DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
January 26, 2024

Licensee

Grace Assisted Living, LLC
7007 Greenbriar Curve
Shakopee, MN 55379

RE: Project Number(s) SL39667015
Dear Licensee:

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

The Minnesota Department of Health completed an initial survey on December 21, 2023, for the purpose

assessing compliance with state licensing statutes. At the time of the survey, the Minnesota Department of
Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE CORRECTION ORDERS

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

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

DOCUMENTATION OF ACTION TO COMPLY

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

be submitted for approval.

The correction order documentation should include the following:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance
with the specific statute(s).
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued, including
the level and scope, and any fine assessed through the correction order reconsideration process. The request

for reconsideration must be in writing and received by the Department of Health within 15 calendar days of
the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

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

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team

Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 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 Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag humber
144G .08 to 144G.95, these correction orders are appears In the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
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.

SL39667015-0
PLEASE DISREGARD THE HEADING OF

On December 19, 2023, through December 21, THE FOURTH COLUMN WHICH

2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were 2 active residents WILL APPEAR ON EACH PAGE.
receiving services under the provisional 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.

0 430] 144G.40 Subd. 2 Uniform checklist disclosure of | 0430
SS=C | services

(a) All assisted living facilities must provide to
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0 430 | Continued From page 1 0430

prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a copy of the Uniform
Disclosure of Assisted Living Service and
Amenities (UDALSA) to one of one resident (R1).

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

The findings Include:

R1 was admitted to the licensee on March 24,
2023.

Minnesota Department of Health
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R1's Service Plan dated July 25, 2023, indicated
R1 received services to include medication
administration, meal assistance, and
transportation for shopping assistance.

R1's record lacked a UDALSA checklist to
Include:

- a disclosure of the categories of assisted living
licenses available and the category of license
held by the facility; and

- a written checklist of all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide.

On December 19, 2023, at 12:40 p.m., licensed
assisted living director (LALD)-A acknowledged
R1 and all other residents who received services
under the assisted living license had not received
a written UDALSA listing all services provided
under the licensee's assisted living license, and
the services not provided under the licensee's
assisted living license.

No further information provided.

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

80847F0 144G.41 Subdivision 1 Minimum requirements 0470
(11) develop and implement a staffing plan for
determining Iits staffing level that:

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

Minnesota Department of Health
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(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

(li1) 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:

(li1) 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 observation, interview, and record
review, the licensee failed to ensure the required
staffing plan was posted as required, potentially
affecting all of the licensee's current 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, but was not likely to
cause serious Injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large

Minnesota Department of Health
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portion or all of the residents).
The findings include:

During the entrance conference on December 19,
2023, at 10:00 a.m., supervisor (S)-D identified
licensed assisted living director (LALD)-A as the
licensee's nurse supervisor.

On December 21, 2023, at 10:10 a.m., during the
facility tour, the surveyor observed no staffing
plan posted.

On December 21, 2023, at 12:00 p.m., LALD-A
acknowledged the licensee did not have a staffing
plan posted but stated they did have a staffing
plan developed and would provide to surveyor as
soon as they could locate it, though one was not
provided to the surveyor by the time of exit.

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
prepared and served according to the Minnesota

Minnesota Department of Health
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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 December 19, 2023, 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.

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

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 Disabillities
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

Minnesota Department of Health
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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 and interview, the licensee
falled to post in a conspicuous place, information
about the licensee's grievance procedure, the
name, telephone number, and e-mail contact
Information for the individuals who are
responsible for handling resident grievances. This
had the potential to affect staff, visitors and all
residents receiving assisted living services.

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

The findings include:

On December 19, 2023, at 10:50 a.m., during the
facility tour, the surveyor did not observe a
posting of the required grievance procedure
content in a conspicuous place.

On December 19, 2023, at 1:20 p.m., licensed
assisted living director (LALD)-A acknowledged
the posting was missing as required and stated
the licensee will ensure it Is posted.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 580] 144G .42 Subd. 2 Quality management 0 580
SS=F

The facility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity” means evaluating the
quality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
In services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be avallable to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to engage in and maintain
documentation of ongoing quality management
activities relevant to the size and services
provided by the assisted living provider.

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

The findings include:

Minnesota Department of Health
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During an interview on December 19, 2023, at
12:25 p.m., licensed assisted living director
(LALD)-A stated they would look for
documentation of any quality management
activities.

During a later interview on December 19, 2023, at
3:22 p.m., LALD-A again stated they would look
for documentation of any quality management
activities.

No documentation of quality management
activities was provided to the surveyor by the time
of exit.

No further information was provided.

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

0 680| 144G .42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

Minnesota Department of Health
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(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to complete a written
emergency disaster plan with all required content
and failed to post the emergency plan
prominently. This had the potential to affect all
current residents receiving services under the
assisted living license, staff, and visitors to 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 of the residents).

The findings include:

On December 19, 2023, at approximately 9:50
a.m., the surveyor requested to review the
licensee’'s emergency disaster preparedness
plan.

On December 19, 2023, at 10:15 a.m., during the

Minnesota Department of Health
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facility tour, the surveyor observed the emergency
disaster plan was not posted.

The licensee's plan dated 2022, lacked evidence
of the following required content:

- a comprehensive program to include infectious
diseases and pandemics;

- a description of the population served by the
licensee;

- process for emergency preparedness (EP)
cooperation with state and local EP
officials/organizations;

- procedure for tracking staff and residents;

- subsistence needs for staff and residents during
emergency situation;

- development of policies/procedures to address:

- evacuation plan (not customized for the
facility);

- fire (not customized for the facility);

- shelter in place;

- a tracking system used to document
locations or residents and staff;

- the medical record documentation system to
preserve resident information;

- emergency staff strategies;

- the facilities role in providing care and
treatment at alternative sites;

- a communication plan that included:

- arrangement with other facilities ;

- names and contact information for staff,
resident physicians, other facilities;

- contact information for federal, state, tribal,
local EP staff, ombudsman;

- primary and alternative means for
communicating with facility staff, federal, state,
regional and local emergency management
agencies,;

- a method of sharing information and
medical documentation for residents:

- a means to provide information regarding
Minnesota Department of Health
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the facility's needs, and its ability to provide
assistance to include information about their
occupancy;

-a method of sharing information from the
emergency plan with residents and their families;
- EP training and testing program;

- EP training program for staff (including
documentation of training provided); and
- EP testing/annual testing requirements.

On December 19, 2023, at 3:00 p.m., licensed
assisted living director (LALD)-A acknowledged
the licensee was missing required content in
emergency disaster plan and stated the licensee
had been working to finish developing one.

No additional information was provided.

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

0 790| 144G .45 Subd. 2 (a) (2)-(3) Fire protection and 0790
SS=F | physical environment

(2) Install and maintain portable fire

extinguishers in accordance with the State Fire
Code;

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

Code; and

This MN Requirement Is not met as evidenced

Minnesota Department of Health
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by:

Based on observation and interview, the licensee
falled to perform the required monthly

maintenance on fire extinguishers as required for
the facility. This had the potential to affect all
current 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 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:

On December 19, 2023, at 1:00 p.m., survey staff
toured the facility with supervisor (S)-C. During
the facility tour, it was observed portable fire
extinguishers were tagged, showing the required
annual service but lacked records to show the
required monthly visual inspections were
performed or recorded for all portable fire
extinguishers throughout buildings.

On December 19, 2023, at 1:00 p.m., S-C verified
the required monthly visual inspections were not
performed for portable fire extinguishers.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(b) Each assisted living facility shall develop and

Minnesota Department of Health
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maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

This MN Requirement Is not met as evidenced
by:

Based on the interview and record review, the
licensee failed to develop the fire safety and
evacuation plan with the required content. This
had the potential to directly affect all residents,
staff, and visitors.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident 's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at 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:

On December 20, 2023, at 12:00 p.m., supervisor
(S)-C provided documentation on the fire safety
and evacuation plan (FSEP), fire safety and
evacuation training for the facility, and fire safety
and evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN
Record review of the available documentation
Indicated that the licensee did maintain a fire
safety and evacuation plan to match posted
evacuation plans. During the facility tour on
December 20, 2023, with S-C, it was observed
the posted fire safety and evacuation plans were
not accurate depictions of the egress route and
did not match the current layout of the facility.

In the posted evacuation main-level plan, there
was a bedroom shown by the living room with
enclosed walls and a door. During the tour of the
faclility, it was observed there was no bedroom on
the main level, but there was an open dining area
with a fireplace by the living room.

On December 20, 2023, at 12:00 p.m., S-C
stated the facility was planning to add a bedroom
where the current dining area was and confirmed
the posted evacuation plan did not reflect the

Minnesota Department of Health
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current layout of the facility.

It was observed the upper-level evacuation plan
was not posted In the facility or readily available
throughout the facility.

On December 20, 2023, at 12:00 p.m., S-C
stated the facility would be provided the
upper-level evacuation plan via email as a
follow-up. But no follow-up email has been
received from the facility.

The FSEP and the posted evacuation plan at all
levels did not show the location and number of
resident rooms.

On December 20, 2023, at 12:00 p.m., S-C
confirmed the main level evacuation was not an
accurate depiction of the current layout, and
evacuation plans at all levels did not show the
location and number of resident rooms.

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

01330| 144G.60 Subd. 4 (b) Unlicensed personnel 01330
SS=D
(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G.61, subdivision 2, paragraphs
(a), clauses (9) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;

(2) satisfy the current requirements of Medicare

Minnesota Department of Health
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for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484 .36: or

(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to complete training and
competency evaluations in all required training

topics for one of one employee (unlicensed
personnel (ULP)-B).

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 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-B had a hire date of January 10, 2023.

ULP-B's record lacked documentation of
successful completion of training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G .61, subdivision 2, paragraphs (a),
clauses (5) and (7), and (b), clauses (3), (9), (6),
and (7), and all the delegated tasks they will
perform.

Minnesota Department of Health
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On December 19, 2023, at 2:00 p.m., licensed
assisted living director (LALD)-A verified ULP-B's
record lacked evidence of completed training and
competency testing in topics listed in 144G.61,
subdivision 2.

The licensee's training and competency policy
were requested but not received.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01710 144G.71 Subd. 3 Individualized medication 01710
SS=D | monitoring and reas

The assisted living facility must monitor and
reassess the resident's medication management
services as needed under subdivision 2 when the
resident presents with symptoms or other issues
that may be medication-related and, at a
minimum, annually.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to monitor and reassess the
resident's medication management services at
least annually 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's diagnosis included hypertension,
post-traumatic stress disorder, and anxiety.

R1's Service Plan dated July 25, 2023, indicated
R1 recelved services to include medication
administration.

R1's medication record dated March 24, 2023,
Indicated R1 was recelving:

- aspirin 81 miligram (mg) tablet once daily;
- Isosorb mono 30 mg ER tablet once dally;
- lisinopril 10 mg tablet once dalily; and

- omeprazole 20mg caplet once daily.

R1's record lacked monitoring and reassessment
of medication management services at least
annually for the following:

- documentation the assessment was conducted
face-to-face with the resident;

- Identification and review of all medications the
resident is known to be taking, which included
Indications for medications, side effects,
contraindications, allergic or adverse reactions,
and actions to address these issues: and

- [dentification of interventions needed In
management of medications.

On December 19, 2023, at 1:13 p.m., licensed
assisted living director (LALD)-A acknowledged
R1's record lacked monitoring and reassessment
of medication management services as required
for the above content.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Seven (7)
days
01730 144G./71 Subd. 5 Individualized medication 01730

SS=D | management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel,

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(/) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
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(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop an individualized
medication management record with the 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 Iisolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1

R1 was admitted to the licensee on March 24,
2023. R1's diagnoses included hypertension,
post-traumatic stress disorder, and anxiety.

R1's sighed service plan dated July 25, 2023,
Indicated R1 recelved medication management
services.

R1's record lacked an individualized medication
management plan.

During an interview on December 19, 2023, at
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2:30 p.m., licensed assisted living director
(LALD)-A who also served as the licensee's
registered nurse (RN) stated she completed a
medication assessment at the time of admission
and as needed and thought this was considered
the medication management plan.

The licensee's 7.03 Medication Management
Individualized Plan policy dated August 1, 2021,
Indicated licensee would develop and maintain a
current individualized medication management
record for each resident based on the resident
assessment.

No further information was provided.

TIME PERIOD TO CORRECT: Seven (7) days

01820 144G.71 Subd. 13 Prescriptions 013820
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 interview and record review, the
licensee failed to ensure written or electronically
recorded prescriptions were obtained 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
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limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

During the entrance conference on December 21,
2023, at 12:05 p.m., licensed assisted living
director (LALD)-A stated the licensee provided
medication management services which included
medication setup by the registered nurse (RN) for
their residents.

R1's date of admission was March 23, 2023.

R1's Service Plan dated July 25, 2023, indicated
R1 recelved services to include medication
administration.

R1's medication record dated March 24, 2023,
Indicated R1 was recelving:

- aspirin 831 milligram (mg) tablet once dally;
- Isosorb mono 30 mg ER tablet once dally;
- lisinopril 10 mg tablet once dally; and

- omeprazole 20mg caplet once daily.

R1's record lacked current written or electronically
recorded prescriptions for all medications that the
licensee was managing for R1.

On December 19, 2023, at 2:35 p.m., LALD-A
acknowledged R1's record was missing current
prescriber orders and stated R1 refused to take
their medications and staff were not administering
medications to R1 on a routine basis. LALD-A
also stated they did not obtain written orders from
R1's physician indicating R1 could discontinue
taking medications prescribed by R1's physician.

No further information was provided.
Minnesota Department of Health
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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
part of the service plan. Medications for a
resident who iIs 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 hame,
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:

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 medication strength,
prescription number, quantity, date of disposition,
and names of staff and other individuals involved

In the disposition for one of one deceased
resident (R2).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at an 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:

R2 was discharged from the licensee on October
8, 2023.

R2's Service Plan dated May 4, 2023, indicated
R2 received services to include medication
administration, treatments, personal laundry,
housekeeping, linen change, food preparation,
and monitoring and reassessment.

R2's record lacked documentation of the
disposition of the medication including the
medication's hame, strength, prescription number
as applicable, quantity, to whom the medications
were given, date of disposition, and hames of
staff and other individuals involved in the
disposition.

On December 19, 2023, licensed assisted living
director (LALD)-A acknowledged R2's record was
missing the required content above and stated
licensee was not aware of the statute
requirement.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype bl Food and Beverage Establishment b
Date: 12/19/23 _
Time:  11:00:30 Inspection Report
Report: 8041231395
— Location: — Establishment Infe:
Grace Assisted Living LLC ID #: 0042209
7007 Greenbriar Curve Risk:
Shakopee, MN355379 Announced Inspection: No
Scott County, 70

— License Categories: — Operator:
Phone #:
Expires on: 12/31/23 oy

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

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.128 ** Priority 2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.

ESTABLISHMENT DOES NOT HAVE A FOOD THERMOMETER ON SITE.
Comply By: 12/26/23

4-300 Equipment Numbers and Capacities
4-302.13B ** Priority 2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

NO IRREVERSIBLE REGISTERING TEMPERATURE INDICATOR TO MEASURE THE UTENSIL
SURFACE TEMPERATURE IN THE DISH MACHINE ON SITE. THERMAL LABELS PROVIDED
DURING INSPECTION.

Comply By: 01/02/24

2-100 Supervision

2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
CERTIFIED FOOD PROTECTION MANAGER CERTIFICATE IS NO ON SITE.
Comply By: 12/26/23

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: Samsung refrigerator: shredded cheese

Violation Issued: No




Type:  Full Food and Beverage Establishment o
Date: 12/19/23

Time:  11:00:30 Inspection Report

Report: 8041231395
Grace Assisted Living LLC

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: Samsung refrigerator: lettuce
Violation Issued: No

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

Inspection was completed with the Food Service Manager, Leslie Huna. Elyse Jones was the lead Health
Regulation Division Nurse Evaluator. Facility had two residents on site at time of inspection. Meals are prepared
on site.

This establishment has a residential kitchen. Food must be prepared for same day service only. The kitchen has
wood cabinets with a hollow base, a solid surface countertop and tile flooring. All found to be 1n good condition.

A two basin sink 1s located in the kitchen with one basin designated for handwashing. Establishment has a
Whirlpool dish machine. Verify the utensil surface temperature 1s at least 160F using thermal label provided by
Inspector.

Discussed the following:

-Employee illness policy and logging requirements
-Handwashing

-Glove-use and bare hand contact

-Food storage and preventing cross contamination

-Date marking

-Vomit clean up procedures

-Restrictions concerning serving a highly susceptible population

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 8041231395 of 12/19/23.

Certified Food Protection ManagerLeslie Ann Huna

Certification Number: _1fm108954 Expires; _12/22/24

Inspection report reviewed with person in charge and emailed.

Signed: S1 gnedzw

Leslie Huna Sarah Conboy
Manager Public Health Sanitarian III
651-201-3984

sarah.conboy(@state. mn.us




