DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
March 11, 2024

Licensee
Central Minnesota Senior Care

316 Sunrise Lane
Atwater, MN 56209

RE: Project Number(s) SL20569015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 22, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute

Chapter 260E.

STATE CORRECTION ORDERS

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

evidenced by . .."

IMPOSITION OF FINES
In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed

based on the level and scope of the violations and 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 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.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), MDH may impose fine amounts of either
$1,000 or S5,000 to licensees who are found to be responsible for maltreatment.

MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of
abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. MDH
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also may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual
assault, death, or abuse resulting in serious injury.

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

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

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program = $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to

appeal.

DOCUMENTATION OF ACTION TO COMPLY
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 |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
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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.

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,

44 Q_MH N

Kelly Thorson, Supervisor
State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

PMB
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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 assignhed 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
fallure 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.
SL20569015
PLEASE DISREGARD THE HEADING OF
On February 20, 2024, through February 22, THE FOURTH COLUMN WHICH
2024, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were five residents; all WILL APPEAR ON EACH PAGE.
receiving services under the Assisted Living
license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for
determining its staffing level that:

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

STATE FORM 6899 2KQT11 If continuation sheet 1 of 19
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04/70| Continued From page 1 0470

() Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(1) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(1) awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(1) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement a
written staffing plan that included an evaluation
completed by the clinical nurse supervisor (CNS)
(as indicated in Minnesota Administrative Rule
4659.0180) at least twice a year. This had the
potential to 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

Minnesota Department of Health
STATE FORM 6899 2KQT11 If continuation sheet 2 of 19
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resident's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

The licensee held an assisted living license and
was licensed for a capacity of eleven residents
and had a current census of five residents.

On February 21, 2024, at 11:25 a.m., licensed
assisted living director (LALD)-A stated we do not
have documentation of review of our staffing plan
twice a year. We have had a lot of staff turnover;
the current nurse does not remember signing
anything related to the staffing plan and the
previous nurse Is not available.

No further information was provided.

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

0 480, 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

Minnesota Department of Health
STATE FORM 6899 2KQT11 If continuation sheet 3 of 19
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prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated February 20, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24

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

0 510] 144G.41 Subd. 3 Infection control program 0 510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facllities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:
Based on observation, interview, and record

Minnesota Department of Health
STATE FORM 6899 2KQT11 If continuation sheet 4 of 19
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review, the licensee failed to establish and
maintain an effective infection control program to
comply with accepted health care, medical, and
nursing standards for infection control and current
recommendations for hand hygiene. This had the
potential to affect all the licensee's residents,
staff, and visitors.

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

The findings include:

On February 21, 2024, at 8:10 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer medications to R3. ULP-D checked
medications against the medication
administration record, washed hands, punched
oral medications out of the punch packs,
prepared the nebulizer, nasal spray, powders,
and insulin. ULP-D went to R3's room to
administer the medications. ULP-D administered
nasal spray, changed gloves, and washed R3's
navel and left abdominal folds in preparation of
applying R3's nystatin powder. ULP-D changed
gloves and used an alcohol swab to cleanse
abdomen for insulin injection. ULP-D
administered insulin and removed gloves. ULP-D
then donned clean gloves to apply nystatin
powder to appropriate areas. ULP-D doffed
gloves, washed hands, and documented
medications. ULP-D did not wash or sanitize
hands between glove changes.

Minnesota Department of Health
STATE FORM 6899 2KQT11 If continuation sheet 5 of 19
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On February 21, 2024, at 2:00 p.m., licensed
assisted living director (LALD)-A stated the
expectation for staff was handwashing should be
done If hands were solled, between cares with
residents, dirty to clean tasks, and before donning
gloves and after doffing gloves.

On February 21, 2024, at 2:55 p.m., ULP-D
stated she was trained and knew she should
have washed her hands both before and after
gloving. ULP-D stated "| was feeling nervous and
overwhelmed having you watch me.”

The Center of Disease Control (CDC) Core
Infection Prevention and Control Practices
regarding hand hygiene dated November 29,
2022, recommends healthcare personnel should
use an alcohol-based rub or wash with soap and
water for the following clinical indications:
Immediately before touching a patient, before
performing aseptic task or handling invasive
medical devices, before moving from work on a
solled body site to a clean body site on the same
patient, after touching a patient or the patient's
Immediate environment, after contact with blood,
body fluids, or contaminated services, and
Immediately after glove removal.

The licensee's undated Infection Control
Practices policy indicated wearing gloves does
not eliminate the need for thorough washing
before and after using gloves.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

Minnesota Department of Health
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0 700| 144G.43 Subdivision 1 Resident record 0 700
SS=F

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure personal
health and medical information was kept private
for all five residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious injury, impairment, or death), and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has potential to affect
a large portion or all the residents).

These finding include:

On February 21, 2024, at 8:10 a.m. the surveyor
observed a binder on the counter under the
medication cabinet in the kitchen. The binder
contained medication and treatment
administration records for the residents. There
was one binder for each of two medication
cabinets.

On February 21, 2024, at 9:55 a.m., the surveyor

Minnesota Department of Health
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observed the binders sitting out in the common
area under the medication cabinets.

On February 21, 2024, at 2:35 p.m., the surveyor
observed the medication cabinets with licensed
assisted living director (LALD)-A and at that time
the binders were still sitting out in the open.

On February 21, 2024, at 3:15 p.m., LALD-A
stated the expectation was for staff to keep the
binders locked in the medication cabinets and to
just take them out when they are completing a
medication administration and charting. LALD-A
was not sure why staff was leaving the
Information unsecured.

On February 22, 2024, at 11:15 a.m., the
surveyor observed the binders sitting out in the
open.

The licensee's undated, Control, Use, Storage,
and Security of Client's/Resident's Records policy
Indicated residents have the right to have
personal, financial, health, and medical
Information kept private.

No further information provided.

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

0 900 144G.50 Subdivision 1 Contract required 0 900
SS=D
(a) An assisted living facility may not offer or
provide housing or assisted living services to any
Individual unless it has executed a written
contract with the resident.

(b) The contract must contain all the terms
concerning the provision of:

Minnesota Department of Health
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(1) housing;

(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and

(3) the resident's service plan, if applicable.

(c) A facility must:

(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and

(2) give a complete copy of any sighed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been sighed.

(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.

(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

(F) The resident must agree in writing to
any additions or amendments to the contract.
Upon agreement between the resident and the
facility, a new contract or an addendum to the
existing contract must be executed and signed.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the facility
falled to develop and execute an assisted living
written contract to include all required content for
one of one resident (R1).

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

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

The findings Include:
R1 began receiving services on July 14, 2009.

R1's record had a document titled Contract for
Housing with Services dated December 29, 2021.

R1's record lacked an assisted living contract as
required.

On February 22, 2024, at 10:00 a.m., licensed
assisted living director (LALD)-A stated they did
not have an updated assisted living contract for
R1. LALD-A further stated R1 was in the hospital
at the time they were redoing all the assisted
living contracts and R1's got missed.

The licensee's undated Admission policy
Indicated an assisted living facility may not offer
or provide housing or assisted living services to
any individual unless it has executed a written
contract.

No further information was provided.

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

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

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

(1) the reason for the relocation;

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

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

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

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

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
Minnesota Department of Health
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licensee failed to provide a written notice with
required content for an emergency relocation for
one of one resident (R1).

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

The findings include:
R1 started receiving services on July 14, 2009.

R1's record indicated R1 went to the emergency
room on January 26, 2024, and was admitted to

the hospital.

R1's record lacked a written notice including:

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

- contact information for the Office of
Ombudsman for Long-Term Care

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

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

On February 21, 2024, at 2:00 p.m., licensed
assisted living director (LALD)-A stated they did

Minnesota Department of Health
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not understand the statute and did not realize it
needed to be done for R1 or any of the residents
with emergency relocations.

No further information was provided.

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

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | 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,
Including notice of a change in a resident's fees
when applicable.

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a written service plan

Minnesota Department of Health
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was revised to reflect the current services
provided for one of one resident (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was Issued at 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:

R1's service plan lacked revision to reflect the
current services R1 was receiving. R1's Service
Plan included application and removal of TED
stockings which had been discontinued.

R was admitted for services on July 13, 2009.

R1's Service Plan dated September 28, 2023,
sighed by program director (PD)-C on December
19, 2023, and signed but undated by R1 indicated
R1 received the following services activity assist,
bathing, blood glucose monitoring, dressing,
grooming, housekeeping, insulin assist, laundry,
mail assist, meal prep, med assist, nail care,
nebulizer set up, peri cares, vitals monitoring,
safety checks, shaving, TED stockings, and
toileting.

R1's record included a discontinue order for
compression stockings on December 20, 2023.

On February 21, 2024, at 2:00 p.m., licensed
assisted living director (LALD)-A stated the
service plan should be updated with any changes
and was not sure why it was not updated.
Minnesota Department of Health
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On February 21, 2024, at 2:03 p.m., PD-C stated
she did not update the service plan because she
was not aware of the change. Usually, the nurse
would communicate any changes to the program
director.

The licensee's undated Conducting Initial and
Ongoing Client/Resident Evaluations and
Assessments of Resident Needs (including
assessments by a registered nurse or appropriate
licensed health professional) and How Changes
In a Client's/Resident's Condition are |dentified,
Managed, and Communicated to Staff and Other
Health Care Providers as Appropriate policy
Indicated the facility must implement and provide
all services required by the current service plan.
The service plan and revised service plan must
be entered into the resident record, including
notice of a change in a resident's fees when
applicable. Staff providing services must be
Informed of the current written service plan.

No further information was provided.

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

CSJ1888F0 144G.71 Subd. 19 Storage of medications 01330
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement Is not met as evidenced
by:
Based on observation and interview, the licensee

Minnesota Department of Health
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falled to ensure all medications were securely
locked In substantially constructed compartments

and permit only authorized personnel had access.

Furthermore, the licensee failed to ensure
medications were stored according to
manufacturer's instructions for the medication
refrigerator. This had the potential to affect all
residents in the facility.

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

The findings include:
MEDICATION CABINETS

On February 21, 2024, at 2:35 p.m., the surveyor,
along with licensed assisted living director
(LALD)-A, went to observe the contents of the
medication cabinets. LALD-A asked unlicensed
personnel (ULP)-D for the keys to the medication
cabinet and was told they were in the unlocked
drawer underneath the medication cabinet. This
was the same for both medication cabinets. The
kKeys were kept unsecured in a drawer.

On February 21, 2024, at 3:15 p.m., LALD-A
stated the expectation Is for staff to keep the keys
for the medication cabinets in their pocket
throughout their shift and to pass them to the
oncoming shift. The keys are not to be left
unsecured in the drawer and was unsure why this
was happening.
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MEDICATION REFRIGERATOR

On February 21, 2024, at 2:30 p.m., the surveyor
observed the medication refrigerator and asked
to review the temperature log.

The refrigerator contained:
-3 Humalog quick pens

The manufacturers instructions for Humalog
Indicated unopened Humalog should be stored in
a refrigerator (36 degrees to 46 degrees
Fahrenheit).

On February 22, 2024, at 11:00 a.m., LALD-A
stated they do not have a temperature log for the
medication refrigerator and is not sure why.

The licensee's undated Medication Management
policy indicated medication management would
Include a description of storage of medications
based on the client's/resident’'s heeds and
preferences, risk of diversion, and consistent with
the manufacturer's directions. An assisted living
facility must store all prescription medications in
securely locked and substantially constructed
compartments according to the manufacturer's
directions and permit only authorized personnel to
have access.

No further information was provided.

TIME PERIOD TO CORRECT: Seven (7) days.

01890| 144G.71 Subd. 20 Prescription drugs 013890
SS=F
A prescription drug, prior to being set up for

Immediate or later administration, must be kept in

Minnesota Department of Health
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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 monitor for expired
medications and failed to keep a medication in its
original container bearing the original prescription
label.

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

The findings include:

On February 21, 2024, at 2:35 p.m., the surveyor,
along with licensed assisted living director
(LALD)-A observed the medication cabinets. The
surveyor found one bottle Colace with no
pharmacy label with an expiration date of January
2024. Also found was a bottle of Nystatin powder
for R1 which expired on June 7, 2023.

On February 21, 2024, at 2:40 p.m.,LALD-A
stated the nurse Is responsible for checking the
medication cabinets for expired medications
monthly and those had been missed.

The licensee's undated Medication Management

Minnesota Department of Health
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policy indicated a medication assessment will
Include identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis.

No further information was provided.

TIME PERIOD FOR CORRECTION: seven (7)
days

Minnesota Department of Health
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Minnesota Department of Health
Environmental Health Division
3333 W. Division #212

DEPARTMENT St. Cloud
OF HEALTH 320-223-7300
iype A Food and Beverage Establishment rage
Date: 02/20/24 _
Time:  11:15:12 Inspection Report
Report: 1041241043
— Location: — Establishment Infeo:
Central Minnesota Senior Care ID #: 0037681
316 Sunrise Lane Risk:
Atwater, MN 56209 Announced Inspection: No

Kandiyohi County, 34

— License Categories: — Operator:
. Phone #: 3209743460
Expireson: / / D #-

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

The following orders were 1ssued during this inspection.

4-100 Equipment Construction Materials

4-101.17

MN Rule 4626.0490 Discontinue using wood and wood wicker as a food contact surface.

REMOVE THE WOODEN BREAD BOX IN THE KITCHEN. THIS WAS COMPLIED WITH ON SITE.

Corrected on Site

Surface and Equipment Sanitizers

Hot Water: = at 166 Degrees Fahrenheit
Location: DISHWASHER FINAL RINSE CYCLE

Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: CANTALOUPE
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: MILK
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: MILK-BACK KITCHEN
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 02/20/24

Time:  11:15:12 Inspection Report

Report: 1041241043
Central Minnesota Senior Care

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

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 1041241043 of 02/20/24.

Certified Food Protection ManagerREBECCA SCHABLIN
Certification Number: _ 112330 Expires: _09/07/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: \imﬁjd;i‘? (m

Establishment Representative Linda Heinen
Public Health Sanitarian

St. Cloud
320-223-7306
Linda.Heinen(@state.mn.us




