m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 15, 2024

Licensee

Sisters Assistant Living Care
1129 County Road B2 West
Roseville, MN 55113

RE: Project Number(s) SL34622015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 23, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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. 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 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

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

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.
e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

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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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 assigned tag number
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
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.

SL34622015-0
PLEASE DISREGARD THE HEADING OF

On April 15, 2024, through April 23, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were three residents, all of whom WILL APPEAR ON EACH PAGE.
received services under the provider's Assisted

Living license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

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
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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

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 document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 16, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

0 790| 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;

Minnesota Department of Health
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(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 the portable fire
extinguishers as required by statute. This
deficient condition had the potential to affect all
residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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 April 15, 2024, at 12:00 p.m., survey staff
toured the home with unlicensed personnel
(ULP)-B. During the tour, survey staff observed
the following:

1. Tags or labels were not attached to the
portable fire extinguishers showing monthly
Inspections had been completed. Fire
extinguisher inspections must be conducted
every month to ensure each extinguisher is in its
designated place, it has not been tampered with,

Minnesota Department of Health
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and there is no obvious physical damage or
condition that would interfere with its use or
operation.

3. The fire extinguisher in the kitchen was stored
on the counter. The fire extinguisher in the
laundry room was stored on a table. Fire
extinguishers must be properly mounted at least
twelve inches above the floor to prevent them
from being moved or damaged.

During an interview on April 23, 2024, at 4:00
p.m., ULP-B verified the monthly inspections had
not been completed and stated the fire
extinguishers had already been mounted since
the facility tour on April 15, 2024.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly
affect all residents, staff, and visitors.

Minnesota Department of Health
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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) 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 April 15, 2024, at 12:00 p.m., survey staff
toured the home with unlicensed personnel
(ULP)-B. During the tour, survey staff observed
the following:

1. The egress window was obstructed by a table
used to store personal belongings in occupied
resident bedroom three. The improper placement
of furniture in front of an egress window could
delay exiting in the event of an emergency.
During an interview on April 23, 2024, at 4:00
p.m., ULP-B stated the table had already been
relocated and photos were texted to survey staff
during the interview showing the egress window
was no longer obstructed.

2. There was a ramp installed in the garage
without a landing at the top. Ramp landings must
be properly installed to allow space for
maneuvering and to avoid excessive speed.
During an interview on April 23, 2024, at 4:00
p.m., ULP-B verified a landing was not provided
and stated the ramp was installed in 2019.

3. Burnt cigarettes were disposed of on the floor
of the garage. During an interview on April 23,
2024, at 4:00 p.m., ULP-B verified the burnt
cigarettes had been disposed of improperly and
stated the designated smoking area was outside
where an ash can was provided for the disposal
of smoking materials.

Minnesota Department of Health
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4. The door leading into the attached garage from
the home was designated as an exit on the floor
plan. Emergency exits are required to lead
directly to the exterior of the building and not
through a higher-hazard room.

5. In the main floor hallway, there was a hole in
the wall.

During an interview on April 23, 2024, at 4:00
p.m., ULP-B stated the floor plan would be
revised to remove the exit leading into the garage
and the hole in the wall would be repaired.

TIME PERIOD FOR CORRECTION: Seven (7)
days

08101 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F | physical environment

(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
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.

Minnesota Department of Health
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(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 observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with required content
and provide required drills. This had the potential
to directly affect all residents, staff, and visitors.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

During the facility tour on April 15, 2024, at 12:00
p.m., the surveyor observed numbers were
posted outside the bedrooms, but these numbers
were not labeled on the facility floor plan
identifying the resident bedrooms. Resident
sleeping room numbers are required to be
Included on the fire safety and evacuation floor
plan to provide efficient communication for exiting
In the event of a fire or similar emergency.

On April 15, 2024, the licensee provided

Minnesota Department of Health
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documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN

The FSEP included the facility floor plan and a
fire safety policy dated August 1, 2021. The FSEP
failed to include the following:

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The employee
actions were limited to calling 911, closing doors,
retrieving a fire extinguisher, and then to confine,
control, or extinguish the fire.

The FSEP failed to identify specific fire protection
procedures necessary for residents evident by
limited instructions directing employees to
evacuate residents from the building using the
safest and nearest exits.

During an interview on April 23, 2024, at 4:00
p.m., unlicensed personnel (ULP)-B verified the
FSEP did not include facility-specific procedures
and the plan required revision.

The FSEP failed to include specific procedures
for resident movement and evacuation or
relocation during a fire or similar emergency
iIncluding individualized unique needs of residents
evident by a lack of these procedures in the plan.
During an interview on April 23, 2024, at 4:00
p.m., ULP-B stated currently all residents living in
the home would not be capable of self-evacuation
and would require employee assistance.

DRILLS

Record review indicated the licensee failed to
conduct employee evacuation drills at a
frequency of twice per year per shift with at least
one evacuation drill every other month as evident
by a review of the completed fire drill reports. In
2023, six fire drills were conducted but no fire
Minnesota Department of Health
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drills were recorded in April, May, October, and
November. During an interview on April 23, 2024,
at 4:00 p.m., ULP-B verified that the licensee had
not met the evacuation drill frequency
requirement of every other month.

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

0 950| 144G.50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the

Minnesota Department of Health
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name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to identify a designated
representative, or document the resident declined
to designate a representative, for 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 the potential to affect a large portion or all
the residents).

The findings include:

R1's contract, dated October 10, 2023, lacked
documentation R1 was given the opportunity to
designate a representative, and also lacked the
the required verbiage notifying R1 of their "right to
designate a representative for certain purposes”.

On April 15, 2024, at 1:30 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated the required verbiage was
missing from all residents' contracts, and they
were unaware of this requirement.

No further information was provided.

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

Minnesota Department of Health
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Minnesota Department of Health
Division of Environmental Health, FPLS
PO Box 64975

DEPARTMENT Saint Paul, 55164-09/75
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 04/16/24 _
Time:  10:00:01 Inspection Report
Report: 1023241091
— Location: — Establishment Infe:
Sisters Assistant Living Care ID #: 0037656
1129 County Road B2 West Risk:
Roseville, MN55113 Announced Inspection: No

Ramsey County, 62

— License Categories: — Operator:

. Phone #: 6513583188
Expireson: / / D #-

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

The following orders were 1ssued during this inspection.

3-300B Protection from Contamination: cross-contamination, eggs

3-302.11A(1) ** Priority 1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.

OBSERVED RAW ANIMAL FOOD STORED OVER READY TO EAT FOODS SUCH AS RAW SHELL
EGGS OVER JUICE. OPERATOR MOVED EGGS TO SAFE LOCATION DURING INSPECTION.

Comply By: 04/16/24

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.

ANSI 184 DISH WASHER IN USE BUT NO IRREVERSIBLE TEMP DEVICE AVAILABLE. ACQUIRE
AND USE THIS DEVICE TO ENSURE PATHOGEN ELIMINATION.

Comply By: 04/16/24

4-100 Equipment Construction Materials
4-101.17

MN Rule 4626.0490 Discontinue using wood and wood wicker as a food contact surface.
OPERATOR DISCARDED WOODEN SPOON.

Comply By: 04/16/24

Surface and Equipment Sanitizers
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Chlorine: = 100PPM at Degrees Fahrenheit
Location: SPRAY BOTTLE

Violation Issued: No

Hot Water: = at Degrees Fahrenheit
Location: ANSI 184 DISH MACHINE

Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/MILK
Temperature: 40 Degrees Fahrenheit - Location: REACH IN COOLER

Violation Issued: No

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

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE.

THIS FACILITY DOES NOT HAVE ALL COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD
MUST BE SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.
FOOD SERVICE IS PROVIDED BY FACILITY STAFF.

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION

- HAND WASHING PROCEDURE

-NO BARE HAND CONTACT WITH RTE FOOD

- VOMIT CLEAN UP PROCEDURE

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS

- ANSI 184 DISH WASHER REQUIRED
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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 1023241091 of 04/16/24.

Certified Food Protection ManagerMAX GARDAD

Certification Number: _ 108924 Expires: _ 12/27/24

Inspection report reviewed with person in charge and emailed.

Signed: Signed: ‘/ 47"? TMJﬁﬂ

MAX GARDAD Gregory T. Nelson

PERSON IN CHARGE Public Health Sanitarian
Freeman Building

651-201-4259
greg.nelson(@state. mn.us




