receiving services will have a written
individualized abuse prevention plan. The plan
will include:

a. Residents potential to abuse another
individual/vulnerable adult;

b. Resident's risk of abusing other vulnerable
adults;

c. Interventions to minimize the risk of abuse
to the resident and other vulnerable adults.

No further information was provided.

Minnesota Department of Health
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physical environment

(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:

Based on observation and interview the licensee
failed to ensure installation and maintenance of
portable fire extinguishers at the facility. This had
potential to directly affect all residents, staff, and
visitors.

This practice resulted in a level two violation ( a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope ( when problems re pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
residents).

The findings include:
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On February 13, 2023, from approximately 12:30
PM to 2:00 PM, survey staff toured the facility
with LALD-A. During the facility tour, survey staff
observed that the fire extinguishers throughout
the facility were not inspected monthly.

LALD-A verbally confirmed survey staff
observations during the facility tour.

No further information provided.

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

S0895'&0 144.50 Subd. 3 Designation of representative 0950
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for

Minnesota Department of Health
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the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to offer the opportunity to identify a
designated representative, on a separate form,
including statutory language, for three of three
residents (R2, R3, R4).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

R2 was admitted on April 20, 2022, and received
services including assistance with safety checks,
toileting, bathing, walking,
transfers/ambulation/mobility, laundry,
housekeeping, and medication management.

R3 was admitted on April 12, 2022, and received
services including assistance with safety checks,
bathing, dressing, transfers/ambulation/mobility,

toileting, housekeeping, laundry, and medication
management.

Minnesota Department of Health
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R4 was admitted on March 17, 2022, and
received services including assistance with safety
checks, bathing, toileting,
transfers/ambulation/mobility, housekeeping,
laundry and medication management.

R2, R3, and R4's assisted living contract's dated
April 20, 2022, April 12, 2022, and March 17,
2022, respectively, included a signature line
indicating a designated representative, but lacked
required statutory language provided on a form
separate from the contract.

On February 14, 2023, at 11:22 a.m. licensed
assisted living director (LALD)-A indicated the
right to designate a representative statutory
language was not present anywhere in the
current assisted living contract. LALD-A further
stated all residents were provided the same
contract.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days

144G.70 Subd. 2 (a-b) Initial reviews,
assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever

0950

01610
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is earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted an initial assessment for one of one
resident (R3) prior to initiation of services.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3's diagnoses included mild cognitive
impairment, Korsakoff syndrome (a chronic
memory disorder caused by severe deficiency of
thiamine), and chronic obstructive pulmonary
disease (COPD).

R3's start of care date for services was April 12,
2022.

R3's assisted living contract was signed by a
legal representative on April 12, 2022.
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R3's admission assessment completed by the RN
was dated April 13, 2022. The assessment was
not completed prior to initiation of services on
April 12, 2022.

On November 16, 2022, at 11:51 a.m. RN-B
confirmed she had not completed R3's admission
assessment prior to the start of services. RN-B
was unsure if a pre-admission assessment had
been completed for R3.

On February 16, 2023, at 10:17 a.m. director of
regulatory compliance (DRC)-E confirmed R3's
admission assessment was not completed prior
to initiation of services, and further stated there
was no evidence a pre-admission assessment
had been completed.

The licensee's Initial and On-Going Nursing
Assessment of Residents under the licensed
Agency policy dated August 1, 2021, indicated:
1. ARN will complete the following
comprehensive nursing assessments of the
resident's physical, mental, and cognitive needs
as required:

a. Pre-Admission Assessment

b. 14-day assessment: completed up to
14-days after start of services

¢. Ongoing assessment: completed
periodically but no less than every 90-days

d. Change in resident conditions

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days

144G.70 Subd. 2 (c-e) Initial reviews,
assessments, and monitoring

01610

01620
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(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed an assessment within 90 days
from the last, and failed to complete a change in
condition assessment when required for one of
three residents (R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
isolated scope (when one or a limited number of

Minnesota Department of Health
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residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

R4 was admitted to the assisted living with
dementia care facility on March 17, 2022, with
diagnoses including delusional disorders.

R4's 14-day assessment was completed on
March 31, 2022. R4's first 90-day assessment
was completed on July 20, 2022; 111 days after
the 14-day assessment.

R4's 90-day assessment dated January 12, 2023,
indicated the resident was not at risk to abuse
other vulnerable adults, and further indicated R4
had no history of this type of behavior.

An incident report dated January 19, 2023, at
3:26 p.m., indicated R4 was walking in between
the two sides of the cottage when another
resident (R6) was coming through the doorway at
the same time. R4 told R6 to get out of his way
then pushed his walker into R6 causing both
residents to fall.

An incident report dated February 1, 2023, at
11:15 a.m., indicated R6 was standing in the
hallway near the lakeside medication room. R4
became aggressive and hit R6 in the face
causing her to fall and hit her head on the fish
aquarium.

On February 16, 2023, at 10:04 a.m. director of
regulatory compliance (DRC)-E confirmed a
change of condition assessment should have
been completed following R4's incidents of
aggressive behavior.

Minnesota Department of Health
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(a) No later than 14 calendar days after the date
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Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
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The licensee's Initial and On-Going Nursing
Assessment of Residents under the licensed
Agency policy dated August 1, 2021, indicated:
1. ARN will complete the following
comprehensive nursing assessments of the
resident's physical, mental, and cognitive needs
as required:
a. Pre-Admission Assessment
b. 14-day assessment: completed up to
14-days after start of services
c. Ongoing assessment: completed
periodically but no less than every 90-days
d. Change in resident conditions
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01640, 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D
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(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a written
service plan was revised to reflect the current
services provided for one of three residents (R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R2 was admitted to the assisted living with
dementia care (ALFDC) on April 20, 2022, with
diagnoses including cognitive impairment, Lewy
body dementia, and peripheral neuropathy (a
disease affecting peripheral nerves that causes
weakness, numbness and pain in feet and
hands).

R2's physician order dated July 12, 2022,
indicated to measure and order two pairs of
compression stockings; on 12 hours, off 12
hours.

R2's Service Plan effective April 20, 2022,

Minnesota Department of Health
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indicated R2 received services including
assistance with leg braces. The Service Plan did
not include assistance with compression
stockings.

On February 13, 2023, at 2:45 p.m. R2 was
observed propelling independently in a wheelchair
on the lakeside common area in the cottage.
There were no leg braces observed on R2's lower
legs.

On February 14, 2023, at 12:22 p.m. registered
nurse (RN)-D stated when R2 first admitted to the
ALFDC, she wore leg braces. RN-D further
stated later the order was changed to wear
compression stockings instead. RN-D stated the
compression stockings were added to the
services list for documentation but confirmed
R2's Service Plan had not been updated.

The licensee's Content of Service Plans policy
dated August 1, 2021, indicated:
All assisted living residents have an up-to-date
service plan identifying services to be provided
based on the assessment by the RN and/or other
licensed health professional.
4. Service plans are reviewed and revised as
needed based upon on-going resident
assessment.
5. Service plans will include:
a. Adescription of the services provided
b. Fees for services
c. Frequency of each service according to
resident assessment and resident preferences

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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01650, 144G.70 Subd. 4 (f) Service plan, implementation | 01650
88=D | and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(i) the action to be taken if the scheduled service
cannot be provided;

(i) information and a method to contact the
facility;

(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure resident service plans
included all the required content for two of three
residents (R3, R4) with records reviewed.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3

R3's diagnoses included mild cognitive
impairment, Korsakoff syndrome (a chronic
memory disorder caused by severe deficiency of
thiamine), diabetes, and chronic obstructive
pulmonary disease (COPD).

R3's start of care date for services was April 12,
2022.

R3's admission assessment dated April 13, 2022,
indicated the facility provided medication
management services including medication
administration.

R3's Service Plan dated April 12, 2022, did not
include medication administration.

On February 16, 2023, at 10:17 a.m. the director
of regulatory compliance (DRC)-E confirmed R3
had been receiving medication management and
administration services since admission to the
assisted living with dementia care on April 12,
2022. DRC-E further confirmed R3's Service
Plan did not include medication administration
services.

R4
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R4 was admitted to the assisted living with
dementia care facility on March 17, 2022, with
diagnoses including delusional disorders.

R4's Service Plan dated March 17, 2022, lacked
the names and contact information of persons the
resident wishes to have notified in an emergency,
or if there is a significant adverse change in the
resident's condition, including identification of and
information as to who has authority to sign for the
resident in an emergency

On February 16, 2023, at 10:04 a.m. director of
regulatory compliance (DRC)-E reviewed R4's
Service Plan and confirmed it did not include the
above emergency contact information.

The licensee's Content of Service Plans policy
dated August 1, 2021, indicated:
5. Service plans will include:
a. Adescription of the services provided
b. Fees for services
c. Frequency of each service according to
resident assessment and resident preferences
g. Acontingency plan that includes:

iii. Names and contact information of
persons the resident wishes to have notified in an
emergency

iv. Names and contact information of
persons the resident wishes to have notified if
there is a significant adverse change in the
resident's condition

v. Identification of and information on
who has authority to sign for the resident in an
emergency

No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days.
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management services

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.

(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted a face-to-face
medication management assessment to include
all required content for one of three residents
(R3) prior to providing medication management
services.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

During the entrance conference on February 13,
2023, at 10:31 a.m. licensed assistant living
director (LALD)-A stated the licensee provided
medication management services to their
residents.

R3 was admitted on April 12, 2022, and received
services under the licensee's assisted living with
dementia care license.

R3's diagnoses included mild cognitive
impairment, Korsakoff syndrome (a chronic
memory disorder caused by severe deficiency of
thiamine), polyneuropathy (damage or disease
affecting peripheral nerves in roughly the same
areas on both sides of the body, featuring
weakness, numbness, and burning pain),
adjustment disorder with depressed mood,
hypertension (high blood pressure), diabetes, and
hyperlipidemia (high cholesterol).

R3's prescriber orders dated April 12, 2022,
included two for blood pressure, one for high
cholesterol, three for diabetes, three for
adjustment disorder with depressed mood, two
for polyneuropathy, and three vitamin
supplements.
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Continued From page 21

On February 14, 2023, at 8:01 a.m. unlicensed
personnel (ULP)-C was observed to administer
medications to R3.

R3's admission assessment dated April 13, 2022,
included assessment of the residents
medications and medication management
services to be provided. The assessment was
not completed prior to R3 receiving medication
management and administration services.

On February 16, 2023, at 10:17 a.m. director of
regulatory compliance (DRC)-E confirmed R3's
medication management assessment was not
completed prior to providing services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications were dated when opened
for one of one resident (R3) with insulin.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3 had diagnoses including type |l diabetes
mellitus.

R3's physician orders signed May 2, 2022,
included an order for Novolog Flex pen 100
unit/ml (milliliter) inject 20 units plus sliding scale
subcutaneously (under the skin) three times a
day with meals.

On February 14, 2023, at 8:01 a.m. unlicensed
personnel (ULP)-C was observed setting up R3's
medication for administration which included the
Novolog injectable pen. The pen was not labeled
with an opened or expired dated. ULP-C
confirmed the Novolog pen had not been labeled
with the date opened, and further confirmed the
pen had previously been used. ULP-C
proceeded to administer R3's medications
including the Novolog.

On February 14, 2022, at 9:30 a.m. director of
regulatory compliance (DRC)-E and registered
nurse (RN)-D observed R3's opened Novolog
pen with the surveyor, and confirmed there was
no date opened on the Novolog pen.

The licensee's Storage of Medications policy
dated August 1, 2021, indicated:
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STATE FORM 6899 ONO711 If continuation sheet 23 of 29



Minnesota Department of Health

PRINTED: 03/08/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

29690

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

02/16/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1602 FOUNTAIN STREET
ALBERT LEA, MN 56007

PRAIRIE SENIOR COTTAGES OF AL

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

01890

01940
SS=D

Continued From page 23

2. Proper Storage of Medications

b. Until the medication is set up for
immediate or later administration by a nurse, a
legend drug must be kept in its original container
bearing the original prescription label with legible
information stating the prescription number, name
of drug, strength and quantity of drug, expiration
date of time-dated drug, directions for use,
resident's name, prescriber's name, date of issue
and the name and address of the licensee
pharmacy that issued the medications.

The licensee's Insulin Pen Administration
Competency undated, indicated:

OPENED insulin pens are to be stored at room
temperature. They need to be dated when they
are opened and any unused insulin must be
discharged after 28 days unless otherwise
indicated on the insulin box (an insulin pen is
considered "opened" once the rubber seal has
been punctured).

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.72 Subd. 3 Individualized treatment or
therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
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contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content for two of
three residents (R2, R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).
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The findings include:

During the entrance conference on February 13,
2023, at 10:31 a.m., director of regulatory
compliance (DRC)-E stated the licensee provided
treatment management services to residents,
including compression stockings.

R2

R2's Master Care Plan dated January 26, 2023,
indicated R2 required assistance with
anti-embolism (compression) stockings. The
care plan directed staff to assist with applying the
stockings every morning and assist to remove,
rinse, hang dry stocking every bedtime.

R2's physician order dated July 12, 2022,
indicated to measure and order two pairs of
compression stockings; on 12 hours, off 12
hours.

R2's documented treatment record from February
1, 2023, to February 13, 2022, included support
stockings; on in the a.m. and off in the p.m.

R4

R4's Service Plan dated March 17, 2022,
included assistance with support stockings two
times per day.

R4's Master Care Plan dated January 12, 2023,
indicated R4 required assistance with
anti-embolism (compression) stockings. The
care plan directed staff to assist with applying the
stockings every morning and assist to remove,
rinse, hang dry stockings every bedtime.

On February 14, 2023, at 9:01 a.m. unlicensed
personnel (ULP)-I was observed applying a
compression stocking to R4's right lower leg.
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R4's documented treatment record from February
1, 2023, to February 13, 2022, included support
stockings; on in the a.m. and off in the p.m.

R2 and R4's records lacked a treatment
management plan to include the following
required content:

- procedures for notifying a registered nurse when
a problem arose with treatments or therapy
services

On February 16, 2023, at 10:17 a.m. DRC-E
confirmed R2 and R4's treatment plan did not
include direction to staff of when to notify a nurse
when problems arose with the resident's
compression stockings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.84 SERVICES FOR RESIDENTS WITH
DEMENTIA

(e) Behavioral symptoms that negatively impact
the resident and others in the assisted living
facility with dementia care must be evaluated and
included on the service or care plan. The staff
must initiate and coordinate outside consultation
or acute care when indicated.

(f) Support must be offered to family and other
significant relationships on a regularly scheduled
basis but not less than quarterly.

(g) Existing housing with services establishments
registered under chapter 144D prior to August 1,
2021, that obtain an assisted living facility license
must provide residents with regular access to
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outdoor space. A licensee with new construction
on or after August 1, 2021, or a new licensee that
was not previously registered under chapter 144D
prior to August 1, 2021, must provide regular
access to secured outdoor space on the
premises of the facility. A resident's access to
outdoor space must be in accordance with the
resident's documented care plan.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure behavioral symptoms
identified were addressed on the service plan for
one of one resident (R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

The licensee had an assisted living with dementia
care (ALFDC) license effective August 1, 2021.

R4's diagnoses included delusional disorders.

R4's 90-day assessment dated January 12, 2023,
indicated the resident was not at risk to abuse
other vulnerable adults, and further indicated R4
had no history of this type of behavior.

An incident report dated January 19, 2023, at
3:26 p.m., indicated R4 was walking in between
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the two sides of the cottage when another
resident (R6) was coming through the doorway at
the same time. R4 told R6 to get out of his way
then pushed his walker into R6 causing both
residents to fall.

An incident report dated February 1, 2023, at
11:15 a.m., indicated R6 was standing in the
hallway near the lakeside medication room. R4
became aggressive and hit R6 in the face
causing her to fall and hit her head on the fish
aquarium.

R4's Service Plan dated March 17, 2022, did not
identify the resident's physically aggressive
behaviors.

On February 16, 2023 at 10:04 a.m. director of
regulatory compliance (DRC)-E confirmed R4's
Service Plan had not been updated related to the
two incidents of physical aggression towards R6,
nor were there interventions to minimize the
above behaviors for staff to implement.

No further information was provided.

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

(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)
02180 | Continued From page 28 02180

Minnesota Department of Health

STATE FORM

6899

ONO711

If continuation sheet 29 of 29




Minnesota Department of Health
Division of Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
Type: — Full Food and Beverage Establishment Page 1
Date: 02/13/23 .
Time:  12:58:29 Inspection Report
Report: 8044231050
— Location: — Establishment Infe:
Prairie Senior Cottages Of Al - Farmside ID #: 0038258
1602 Fountain Street Risk:
Albert Lea, MN56007 Announced Inspection: No

Freeborn County, 24

— License Categories: — Operator:
; Phone #: 5073799000
Expireson: [/ ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

3-500B Microbial Control: hot and cold holding
3-501.16A2 ** Priority 1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

Cottage cheese and liquid eggs measured at 56 and 57 degrees F in upright cooler.

All TCS foods in cooler discarded while on site.
Comply By: 02/13/23

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

Upright cooler not holding foods below 41 degrees F.
Comply By: 02/13/23

4-600 Cleaning Equipment and Utensils
4-602.12

MN Rule 4626.0850 Clean the food contact surfaces of cooking and baking equipment and interior cavities of
microwave ovens at least every 24 hours.

Soiled interiors of microwave.
Comply By: 02/13/23



Eﬁf: s Food and Beverage Establishment
Time:  12:58:29 Inspection Report

Report: 8044231050
Prairie Senior Cottages Of Al - Farmside

Page 2

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 57.1 Degrees Fahrenheit - Location: Liquid eggs in upright
Violation Issued: Yes

Process/Item: Cold Holding
Temperature: 56.3 Degrees Fahrenheit - Location: Cottage cheese in upright
Violation Issued: Yes

Process/Item: Cold Holding
Temperature: Degrees Fahrenheit - Location: Upright
Violation Issued: Yes

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 0 2

HRD inspection conducted with lead evaluator Wendy Buckholz. Inspection report reviewed on site with

Krystal.

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or

alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report

number 8044231050 of 02/13/23.

Certified Food Protection Manager:

Certification Number: Expires: __/ /

Signed:

S 2y
Signed:_,

Inspector signed for Krystal Michael DeMars, RS

Public Health Sanitarian 11
Rochester District Office

507-206-4715

michael.demars@state.mn.us
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