
    

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

Electronically Delivered

December 13, 2024

Licensee
Scenic Hills Alternative Care
2170 Snowshoe Lane
Saint Paul, MN  55119

RE: Project Number(s) SL23158015

Dear Licensee:

On October 21, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the August 16, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Tim Hanna, Supervisor
State Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state.mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

JMD

An equal opportunity employer.                                                                                    P709 HC Orders Corrected
REVISED 04/19/2023



    

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

Electronically Delivered

September 18, 2024

Licensee
Scenic Hills Alternative Care
2170 Snowshoe Lane
Saint Paul, MN  55119

RE:  Project Number(s) SL23158015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 16, 2024, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
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.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH 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 . . ."    

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
In accordance with 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:

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

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021



Scenic Hills Alternative Care
September 18, 2024
Page  2

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) 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 MDH within 15 calendar
days of the correction order receipt date.     

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.  It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

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

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been 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 is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL23158015-0

On August 12, 2024, through August 16, 2024,
the Minnesota Department of Health conducted a
full survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were six (6) residents
receiving services under the provider's Assisted
Living Facility license.

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

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

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 250 144G.20 Subdivision 1 Conditions
SS=F

0 250

(a) The commissioner may refuse to grant a
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 250 Continued From page 1

provisional license, refuse to grant a license as a
result of a change in ownership, refuse to renew
a license, suspend or revoke a license, or impose
a conditional license if the owner, controlling
individual, or employee of an assisted living
facility:
(1) is in violation of, or during the term of the
license has violated, any of the requirements in
this chapter or adopted rules;
(2) permits, aids, or abets the commission of any
illegal act in the provision of assisted living
services;
(3) performs any act detrimental to the health,
safety, and welfare of a resident;
(4) obtains the license by fraud or
misrepresentation;
(5) knowingly makes a false statement of a
material fact in the application for a license or in
any other record or report required by this
chapter;
(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;
(7) interferes with or impedes a representative of
the department in contacting the facility's
residents;
(8) interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4, or interferes with or impedes
access by the Office of Ombudsman for Mental
Health and Developmental Disabilities according
to section 245.94, subdivision 1;
(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;
(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

0 250

Minnesota Department of Health
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(11) refuses to initiate a background study under
section 144.057 or 245A.04;
(12) fails to timely pay any fines assessed by the
commissioner;
(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level; or
(15) has operated beyond the scope of the
assisted living facility's license category.
(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facility.

0 250

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to show they had met the
requirements of licensure, by attesting the
managerial officials who were in charge of the
day-to-day operations, had developed and
implemented current policies and procedures, as
required.

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
is 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:

During entrance conference on August 12, 2024,
at 10:35 a.m., clinical nurse supervisor/assisted
living director (CNS/ALD)-A stated she had

Minnesota Department of Health
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worked for licensee for 10 years and was familiar
with current minimum assisted living
requirements.

0 250

The licensee failed to ensure the following
policies and procedures were in place and kept
current:
-infection control practices.

On August 14, 2024, at 3:31 p.m., CNS/ALD-A
stated staff had access to the licensee's policies
and procedures at the facility, but they did not
have a policy on infection control practices. She
explained they had information regarding
Covid-19 and tuberculosis and explained that
staff would contact the on-call nurse for
assistance.

No further information was provided.

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

0 780 144G.45 Subd. 2 (a) (1) Fire protection and
SS=E physical environment

0 780

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

(1) for dwellings or sleeping units, as defined in
the State Fire Code:

(i) provide smoke alarms in each room used
for sleeping purposes;

(ii) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but

Minnesota Department of Health
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not including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is

required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms that complied with
fire protection requirements. This had the
potential to directly affect more than a limited
number of 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
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

On August 14, 2024, at 11:00 a.m., during a
facility tour with licensed assisted living
director/registered nurse (LALD/RN)-D and senior
program manager (SPM)-C, survey staff
observed a smoke alarm was not installed
outside bedroom 6. During the facility tour
interview, LALD/RN-D and SPM-C verified the
required smoke alarm was not installed.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days

0 780

0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to provide the required drills. This
had the 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 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:

On August 14, 2024, licensed assisted living
director/registered nurse (LALD/RN)-D and senior
program manager (SPM)-C provided documents
on the fire safety and evacuation plan (FSEP),
fire safety and evacuation training, and
evacuation drills for the facility.

DRILLS
Record review indicated the licensee failed to
conduct evacuation drills for employees at a
frequency of every other month evident by a
review of completed fire drill logs. In 2024, no
drills were conducted in June or July.

During an interview on August 14, 2024, at 12:15
p.m., LALD/RN-D and SPM-C verified the
evacuation fire drill frequency was not met.

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

Minnesota Department of Health
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0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=F environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure an emergency exit door was not
provided with hardware that would limit the ability
of occupants to exit. This had the 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 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 August 14, 2024, at 11:00 a.m., during a
facility tour with licensed assisted living

Minnesota Department of Health
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director/registered nurse (LALD/RN)-D and senior
program manager (SPM)-X, survey staff
observed the front door had a swing bar guard
installed above the thumb turn deadbolt lock. This
door was designated as an exit on the escape
plan for the facility. On August 15, 2024, the
surveyor emailed LALD/RN-D with an update that
this combination of door locking would not be
allowed on the front door and emergency exit
doors must unlock in a single operation. On
August 15, 2024, LALD/RN-D responded that the
swing bar guard would be removed immediately.

0 820

TIME PERIOD FOR CORRECTION: Two (2)
days

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=F 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;
(ii) 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

Minnesota Department of Health
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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.

01650

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the current service plan
included all required content for one of one
resident (R1).

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 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:

R1 admitted on February 24, 2020, under the
licensee's comprehensive home care license and
began receiving assisted living services on
August 1, 2021.

R1's Service Plan-Individual Abuse Prevention
Plan signed by R1's power of attorney (POA) on
July 18, 2024, was provided by clinical nurse
supervisor/assisted living director (CNS/ALD)-A
on August 12, 2014, at 2:15 p.m. CNS/ALD-A
which stated was the licensee's service plan. The
service plan lacked the following required
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content:
- 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.

01650

On August 13, 2024, at 1:08 p.m., CNS/ALD-A
stated the emergency contact information would
be found on a resident's demographic sheet and
in the emergency packet. CNS/ALD-A stated the
service plan being used for everyone did not have
emergency contact information directly on the
service plan.

The licensee's undated 3.19: Service Plan
Implementation and Revision policy indicated
service plans would include the following
contents:
-a contingency plan that includes:

-action taken by the provider and by the
resident or resident's representative if the
scheduled service cannot be provided;

-information and method for a resident or
resident's representative to contact the care
provider; and

-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 the
authority to sign for the resident in an emergency;
and
-circumstances in which emergency medical
services are not to be summoned.

No further information provided.

TIME PERIOD FOR CORRECTION:
Minnesota Department of Health
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Twenty-One (21) days

01650

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=F services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
standards, medical or nursing standards for four
of four residents (R1, R2, R3, R4) utilizing
hospital style bed rails.

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 August 12, 2024, at 10:35 a.m., during
entrance conference, licensee provided a current
client roster dated August 12, 2024. The client
roster had a "yes" indicating R1, R2, R3, and R4
had "bed rails or restraints."

On August 12, 2024, at 11:25 a.m., during facility
tour, the surveyor and clinical nurse
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supervisor/assisted living director (CNS/ALD)-A
entered R3's room and the surveyor checked to
see if the upper bilateral (both sides) bed rails
were secured to the hospital bed frame. The right
bed rail had some movement side to side then
CNS/ALD-A tried to tighten the bed rail which
showed little improvement. CNS/ALD-A explained
she completed bed rail assessments every 90
days by physically checking the bed rails to
ensure they were secured to the bed. The
surveyor observed R4 lying in her bed with the left
bed rail raise and the right bed rail lowered. R2's
unoccupied bed had two upper bilateral bed rails
and R1's unoccupied bilateral upper bed rails
were both lowered.

R1
R1's diagnoses included frontal temporal
dementia, incontinence, and hypothyroidism.

R1's Service Plan-Individual Abuse Prevention
Plan (IAPP) signed July 18, 2024, indicated R1
received assistance with medication
management, meals, continence care, dressing,
mobility, bathing, and mental health monitoring.

R1's Uniform Assessment Tool dated July 17,
2024, assessed R1 required hands-on assistance
with dressing, grooming, positioning, walking,
wheeling, and transfers. The assessment also
indicated R1 was a fall risk due to recent falls and
had cognitive diagnoses such as frontal temporal
dementia, confusion, memory loss, and difficulty
making decisions.

R1's Side-Rail Use Assessment Form dated July
17, 2024, indicated R1 had bilateral side rails
used to promote independence. The assessment
indicated risks and benefits had been discussed
with the resident and resident's responsible party.

Minnesota Department of Health
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R1's measurements for entrapment zones 1-7
were completed on June 1, 2022.

R2
R2's diagnoses included obsessive compulsive
disorder, schizoaffective disorder, and obsessive
thoughts.

R2's Uniform Assessment Tool dated June 3,
2024, assessed R2 had frequent urination and
required hands-on assistance with dressing and
grooming, stand by assist with bathing,
continence care, positioning, eating, walking, and
transfers. assessment also indicated R2 was at
risk for falls or history of falls and had cognitive
diagnoses such as forgetfulness confusion, and
difficulty making decisions.

R2's Side-Rail Use Assessment Form dated June
3, 2024, indicated R2 had bilateral side rails used
to promote independence. The assessment
indicated the resident had a history of falls and
was visually challenged. Additionally, the
assessment indicated risks and benefits had
been discussed with the resident and resident's
responsible party.

R2's measurements for entrapment zones 1-7
were completed on June 8, 2022.

R3
R3's diagnoses included traumatic head injury
with dementia, anxiety, and attention deficit
hyperactivity disorder.

R3's Uniform Assessment Tool dated June 3,
2024, assessed R3 had required stand by
assistance with dressing, grooming, bathing,
continence care, eating, walking, and transfers.
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The assessment also indicated R3 was at risk for
falls or history of falls and had cognitive
diagnoses such as forgetfulness, confusion, and
difficulty making decisions.

02310

R3's Side-Rail Use Assessment Form dated June
8, 2024, indicated R3 had bilateral side rails used
to promote independence. The assessment
indicated the resident was visually challenged.
Additionally, the assessment indicated risks and
benefits had been discussed with the resident
and resident's responsible party.

R3's measurements for entrapment zones 1-7
were completed on June 7, 2022.

R4
R4's diagnoses included depression,
schizophrenia, anxiety, and antisocial personality
disorder.

R4's Uniform Assessment Tool dated June 3,
2024, assessed R2 had frequent urination and
required hands-on assistance with dressing,
grooming, bathing, continence care, walking,
wheeling, transfers, and stand by assistance with
positioning and eating. The assessment also
indicated R4 was at risk for falls or history of falls
and had cognitive diagnoses such as
forgetfulness, memory loss, confusion, and
difficulty making decisions.

R4's Side-Rail Use Assessment Form dated June
3, 2024, indicated R4 had bilateral side rails used
to promote independence. The assessment
indicated the resident was visually challenged.
Additionally, the assessment indicated risks and
benefits had been discussed with the resident
and resident's responsible party.
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R4's measurements for entrapment zones 1-7
were completed on March 28, 2024.

02310

R1, R2, R3, and R4's record lacked the following:
-current side rail measurements; and
-documentation of physical inspection of bed rail
and mattress for areas of entrapment, stability,
and correct installation.

On August 13, 2024, at 11:30 a.m., CNS/ALD-A
stated upon initial use of bed rails, she would
obtain provider orders, assess the bed rail by
checking to ensure they are secured to the bed
and obtain measurements for entrapment zones.
Thereafter, at each quarterly or change in
condition assessment, she would physically
check the bed rails to ensure stability and check
for safety concerns, but she did not complete
measurements because "the rails don't change."
CNS/ALD-A stated she had not been
documenting the stability and correct installation
of each bed rail.

The Minnesota Department of Health (MDH)
website, Assisted Living Resources &
Frequently-Asked Questions (FAQs) dated April
3, 2024, indicated, "To ensure an individual is an
appropriate candidate for a bed rail, the licensee
must assess the individual's cognitive and
physical status as they pertain to the bed rail to
determine the intended purpose for the bed rail
and whether that person is at high risk for
entrapment or falls. This may include assessment
of the individual's incontinence needs, pain,
uncontrolled body movement or ability to transfer
in and out of bed without assistance. The
licensee must also consider whether the bed rail
has the effect of being an improper restraint."
"Additionally, the licensee must ensure the bed
rail measurements are documented and that the
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bed rail has not shifted and is securely attached
to the bed frame per manufacturer
recommendations." Also included,
"Documentation about a resident's bed rails
includes, but is not limited to:
- Purpose and intention of the bed rail;
- Measurements;
- The resident's bed rail use/need assessment;
- Risk vs. benefits discussion (individualized to
each resident's risks);
- The resident's preferences;
- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and
- Any necessary information related to
interventions to mitigate safety risk or negotiated
risk agreements".
Additionally, the MDH website indicated for
hospital-style bed rails, the licensee must include
in their documentation, the bed rail
measurements and that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer recommendations.

02310

The licensee's undated 3.2 Bed Rails policy,
indicated the director of nursing (DON) will
complete the bed rail assessment form for all
residents in need of bed rails. The DON will
discuss the risks and benefits with the resident
and with resident's legal representative. The
policy also indicated all staff will be trained on bed
rail safety by the DON prior to any direct resident
care. The policy does not indicate how the
assessment will be completed and how often.

The Food and Drug Administration's (FDA), A
Guide to Bed Safety, dated March 10, 2006,
included the following information: "When bed
rails are used, perform an on-going assessment
of the patient's physical and mental status,
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closely monitor high-risk patients. The FDA also
identified; "Patients who have problems with
memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."

02310

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days
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Food  and Beverage  Establishment
Inspection  Report

Location:
Scenic Hills Alternative Care
2170 Snowshoe Lane
St Paul, MN55119
Ramsey County, 62

Establishment  Info:
ID #: 0038107
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6515288062
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.

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
Hot Water: = at 160 Degrees Fahrenheit
Location: DISH WASHER
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: TOMATO
Temperature: 41 Degrees Fahrenheit - Location: COOLER
Violation Issued: No
Process/Item: CHEESE
Temperature: 39 Degrees Fahrenheit - Location: COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

HRD INSPECTOR ANNA BOHNEN

Priority 2
0

Priority 3
0

RESIDENTIAL HOME WITH NON COMMERCIAL APPLIANCES AND FINISHES
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Report: 8058241190
Scenic Hills Alternative Care

Page 2

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 8058241190 of 08/12/24.

Certified Food Protection Manager:AUDREY DORSEY

Certification Number: 98654 Expires: 05/09/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Aaron Gertz
Sanitarian 3
MDH Metro Office
651 201 4500
health.foodlodging@state.mn.us


