m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 31, 2022

Administrator
Assured Wellness LLC
464 Tower Street
Saint Paul, MN 55119

RE: Project Number(s) SL37044015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on July 28, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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 enclosed State Form documents the state licensing orders. The Department of Health 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 . . ."

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 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.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are assessed.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up evaluations. The licensee is not required to submit a
plan of correction for approval.

The correction order documentation should include the following:

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

e 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.

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 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 licensing 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. Please email general reconsideration requests to: Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general Free from Maltreatment reconsideration
reconsideration requests to: requests should be addressed to:
Reconsideration Unit Reconsideration Unit
Health Regulation Division Health Regulation Division
Minnesota Department of Health Minnesota Department of Health
P.O. Box 64970 P.O. Box 64970
85 East Seventh Place 85 East Seventh Place

St. Paul, MN 55164-0970 St. Paul, MN 55164-0970
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You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

Jonathan Hill, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jonathan.hill@state.mn.us
Telephone: 651-592-5119 Fax: 651-215-9697

HHH
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Initial comments
Frrex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far-left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies"
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
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.
PLEASE DISREGARD THE HEADING OF
SL37044015 THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
On Ju;y 26, 2022, though July 28, 2022, the CORRECTION." THIS APPLIES TO
Minnesota Department of Health conducted a FEDERAL DEFICIENCIES ONLY. THIS
survey at the above provider, and the following WILL APPEAR ON EACH PAGE.
correction orders are issued. At the time of the
survey there was four (4) residents who received THERE IS NO REQUIREMENT TO
assisted living service 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.
0660| 144G.42 Subd. 9 Tuberculosis prevention and 0660
SS=D | control
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(a) The facility must 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. The program must
include 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 license failed to maintain a
tuberculosis (TB) infection control program based
on guidelines by the Center for Disease Control
(CDC) and Minnesota Department of Health by
ensuring TB health screenings were completed
for one of two employees (unlicensed personnel
(ULP)-C) with employee health records reviewed.

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:
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ULP-C was hired June 17, 2020, to provide direct
care services to the licensee's assisted living
facility.
ULP-C's employee record indicated an initial TB
history and symptom screen was completed on
May 1, 2020.
The Assured Wellness LLC Assisted Living
License resource manual. dated June 2021,
directed staff to be screened for signs and
symptoms on an annual basis.
No further information was provided.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
0810 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
thereafter.
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(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 interview, observation and record
review, the licensee failed to conduct the required
evacuation drills. This had the potential to affect
all staff, residents, 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
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

Documents were reviewed by survey staff on July
27, 2022, between 11:30 A.M. and 1:00 P.M. and
it was found that the licensee failed to provide
documentation showing fire drills have been
completed at the statutory required timeline. The
licensee only had one fire drill report dated April
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HM- E verbally confirmed the observations during
the facility tour.
No additional information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01470 144G.63 Subd. 2 Content of required orientation | 01470
SS=D

(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

(3) handling of emergencies and use of
emergency Sservices;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(5) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of

Minnesota Department of Health
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Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the employee will be providing and the
facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
the challenges it poses to communication;

(2) health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure direct care staff received
the required amount of dementia care training in
the required time frame for one of one employees
(unlicensed personnel (ULP-C) with records
reviewed.

This practice resulted in a level two violation (a

STATE FORM
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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:

ULP-C had start dates of June 17, 2020.
ULP-C's record lacked documentation of the
required two hours of annual dementia training.

On July 28, 2022, at 11:30 a.m. the licensed
assisted living director (LALD)-A verified ULP-C's
education transcript contained only the following
dementia training completed on October 8, 2021,
and lacked two hours of required annual
dementia training.

-Dementia -Person-Centered Care, (45 minutes)
-Dementia- Problem-Solving / Anger and
Aggression, (30 minutes)

-Dementia- Problem-Solving/Anxiety, (30
minutes)

No further information provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE 01530
SS=D| REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics

Minnesota Department of Health
STATE FORM 6899 AMVG11 If continuation sheet 7 of 14
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specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure direct care staff received
the required amount of dementia care training in
the required time frame for one of one employees
(unlicensed personnel (ULP-C) with records
reviewed.

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

Minnesota Department of Health
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situation has occurred only occasionally).
The findings include:

ULP-C had start dates of June 17, 2020.
ULP-C's record lacked documentation of the
required two hours of annual dementia training.

On July 28, 2022, at 11:30 a.m. the licensed
assisted living director (LALD)-A verified ULP-C's
education transcript contained only the following
dementia training completed on October 8, 2021:
-Dementia -person-centered care, (45 minutes)
-Dementia- problem solving - anger and
aggression, (30 minutes)

-Dementia- problem solving-anxiety (30 minutes)

No further information provided.

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

144G.71 Subd. 5 Individualized medication
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

01530

01730
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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

(7) 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.

(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 observation, interview and record
review, the licensee failed to develop and
maintain a current individualized medication
management record for each resident to include
all required content for one of two residents (R2)
with records reviewed.

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

Minnesota Department of Health
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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:

During the entrance conference on July 26, 2022,
at approximately 10:25 a.m., the licensed
assisted living director (LALD)-A confirmed the
licensee provided medication management
services to the residents in the facility.

R2's diagnoses included schizoaffective disorder,
bipolar disorder, post-traumatic stress disorder,
major depression and substance abuse.

R2's service plan dated April 30, 2022, indicated
R2 received services including medication
administration and assistance with bathing,
grooming, toileting, bed mobility, laundry,
housekeeping, food preparation and dressing.

R2's Medication Administration Record dated July
27, 2022, included: one mild pain reliever, one
eye drop, three anti-depressants, one anti-allergy,
a sleep supplement, one as needed (PRN)
nebulizer inhalant a, one PRN inhaler, and PRN
intramuscular injection for allergic reaction.

On July 27, 2022, at approximately 11:30 a.m.,
the surveyor observed ULP-C assist R2 with
medication administration.

R2's medication management record did not
include the following:

-medication management services provided by
nurse and ULP

-type of medication storage system, based on
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resident/client needs.

-specific written instructions for resident/client's
medication administration.

-person responsible for monitoring medication
supplies and refills.

-medication management tasks that may be
delegated to ULPs.

-procedures for staff to notify an RN when
problems arose.

-any resident/client-specific requirements

On July 28, 2022, at 11:00 a.m., licensed assisted
living director (LALD)-A confirmed R2's
individualized medication management record
lacked all required content noted above.

The Assured Wellness Assisted Living License
Resource Manual., dated June 2021, stated prior
to providing medication management services,
the licensee would conduct an assessment to
determine what medication management services
would be provided and how the services would be
provided.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.
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This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label with legible information for one of four
residents (R2) with medication storage reviewed.

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 27, 2022, at 9:18 a.m., a review of the
locked medication cart was completed. The
following was observed and confirmed with the
unlicensed personnel (ULP)-C

R2's Albuterol Sulfate inhaler (a solution used to
prevent and treat wheezing and shortness of
breath caused by breathing problems) was
observed in the med cart. The inhaler was not in
the original container dispensed by the pharmacy.
The label on the inhaler also lacked a written date
when opened or when the inhaler expired.

ULP-C stated she was not instructed to date a
multi-use medication when opened or when it
expires. ULP-C stated, "l just use it until it is
gone."

R2's current order, dated May 31, 2022, directs
staff to administer Albuterol Sulfate 90 mcg
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(micrograms) every four hours as needed for
wheezing related to diagnosis of Asthma.

The Albuterol Sulfate Manufacturer's Guideline,
dated June 1, 2022, stated "if stored at room
temperature, discard if not used after 6 (six)
weeks or if past the expiration date, whichever is
sooner. Vial should always be stored in the foil
pouch, and only removed immediately before
use."

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

mei g;’/”ﬂ - Food and Beverage Establishment Page 1
ate: .

Time:  14:16:27 Inspection Report

Report: 8058221122

— Location: — Establishment Info:
Assured Wellness Llc ID #: 0037549
464 Tower Street Risk:
St Paul, MN55119 Announced Inspection: No

Ramsey County, 62

— License Categories: — Operator:
. Phone #: 6517857970
Expireson: [/ ID #:

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

No NEW orders were issued during this inspection.

Food and Equipment Temperatures

Process/Item: PLUMB
Temperature: 40 Degrees Fahrenheit - Location: COOLER
Violation Issued: No

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

SINGLE FAMILY HOME SET IN RESIDENTIAL NEIGHBORHOOD

KITCHEN AREA CONSISTS OF WOOD CABINETRY, TILE ON WET WALL, SHEETROCK
WALLS/CEILING AND WOODEN FLOORS. APPLIANCES ARE RESIDENTIAL.

BASEMENT CONTAINS 3 FREEZERS AND DRY STORAGE WITH EXPOSED STUDS AND A
CONCRETE FLOOR

HRD INSPECTOR: MARY BRUESS
ESTABLISHMENT REPRESENTATIVE: CATINA DAVIS



L . Food and Beverage Establishment Page 2
Time:  14:16:27 Inspection Report

Report: 8058221122
Assured Wellness Llc

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 8058221122 of 07/27/22.

Certified Food Protection ManagerPERRY JOHN FRANKKI

Certification Number: _111015 Expires; _01/30/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed, —X 2 )
Igne igne >

— -
Establishment Representative Inspector Number 8058

Sanitarian 3

MDH Metro Office

651 201 4500
health.foodlodging@state.mn.us
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