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Electronically Delivered

July 27, 2023

Licensee
The Farmstead
13733 Quay Street
Andover, MN 55304

RE: Project Number(s) SL20547015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on July 12, 2023, for the  purpose  of
evaluating and assessing compliance with state  licensing statutes.  At the  time of the  survey, the  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.

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

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

In accordance  with Minn. Stat. § 144G.31 Subd. 4, MDH may assess  fines and enforcement  actions
bas ed on the le vel and scope of the vio lat ions ; however,  no immediate  fines are  assessed  for this
survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In ac cordanc e with Minn. Stat. § 144G .30, Sub d. 5(c), the lic ens ee mus t do cum ent ac tio ns take n 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:
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· Identify how the  area(s) of noncompliance  was corrected  related  to  the
resident( s)/employee(s) identified in the  correction  order.

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

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

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 the  MDH 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.

Plea se ema  il recons ideration  reque  sts to:  Health.HRD.Appeals@state. mn.us. Please atta  ch this lett  er
as part  of your reconsideration  request.  Please clearly indicate which tag(s) you are  contesting  and
submit information supporting  your position(s).

Please address  your cover letter  for reconsideration  requests  to:

Reconsideration Unit
Health Regulation Division

Minnesota  Department  of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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.
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If you have any questions,  please  contact  me.

Sincerely,

Kelly Thorson, Supervisor
State  Evaluation Team
Email: kelly.thorson@ state. mn.us
Telephone: 320-223-7336 Fax: 651-281-9796

PMB
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

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

INITIAL COMMENTS:
SL20547015

On  July  10,  2023,  through  July  12,  2023,  the
Minnesota  Department  of Health  conducted  a
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  72  active  residents;  all
receiving  services  under  the  Assisted  Living with
Dementia  Care  license.

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

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

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

The  letter  in the  left column  is used  for
tracking  purposes  and  reflects  the  scope
and  level  issued  pursuant  to 144G. 31
subd.  1,  2,  and  3.

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

0 480

(13)  offer to provide  or make  available  at  least  the
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  475311 If continuation  sheet  1 of 11
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following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,
chapter  4626;  and

0 480

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  food  was
prepared  and  served  according  to the  Minnesota
Food  Code.
This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety)  and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
or represent  a  systemic  failure  that  has  affected
or has  the  potential  to affect  a  large  portion  or all
the  residents) .
The  findings  include:
Please  refer  to the  included  document  titled,  Food
and  Beverage  Establishment  Inspection  Report
dated  July  11, 2023,  for the  specific  Minnesota
Food  Code  deficiencies.
TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

0 510  144G. 41  Subd.  3 Infection  control  program
SS= D

(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

0 510

Minnesota  Department  of Health
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assisted  living facilities.
(c) The  facility must  maintain  written  evidence  of
compliance  with this  subdivision.

0 510

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
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  related  to
gloving  and  hand  hygiene,  for one  of three  staff,
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,  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:

On  July  11, 2023,  at  7:21  a. m. , the  surveyor
observed  ULP-D complete  medication
administration  for R5.  ULP-D entered  R5' s  room
without  hand  hygiene  performed  ULP-D applied
gloves  and  admininstered  medications.  ULP-D
removed  gloves  and  without  performing  hand
hygiene;  exited  R3' s  room  walked  through  the
hallway,  to the  elevator  to floor one  entered
through  the  doors  of the  nurse  station  to obtain
vitals  equipment.  ULP-D walked  to the  elevator  to
floor three,  met  R6  and  performed  "hands  on"
check  back  of R6' s  head.  ULP-D entered  R6' s
apartmen, t placed  the  vitals  equipment  on  the
counter  and  reached  for the  phone  and  keys  for

Minnesota  Department  of Health
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the  medication  cabinet.  Without  performing  hand
hygiene,  ULP-D applied  gloves,  and  administered
medications  to R6.  ULP-D removed  gloves  after
medication  administration  and  exited  R6' s
apartment  without  performing  hand  hygiene.

0 510

On  July  11, 2023,  at  8:35  a. m. , ULP-D stated  they
were  trained  by the  registered  nurse  (RN) to
perform  hand  hygiene  with each  resident  service.

ULP-D's  Relias  training  transcript  dated  May 5,
2023,  indicated  ULP-D completed  a  course  titled,
About  Infection  Control  and  Prevention. ULP-D's
New Hire RA Skills Competency  dated  May 9,
2023,  indicated  a  RN signed  off completing
infection  control  that  included  hand  hygiene  and
personal  protective  equipment.

The  licensee' s  undated  Infection  Control  Hand
Hygiene  policy indicated  handwashing  shall  be
performed  before  and  after  contact  with resident,
before  donning  personal  protective  equipment
and  after  removing  personal  protective
equipment.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

0 800

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
good  repair  and  operation  with regard  to the
health,  safety,  comfort,  and  well-being  of the
residents  in accordance  with a  maintenance  and

Minnesota  Department  of Health
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repair  program.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  the  physical  environment  of the
facility in a  continuous  state  of good  repair  and
operation.  This  has  the  potential  to directly  affect
the  health,  safety,  and  well-being  of all residents
and  staff.

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

The  findings  include:

On  July  11, 2023,  approximately  from 10:45  a. m.
to 1:00  p.m. , survey  staff  toured  the  facility with
the  regional  environmental  service  director
(RESD) -G and  the  environmental  service  director
(ESD) -F. During  the  tour,  survey  staff  observed
the  following:

-The  emergency  lights  located  in the  entry  of the
memory  care  unit near  room  121  and  near  room
202  did not  light up  when  tested.
-The  fire-rated  doors  for the  boiler  room  (garage
level)  and  the  3rd- floor trash  room  failed  to
positively  latch  when  closed.
-The  fire-rated  stairway  door  (C) discharged  onto
the  courtyard  failed  to open  freely  for proper
exiting  due  to the  bottom  of the  door  rubbing  onto
the  concrete.

Minnesota  Department  of Health
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-The  two hosebibb  connections  in the  garage
level  used  for maintenance  had  no  backflow
preventers  installed  to prevent  cross- connection
of the  building  water  supply  system.  The  ESD- F
agreed  with the  finding as  he  indicated  that  the
hosebibbs  were  installed  after  the  construction  of
the  building.

0 800

All listed  findings  and/ or observations  were
visually  and/ or verbally  verified  by the  ESD- F and
the  RESD- G accompanying  the  tour.

On  July  11, 2023,  at  approximately  2:30  p.m. ,
during  the  exit interview,  ESD- F and  the  RESD- G
acknowledged  the  above  findings.

No further  information  was  provided.

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

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

0 810

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

(1) location  and  number  of resident  sleeping
rooms;

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

(3) fire protection  procedures  necessary  for
residents;  and

(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Employees  of assisted  living facilities  shall

Minnesota  Department  of Health
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receive  training  on  the  fire safety  and  evacuation
plans  upon  hiring and  at  least  twice  per  year
thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
readily  available  at  all times  within the  facility.
(e)  Residents  who are  capable  of assisting  in
their  own evacuation  shall  be  trained  on  the
proper  actions  to take  in the  event  of a  fire to
include  movement,  evacuation,  or relocation.  The
training  shall  be  made  available  to residents  at
least  once  per  year.
(f) Evacuation  drills are  required  for employees
twice  per  year  per  shift with at  least  one
evacuation  drill every  other  month.  Evacuation  of
the  residents  is not  required.  Fire  alarm  system
activation  is not  required  to initiate  the  evacuation
drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  record  review,  and
interview,  the  licensee  failed  to provide  the
minimum  required  fire safety  and  evacuation
training  for residents  who can  assist  in their
evacuation  during  a  fire or similar  emergency.
This  has  the  potential  to directly  affect  the  safety
of staff  and  residents  receiving  care.

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:

Minnesota  Department  of Health
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On  July  11, 2023,  approximately  from 10:45  a. m.
to 1:00  p.m. , survey  staff  toured  the  facility with
the  regional  environmental  service  director
(RESD) -G and  the  environmental  service  director
(ESD) -F.

0 810

On  July  11, 2023,  at  approximately  1:10  p.m. ,
survey  staff  received  the  facility fire safety  and
evacuation  plan  and  related  documentation  for
review.  At approximately  2:00  p.m. , document
review  and  interview  with the  RESD- G and  the
ESD- F indicated  the  licensee  lacks  annual
training  for residents  who can  assist  in their  own
evacuation  on  the  proper  actions  to take  in the
event  of a  fire including  movement,  evacuation,  or
relocation  as  required  by statute.  Survey  staff
requested  but  no  documentation  was  provided  or
available  for review.  During  the  interview,  the
ESD- F and  the  RESD- G verified  that  the  licensee
lacked  records  for the  resident  annual  training  on
fire safety  and  evacuation.

On  July  11, 2023,  at  approximately  2:30  p.m. ,
during  the  exit interview,  they  acknowledged  the
above  finding.  Survey  staff  commented  to the
RESD- G that  additional  information  will be
honored  if received  by the  end  of the  day
(6/19/2023) .

No further  information  was  provided.

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

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

01620

(c) Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days

Minnesota  Department  of Health
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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
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review  the
licensee  failed  to ensure  the  registered  nurse
(RN) completed  an  ongoing  reassessment  and
monitoring  on  or before  day  90  for one  of five
residents  (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) .

Minnesota  Department  of Health
STATE FORM 6899 475311 If continuation  sheet  9 of 11



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  07/27/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

20547 B. WING _____________________________ 07/12/2023

NAME OF  PROVIDER  OR  SUPPLIER

THE FARMSTEAD

STREET  ADDRESS,  CITY, STATE, ZIP CODE

13733  QUAY STREET
ANDOVER,  MN 55304

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01620  Continued  From  page  9 01620

The  findings  include:

On  July  10,  2023,  at  10:30  a. m., during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -B stated  a  registered  nurse  completed
assessments  pre- admission,  within 14  days,
every  90  days,  and  with changes  in condition.

R1  began  receiving  services  on  February  21,
2021.

R1's  record  indicated  90-day  comprehensive
nursing  assessments  were  completed  on  August
5,  2022,  and  November  14,  2022,  101  days  apart,
and  March  14,  2023,  120  days  apart,  and  June
16,  2023,  94  days  apart.

On  July  11, 2023,  at  12:10  p.m. , registered  nurse
(RN)-I stated  she  knew  assessments  were
supposed  to be  completed  within 90  days  and  is
not  sure  why they  were  late.

On  July  11, 2023,  at  12:23  p.m. , clinical nurse
supervisor  (CNS) -B stated  RN-I is usually  really
good  at  keeping  track  of assessments  and  further
stated  the  regional  nurse  also  keeps  track  and
alerts  them  if they  have  assessments  due.

On  July  11, 2023,  at  2:45  p.m. , RN-I stated  there
had  been  some  nursing  staff  turn  around  and  that
may  have  contributed  to assessments  not  being
done  on  time.

The  licensee' s  MN AL Nursing  Assessment  policy
updated  May 3,  2022,  indicated  an  RN will
complete  the  comprehensive  nursing
assessments  periodically  but  no  less  than  every
90-days.
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No further  information  was  provided.

01620

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