DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
July 28, 2025

Licensee

Assisted Living At North Ridge
5500 Boone Avenue North
New Hope, MN 55428

RE: Project Number(s) SL20257016

Dear Licensee:

On May 21, 2025, the Minnesota Department of Health completed a follow-up survey of your facility

to determine correction of orders from the survey completed on January 16, 2025. 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,

“}4 p . L.(_\_,I__,L\_ﬂi NB-

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

JMD
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 11, 2025

Licensee

Assisted Living at North Ridge
5500 Boone Avenue North
New Hope, MN 55428

RE: Project Number(s) SL20257016
Dear Licensee:

On March 14, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility
to determine correction of orders found on the survey completed on January 16, 2025. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the January 16,
2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey,
completed on January 16, 2025, found not corrected at the time of the March 14, 2025, follow-up survey
and/or subject to penalty assessment are as follows:

1290-Background Studies Required-144g.60 Subdivision 1 - $3,000.00

The details of the violations noted at the time of this follow-up survey completed on March 14, 2025 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject to appeal.

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 outlined on the state form; however, plans of correction are not required to be submitted
for approval.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of S500 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.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Assisted Living at North Ridge
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Page 2

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

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.

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

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. If you wish to contest tags without fines in a
reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at the website
listed above.

We urge you to review these orders carefully. If you have questions, please contact Kelly Thorson at
320-223-7336.

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.

Sincerely,

%QJ L*-k \/L/LL%L‘“’E@}—*-“HN

Kelly Thorson, Supervisor

State Evaluation Team

Email: Kelly. Thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

HHH
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
20257 B. WING 03/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE NEW HOPE, MN 55428
(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)
{0 000} Initial Comments {0 000}
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL#20257016-1 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On March 13, 2025, through March 14, 2025, the corresponding text of the state Statute out
Minnesota Department of Health conducted a of compliance is listed in the "Summary
follow-up survey at the above provider to Statement of Deficiencies" column. This
follow-up on orders issued pursuant to a survey column also includes the findings which
completed on January 16, 2025. At the time of are in violation of the state requirement
the survey, there were 126 residents; 113 were after the statement, "This Minnesota
receiving services under the Assisted Living with requirement is not met as evidenced by."
Dementia Care License. As a result of the Following the evaluators ' findings is the
follow-up survey, the following orders were Time Period for Correction.

reissued and/or new orders issued.
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 APLAN 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.

{0 550} 144G.41 Subd. 7 Resident grievances; reporting | {0 550}
SS=F | maltreatment

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 22K012 If continuation sheet 1 of 14
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{0 550} | Continued From page 1 {0 550}

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 630} 144G.42 Subd. 6 (b) Compliance with {0 630}
SS=F | 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

Minnesota Department of Health
STATE FORM 6899 22K012 If continuation sheet 2 of 14
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{0630} | Continued From page 2 {0 630}
by:
Not reviewed during this survey.
{0 650} 144G.42 Subd. 8 (a) Staff records {0 650}
SS=D

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 730} 144G .43 Subd. 3 Contents of resident record {0 730}
SS=F
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's

Minnesota Department of Health
STATE FORM 6899 22K012 If continuation sheet 3 of 14
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name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,

Minnesota Department of Health
STATE FORM 6899 22K012 If continuation sheet 4 of 14
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when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F | physical environment

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

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

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

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

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 22K012 If continuation sheet 5 of 14



PRINTED: 04/11/2025

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: A BUILDING: COMPLETED
R
20257 B. WING 03/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE NEW HOPE, MN 55428
(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)
{0 780} | Continued From page 5 {0 780}
Not reviewed during this survey.
{01290} 144G.60 Subdivision 1 Background studies {01290}
SS=I| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview, and record review, the
licensee failed to ensure employee records
contained all the required content to include a
current background study for two of two
employees (registered nurse (RN)-S, licensed
practical nurse (LPN)-T, and unlicensed
personnel (ULP)-I and ULP-V). This had the
potential to affect all residents living within the
facility.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death) and was

Minnesota Department of Health
STATE FORM 6899 22K012 If continuation sheet 6 of 14



PRINTED: 04/11/2025

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:
R
20257 B. WING 03/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE
NEW HOPE, MN 55428
(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)

{01290} | Continued From page 6 {01290}

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:

RN-S
RN-S was hired on January 7, 2025, and began
providing assisted living services.

RN-S's employee record lacked evidence of a
current, cleared background study affiliated with
the licensee's current assisted living HFID 20257,
effective August 1, 2021.

_PN-T

_PN-T was hired on January 7, 2020, under the
icensee's former comprehensive license and
began providing assisted living services on

August 1, 2021

LPN-T's employee record lacked evidence of a
current, cleared background study affiliated with
the licensee's current assisted living HFID 20257,
effective August 1, 2021.

ULP-I
ULP-1 was hired on September 8, 2020, under the
icensee's former comprehensive license and

began providing assisted living services on
August 1, 2021.

A NETStudy 2.0 Roster Report run by the
licensee on March 13, 2025, indicated ULP-| had
an expired COVID background study from August

16, 2021, that expired on December 31, 2022.

ULP-V
ULP-V was hired on January 9, 2025, and began

Minnesota Department of Health
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{01290} | Continued From page 7 {01290}

providing assisted living services.

ULP-V's employee record lacked evidence of a
current, cleared background study affiliated with
the licensee's current assisted living HFID 20257,
effective August 1, 2021.

On March 14, 2025, at 9:17 a.m., business office
manager (BOM)-W stated, "She (ULP-I) was
expired so we needed to re-run her and did so
under her new name. [ULP-V], | think we ran her
on the skilled side, but | will need to check."
BOM-W then stated, "No, | do not see her
(ULP-V) on the skilled roster, she was the one
that was termed and was re-hired right away, like
maybe even the same day. We had removed her
from the roster, and she was reinstated, but we
did not re-run her roster apparently, but we have
her original one | can get for you because we did
run it. BOM-W also stated,, "\We are not
supposed to be running RN and LPN's because
the background study is done through the Board
of Nursing, so we do not have to." BOM-W
acknowledged not being aware that nurses
licensed prior to January 1, 2018 needed to have
background checks completed.

On March 14, 2025, at 12:56 p.m., licensed
assisted living director (LALD)-A acknowledged
the staff have access to all the residents
independently without supervision of another staff
member, and stated, "You know when they [BOM]
originally told me that we didn't need to run the
nurses, | didn't think that was right. But now we
know and we will get them run."

The NETStudy 2.0 System User Manual updated
November 30, 2022, defined Continuous, Direct
Supervision - An individual is within sight or
hearing of the program's supervising individual to
Minnesota Department of Health
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{01290} | Continued From page 8 {01290}

the extent that the program's supervising
iIndividual is capable at all times of intervening to
protect the health and safety of the persons
served by the program. Direct Contact Services -
Providing face-to-face care, training, supervision,
counseling, consultation, or medication
assistance to persons served by the entity. The
manual further defined Supervision Status Study
subjects must be under continuous, direct
supervision until the study subject is determined
eligible of until the entity is notified by DHS that
the study subject may provide unsupervised
services while the background study is being
completed. The supervision status is shown in the
"Supervision Required" column for convenience.
However, programs are instructed to rely on
background study notices for supervision status
and other background study determination
information.

The Department of Health Services (DHS)
Emergency Background Studies End publication
updated July 31, 2024, read "Emergency studies
are no longer valid. Individuals who only have an
emergency study must have a fully compliant,
fingerprint-based background study." The
document indicated that emergency studies
ended as of December 31, 2022.

The licensee's 4.02 Background Studies policy
dated August 1, 2021, indicated "No employee
may provide direct services and have
independent direct contact with any residents until
acceptable results of the background study have
been received".

No further information provided.

TIME PERIOD FOR CORRECTION: Immediate

Minnesota Department of Health
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{01440} | Continued From page 9 {01440}

{01440} 144G.62 Subd. 4 Supervision of staff providing {01440}
SS=D | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{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
as needed based on changes in the needs of the

Minnesota Department of Health
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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:
Not reviewed during this survey.

{01640} 144G.70 Subd. 4 (a-e) Service plan, {01640}
SS=E | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for

Minnesota Department of Health
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Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(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:
Not reviewed during this survey.

{01820} 144G.71 Subd. 13 Prescriptions {01820}

SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01890} 144G.71 Subd. 20 Prescription drugs {01890}

SS=D
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:

Minnesota Department of Health
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Not reviewed during this survey.
{01910} 144G.71 Subd. 22 Disposition of medications {01910}
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | 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

Minnesota Department of Health
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{01940} | Continued From page 13 {01940}

must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
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:
Not reviewed during this survey.
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 24, 2025

Licensee

Assisted Living At North Ridge
5500 Boone Avenue North
New Hope, MN 55428

RE: Project Number(s) SL20257016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 16, 2025, 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 assighed tag number appears in the far left column entitled "ID Prefix
ag." 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 may be 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.

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

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



Assisted Living At North Ridge
February 24, 2025

Page 2

1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

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:

e |dentify 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(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

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.

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

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. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
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the website listed above.

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,

W\&&m

Casey DeVries, Supervisor

State Evaluation Team

Email: casey.devries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

JMD
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0 000] Initial Comments 0 000
AT TENTION* **** 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.

SL20257016-0
PLEASE DISREGARD THE HEADING OF

On January 13, 2025, to January 16, 2025, the THE FOURTH COLUMN WHICH

Minnesota Department of Health conducted an STATES,"PROVIDER'S PLAN OF

initial survey at the above provider, and the CORRECTION." THIS APPLIES TO

following correction are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS

survey there were 124 residents residing at the WILL APPEAR ON EACH PAGE.

assisted living facility. 113 residents were

receiving services under the assisted living THERE IS NO REQUIREMENT TO

license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE

An immediate correction order was identified on STATUTES.

January 14, 20295, issued for SL20257016-0, tag

identification 1290. The letter in the left column is used for
tracking purposes and reflects the scope

During the survey, the licensee took action to and level issued pursuant to 144G.31

mitigate the immediate risk. However, subd. 1, 2, and 3.

noncompliance remained, and the scope and
level remain unchanged.

0 550| 144G.41 Subd. 7 Resident grievances; reporting | 0550
SS=F | maltreatment

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 550 | Continued From page 1 0 550

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility

Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to post information
directing individuals to the Office of Health Facility
Complaints (OHFC) at the Minnesota Department
of Health (MDH) if they had complaints about the
facility or person providing 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) 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 January 13, 2025, at 10:26 a.m., during the

Minnesota Department of Health
STATE FORM 6899 22K011 If continuation sheet 2 of 36




PRINTED: 02/24/2025

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:
20257 B. WING 01/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE
NEW HOPE, MN 55428
(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)

0 550 | Continued From page 2 0 550

facility tour with licensed assisted living director
(LALD)-A, the surveyor observed the facility's
grievance posting at the main facility entrance
and lobby which lacked information directing
individuals to the OHFC if they had complaints
about the facility or person providing services.
LALD-A stated they thought the OHFC
information was on their grievance posting; they

stated they used the grievance template form on
the MDH website.

On January 13, 2025, at 11:30 a.m., the surveyor
observed an updated grievance posting which
iIncluded the required OHFC information. LALD-A
stated when they printed the original posting it
appeared the OHFC information was cut off the
bottom of the page.

The licensee's 2.10 Complaint/Grievance Posting
policy, last revised in August 2022, indicated, "2.
If an individual has a complaint about the facility
or person providing services, the individual may
contact the Office of Health Facility Complaints at
the Minnesota Department of Health or any of the
individuals listed below."

No further information was provided.

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

06301 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | 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

Minnesota Department of Health
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0630 | Continued From page 3 0630

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 observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) containing required
assessment content was completed on admission
for three of four residents (R2, RS, R6).

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:

R2
R2 was admitted to the licensee on August 30,
2024, as an independent living (IL) resident.

R2's record lacked an |IAPP.

RS

RS was admitted on August 15, 2023, and began
receiving assisted living services.

RS5's record included a Service Plan signed on
December 4, 2023, indicating RS's services
Included assistance with dressing and grooming,
Minnesota Department of Health

STATE FORM 6899 22K011 If continuation sheet 4 of 36
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0630 | Continued From page 4 0630

meal setup, and medication management.

R5's record included an Abuse Prevention Plan
dated August 20, 2023, indicating RS was
susceptible to abuse from another individual
iIncluding other vulnerable adults. The IAPP also
indicated interventions to address the areas of
vulnerability would be addressed in the Resident
Service Plan. R5's Service Plan lacked
identification of specific measures to be taken to
minimize the risk of abuse to RS.

R6
R6 was admitted to the licensee on June 1, 2022,
as an IL resident.

R6's record lacked an |IAPP.

On January 14, 2025, at 10:15 a.m., licensed
assisted living director (LALD)-A stated an IAPP
was not completed for R2.

On January 15, 2025, at 10:53 a.m., LALD-A
stated an IAPP was not completed for R6; they
stated they had not been completing |IAPPs for
any of their IL residents and did not realize IL
residents required an IAPP. LALD-A stated they
were unaware interventions to address |IAPP
vulnerabilities were missing from RS's service
plan.

The licensee's 6.05 Individual Abuse Prevention
Plan policy, last revised August 2021, indicated,
"[Licensee] will develop and implement an
individual abuse prevention plan for each
vulnerable adult. All residents in an assisted living
are categorically considered vulnerable adults.
The abuse prevention plan for those residents
who do not receive any assisted living services
may be very limited given the lack of information

Minnesota Department of Health
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0630 | Continued From page 5 0630
the facility knows about such "lease-only"
individuals."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0650| 144G.42 Subd. 8 (a) Staff records 0 650
SS=D
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure competency evaluations

Minnesota Department of Health
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were documented for oral medication
administration prior to providing services, for one
of two unlicensed personnel (unlicensed
personnel (ULP)-D).

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
iIsolated 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-D was hired on October 17, 2022, and
began providing assisted living services.

On January 14, 2025, at approximately 8:00 a.m.,
ULP-D was observed administering oral
medication to RS.

ULP-D's employee record included a Relias
(online training platform) transcript which
indicated ULP-D completed Medication
Management Assistance training modules on
December 30, 2023.

ULP-D's employee record include competencies
for eye drop and topical medication administration
but lacked the competency evaluation required
for administering po medications and insulin
Injections.

On January 14, 2025, at approximately 8:30 a.m.,
ULP-D stated they are a certified nursing
assistant and were trained to administer
medications by the education nurse and then
worked alongside a colleague before passing
Minnesota Department of Health

STATE FORM 6899 22K011 If continuation sheet 7 of 36




PRINTED: 02/24/2025

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:
20257 B. WING 01/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE
NEW HOPE, MN 55428
(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)

0650 | Continued From page 7 0 650

medications with a nurse.

On January 15, 2025, at approximately 11:00
a.m., licensed assisted living director (LALD)-A
stated ULP-D did not have medication
administration competencies in her file. LALD-A
stated they thought the competencies had been
completed but they were unable to locate the
documentation. LALD-A stated the competencies
may not have yet been filed.

The licensee's 7.15 Medications and Treatment -
Administration and Delegation policy dated
August 1, 2021, indicated the registered nurse
(RN) would instruct the ULP in the proper
methods with respect to each resident to
administer the medications or perform
treatment/therapy, and the ULP would
demonstrate the ability to competently follow the
procedures.

No further information was provided.

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

8(,3873F0 144G.43 Subd. 3 Contents of resident record 0 730
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

Minnesota Department of Health
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(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident
Minnesota Department of Health
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records included documentation of services
provided for three of three residents (R3, R4, RY).

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:

R3
R3 was admitted to the licensee on July 11, 2019,

then moved to a secured memory care unit on
September 24, 2024.

R3's service plan printed on January 14, 2025,
unsigned, indicated R3 received services for
activities of daily living (ADLS), toileting and
incontinence, upper and lower body grooming,
housekeeping, and medication management.

R3's service log for January 2025, lacked
documentation of services provided for the
following services and dates:

-incontinence management; January 4 and 8;
-trimming toenails and fingernails; January 1, 7,
8; and

-washing linens; January 6 and 13.

R4
R4 was admitted on May 2, 2024, and began
receiving assisted living services.

R4's record included a service plan dated May 3,
2024, indicating R4's services included
assistance with dressing and grooming, skin
Minnesota Department of Health
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integrity monitoring, and medication
management.

R4's service log dated January 2025, lacked
documentation for positioning in bed on the
evening shift for January 3, 4, and 5, 2025.

RS
R5 was admitted on August 15, 2023, and began
receiving assisted living services.

R5's record included a service plan signed on
December 4, 2023, indicating RS's services
Included assistance with dressing and grooming,
weekly laundry services.

RS5's record included current provider orders
signed November 27, 2024, indicating orders for
monthly vital signs and weight monitoring.

RS's service log dated January 2025 lacked
documentation for provision of the following
scheduled services:

-trimming toenails and fingernails on January 13,
2025;

-laundry and linen change on January 13, 2025
-vital signs on January 1, 2025; and

-weight on January 1, 2025.

On January 14, 2025, at 11:59 a.m., the surveyor
observed unlicensed personnel (ULP)-F provide
services for R3.

On January 15, 2025, at 11:38 a.m., the surveyor
reviewed R3 and R4's service logs with licensed
assisted living director (LALD)-A who stated the
service logs were missing some documentation.
LALD-D stated R4's was missing documentation
because they were not at the facility but should
still have documentation indicating why the

Minnesota Department of Health
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service was not provided.

On January 15, 2025, at 11:52 a.m., clinical nurse
supervisor (CNS)-B stated the expectation for
service documentation was to document when a
service was provided; if a service was not
provided, it should be documented as not
provided.

The licensee's 2.38 Resident Record -
Information and Content policy last revised in
August 2021, indicated resident records must
include, "Documentation that services have been
provided as identified in the service plan.”

No further information was provided.

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

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

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

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

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

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

Minnesota Department of Health
STATE FORM 6899 22K011 If continuation sheet 12 of 36



PRINTED: 02/24/2025

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:
20257 B. WING 01/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE
NEW HOPE, MN 55428
(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)

0 780 | Continued From page 12 0 780

(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;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms outside in the
Immediate vicinity of resident sleeping rooms and
failed to provide interconnected smoke alarms so
that the actuation of one alarm causes all alarms
In the resident unit to actuate. 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).

Findings include:

During facility tour on January 16, 2025, from
9:40 a.m. through 11:52 a.m., with maintenance
(M)-Q, the surveyor observed that smoke alarms
In resident units 406, 424, 331, 347, 360, 258,
244 215, 214, 115, and 109 were not
iInterconnected so that activation of one alarm
activates all alarms within the resident unit. All
resident units required to have multiple smoke
alarms are required to have interconnected
Minnesota Department of Health
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alarms so activation of one alarm activates all
alarms within the dwelling unit.

During same tour the surveyor observed that
resident unit 424 and 306 did not have a smoke
alarm outside in the immediate vicinity of the
sleeping rooms. Smoke alarms are required to be
installed inside and outside in the immediate
vicinity of all sleeping rooms.

During same tour the surveyor observed that the
smoke alarm in resident unit 351 did not function
when tested. The smoke alarm was missing
batteries.

During the tour M-Q tested the alarms and
verified the above findings.

During interview on January 16, 2025, at 12:34
p.m. with M-Q and licensed assisted living
director (LALD)-A, LALD-A stated that wireless
smoke alarms were installed so that they would
interconnect with other alarms. M-Q stated that
the alarms could be interconnected, but they
were not set up. M-Q stated that they would work
on installing alarms in the locations that were
missing them, and interconnecting the alarms
within each unit.

TIME PERIOD FOR CORRECTION: Seven (7)

days.
01290| 144G.60 Subdivision 1 Background studies 01290
SS=l| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter

Minnesota Department of Health
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ASSISTED LIVING AT NORTH RIDGE

01290 | Continued From page 14 01290

245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record During the survey, the licensee took action
review, the licensee failed to ensure employee to mitigate the immediate risk. However,
records contained all the required content to noncompliance remained, and the scope
Include a current background study for two of two and level remain unchanged.

employees (unlicensed personnel (ULP)-G,
receptionist (R)-H). In addition, the licensee failed
to ensure background studies were affiliated with
the correct health facility identification (HFID)
number for eight of eight employees (ULP-I,
ULP-J, ULP-K, ULP-L, ULP-M, ULP-N, ULP-O,
ULP-P). This had the potential to affect all
residents living within the facility.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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:

Minnesota Department of Health
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EXPIRED BACKGROUND STUDY CLEARANCE

ULP-G

JLP-G was hired on July 1, 2019, under the
icensee's former comprehensive license and
began providing assisted living services on

August 1, 2021.

A NETStudy 2.0 (web-based system used to
submit background study requests to the
Department of Human Services) Roster Report
run by the licensee on January 13, 2025, at 12:51
p.m., indicated ULP-G had an expired COVID
background study from August 13, 2021, that
expired on December 31, 2022.

On January 14, 2025, at approximately 8:30 a.m.,
the surveyor observed ULP-G independently
passing medications to residents on the second
floor of the facility.

R-I
R-H was hired on May 1, 2024, and began
providing assisted living services.

A NETStudy 2.0 Roster Report run by the
licensee on January 13, 2025, at 12:51 p.m.,
indicated R-H had an expired COVID background

study from August 16, 2021, that expired on
December 31, 2022.

On January 14, 2025, at approximately 10:30
a.m., licensed assisted living director (LALD)-A
stated R-H worked independently every other
weekend and had last worked on January 35,
2025.

BACKGROUND STUDY AFFILIATION

ULP-I

Minnesota Department of Health
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ULP-| was hired on September 8, 2020, under the
licensee's former comprehensive license and

began providing assisted living services on
August 1, 2021.

ULP-I's record included a Background Study
Clearance letter dated December 29, 2023,
indicating ULP-I's background study was affiliated
with a skilled nursing facility HFID 238 under the
same ownership as licensee.

ULP-J through ULP-P
ULP-J was hired on November 18, 2024, and
began providing assisted living services.

ULP-K was hired on December 16, 2024, and
began providing assisted living services.

ULP-L was hired on July 8, 2024, and began
providing assisted living services.

ULP-M was hired on November 11, 2024, and
began providing assisted living services.

ULP-N was hired on July 8, 2024, and began
providing assisted living services.

ULP-O was hired on July 8, 2024, and began
providing assisted living services.

ULP-P was hired on August 12, 2024, and began
providing assisted living services.

A NETStudy 2.0 Roster Report for HFID 02852,
dated January 13, 2025, at 12:57 p.m., indicated
ULP-J, ULP-K, ULP-L, ULP-M, ULP-N, ILP-0O,
and ULP-P were affiliated to a closed
comprehensive homecare license under the
same ownership of licensee.

Minnesota Department of Health
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On January 14, 2025, at approximately 10:00
a.m., LALD-A stated they were unaware that
background studies had expired for ULP-H and
R-I. LALD-A stated a new employee in human
resources mistakenly affiliated background
studies with the incorrect HFID.

The NETStudy 2.0 System User Manual updated
November 30, 2022, defined Continuous, Direct
Supervision - An individual is within sight or
hearing of the program's supervising individual to
the extent that the program's supervising
individual is capable at all times of intervening to
protect the health and safety of the persons
served by the program. Direct Contact Services -
Providing face-to-face care, training, supervision,
counseling, consultation, or medication
assistance to persons served by the entity. The
manual further defined Supervision Status Study
subjects must be under continuous, direct
supervision until the study subject is determined
eligible of until the entity is notified by DHS that
the study subject may provide unsupervised
services while the background study is being
completed. The supervision status is shown in the
"Supervision Required" column for convenience.
However, programs are instructed to rely on
background study notices for supervision status
and other background study determination
information.

The Department of Health Services (DHS)
Emergency Background Studies End publication
updated July 31, 2024, read "Emergency studies
are no longer valid. Individuals who only have an
emergency study must have a fully compliant,
fingerprint-based background study." The
document indicated that emergency studies
ended as of December 31, 2022.

Minnesota Department of Health
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The licensee's 4.02 Background Studies policy
dated August 1, 2021, read "no employee may
provide direct services and have independent
direct contact with any residents until acceptable
results of the background study have been
received”.

No further information provided.

TIME PERIOD FOR CORRECTION: Immediate

01440 144G.62 Subd. 4 Supervision of staff providing 01440
SS=D | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
iIndividual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing delegated tasks within 30 days of
providing services for one of two unlicensed
personnel ((ULP)-D).

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
iIsolated 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-D was hired on October 17, 2022, and
began providing assisted living services.

ULP-D's employee record included a 30-Day Staff
Performance Review form dated November 22,
2022, which lacked tasks requiring a 30-day RN
supervision.

On January 14, 2025, at approximately 8:00 a.m.,
ULP-D was observed administering oral
medication to RS.

On January 15, 2025, at approximately 11:00
a.m., licensed assisted living director (LALD)-A
stated ULP-D's file did not include a 30-day RN
supervisory visit. LALD-A stated her orientation
and shadow days were completed, but they did
not know if the 30-Day supervision had been
completed.

The license's 6.17 Supervision of Staff -
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Delegated Services policy dated August 1, 2021,
read "direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for [licensee] and first
performs the delegated tasks for residents and
thereafter as needed based on performance ...
...documentation of supervision activities will be
retained in the employee's record”.

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
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
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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 RN conducted
ongoing resident monitoring and reassessment,
not to exceed 90 calendar days from the last
assessment date for one of three residents (R9).

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

The findings include:

R5 was admitted on August 15, 2023, and began
receiving assisted living services.

RS5's record included a service plan signed on
June 11, 2024, indicating RS's services included
medication management.

RS5's record included a Nursing Evaluation dated
September 18, 2024. RS's record also included a
Nursing Evaluation dated December 24, 2024,
indicating 97 days had passed since the previous
assessment.

On January 15, 2025, at approximately 11:15
a.m., clinical nursing supervisor (CNS)-B stated
nursing assessments were completed quarterly,
and they were unaware of the required 90-day
Minnesota Department of Health
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timeframe.

The licensee's 6.01 Assessments, Reviews, and
Monitoring policy dated August 1, 2021, indicated
ongoing resident assessment and monitoring
would be conducted as needed based on
changes in the needs of the resident and could
not exceed 90 calendar days from the date of the
last assessment.

No additional information was provided.

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

01640) 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=E | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
iIncluding notice of a change in a resident's fees
when applicable.

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure revised service plans
were authenticated by the resident or resident's
representative for two of four residents (R4, 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) 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).

The findings include:

R4
R4 was admitted on May 2, 2024, and began
receiving assisted living services.

R4's record included a signed service plan dated
May 3, 2024, indicating R4's services included
assistance with dressing, grooming, bathing,
transfers, and medication management.

On January 15, 2025, at approximately 8:30 a.m.,
licensed assisted living director (LALD)-A
provided a current unsigned service plan for R4
dated January 15, 2025, indicating the following
revisions had been made to R4's service plan:

-a change in resident code status to Do Not
Resuscitate added on August 6, 2024;

-hair care and oral hygiene assistance of one
person added on August 6, 2024

-transfer assistance with two persons added
Minnesota Department of Health
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August 6, 2024;

-behavioral monitoring added on August 6, 2024;
-elevating legs for edema added on August 6,
2024

-staff redirection for exit seeking and safety
checks every two hours added on August 6,
2024: and

-pain interventions to include offering elevation,

hot/cold therapy, repositioning, and rest added on
August 6, 2024.

R4's service plan changes were not authenticated
by the facility and the resident or resident's
representative documenting agreement on the
services to be provided.

RS
R5 was admitted on August 15, 2023, and began
receiving assisted living services.

RS's record included a signed service plan dated
December 4, 2023, indicating R5's services
iIncluded dressing and grooming assistance, meal
setup, and medication administration.

On January 15, 2025, at approximately 8:30 a.m.,
LALD-A provided a current unsigned service plan
for RS dated January 15, 2025, indicating the
following revisions had been made to RS's
service plan:

-mealtime observations for pain with eating added
on March 25, 2024: and

-changes to daily rate paid by Elderly Waiver
added on June 28, 2024.

RS's service plan changes were not authenticated
by the facility and the resident or resident's
representative documenting agreement on the
services to be provided.

Minnesota Department of Health
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On January 15, 2025, at 10:12 a.m., LALD-A
stated service plan changes were presented to
families for signature. LALD-A stated the licensee
may not have kept up with their process.

The licensee's 6.08 Service Plans policy revised
August 1, 2021, indicated service plans and any
revisions would have a signature or other
authentication by the facility and by the resident,
or resident's representative, documenting
agreement on the services to be provided.

No further information was provided.

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

01820| 144G.71 Subd. 13 Prescriptions 01820
SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure written or
electronically recorded prescriptions were
obtained for one of three 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) and was issued at an
iIsolated 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
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only occasionally).
The findings include:

R3 was admitted to the licensee on July 11, 2019,
and moved to a secured memory care unit on
September 24, 2024.

R3's service plan printed on January 14, 2025,
unsigned, indicated R3 received services for
medication management.

R3's medication administration record (MAR) for
January 2025, indicated R3 took the following
medications:

-acetaminophen oral tablet, give 975 milligrams
(mg) by mouth (PO) three times daily;
-amlodipine 10 mg tablet, give 10 mg PO one
time daily;

-aspirin oral tablet, give 81 mg PO one time dalily;
-buprenorphine hydrochloride (HCL) sublingual
tablet 2 mg, take 0.5 tablets sublingually two
times daily;

-duloxetine HCL delayed release (DR), give 60
mg PO one time daily;

-Eliquis oral tablet 2.5 mg, give 2.5 mg PO two
times daily;

-gabapentin 100 mg oral capsule; give one
capsule PO two times dalily;

-metformin HCL extended release (ER) 24-hour
500 mg tablet, give one tablet PO two times dalily;
-metoprolol succinate ER 100 mg, give two
tablets PO one time daily;

-nitroglycerin sublingual tablet; give 0.4 mg
sublingually every five minutes as needed (PRN);
-quetiapine fumarate oral tablet, give 25 mg PO
one time daily;

-quetiapine fumarate oral tablet, give 25 mg PO
every 12 hours PRN; and

-rosuvastatin calcium oral tablet, give 40 mg PO
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one time daily.

R3's Order Summary Report printed on January
14, 2025, and unsigned, indicated R3 took the
above-mentioned medications.

On January 14, 2025, at 11:12 a.m., the surveyor
observed unlicensed personnel (ULP)-F provide

medication administration and blood glucose
(BG) check to R3.

On January 14, 2025, at 11:49 a.m., licensed
assisted living director (LALD)-A provided the
unsigned Order Summary Report printed on
January 14, 2025. LALD-A stated someone
assisted them with gathering R3's documents and
may have provided the unsigned orders by
mistake and would look for the signed orders.

On January 15, 2025, at 8:05 a.m., clinical nurse
supervisor (CNS)-B stated R3 did not have
signed orders. CNS-B stated orders were
required for medications and should be updated
annually. CNS-B stated they had only been
working for the licensee for approximately three
months and was still working on reviewing all
residents' records. CNS-A stated R3's provider
would be in today (January 15, 2025) to sign R3's
orders.

The licensee's Physician Medication Orders F710
policy last revised in September 2012, indicated,
"Medications shall be administered only upon the
written order of a person duly licensed and
authorized to prescribe such medications in this
state."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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days
01890 144G.71 Subd. 20 Prescription drugs 01890
SS=D

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 medications
were labeled with an opened-on date for one of
one resident (R4) with insulin.

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 on May 2, 2024, and began
receiving assisted living services.

R4's service plan dated May 3, 2024, indicated
R4 received services for medication
administration.

R4's Medication Administration Record (MAR)
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dated January 2025, indicated R4 received Fiasp
FlexTouch Subcutaneous Solution insulin, 100
units (u)/milliliter (ml); give 2 u subcutaneously
three times daily. Hold if blood glucose is less
than 100.

On January 13, 2025, at 11:02 a.m., the surveyor
observed a Fiasp insulin pen in the medication
cart labeled with R4's name. The insulin pen
lacked an opened-on date label.

On January 13, 2025, at 11:02 a.m., clinical nurse
supervisor (CNS)-B stated the insulin pens
should be labeled with open-on dates. CNS-B
stated they did not know why the insulin pen was
not labeled.

The manufacturer instructions for Fiasp revised
July 2023 by Novo Nordisk Incorporated read "if
FIASP FlexTouch pens are stored at room
temperature prior to its first use, it should be used
or thrown away within 28 days".

The licensee's 7.11 Medication Storage policy
dated August 1, 2021, indicated medications will
be stored consistent with manufacturer's
recommendations.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910] 144G.71 Subd. 22 Disposition of medications 01910
SS=D
(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
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part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
guantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medication to include the date of disposition and
names of staff and other individuals involved in
the disposition for one of one discharged 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 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:
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R1 was discharged from the licensee on
December 1, 2024.

R1's Service Plan dated June 25, 2024, indicated
R1's medications were stored in her apartment
and were self-administered.

R1's record included an undated Record of
Product Destruction listing the following
medications for R1:

-sertraline 100 milligram (mg) tablets: 38 tablets;
-folic acid 0.4 mg tablets: 30 tablets;

-lisinopril 5 mg tablets: 45 tablets;

-senna 8.6 mg tablets: 30 tablets;

-haloperidol 0.5 mg tablets: 30 tablets;
-hycosamine sulfate 0.125 mg tablets 30 tablets;
-lorazepam 0.5 mg tablets: 20 tablets; and
-hydromorphine 2 mg tablets: 30 tablets.

R1's Record of Product Destruction lacked
evidence of documented disposition of
medications for R1 to include the date of
disposition, and the names of staff and other
individuals involved in the disposition.

On January 14, 2025, at approximately 1:15 p.m.,
licensed assisted living director (LALD)-A stated
they were unable to locate a signed medication
disposition record for R1. LALD-A stated it may
be waiting to be filed and they would continue to
try to locate the document.

The licensee's 7.23 Medication Disposal policy
dated August 1, 2021, indicated, "The facility shall
dispose of any medications remaining with the
facility that are discontinued or expired or upon
the termination of the service contract or the
resident's death according to state and federal
regulations for disposition of medications and
controlled substances."

Minnesota Department of Health
STATE FORM 6899 22K011 If continuation sheet 32 of 36




PRINTED: 02/24/2025

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:
20257 B. WING 01/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 BOONE AVENUE NORTH
ASSISTED LIVING AT NORTH RIDGE
NEW HOPE, MN 55428
(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)

01910 | Continued From page 32 01910

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or 01940
SS=D | 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
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.
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This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement a
treatment or therapy management plan to include
all required content for one of four 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 on May 2, 2024, and began
receiving assisted living services.

R4's record included an Order Summary Report
signed by R4's provider on April 25, 2024.
Provider orders included an order for blood sugar
checks three times a day before meals.

R4's Service Plan dated May 3, 2024, lacked a
statement indicating blood glucose monitoring
would be provided.

R4's record lacked a treatment or therapy
management plan with the following required
content:

-identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
-procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatment or therapy
Minnesota Department of Health
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services; and

-any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment or therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On January 15, 2025, at 10:39 a.m., clinical nurse
supervisor (CNS)-B stated all medication and
treatment management plans were written into
the service plans. CNS-B stated she was
unaware that R3's service plan lacked a
treatment plan for blood glucose monitoring.

The licensee's 7.05 Treatment and Therapy
Management policy dated August 1, 2021, read
"The [licensee] will develop and maintain a
current individualized treatment or therapy
management record for each resident which must
contain at least the following:

-a statement of the type of services that will be
provided;

-documentation of specific resident instructions
relating to the treatments or therapy
administration:;

-identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
-procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
Services;

-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”.

No further information provided.
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Minnesota Department of Health
Food, Pools and Lodging Services Section
625 N Robert St

St Paul, MN 55164
DEPARTMENT 8519014500
OF HEALTH
ps ¥ Food and Beverage Establishment il
Date: 01/14/25 _
Time:  14:52:16 Inspection Report
Report: 7963251003
— Location: — Establishment Info:
Assisted Living At North Ridge ID #: 0037615
5500 Boone Avenue North Risk:
New Hope, MN554238 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:

. Phone #: 7635923000
Expireson: / / ID #-

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

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Acid: = 884 PPM at Degrees Fahrenheit
Location: SANI DISPENSER
Violation Issued: No

Hot Water: = at 160 Degrees Fahrenheit
Location: DISHWASHER RINSE

Violation Issued: No

Food and Equipment Temperatures

Process/Item: MASHED POTATOES
Temperature: 165 Degrees Fahrenheit - Location: HOT WELL
Violation Issued: No

Process/Item: MEATLOAF
Temperature: 135 Degrees Fahrenheit - Location: HOT WELL
Violation Issued: No

Process/Item: HAM
Temperature: 36 Degrees Fahrenheit - Location: SANDWICH BAR
Violation Issued: No

Process/Item: TURKEY
Temperature: 36 Degrees Fahrenheit - Location: SANDWICH BAR
Violation Issued: No

Process/Item: HARD CKD EGGS
Temperature: 37 Degrees Fahrenheit - Location: PASS THROUGH
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 01/14/25

Time:  14:52:16 Inspection Report

Report: 7963251003
Assisted Living At North Ridge

Process/Item: MEATLOAF
Temperature: 157 Degrees Fahrenheit - Location: HOT CABINET
Violation Issued: No

Process/Item: CKD PASTA
Temperature: 37 Degrees Fahrenheit - Location: WALKIN
Violation Issued: No

Process/Item: CKD CHICKEN
Temperature: 37 Degrees Fahrenheit - Location: WALKIN
Violation Issued: No

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

MET WITH ESTABLISHMENT REPRESENTATIVES AMY MEINECKE AND UROS JELICIC ALONG
WITH MDH NURSE SURVEYORS JOEY KEEN AND ANN WINTERS.

THIS FACILITY CONSISTS OF AN ASSISTED LIVING AND TWO MEMORY CARE UNITS. THERE IS
A CENTRAL COMMERCIAL KITCHEN AND TWO MEMORY CARE SERVICE AREAS (NORTH AND
SOUTH). ALL MEALS ARE DELIVERED PRE-PLATED TO THE MEMORY CARE SERVICE AREAS.
NORTH- LARGER KITCHEN AREA WITH A COMMERCIAL UNDERCOUNTER DISHWASHER AND
COMMERCIAL REFRIGERATOR. NO DISHWASHER OR FOOD STORAGE AT TIME OF INSPECTION.
SOUTH- SMALL KITCHENETTE AREA. NO EQUIPMENT. CABINETS ARE DAMAGED AND NEED
REPAIR OR REPLACEMENT. ESTABLISHMENT STATED THAT THE AREA IS SLATED FOR
REMODEL.

DISCUSSED THE FOLLOWING-

-EMPLOYEE ILLNESS POLICY AND LOG

-HIGHLY SUSCEPTIBLE POPULATION RESTRICTIONS

-HIGH TEMP DISHWASHER TEMPERATURE MEASUREMENTS
-COLD AND HOT HOLDING

-ISSUES FROM 2022 INSPECTION

-FORMS OF SANITIZERS AND TESTING

-CERTIFIED FOOD MANAGER CERTIFICATE



Type:  Full Food and Beverage Establishment Fage s
Date: 01/14/25

Time:  14:52:16 Inspection Report

Report: 7963251003
Assisted Living At North Ridge

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 7963251003 of 01/14/25.

Certified Food Protection ManagerUros Jelicic
Certification Number: _CFM 55265 Expires: _ 12/16/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: %W

Amy Meinecke and Uros Jelicic Peggy Spadafore
PIC Sanitarian Supervisor
metro

651-201-4500
peggy.spadafore(@state.mn.us



Report #: 7963251003

Food Establishment Inspection Report

m

Minnesota Department of Health
Food, Pools and Lodging Services Section
625 N Robert St

No. of RF/PHI Categories Out 0

Date

No. of Repeat

RF/PHI Categories Out 0

01/14/25
Time ln 14:52:16

DCEEAHRETmE-nT St Paul, MN 55164 Legal Authority MN Rules Chapter 4626 Time Out
Assisted Living At North Ridge Address City/State Zip Code Telephone

5500 Boone Avenue North New Hope, MN 55428 7635923000
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0037615 Full

IN=in compliance

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

OUT= not in compliance

N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

Mark "X" in appropriate box for COS and/or R

R=repeat violation

Compliance Status

cos R

i

Surpervision

Compliance Sta

tus

COS R

OouT

PIC knowledgeable; duties & oversight

Time/Temperature Control for Safety

N

1/C IN
IN

ouT N/A

Certified food protection manager, duties

18] IN oUT NJACN/O

Proper cooking time & temperature

Employee Health

OuT

Mgmt/Staff;knowledge,responsibilities&reporting

IN
IN

OouT

Proper use of reporting, restriction & exclusion

SEESE

events

Procedures for responding to vomiting & diarrheal

19 IN OUT N/A( N/Q) Proper reheating procedures for hot holding
20 IN OUT N/A' N/Q) Proper cooling time & temperature

21 OUT N/A N/O Proper hot holding temperatures

22 OUT N/A Proper cold holding temperatures

23( IN)OUT N/A N/O| Proper date marking & disposition

Good Hygenic Practices

24

IN ou*@@ N/O

Time as a public health control: procedures & records

Consumer Advisory

25 IN_ OUTN/A)

Consumer advisory provided for raw/undercooked food

Highly Susceptible Populations

Pasteurized foods used; prohibited foods not offered

26{7@ OUT N/A

Food and Color Additives and Toxic Substances

27 IN ou(’f\l'@

Food additives: approved & properly used

Toxic substances properly identified, stored, & used

28E IN)OUT

Conformance with Approved Procedures

OouT N/O| Proper eating, tasting, drinking, or tobacco use

7 ( INS ouT N/O| No discharge from eyes, nose, & mouth

Preventing Contamination by Hands

B(FIN OuUT N/O| Hands clean & properly washed

9 No bare hand contact with RTE foods or pre-approved
OUT N/A N/O| jternate pprocedure properly followed

10 IN ) OUT Adequate handwashing sinks supplied/accessible

Approved Source

1( IN) ouT Food obtained from approved source

12 IN OUT N/ N/@. Food received at proper temperature

13( INYOUT o Food in good condition, safe, & unadulterated

Required records available; shellstock tags,
parasite destruction

29 IN ou(ﬁ@

Compliance with variance/specialized process/HACCP

Protection from Contamination

15L|N OUT N/A N/Q Food separated and protected

Risk factors (RF) are improper practices or proceedures identified as the most
prevalent contributing factors of foodborne iliness or injury. Public Health Interventions
(PHI) are control measures to prevent foodborne iliness or injury.

16 IN)OUT N/A

Food contact surfaces: cleaned & sanitized

our

reconditioned, & unsafe food

Proper disposition of returned, previously served,

Mark "X" in box if numbered item is not in compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

‘oos{ R

cos R

Safe Food and Water

Proper Use of Utensils

Food Recalls:

Person in Charge (Signature)

30 | IN) OUT N/A ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
31 ‘ WelerBicodbiained Tronramapprovedsgume 44 Utensils, equipment & linens: properly stored, dried, & handled
_ _ T _ 45 Single-use/single service articles: properly stored & used
32 | IN OU‘ Variance obtained for specialized processing methods
46 Gloves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 designed, constructed, & used

34 IN OUT N/A(N/QO) Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips

35 @ OUT N/A N/O| Approved thawing methods used 49 Non-food contact surfaces clean

36 | Thermometers provided & accurate Physical Facilities

Food Identification o0 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed

E nsecls,.fodenis, & animals ot present 53 Tollet facilities: properly constructed, supplied, & cleaned

39 Cahtamination’ preventad.clmhgiond prep;slafage:& display 54 Garbage & refuse properly disposed; facilities maintained

40 Personal cleanliness 55 Physical facilities installed, maintained, & clean

41 YViping clothis: propetly Used &.stated 56 Adequate ventilation & lighting; designated areas used

42 Washing fruits & vegetables 57 Compliance with MCIAA

28 Compliance with licensing & plan review

Date: 01/15/25

Inspector (Signature)

gy R




