m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 26, 2024

Licensee

The Pillars of Lakeville
17701 Glacier Way
Lakeville, MN 55044

RE: Project Number(s) SL39503015

Dear Licensee:

This is your official notice that you have been granted your assisted living facility license with dementia care.
Your license effective and expiration dates remain the same as on your provisional license. Your updated status
will be listed on the license certificate at renewal and this letter serves as proof in the meantime. If you have
not received a letter from us with information regarding renewing your license within 60 days prior to your
expiration date, please contact us at (651) 201-5273 or by email at Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on April 3, 2024, for the purpose assessing
compliance with state licensing statutes. At the time of the survey, the Minnesota Department of Health noted
violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The Department of Health concludes the licensee is in substantial compliance. State law requires the facility
must take action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the Department
receive a complaint or deem it necessary to ensure the health, safety, and welfare of residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health documents state
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for Home
Care Providers. 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 .. ."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope of the
violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with the correction
orders within the time period outlined on the state form; however, plans of correction are not required to

be submitted for approval.

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the resident(s)/employee(s)
identified in the correction order.
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e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
residents/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 correction 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.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

The MDH Health Regulation Division (HRD) values your feedback about your experience during the survey
and/or investigation process. Please fill out this anonymous provider feedback questionnaire at your
convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important to us and will
enable MDH to improve its processes and communication with providers. If you have any questions regarding
the questionnaire, please contact Susan Winkelmann at susan.winkelmann@state.mn.us or call 651-201-5952.

You are encouraged to retain this document for your records. Itis your responsibility to share the information
contained in the letter and state form with your organization’s Governing Body.

You are encouraged to retain this document for your records. Itis your responsibility to share the information
contained in the letter and/or state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "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'
findings is the Time Period for Correction.
INITIAL COMMENTS:
PLEASE DISREGARD THE HEADING OF
SL39503015-0 THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
On April 1, 2024, through April 3, 2024, the CORRECTION." THIS APPLIES TO
Minnesota Department of Health conducted a full FEDERAL DEFICIENCIES ONLY. THIS
survey at the above provider, and the following WILL APPEAR ON EACH PAGE.
correction orders are issued. At the time of the
survey, there were 82 residents; 46 receiving THERE IS NO REQUIREMENT TO
services under the provider's Assisted Living with SUBMIT A PLAN OF CORRECTION FOR
Dementia Care license. 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.
0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0480 | Continued From page 1 0 480

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 document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 1, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of

Minnesota Department of Health
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good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly
affect all residents and staff.

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
of the residents).

The findings include:

On April 2, 2024, at 11:00 a.m., survey staff
toured the facility with regional director of
operation (RDO)-C and director of environment
services (DES)-I. During the facility tour, survey
staff observed the following:

In the trash room on the parking level, it was
observed that the fire-rated doors were propped
open with rubber door wedges. The fire-rated
door must positively latch to contain the spread of
fire in case of fire, but the rubber wedge will
prevent the door from closing.

In the electrical room on the level two, it was

Minnesota Department of Health
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observed that there were several holes in the
rated sheetrock ceiling, and the gaps around
pipes and utility penetrations did not have fire
sealant.

It was observed two pairs of cross-corridor
fire-rated doors on the level two did not close
when they were tested. The doors must close and
positively latch when released from the hold-open
magnet to maintain the fire integrity of the
resident room and corridor for safety.

On April 2, 2024, at 11:00 a.m., during the
interview, RDO-C and DES-I verified these
deficient findings and confirmed that the facility
did not maintain the fire integrity of rated doors
and ceiling in the area.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=D
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and

Minnesota Department of Health
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Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide a written
notice with the required content for an emergency

relocation for the licensee's one resident who was
hospitalized (RS).

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
Minnesota Department of Health
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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:

R5 started receiving services on February 27,
2024, with a diagnosis including cerebral
infarction, (stroke) and aphasia (difficulty
speaking).

On April 2, 2024, at 9:00 a.m. unlicensed
personnel (ULP)-D was observed assisting RS to
dress and transfer from the bed to chair with the
use of a Hoyer lift. (Device used to transfer a
person who is unable to help themselves).

R5's Service Plan dated April 2, 2024, indicated
the resident received services including
assistance with bathing, grooming, and
medication administration.

R5's progress notes indicated that RS fell on
March 26, 2024, and was sent to the hospital and
admitted with a fractured pelvis. R5 returned from
the hospital on April 1, 2024.

RS's record lacked evidence of a written notice
provided to the resident, the residents' legal
representative, and designated representative
that contained, at a minimum:

- the reason for the relocation.

- the name and contact information for the
location to which the resident had been relocated
and any new service provider.

- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);

- if known and applicable, the approximate date
or range of dates within which the resident was
Minnesota Department of Health

STATE FORM 6899 180V 11 If continuation sheet 6 of 20




PRINTED: 04/26/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
39503 B. WING 04/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
17701 GLACIER WAY
THE PILLARS OF LAKEVILLE
LAKEVILLE, MN 55044
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

01060 | Continued From page 6 01060

expected to return to the facility, or a statement
that a return date was not currently known; and
a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

On April 2, 2024, at 2:45 p.m. the clinical nurse
supervisor (CNS)-B stated they have a process
for notifying the ombudsman for emergency
relocation and confirmed RS's record did not
contain one for her hospitalization. CNS-B stated
"we must have forgot one."

The licensee's Resident Agreement, Termination-
Emergency Relocation Policy dated August
20221, indicated in the event of an emergency
relocation, the facility must provide a written
notice that will be delivered as soon as
practicable to the resident, legal representative,
and designated representative.

No further information was provided.

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

(8)185%0 144G.63 Subd. 5 Required annual training 01500
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

Minnesota Department of Health
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(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
iInclude training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,

Minnesota Department of Health
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iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure annual
training included all required topics for each 12
months of employment for one of two employees
(unlicensed personnel (ULP)-F.

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:

ULP-F was hired on February 27, 2023, to
provide direct care and services to the facility's
residents.

On April 2, 2024, at 7:20 a.m., the surveyor
observed ULP-F administer medications to R2.

ULP-F's employee record lacked evidence the
employee had successfully completed annual
training as required, to include the following:

- Reporting maltreatment of vulnerable adults or
minors

Minnesota Department of Health
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- Assisted Living bill of rights

- Review of Infection control techniques

- Review of provider's policies and procedures

- Principles of person-centered planning/service
delivery

On April 2, 2024, at 1:08 p.m., regional director of
operations (RDO)-C stated ULP-F had been
assigned the above required annual training but
had not completed it yet.

The licensee's Required Training-Annual policy
dated January 2022, indicated all staff would
complete at least eight hours of annual training
for each 12 months of employment to include:
-Reporting of maltreatment of vulnerable adults
-Assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights

-Infection control techniques

-Effective approaches to use to problem solve
when working with a resident's challenging
behaviors

-Effective approaches for communication with
residents who have dementia, Alzheimer's
disease, or related disorders

-Review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement them

-Principles of person-centered planning and
service delivery

-How person-centered planning and service
delivery applies to direct support services
provided by staff

-Emergency and disaster training

No further information was provided.

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

Minnesota Department of Health
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01540/ 144G.64 (a) TRAINING IN DEMENTIA CARE 01540
SS=D | REQUIRED

(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training iIs complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereatfter;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure one of two
employees (unlicensed personnel (ULP)-F)
received the required amount of dementia care
training in the required time frame.

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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01540 | Continued From page 11 01540

The findings include:

The licensee had an assisted living with dementia
care license.

ULP-F was hired on February 27, 2023, to
provide direct care and services to the facility's
residents.

On April 2, 2024, at 7:20 a.m., the surveyor
observed ULP-F administer medications to R2.

ULP-F's employee record did not include the
required two hours of dementia training for each
12 months of employment.

On April 2, 2024, at 1:08 p.m., regional director of
operations (RDO)-C stated ULP-F had been
assigned the above required dementia care
training but had not completed it yet.

The licensee's Staff Training- Dementia Care
policy dated August 1, 2021, indicated all
employees were required to complete at least two
hours of annual education on dementia related
topics.

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | assessments, and monitoring

(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

Minnesota Department of Health
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01620 | Continued From page 12 01620

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
iIndividualized 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) conducted ongoing nursing assessments

not to exceed 90 days for one of four residents
(R3).

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:

Minnesota Department of Health
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01620 | Continued From page 13 01620

R3 was admitted on June 29, 2023, with
diagnoses that included dementia (the loss of
cognitive functioning, thinking, remembering, and
reasoning).

R3's service plan dated January 31, 2024,
indicated R3 received assistance with grooming,
dressing, bathing, activities, meal reminders,
housekeeping, laundry, safety checks, medication
set up and medication administration.

R3's ongoing nursing assessments were
requested. Assessments dated June 29, 2023,

July 12, 2023, and January 30, 2024, were
provided.

The January 30, 2024, assessment was done
122 days after the date of the previous
assessment, exceeding 90 calendar days.

On April 2, 2024, at 2:09 p.m., clinical nurse
supervisor (CNS)-B stated R3's January
assessment exceeded 90 days from the previous
assessment.

The licensee's Assessment of Clients-Initial and
Ongoing policy dated May 23, 2022, indicated
ongoing reassessment and monitoring would be
conducted as needed, based on changes in the
needs of the client and not to exceed 90 calendar
days from the client's last date of the uniform
assessment.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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01880 144G.71 Subd. 19 Storage of medications 01880
SS=D

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure all
medications were securely locked in substantially
constructed compartments and permit only
authorized personnel had access to one of two
medication carts (2nd floor medication cart).

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 April 1, 2024,
at 9:00 a.m. licensed assisted living director
(LALD)-A and clinical nurse supervisor (CNS)-B
indicated the licensee provided medication
management to all 46 residents, and medications
were securely stored in locked medication carts
located on the first and second floors.

On April 1, 2024, at 11:08 a.m. unlicensed
personal (ULP)-E and the surveyor observed a

Minnesota Department of Health
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medication cart unlocked on second floor in the
hallway.

On April 1, 2024, at 1:04 p.m. the surveyor
observed ULP-E leave the medication cart
unlocked.

On April 2, 2024, at 9:45 a.m. CNS-B stated it
was the expectation that each employee is
responsible for their own medication cart, and
they are supposed to be locked when not in use.

The licensee's Storage of Medications and Key
Security policy dated April 19, 2023, indicated all
medications administered by staff will be kept in a
secured storage area.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01970 144G.72 Subd. 6 Treatment and therapy orders 01970
SS=D
There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure up-to-date written or
electronically recorded orders were maintained
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for one of one resident (R2) receiving treatments.

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 on July 20, 2023, with
diagnoses that included dementia (the loss of
cognitive functioning, thinking, remembering, and
reasoning).

R2's service plan dated March 4, 2024, indicated
R2 received assistance with daily blood sugar
checks.

R2's record lacked physician orders for blood
sugar checks.

On April 2, 2024, at 2:09 p.m., clinical nurse
supervisor (CNS)-B stated R2's record lacked a
physician order for daily blood sugar checks.

The licensee's Medication Prescriptions and
Treatment Content policy dated November 30,
2020, indicated a current, written or electronically
recorded prescriber's order would be obtained for
any treatment to be provided to a client.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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02170] 144G.84 SERVICES FOR RESIDENTS WITH 02170
SS=D | DEMENTIA

(b) Each resident must be evaluated for activities
according to the licensing rules of the facility. In
addition, the evaluation must address the
following:

(1) past and current interests;

(2) current abilities and skills;

(3) emotional and social needs and patterns;

(4) physical abilities and limitations;

(5) adaptations necessary for the resident to
participate; and

(6) identification of activities for behavioral
interventions.

(c) An individualized activity plan must be
developed for each resident based on their
activity evaluation. The plan must reflect the
resident's activity preferences and needs.

(d) A selection of daily structured and
non-structured activities must be provided and
iIncluded on the resident's activity service or care
plan as appropriate. Daily activity options based
on resident evaluation may include but are not
limited to:

(1) occupation or chore related tasks;

(2) scheduled and planned events such as
entertainment or outings;

(3) spontaneous activities for enjoyment or those
that may help defuse a behavior;

(4) one-to-one activities that encourage positive
relationships between residents and staff such as
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;

(7) physical activities that enhance or maintain a
resident's ability to ambulate or move; and

(8) outdoor activities.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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02170 | Continued From page 18 02170
by:

Based on observation, interview, and record
review, the licensee failed to conduct an
individualized written activity evaluation that
addressed all six provisions and failed to develop
an individualized activity plan based on the
evaluation, for one of two residents (R3) who
received services under the assisted living with
dementia care license and resided in the secure
memory care unit.

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 license.

R3 was admitted on June 29, 2023, with
diagnoses that included dementia (the loss of
cognitive functioning, thinking, remembering, and
reasoning).

On April 1, 2024, at 10:40 a.m., they surveyor
observed R3 participate in a kick ball activity with
other residents.

R3's service plan dated January 31, 2024,
iIndicated R3 received assistance with grooming,
dressing, bathing, activities, meal reminders,
housekeeping, laundry, safety checks, medication
set up and medication administration.

Minnesota Department of Health
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R3's record lacked evidence of an individualized
written activity evaluation and individualized
activity plan based on the evaluation.

On April 2, 2024, at 9:35 a.m., dimensions
coordinator (DC)-H stated they utilized
"Dimensions: My Way" activity evaluation for all
memory care residents. DC-H stated the activity
evaluation was given to R3's family to fill out but
they had not returned it yet.

The licensee's Life Enrichment Programs policy
dated August 1, 2021, indicated the Dimensions:
My Way form was provided to the resident and/or
resident representative to gather information to
aid in the development of a person-centered
service plan. It further indicated the Dimensions:
My Way form was used to plan resident life
enrichment programming.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 04/01/24 _
Time:  12:35:00 Inspection Report
Report: 1043241077
— Location: — Establishment Info:
The Pillars of Lakeville ID #: 0042555
17701 Glacier Way Risk:
Lakeville, MN55044 Announced Inspection: No

Dakota County, 19

— License Categories: — Operator:
. Phone #: 9522089988
Expires on: 12/31/24 D #

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

FACILITY USES QUATERNARY AMMONIA. STAFF WAS UNABLE TO LOCATE TEST KIT.
ADVISED STAFF TO LOCATE OR REPURCHASE KIT. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24

2-100 Supervision
2-102.12DMN
MN Rule 4626.0033D Post the certified food protection manager certificate.

CFPM CERTIFICATE NOT PRESENT WITHIN FACILITY. ADVISED STAFF TO OBTAIN AND POST
IT. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24

3-300B Protection from Contamination: cross-contamination, eggs

3-302.12

MN Rule 4626.0240 Properly label all working containers holding food or food ingredients that are removed
from orginal packages with the common name of the food. Label the food in English and any other languages
used by employees who handle food.

SUGAR, PANKO, AND FLOUR UNLABELED IN 3 COMP STORAGE CONTAINER AT BACK
KITCHEN. ADVISED STAFF TO PROVIDE LABELS. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24




Type:  Full Food and Beverage Establishment Fage £
Date: 04/01/24

Time:  12:35:00 Inspection Report

Report: 1043241077
The Pillars of Lakeville

3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held 1n an
approved sanitizing solution and laundered daily.

SANI BUCKET AT BACK KITCHEN MEASURED 100 PPM. ADVISED STAFF TO MAINTAIN
CONCENTRATION AT 200-400 PPM. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24

S5-500 Refuse and Recyclables
5-501.16C

MN Rule 4626.1255C Provide a waste receptacle at each handwashing sink or group of handwashing sinks 1f
disposable towels are used.

TRASH CAN MISSING AT HANDWASHING SINKS BY OFFICE AND BY MAIN ENTRANCE DOORS
TO KITCHEN. ADVISED STAFF TO PROVIDE. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24

6-300 Physical Facility Numbers and Capacities
6-301.14A4

MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands

HANDWASHING SIGN MISSING AT HANDWASHING SINKS BY OFFICE AND BESIDE MAIN
ENTRANCE DOORS TO KITCHEN. ADVISED STAFF TO PROVIDE. POSTER PROVIDED WITH
REPORT. COMPLY WITH ABOVE RULE.

Comply By: 04/01/24

Surface and Equipment Sanitizers

Hot Water: = at 173 Degrees Fahrenheit

Location: DISH MACHINE
Violation Issued: No

Quaternary Ammonia: = 200 PPM at Degrees Fahrenheit
Location: SANITIZER DISPENSER
Violation Issued: No

Quaternary Ammonia: = 200 PPM at Degrees Fahrenheit
Location: COOK LINE SANI BUCKET
Violation Issued: No

Quaternary Ammonia: = 100 PPM at Degrees Fahrenheit
Location: BACK KITCHEN SANI BUCKET
Violation Issued: Yes

Food and Equipment Temperatures

Process/Item: CHICKEN
Temperature: 40 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No




]ijfe: 1;%1/24 Food and Beverage Establishment
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Time:  12:35:00 Inspection Report

Report: 1043241077
The Pillars of Lakeville

Page 3

Process/Item: PORK
Temperature: 40 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: COOKED MUSHROOM
Temperature: 40 Degrees Fahrenheit - Location: WALK-IN COOLER
Violation Issued: No

Process/Item: TUNA SALAD
Temperature: 45 Degrees Fahrenheit - Location: COOLING FROM AMBIENT
Violation Issued: No

Process/Item: MILK
Temperature: 41 Degrees Fahrenheit - Location: REACH-IN COOLER (BACK KITCHEN)

Violation Issued: No

Process/Item: LETTUCE
Temperature: 41 Degrees Fahrenheit - Location: REACH-IN COOLER (BACK KITCHEN)
Violation Issued: No

Process/Item: MELON
Temperature: 41 Degrees Fahrenheit - Location: REACH-IN COOLER (COOK LINE)
Violation Issued: No

Process/Item: MILK
Temperature: 41 Degrees Fahrenheit - Location: REACH-IN COOLER (COOK LINE)
Violation Issued: No

Process/Item: COLESLAW
Temperature: 41 Degrees Fahrenheit - Location: REACH-IN COOLER (COOK LINE)
Violation Issued: No

Process/Item: SOUP
Temperature: 185 Degrees Fahrenheit - Location: HOT HOLDING
Violation Issued: No

Process/Item: FRIED BANANA
Temperature: 145 Degrees Fahrenheit - Location: STEAM WELL
Violation Issued: No

Process/Item: POTATO WEDGES
Temperature: 150 Degrees Fahrenheit - Location: STEAM WELL
Violation Issued: No

Process/Item: TURKEY
Temperature: 41 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No

Process/Item: CHEESE
Temperature: 41 Degrees Fahrenheit - Location: PREP COOLER
Violation Issued: No




Type:  Full Food and Beverage Establishment ot
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Time:  12:35:00 Inspection Report

Report: 1043241077
The Pillars of Lakeville

Process/Item: LETTUCE
Temperature: 41 Degrees Fahrenheit - Location: PREP COOLER

Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 5

Discussed date marking, illness policy, sanitizer use, ware washing, temperature control, hand washing,
cleaning, vomit/fecal procedures, test kits, food storage, and food handling procedures.

Inspection was completed with Victor Rivas. Tracey Fearon was the lead Health Regulation Division Nurse
Evaluator on site completing the site survey.

**This facility has a commercial kitchen. Contact Health Regulation Division for plan review when facility
undergoes remodeling.

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 1043241077 of 04/01/24.

Certified Food Protection ManagerHoward Junior Williams

Certification Number: FM116021 Expires: 03/04/26

Inspection report reviewed with person in charge and emailed.

Signed: Signed: J%fxéf
Victor Rivas Blia Lor
Kitchen Manager Public Health Sanitarian I

651-355-0641
blia.lor(@state.mn.us



