m » DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
June 2, 2025

Licensee

Peaceful Lodge

6630 Hudson Boulevard
Oakdale, MN 55128

RE: Project Number(s) SL33424016

Dear Licensee:

On April 28, 2025, the Minnesota Department of Health completed a follow-up survey of your facility
to determine correction of orders from the survey completed on January 31, 2025. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Renee Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 6, 2025

Licensee

Peaceful Lodge

6630 Hudson Boulevard
Oakdale, MN 55128

RE: Project Number(s) SL33424016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 31, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS

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

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $3,000.00
1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00
2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $9,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to

comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

he correction order documentation should include the following:

e I|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
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
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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,
Renee Anderson, Supervisor

State Evaluation Team

Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL33424016 Time Period for Correction.
On January 27, 2025, through January 31, 2025, PLEASE DISREGARD THE HEADING OF
the Minnesota Department of Health conducted a THE FOURTH COLUMN WHICH
full survey at the above provider. At the time of STATES,"PROVIDER'S PLAN OF
the survey, there were 71 residents; 71 receiving CORRECTION." THIS APPLIES TO
services under the Assisted Living Facility with FEDERAL DEFICIENCIES ONLY. THIS
Dementia Care license. WILL APPEAR ON EACH PAGE.
An immediate correction order was identified on THERE IS NO REQUIREMENT TO
January 28, 2025, issued for SL33424016, tag SUBMIT A PLAN OF CORRECTION FOR
identification 1290. VIOLATIONS OF MINNESOTA STATE
STATUTES.
An immediate correction order was identified on
January 29, 2025, issued for SL33424016, tag THE LETTER IN THE LEFT COLUMN IS
identification 2310. USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
An immediate correction order was identified on ISSUED PURSUANT TO 144G.31
January 30, 2025, issued for SL33424016, tag SUBDIVISION 1-3.
identification 0775.
During the course of the survey, the licensee took
action to mitigate the imminent risk of the above
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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deficiencies. Noncompliance remained and the
scope and level remain unchanged.

0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its

Minnesota Department of Health
STATE FORM 6899 4DLO11 If continuation sheet 2 of 50
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existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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, 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
Minnesota Department of Health
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(FBEIR) dated January 28, 2025, 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.

8085?:)0 144G.41 Subd. 3 Infection control program 0510
(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 facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, 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. The licensee failed to ensure
direct care staff performed adequate hand
hygiene (HH) for one of three employees
(unlicensed personnel (ULP)-Y).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an

Minnesota Department of Health
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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:

ULP-Y was hired November 13, 2024, and
provided direct care services to residents.

On January 28, 2025, at 7:15 a.m., licensed
assisted living director (LALD)-A stated ULP-Y did
not speak much English, so LALD-A introduced
the surveyor to ULP-Y via translation.

On January 28, 2025, during a continuous
observation from 7:19 a.m., through 7:33 a.m.,
the surveyor observed ULP-Y assist RS with
blood pressure (BP) monitoring. Wearing gloves,
ULP-Y assisted RS with BP monitoring using a
wrist BP monitor. Without removing gloves and
performing HH, ULP-Y touched RS's door handle
to exit the room. Next, without removing gloves
and performing HH, ULP-Y entered R11's room,
assisted R11 with blood glucose testing, and then
without changing gloves and performing HH,
touched R11's door handle to exit the room.
Finally, ULP-Y went to R12's room wearing the
same gloves touched the door handle and
assisted R12 with BP monitoring using the shared
wrist BP monitor. ULP-Y then exited R12's room
and went to the secured dementia care unit work
area, doffed gloves and completed HH with hand
sanitizer. ULP-Y did not clean the shared BP
monitor between uses with RS and R12.

On January 28, 2025, at 11:05 a.m., clinical nurse
supervisor (CNS)-B stated staff were trained to
wash their hands between cares and between
residents upon hire and annually. CNS-B also
Minnesota Department of Health
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verbalized the staff should wipe down shared
equipment used between residents.

The Centers for Disease Control and Prevention
(CDC) guidance, CDC's Core Infection
Prevention and Control Practices for Safe
Healthcare Delivery in All Settings, revised
November 29, 2022, indicated standard
precautions were to be used to care for all
patients in all settings to include HH, and noted,
"Use an alcohol-based hand rub or wash with
soap and water for the following clinical
indications:

a. Immediately before touching a patient

b. Before performing an aseptic task (e.g.,
placing an indwelling device) or handling invasive
medical devices

c. Before moving from work on a soiled body
site to a clean body site on the same patient

d. After touching a patient or the patient's
immediate environment

e. After contact with blood, body fluids or
contaminated surfaces

f. Immediately after glove removal.”

The CDC's Healthcare-Associated Infections
(HAIs) guidance dated March 19, 2024, indicated
In Table 26, Recommended Selection and Care
of Noncritical Patient Care Equipment noted to
clean and disinfect shared medical equipment
before and after each use.

The licensee's 8.07 Gloves policy, dated July 1,
2021, indicated "Procedure:

1. Wash hands

2. Apply gloves to both hands

3. Remove contaminated materials

4. Place materials in proper receptacle

5. Remove gloves by grasping cuff of one glove
and pulling it off, turning it inside out. With

Minnesota Department of Health
STATE FORM 6899 4DLO11 If continuation sheet 6 of 50
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ungloved hand tuck finger inside cuff of remaining
glove and pull off, turning inside out.

6. Dispose used gloves in proper receptacle.

/. Rewash hands."

The licensee's 8.09 Hand washing policy dated
July 1, 2021, indicated, "Proper hand washing
techniques should be used to protect the spread
of infection. Hand washing shall be completed:
-Before, during, and after preparing food

-Before eating food

-Before and after caring for someone who is sick
-Before and after treating a cut or wound

-After using the toilet

-After changing diapers or cleaning up after
someone who has used the toilet

-After blowing your nose, coughing, or sneezing
-After touching an animal or animal waste

-After handling pet food or pet treats

-After touching garbage.”

In addition, the policy indicated "Hand washing
will be performed by all employees, as necessary,
between tasks and procedures, and after
bathroom use, to prevent cross-contaminations.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550| 144G.41 Subd. 7 Resident grievances; reporting | 0550
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

Minnesota Department of Health
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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
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
failed to post the required information related to
the grievance procedure, including the name,
telephone number, and e-mail contact information
for the individuals who are responsible for
handling resident grievances, and the contact
information for the Office of Ombudsman for
Long-Term Care (OOLTC), the Office of
Ombudsman for Mental Health and
Developmental Disabilities (OMHDD), and
information for reporting suspected maltreatment
to the Minnesota Adult Abuse Reporting Center
(MAARC). This had the potential to affect all
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) 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 January 27, 2025, at 11:10 a.m., during a
facility tour with licensed assisted living director
(LALD)-A, the surveyor observed the common
area in the main entry of the facility where the
postings were located. The licensee lacked a
posted grievance procedure with the current
name, telephone number and email contact
information for the individual who was responsible
for handling resident grievances. In addition, the
licensee failed to have the contact information for
the OOLTC, OMHDD, and information for
reporting suspected maltreatment to MAARC.

On January 27, 2025, at 11:52 a.m., LALD-A
stated she did not know why the required
information was no longer in the main area of the
facility, and she planned to get the required
information posted.

The licensee's 2.10 Complaint/Grievance Posting
policy, dated July 1, 2021, indicated, "1.
[Licensee] will post, in a conspicuous place,
information about our complaint/ grievance
procedure, and the name, telephone number, and
email contact information for the individual(s) who
are responsible for handling resident
complaint/grievances.”

No further information was provided.

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

0 660| 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current

Minnesota Department of Health
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tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
iInclude a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) 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
review, the licensee failed to establish and
maintain a tuberculosis (TB) prevention and
control program based on the most current
guidelines issued by the Centers for Disease
Control and Prevention (CDC) which included
baseline testing for one of three employees
(clinical nurse supervisor (CNS)-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) 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:

CNS-B was hired on June 12, 2023, and provided
direct nursing cares to the licensee residents.

On January 27, 2025, at 9:40 a.m., the surveyor

Minnesota Department of Health
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observed CNS-B interacting with an unidentified
resident in the nursing office.

CNS-B's employee record included a TB history
and symptom screening form dated June 13,
2023, indicating no previous adverse reaction to a
tuberculin skin test (TST). The record included a
QuantiFERON TB Gold Plus test dated
November 24, 2022, 200 days prior to hire date.
ULP-F's record lacked documentation of a TB
blood test or TST completed within 90 days prior
to hire date.

On January 29, 2025, at 8:30 a.m., licensed
assisted living director (LALD)-A stated she would
have to speak to the nurse, currently on maternity
leave, who keeps record of the TB testing.

On January 30, 2025, at 9:42 a.m., CNS-B stated
he was not sure if he had a more current TB
blood test result.

On January 30, 2025, at 10:30 a.m., LALD-A
stated the licensee did not have documentation of
a TB test completed for CNS-B within 90 days
before hire.

The licensee's 8.18 Tuberculosis Screening
policy dated May 18, 2022, indicated, "[Licensee€]
will establish and maintain a comprehensive
tuberculosis infection control program according
to the most current tuberculosis infection control
guidelines issued by the United States Centers
for Disease Control and Prevention (CDC),
Division of Tuberculosis Elimination, as published
in the CDC's Morbidity and Mortality Weekly
Report (MMWR)."

The Minnesota Department of Health (MDRH)
guidelines, Regulations for Tuberculosis Control

Minnesota Department of Health
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iIn Minnesota Health Care Settings, dated July
2013, and based on CDC guidelines indicated,
Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease,

2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a two-step TST or single IGRA.

Also included, an employee may begin working
with patients after a negative TB history and
symptom screen (no symptoms of active TB
disease) and a negative IGRA (serum blood test)
or TST (first step) dated within 90 days before
hire. The second TST may be performed after the
HCW (health care worker) starts working with
patients. Baseline TB screening should be
documented in the employee's record. In addition,
HCW with a verbal (undocumented) history of a
previous positive TST or IGRA. These HCW's
should undergo the same screening procedures
as HCW's without previous positive results.
Results of the screening should be documented
in the HCW's record. If the HCW has
documentation of previous treatment for latent TB
Infection or active TB disease, that
documentation may be substituted for
documentation of previous positive TST or IGRA
results.

No further information was provided.

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

0680| 144G.42 Subd. 10 Disaster planning and 0680
SS=E | emergency preparedness
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(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 details 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.

(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 record review and interview, the
licensee failed to provide the minimum frequency
of inspection, maintenance, and load test
requirements for the emergency power generator
as part of the emergency plan to ensure the
proper performance of the generator.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
Minnesota Department of Health
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of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On January 28, 2025, at 12:30 p.m., the surveyor
toured the facility with facilities manager (FM)-S.
During the tour interview, FM-S verified the facility
had an emergency power generator that was part
of the emergency preparedness plan. FM-S
stated monthly generator inspections were
performed and recorded.

On January 29, 2025, FM-S provided inspection
and testing records for the generator.

Record review indicated the licensee failed to
provide the minimum frequency of inspections,
maintenance, and load tests to meet the
requirements for the emergency power generator
as outlined under NFPA 110, (referenced under
the Code of Federal Regulations, title 42, section
483.73) as part of the facility's emergency plan
required under Minnesota Rules, Part 4659.0100,
to ensure proper performance of the generator:
-Records for weekly inspections of the generator
systems were not provided.

-Monthly load test records were not provided.
-No records of monthly transfer switch operation
tests were provided.

TIME PERIOD FOR CORRECTION: Seven (7
days)

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=l| environment
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Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:
This MN Requirement is not met as evidenced
by:
Based on observation, record review, and During the course of the survey, the
interview, the licensee failed to provide required licensee took action to mitigate the
fire protection systems, failed to provide required Imminent risk. Noncompliance remained
notification of out of service fire protection and the scope and level remain
systems, and failed to conduct a required fire unchanged.

watch in compliance with Minnesota State Fire
Code, under Minnesota Rules Chapter 7511. This
had the potential to directly affect all residents,
staff, and visitors.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death) and was
iIssued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has potential to affect a large
portion or all of the residents).

The findings include:

On January 28, 2025, at 11:00 a.m., on a facility
tour with Oakdale assistant fire chief (OAFC)-U,
vice president of operations (VPO)-V, and
facilities manager (FM)-S it was observed that the
pressure gauge readings were zero for both the
wet and dry fire sprinkler systems indicating that
they were shut off and out of service. Disabled
fire protections systems would not be able to
activate in the event of a fire and would not able
to provide the required fire protection for the
facility.

Minnesota Department of Health
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During an interview, on January 28, 2025, at
approximately 11:15 a.m., VPO-V indicated the
fire sprinkler system had been out of service on
two different occasions recently due to fire
sprinkler piping breaks on December 7, 2024,
and January 25, 2025. OAFC-U requested fire
watch records. VPO-V and FM-S provided fire
watch logs, dated December 7, 2024, to
December 24, 2024, indicating fire watches were
completed every hour. VPO-V stated the licensee
had completed a fire watch when the sprinkler
systems were out of service from the water break
that occurred on December 7, 2024. \VPO-V
stated the licensee had not completed a fire
watch for the out of service sprinkler systems for
the water break that occurred on January 295,
2025. VPO-V stated the licensee would
Immediately start a fire watch and contact the
sprinkler contractor to make the emergency
repairs immediately.

On January 28, 2025, between 12:30 p.m. and
3:05 p.m., the surveyor toured the facility with
FM-S. During the tour, it was observed that the
gauge for the wet system was pressurized. The
pressure gauge readings for the dry system were
zero. Behind the front desk in the lobby, the fire
alarm control panel display indicated there was a
supervisory signal and the dry valve closed. On
January 28, 2025, during the facility tour
interview, FM-S stated the wet sprinkler system
was on and the dry system was still turned off due
to repairs that had not been completed. At 3:10
p.m., FM-S provided fire watch records dated
January 28, 2025, indicating watches were
performed between 12:00 p.m. and 3:00 p.m.

Minnesota State Fire Code states that any
required fire protection system that is out of
service must be reported to the fire department
Minnesota Department of Health
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and fire code official immediately and the building
shall be either evacuated or an approved fire
watch shall be provided for all occupants left
unprotected by the shutdown until the fire
protection system has been returned to service.

TIME PERIOD FOR CORRECTION: Immediate

On January 28, 2025, at 12:30 p.m., the surveyor
toured the facility with FM-S. During the tour, the

surveyor observed the following:

1. Labeled fire doors were held open with wedges
for the front desk reception area and electrical
room on the second floor. The door closer's had
been removed from both of these doors. All
components of a fire door assembly must be
maintained as designed.

2. Both labeled fire doors with illuminated exit
signs for the stairwell leading to door K were
propped open. During the tour interview, FM-S
stated these doors were being held open as a
result of the repair work being completed in the
dementia care units that day. Propping fire doors
In the open position prohibits these doors from
self-closing and positively latching as designed.
3. An illuminated exit sign was installed above the
door leading out to the dementia care patio,
enclosed by a fence. The path from the exit door
to the fence gate was not maintained free of
snow. Additionally, the fence gate was obstructed
by items being stored in front of the gate. The
exterior exit path from the fence gate to the public
right of way was not maintained free of snow.

4. An illuminated exit sign was installed at door G,
that lead out to a patio. The exterior exit path
from the patio to the public right of way was not
maintained free of snow and ice.

All paths of egress must provide unobstructed
exiting for occupants and access for emergency

Minnesota Department of Health
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responders in the event of an emergency. A
means of egress shall be free from obstructions
that would prevent its use, including the
accumulation of snow.

5. A carbon monoxide alarm was not installed in
resident room 213. When carbon monoxide
alarms are not tied into the building fire alarm
system, carbon monoxide alarms are required to
be installed within ten feet of all sleeping rooms.
6. In resident room 203, an extension cord was
plugged into a power strip to supply power,
creating a fire hazard.

During the tour interview, FM-S verified the above
listed observations.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0780
SS=D | physical environment

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

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

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke

Minnesota Department of Health
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alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that complied with
fire protection requirements. This had the
potential to directly affect a limited number of
residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 January 28, 2025, at 12:30 p.m., the surveyor
toured the facility with facilities manager (FM)-S.
During the tour, the surveyor observed the
following:

1. In resident occupied sleeping room 229, a
smoke alarm was not installed. The bracket for
the smoke alarm was empty.

2. In resident occupied sleeping room 213, the
date on the back of the smoke alarm was 2014.
Smoke alarms must be replaced every 10 years,
or as recommended by the manufacturer.
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During the tour interview, FM-S verified the above
listed observations.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 790| 144G.45 Subd. 2 (a) (2-3) Fire protection and 0790
SS=E | 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
by:

Based on observation and interview, the licensee
failed to install and maintain portable fire
extinguishers as required by statute. This
deficient condition had the potential to affect more
than a limited number of residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).
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