
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

August 16, 2024

Licensee
Kekeli Care Center LLC
18315 82nd Place North
Maple Grove, MN  55311

RE:  Project Number(s) SL39446015

Dear Licensee:

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

The Minnesota Department of Health completed an initial survey on July 18, 2024, for the purpose assessing
compliance with state licensing statutes. At the time of the survey, the Minnesota Department of Health noted
violations of the laws pursuant to Minnesota Statute, Chapter 144G.

The enclosed State Form documents no violations.  The Department of Health documents the state correction
orders using federal software.  Please disregard the heading of the fourth column that states, “Providers Plan of
Correction.” A plan of correction is not required.

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,

    
Kelly Thorson, Supervisor
State Evaluation Team
Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

JMD

                                                                            An equal opportunity employer.                                               Letter ID: 9GJX Revised 04/20/2023
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*****ATTENTION******
ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
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:
SL39446015-1
On July 18, 2024, the Minnesota Department of
Health conducted a follow-up survey at the above
provider to follow-up on orders issued pursuant to
a survey completed on March 6, 2024. At the time
of the survey, there were two residents; both
receiving services under the Assisted Living
license. As a result of the follow-up survey, the
licensee is in substantial compliance.
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P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered
NOTICE OF INITIAL LICENSE DENIAL

April 3, 2024

Licensee
Kekeli Care Center.  LLC
18315 82nd Place North
Maple Grove, MN 55311

RE: Denial of License Number 411978
Health Facility Identification Number (HFID) 39446
Initial survey; Project Number(s) SL39446015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  an initial survey on March 6, 2024 for the
purpose  of assessing compliance with state  licensing statutes  and determine  issuance of an initial
license to  the  above-mentioned  provider. Based on the  survey, MDH found you not  in substantial
compliance with the  laws pursuant  to  Minnesota  Statute,  Chapter  144G. As a result,  your authority  to
continue  to  operate  under  a provisional license or be approved  for an assisted  living facility license is
being denied.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  licensing orders.  The Department  of Health documents
state  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 . . ."

REQUEST FOR RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.16, Subd. 4, you may request  a reconsideration  by the
Minnesota  Department  of Health. The request  for reconsideration  process must  be conducted
inte rnally by the Minnes ota  Departm  ent  of Health and Cha pte  r 14 doe s not  apply. This is your only
ability to  request  a reconsideration  under  this enforcement  action.

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

Note requests  for reconsideration  must  be received by the  department  within 15 calendar  days of the
date  of this notice.

An equal  opportunity  employer. Letter ID: WVHW, REVISED 12/ 09/ 2021



Kekeli Care Center, LLC
April 3, 2024
Pag e 2

REQUIREMENTS FOR NOTIFICATION AND TRANSFER OF RESIDENTS
You must  comply with the  requirements  for notification and coordinated  move of residents  noted  in
Minn. Stat. § 144G.52 and Minn. Stat. § 144G55. Additionally, please  provide the  information
described  in Minn. Stat.  § 144G.20, Subd. 15 (a) (1), (2), (3), (4) and (5) to  this department' s contact,
Kelly Thors on , via email at  : kelly .tho rson@stat  e.mn. us . Als o prov ide this inform at  ion to the le ad
agencies as defined in section  256B.0911, county adult  protection  and case managers,  and the
om bud sman for lon g-term care  04/ 08/ 2024.

Pursuant  to  Minn. Stat § 144G.16, Subd. 5 (3), a provisional licensee whose  license is denied  is
permitted  to  continue  operating  as an assisted  living facility during the  period of time when a transfer
of assisted  living facility resident( s) from the  provisional licensee to  a new assisted  living facility
provider is in process.

Additionally, pursuant  to  Minn. Stat. § 144G.16, Subd. 5 (1), you may continue  operating  during the
reconsideration  process.

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

If you hav e any addi tio nal que stio ns , ple as e do not  he sit at  e to cont  act Kelly Thorson, Supervisor, at
kel ly.thorson@ state  .mn.us . Kel ly Thorson can al so be re ached  by offi ce phone  at  320-22 3-7336 .

Sincerely,

Rick Michals, J.D.
Interim  Assistant  Division Director

Minnesota  Department  of Health
Health Regulation  Division

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:
SL39446015- 0
On  March  04,  2024,  through  March  6, 2024,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  two residents;  all receiving
services  under  the  Assisted  Living license.

Minnesota  Department  of Health  is
documenting  the  State  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.

0 470  144G. 41  Subdivision  1 Minimum requirements
SS= F

0 470

(11) develop  and  implement  a  staffing  plan  for
determining  its staffing  level  that:

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  4VMQ11 If continuation  sheet  1 of 31
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0 470  Continued  From  page  1

(i) includes  an  evaluation,  to be  conducted  at
least  twice  a  year,  of the  appropriateness  of
staffing  levels  in the  facility;
(ii) ensures  sufficient  staffing  at  all times  to meet
the  scheduled  and  reasonably  foreseeable
unscheduled  needs  of each  resident  as  required
by the  residents'  assessments  and  service  plans
on  a  24-hour  per  day  basis;  and
(iii) ensures  that  the  facility can  respond  promptly
and  effectively  to individual  resident  emergencies
and  to emergency,  life safety,  and  disaster
situations  affecting  staff  or residents  in the  facility;
(12)  ensure  that  one  or more  persons  are
available  24  hours  per  day,  seven  days  per  week,
who are  responsible  for responding  to the
requests  of residents  for assistance  with health  or
safety  needs.  Such  persons  must  be:
(i) awake;
(ii) located  in the  same  building,  in an  attached
building,  or on  a  contiguous  campus  with the
facility in order  to respond  within a  reasonable
amount  of time;
(iii) capable  of communicating  with residents;
(iv) capable  of providing  or summoning  the
appropriate  assistance;  and
(v) capable  of following directions;

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to develop  and  implement  a
written  staffing  plan  that  included  an  evaluation
completed  by the  clinical nurse  supervisor  (CNS)
(as  indicated  in Minnesota  Administrative  Rule
4659. 0180)  at  least  twice  a  year.  This  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

Minnesota  Department  of Health
STATE FORM 6899 4VMQ11 If continuation  sheet  2 of 31
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0 470  Continued  From  page  2

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) .

0 470

The  findings  include:

The  licensee  held  an  assisted  living license  and
was  licensed  for a  capacity  of five residents  and
had  a  current  census  of two residents.

On  March  4,  2024,  at  10:30  a. m. , during  the
entrance  conference,  Owner  (O)-A stated  they  do
not  have  documentation  of a  staffing  plan
evaluation.

No further  information  was  provided.

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

0 580  144G. 42  Subd.  2 Quality  management
SS= F

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

0 580

Minnesota  Department  of Health
STATE FORM 6899 4VMQ11 If continuation  sheet  3 of 31
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to engage  in and  maintain
documentation  of quality  management  activity
appropriate  to the  size  and  relevant  to the  type  of
services  provided  by the  assisted  living. This  had
the  potential  to affect  all residents  receiving
assisted  living services.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety)  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  March  4,  2024,  at  10:30  a. m. , during  the
entrance  conference,  owner  (O)-A stated  they  do
not  have  a  quality  management  program
documented.

The  licensee' s  undated  Quality  Management
Program  policy indicated  this  facility shall  develop
a  continuous  quality  management  program  to
identify, support  and  maintain  the  facility's  quality
improvement  efforts  and  provide  quality  services
to our  residents.  All staff  will be  involved  in the
implementation  of performance  improvement
activities.  Outcome  measurement  of these
activities  will be  monitored  on  a  continuous  basis
and  all results  will be  reported,  at  least  annually,
to the  management  team.  Retention  of reports
and  findings  of the  quality  team  will be  retained  in
the  facility files for two years  and  will be  made

Minnesota  Department  of Health
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available  to the  Minnesota  Department  of Health
upon  request.

0 580

No further  information  was  provided.

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

0 630  144G. 42  Subd.  6 (b) Compliance  with
SS= D requirements  for reporting  ma

0 630

(b) The  facility must  develop  and  implement  an
individual  abuse  prevention  plan  for each
vulnerable  adult.  The  plan  shall  contain  an
individualized  review  or assessment  of the
person' s  susceptibility  to abuse  by another
individual,  including  other  vulnerable  adults;  the
person' s  risk of abusing  other  vulnerable  adults;
and  statements  of the  specific  measures  to be
taken  to minimize  the  risk of abuse  to that  person
and  other  vulnerable  adults.  For  purposes  of the
abuse  prevention  plan,  abuse  includes
self- abuse.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  an  individual  abuse
prevention  plan  (IAPP)  was  developed  to include
the  required  content  for one  of two 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)  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 4VMQ11 If continuation  sheet  5 of 31
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The  findings  include:

R1 was  admitted  on  January  10,  2024.

R1's  diagnoses  included  hypertension,  chronic
kidney  disease,  and  anxiety.

R1' s  record  lacked  an  individual  abuse  prevention
plan  which  included  statements  of the  specific
measures  to be  taken  to minimize  the  risk of
abuse  to the  resident  and  other  vulnerable  adults
or minors  and  risk of self-abuse.

On  March  5,  2024,  at  2:00  p.m., owner  (O)-A
stated  the  IAPP  did not  contain  interventions  to
mitigate  abuse  and  was  unsure  why.

The  licensee' s  undated  Abuse  Prevention  Plan
policy indicated  all residents  admitted  to the
facility will be  assessed  for their  susceptibility  to
abuse  by other  individuals,  including  other
vulnerable  adults  and  their  risk of abusing  other
vulnerable  adults.  The  facility will develop  a
statement  of the  specific  measures  that  will be
taken  to minimize  the  risk of abuse  to that  person
and  other  vulnerable  adults.  This  includes
self- abuse.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

(a)  The  facility must  establish  and  maintain  a
comprehensive  tuberculosis  infection  control

Minnesota  Department  of Health
STATE FORM

0 660
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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.

0 660

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) , to include  an
updated  facility TB risk assessment.  In addition,
the  licensee  failed  to provide  documentation  of a
completed  health  history  and  symptom  screening
and  completion  of a  two-step  TST  (tuberculin  skin
test)  or other  evidence  of TB screening  such  as  a
blood  test  for two of two employees  (unlicensed
personnel  (ULP)-C and  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)  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) .
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The  findings  include:

0 660

RISK ASSESSMENT
On  March  4,  2024,  at  1:11 p.m. , owner  (O)-A
stated  they  had  not  completed  the  TB risk
assessment  form for the  facility.

The  licensee' s  undated  Tuberculosis  Screening
policy indicated  purpose  for TB screening  is to
implement  a  system  for facility assessment  of risk
of Tuberculosis  and  provide  testing  in accordance
with the  assessment.

TB SCREENING
ULP-C
ULP-C was  hired  to provide  direct  care  services
for the  licensee  on  October  1,  2021.

ULP-C's  employee  record  lacked  evidence  a  TB
symptom  screening  or TB testing  had  been
completed.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.

On  March  5,  2024,  at  8:45  a. m., owner  (O)-A
stated  ULP-C does  not  have  a  TB test  in her
employee  record  due  to her  working  at  another
healthcare  facility and  that  test  had  been
negative.

On  March  5,  2024,  at  9:30  a. m., ULP-C stated
they  did not  recall  completing  a  symptom  screen
at  the  time  of hire.

On  March  5,  2024,  at  9:30  a. m., O-A stated  they
were  not  aware  a  symptom  screen  was  required.

ULP-D
ULP-D was  hired  to provide  direct  care  services
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STATE FORM 6899 4VMQ11 If continuation  sheet  8 of 31



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/03/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39446 B. WING _____________________________ 03/06/2024

NAME OF  PROVIDER  OR  SUPPLIER

KEKELI CARE  CENTER  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

18315  82ND PLACE  NORTH
MAPLE GROVE,  MN 55311

(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

0 660  Continued  From  page  8

for the  licensee  on  January  15,  2024.

0 660

ULP-D's  employee  record  lacked  evidence  a  TB
symptom  screening  had  been  completed.
ULP-D's  record  included  one  tuberculin  skin  test
(TST)  completed  on  February  16,  2024,  however
lacked  a  tuberculosis  (TB) screening  to include  a
second  step  TST  tuberculin  skin  test  or other
evidence  of a  TB screening  such  as  a  blood  test.

On  March  6,  2024,  at  8:00  a. m., the  surveyor
observed  ULP-D administer  R1' s  medications.

On  March  5,  2024,  at  10:41  a. m. , O-A stated  they
thought  only one  negative  TB test  was  required.

The  licensee' s  undated  Tuberculosis  Screening
policy indicated  each  employee  or volunteer
having  direct  contact  with residents  must  have
documentation  of baseline  health  symptom
screening  prior to providing  care  to residents.
This  includes,  at  a  minimum,  the  hope  symptom
screening,  TB skin  testing  via the  Mantoux
method.  This  testing  includes  the  pre- placement
evaluation,  administration  and  interpretation  of TB
Mantoux  skin  test  and  periodic  evaluation  based
on  facility risk assessment  or a  negative  IGRA
(blood  test) .

The  Minnesota  Department  of Health  (MDH)
guidelines,  Regulations  for Tuberculosis  Control
in Minnesota  Health  Care  Settings,  dated  July
2013,  and  based  on  CDC  guidelines,  indicated  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
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screening  should  be  documented  in the
employee' s  record. " "An employee  may  begin
working  with patients  after  a  negative  TB
symptom  screen  (i.e. , no  symptoms  of active  TB
disease)  and  a  negative  IGRA or TST  (i.e. , first
step)  dated  within 90  days  before  hire.  The
second  TST  may  be  performed  after  the  HCW
starts  working  with patients. "

0 660

No further  information  was  provided.

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

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

0 680

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

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to develop  a  written  emergency
preparedness  (EP)  plan  with all the  required
content  as  defined  in Appendix  Z. This  had  the
potential  to effect  all residents,  employees,  and
visitors  to the  facility.

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

On  March  4,  2024,  at  10:30  a. m. , owner  (O)-A
stated  they  are  still working  on  developing  the
emergency  preparedness  (EP)  plan  more
thoroughly.  O-A provided  a  binder  and  indicated
the  contents  were  the  licensee' s  current  EP  plan.

The  licensee' s  EP  plan  lacked  evidence  of the
following required  content:
- EPP  program  patient  population;
- process  for EPP  collaboration;
- development  of EPP  policies  and  procedures;
- subsistence  needs  for staff  and  patients;
- procedures  for tracking  of staff  and  patients;
- policies  and  procedures  including  evacuation;
- policies  and  procedures  for sheltering;
- policies  and  procedures  for medical  documents;
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- policies  and  procedures  for volunteers;
- arrangement  with other  facilities;
- roles  under  a  waiver  declared  by secretary;
- development  of communication  plan;
- primary/ alternate  means  for communication;
- methods  for sharing  information;
- sharing  information  on  occupancy/ needs;
- emergency  prep  training  and  testing;
- emergency  prep  training  program;  and
- emergency  prep  testing  requirements.

0 680

The  licensee' s  undated  Emergency  Management
policy indicated  the  facility will have  an  identified
plan  in place  to ensure  the  safety  and  well-being
of residents  and  employees  during  periods  of an
emergency  or a  disaster  that  disrupts  facility
services.

No further  information  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
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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.
(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  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with required  elements,  failed  to
provide  required  employee  and  resident  training
on  fire safety  and  evacuation,  and  failed  to
conduct  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) .

Minnesota  Department  of Health
STATE FORM 6899 4VMQ11 If continuation  sheet  13  of 31



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/03/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39446 B. WING _____________________________ 03/06/2024

NAME OF  PROVIDER  OR  SUPPLIER

KEKELI CARE  CENTER  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

18315  82ND PLACE  NORTH
MAPLE GROVE,  MN 55311

(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

0 810  Continued  From  page  13 0 810

Findings  include:

A record  review  and  interview  were  conducted  on
March  06,  2024,  at  10:10  a. m., with owner  (O)-A
on  the  fire safety  and  evacuation  plan,  fire safety
and  evacuation  training,  and  evacuation  drills for
the  facility.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  employee
actions  to be  taken  in the  event  of a  fire or similar
emergency.  The  facility plan  was  vague  and  did
not  provide  complete  actions  for employees  to
take  in the  event  of a  fire or similar  emergency  as
well as  complete  procedures  for residents'
movement,  evacuation,  and  relocation  during  a
fire or similar  emergency  including  the
identification  of unique  or unusual  resident  needs
for movement  or evacuation.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  provide  training
for employees  on  the  fire safety  and  evacuation
plans  upon  hire  and  at  least  twice  per  year
thereafter.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  conduct
evacuation  drills twice  per  year  per  shift and
every  other  month  for employees  as  required  by
statute.

During  interview,  O-A verified  that  the  fire safety
and  evacuation  plan  for the  facility lacked  these
provisions.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days.
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01370  144G. 61  Subd.  2 (a)  Training  and  evaluation  of
SS= F unlicensed  personn

01370

(a)  Training  and  competency  evaluations  for all
unlicensed  personnel  must  include  the  following:
(1) documentation  requirements  for all services
provided;
(2) reports  of changes  in the  resident' s  condition
to the  supervisor  designated  by the  facility;
(3) basic  infection  control,  including  blood- borne
pathogens;
(4) maintenance  of a  clean  and  safe
environment;
(5) appropriate  and  safe  techniques  in personal
hygiene  and  grooming,  including:
(i) hair  care  and  bathing;
(ii) care  of teeth,  gums,  and  oral  prosthetic
devices;
(iii) care  and  use  of hearing  aids;  and
(iv) dressing  and  assisting  with toileting;
(6) training  on  the  prevention  of falls;
(7) standby  assistance  techniques  and  how to
perform  them;
(8) medication,  exercise,  and  treatment
reminders;
(9) basic  nutrition,  meal  preparation,  food  safety,
and  assistance  with eating;
(10)  preparation  of modified  diets  as  ordered  by a
licensed  health  professional;
(11) communication  skills that  include  preserving
the  dignity of the  resident  and  showing  respect  for
the  resident  and  the  resident' s  preferences,
cultural  background,  and  family;
(12)  awareness  of confidentiality  and  privacy;
(13)  understanding  appropriate  boundaries
between  staff  and  residents  and  the  resident' s
family;
(14)  procedures  to use  in handling  various
emergency  situations;  and
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(15)  awareness  of commonly  used  health
technology  equipment  and  assistive  devices.

01370

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  training  and
competency  evaluations  were  completed  for all
required  skill areas,  prior to providing  services,  for
two of two employees  (unlicensed  personnel
(ULP)-C and  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  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:

ULP-C
ULP-C was  hired  on  October  1,  2021,  to provide
direct  care  services.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.

ULP-C's  employee  record  lacked  the  following
competency  evaluations:
- basic  infection  control,  including  blood- borne
pathogens;
- training  on  the  prevention  of falls;
- standby  assistance  techniques  and  how to
perform  them;
- basic  nutrition,  meal  preparation,  food  safety,
and  assistance  with eating;
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- communication  skills that  include  preserving  the
dignity of the  resident  and  showing  respect  for the
resident  and  the  resident' s  preferences,  cultural
background,  and  family;
- awareness  of commonly  used  help  technology
equipment  and  assistive  devices.

01370

ULP-D
ULP-D was  hired  on  January  15,  2024,  to
provide  direct  care  services.

On  March  6,  2024,  at  8:00  a. m., the  surveyor
observed  ULP-D administer  R1' s  medications.

ULP-D's  employee  record  lacked  the  following
competency  evaluations:
- maintenance  of a  clean  and  safe  environment;
- training  on  the  prevention  of falls;
- standby  assistance  techniques  and  how to
perform  them;
- basic  nutrition,  meal  preparation,  food  safety,
and  assistance  with eating;
- communication  skills that  include  preserving  the
dignity of the  resident  and  showing  respect  for the
resident  and  the  resident' s  preferences,  cultural
background,  and  family;
- awareness  of commonly  used  help  technology
equipment  and  assistive  devices.

On  March  5,  2024,  at  10:41  a. m. , owner  (O)-A
stated  the  training  and  competency  evaluations
were  missing  some  of the  required  topics  and
was  unsure  why.

The  licensees  undated  Competency  Evaluations
policy indicated  training  and  competency
evaluations  for all unlicensed  personnel  must
include  the  following:
- Basic  infection  control,  including  blood- borne
pathogens;
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- Maintenance  of a  clean  and  safe  environment;
- Standby  assistance  techniques  and  how to
perform  them;
- Basic  nutrition,  meal  preparation,  food  safety,
and  assistance  with eating;
- Communication  skills that  include  preserving  the
dignity of the  resident  and  showing  respect  for the
resident  and  the  resident' s  preferences,  cultural
background,  and  family; and
- Awareness  of commonly  used  health  technology
equipment  and  assistive  devices.

No further  information  was  provided.

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

01440  144G. 62  Subd.  4 Supervision  of staff  providing
SS= F delegated  nurs

01440

(a)  Staff  who perform  delegated  nursing  or
therapy  tasks  must  be  supervised  by an
appropriate  licensed  health  professional  or a
registered  nurse  according  to the  assisted  living
facility's  policy where  the  services  are  being
provided  to verify that  the  work is being
performed  competently  and  to identify problems
and  solutions  related  to the  staff  person' s  ability
to perform  the  tasks.  Supervision  of staff
performing  medication  or treatment
administration  shall  be  provided  by a  registered
nurse  or appropriate  licensed  health  professional
and  must  include  observation  of the  staff
administering  the  medication  or treatment  and  the
interaction  with the  resident.
(b) The  direct  supervision  of staff  performing
delegated  tasks  must  be  provided  within 30
calendar  days  after  the  date  on  which  the
individual  begins  working  for the  facility and  first
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performs  the  delegated  tasks  for residents  and
thereafter  as  needed  based  on  performance.  This
requirement  also  applies  to staff  who have  not
performed  delegated  tasks  for one  year  or longer.

01440

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  registered  nurse
completed  delegated  task  supervision  within 30
calendar  days  for two of two unlicensed
personnel  (unlicensed  personnel  (ULP)-C and
ULP-D) who performed  delegated  tasks.

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:

ULP-C was  hired  on  October  1,  202,  to provide
direct  care  services.

ULP-D was  hired  on  January  15,  2024,  to provide
direct  care  services.

ULP-C and  ULP-D's  records  lacked  evidence  the
registered  nurse  (RN) completed  supervision  of
ULPs  who performed  delegated  tasks  within 30
calendar  days.

On  February  5,  2024,  at10: 00  a. m. , owner  (O)-A
stated  the  nurse  completed  the  30-day
supervision,  but  they  do  not  have  documentation
of this  in the  employee  records.
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The  licensee' s  undated  Supervision  of
Unlicensed  Personnel  policy indicated  the  direct
supervision  of staff  performing  delegated  task
must  be  provided  within 30  calendar  days  after
the  date  on  which  the  individual  begins  working
for the  facility and  1st  performs  delegated  task  for
residents,  and  thereafter  as  needed  based  on
performance.  The  facility will retain
documentation  of supervision  activities  in the
personnel  records.

No further  information  provided.

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

01470  144G. 63  Subd.  2 Content  of required  orientation
SS= F

(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  services;
(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

01470
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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
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.

01470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employees
received  orientation  to assisted  living facility
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licensing  requirements  before  providing  services
for two of two employees  (unlicensed  personnel
(ULP)-C,  ULP-D).

01470

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:

ULP-C
ULP-C was  hired  on  October  1,  2021,  to provide
direct  care  services.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.

ULP-C's  employee  record  lacked  orientation  in
the  following Assisted  Living topics:
-Assisted  living bill of rights.

ULP-D
ULP-D was  hired  on  January  15,  2024,  to provide
direct  care  services.

On  March  6,  2024,  at  8:00  a. m., the  surveyor
observed  ULP-D administer  R1' s  medications.

ULP-D's  employee  record  lacked  orientation  in
the  following Assisted  Living topics:
- Principles  of person- centered  planning/ service
delivery.

On  March  5,  2024,  at  10:41  a. m. , owner  (O)-A
stated  they  had  missed  those  orientation  topics
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when  filling out  the  employees  orientation  form.

01470

The  licensee' s  undated  Facility Employee
Orientation  policy indicated  the  state  required
orientation  to home  care  must  include  the
following:
- An overview  of Minnesota' s  home  care  law (MN
Statutes  144A. 43  to 144. 4798) ;
- An introduction  and  review  of the  facility's
policies  and  procedures  related  to the  provision  of
home  care  services;
- Handling  of emergencies  and  use  of emergency
services
- Reporting  the  maltreatment  of vulnerable  minors
or adults  under  Minnesota  Statutes  626. 556  and
626. 557;
- The  home  care  bill of rights  (Minnesota  Statutes
144A. 44) ;

1.  Overview  of the  home  care  statute  and
license  rules

2.  Handling  of emergencies  and  use  of
emergency  services

3.  Reporting  the  maltreatment  of vulnerable
minors  or adults

4.  Assisted  living Bill of Rights
5.  Handling  of residents'  complaints  and

reporting  of complaints  to the  Office  of Health
Facility Complaints

6.  Consumer  advocacy  services  of the
Ombudsman  for Long-Term care,  Office  of
Ombudsman  for Mental  Health  and
Developmental  Disabilities,  Managed  Care
Ombudsman  at  the  Department  of Human
Services,  county  managed  care  advocates  and
other  relevant  advocacy  services.

7.  A review  of the  types  of services  the
employee  will be  providing  and  the  scope  of the
facility's  services  under  the  specific  license.

No further  information  was  provided.
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

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

01530

(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
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  observation,  interview  and  record
review,  the  licensee  failed  to ensure  all direct
care  staff  received  at  least  eight  hours  of initial
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dementia  care  training  within the  first 160  working
hours  of employment  for direct  care  employees
as  required  for two of two employees  (unlicensed
personnel  (ULP)-C and  ULP-D).

01530

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:

ULP-C
ULP-C was  hired  on  January  15,  2024,  to provide
direct  care  services.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.

ULP-D
ULP-D was  hired  on  January  15,  2024,  to provide
direct  care  services.

On  March  6,  2024,  at  8:00  a. m., the  surveyor
observed  ULP-D administer  R1' s  medications.

ULP-C and  ULP-D's  employee  records  lacked
evidence  of any  dementia  training.

On  March  5,  2024,  at  10:41  a. m. , owner  (O)-A
stated  the  staff  have  not  completed  any  dementia
training  yet.

The  licensee' s  undated  Dementia  Care  Training
policy indicated  direct  care  employees  must  have
completed  at  least  8 hours  of initial training  on
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required  topics  in the  160  hours  from
employment.  Until this  training  is complete,  the
employee  must  not  provide  direct  care  unless
there  is another  employee  on  site  who has
completed  the  initial 8 hours  of training  related  to
dementia  care  and  who can  act  as  a  resource
and  assist  if issues  arise.

01530

No further  information  was  provided.

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

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

01620

(c) Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days
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
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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) conducted  ongoing  nursing  assessments
not  to exceed  14  days  from admission  for two of
two residents  (R1  and  R2) .

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:

R1
R1 was  admitted  on  January  10,  2024.

R1's  service  plan  dated  January  10,  2024,
indicated  R1  received  services  including
medication  administration,  dressing,  meals,
laundry,  and  housekeeping.

R2
R2 was  admitted  on  January  10,  2024.

R2's  service  plan  dated  January  10,  2024,
indicated  R1  received  services  including
medication  administration,  toileting,  dressing,
grooming,  transfer  assist,  meals,  laundry,  and
housekeeping.

R1  and  R2's  records  included  admission
assessments  dated  January  11, 2024.  R1  and
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R2's  records  lacked  a  14-day  assessment,  which
would  have  been  due  on  January  24,  2024.

01620

On  March  5,  2024,  at  2:00  p.m.  owner  (O)-A
stated  R1  and  R2' s  14-day  assessment  had  not
been  completed  because  the  nurse  was  sick
when  it was  due.

No further  information  was  provided.

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

01770  144G. 71  Subd.  9 Documentation  of medication
SS= F setup

01770

Documentation  of dates  of medication  setup,
name  of medication,  quantity  of dose,  times  to be
administered,  route  of administration,  and  name
of person  completing  medication  setup  must  be
done  at  the  time  of setup.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure
documentation  of medication  setup  included  all
the  required  content  for one  of one  resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  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) .
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The  findings  include:

01770

During  the  entrance  conference,  on  March  4,
2024,  at  10:30  a. m., owner  (O)-A stated  the  nurse
sets  up  all medications  in a  medication  box
weekly.

R1  was  admitted  on  January  10,  2024.

R1's  service  plan  dated  January  10,  2024,
indicated  R1  received  services  including
medication  administration,  dressing,  meals,
laundry,  and  housekeeping.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.

R1's  Medication  Administration  Record  (MAR)
dated  March  2024,  contained  all medications
listed  and  initialed  by the  ULP on  the
corresponding  date  and  time  when  they
administered  a  medication.  The  MAR lacked
documentation  that  a  RN had  set  up  the
medications.

On  March  5,  2023,  at  2:00  p.m., owner  (O)-A
stated  they  did not  have  documentation  of the
medication  setup  completed  by the  nurse  they
were  not  aware  it was  required.

The  licensee' s  undated,  Medication  Set  Up policy
indicated  facility staff  setting  up  medications  will
follow accepted  standards  of practice.  A
medication  administration  record  or other
medications  documentation  method  should  be
used  to set  up  medications.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
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days

01770

01820  144G. 71  Subd.  13  Prescriptions
SS= D

There  must  be  a  current  written  or electronically
recorded  prescription  as  defined  in section
151. 01,  subdivision  16a,  for all prescribed
medications  that  the  assisted  living facility is
managing  for the  resident.

01820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  written  or
electronically  recorded  prescriptions  were
obtained  for one  of one  resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
is 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  occurs  only occasionally) .

The  findings  include:

R1 was  admitted  on  January  10,  2024.

R1's  service  plan  dated  January  10,  2024,
indicated  R1  received  services  including
medication  administration,  dressing,  meals,
laundry,  and  housekeeping.

On  March  4,  2024,  the  surveyor  observed  ULP-C
administer  R1' s  medications.
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R1's  record  lacked  authenticated  current
prescription  orders  for all medications  managed
by licensee.

01820

On  March  5,  2024,  at  2:00  p.m., owner  (O)-A
stated  R1  was  self- administering  medications
prior to moving  into the  licensee' s  facility and  had
all the  prescriptions  transferred  over  from R1' s
previous  pharmacy  to the  pharmacy  the  licensee
uses  but  did not  have  copies  of the  prescriptions
or physician  signed  medication  orders  in R1' s
record.

The  licensee' s  undated  Medication  Prescription
and  Refills policy indicated  a  current,  written
prescriber' s  prescription  must  be  obtained  for any
medication,  including  an  over- the- counter
medication,  whenever  staff  is responsible  for
setting  up  the  medication,  administering  the
medication  or providing  other  medication
management  services  for a  resident.

No further  information  provider.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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625 North Robert Street
Saint Paul, MN
651-201-5000

Type:
Date:
Time:
Report:

Full
03/05/24
13:00:00
8087241073

Location:
Kekeli Care Center
18315 82nd Place N
Maple Grove, MN55311
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0042208
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/23
Phone #:
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: Ambient Air
Temperature: 40 Degrees Fahrenheit - Location: STAND-UP REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding: MILK
Temperature: 41 Degrees Fahrenheit - Location: STAND-UP REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding: YOGURT
Temperature: 39 Degrees Fahrenheit - Location: STAND-UP REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding: CHEESE
Temperature: 39 Degrees Fahrenheit - Location: STAND-UP REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding: BEEF
Temperature: 39 Degrees Fahrenheit - Location: STAND-UP REFRIGERATOR
Violation Issued: No
Process/Item: Ambient Air
Temperature: -6 Degrees Fahrenheit - Location: STAND-UP FREEZER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

THIS WAS AN ANNOUNCED AND SCHEDULED FULL INSPECTION.

INSPECTION CONDUCTED IN THE PRESENCE OF NURSE EVALUATOR. SARABETH REMKER.



Type: Full
Date: 03/05/24
Time: 13:00:00
Report: 8087241073
Kekeli Care Center

Food  and Beverage  Establishment
Inspection  Report

Page 2

CABINETS ARE HARDWOOD, FLOOR IS LINOLEUM, AND CEILING APPEARS TO BE DURABLE,
SMOOTH IN TEXTURE AND EASILY CLEANABLE. ALL ARE FOUND TO BE IN GOOD CONDITION
AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO
BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND
BROUGHT UP TO CODE. SAMSUNG BRAND DISHWASHER IS RESIDENTIAL BUT HAS
SANITIZING RINSE CYCLE OPTION. HOT WATER TEMPERATURE AT THE KITCHEN SINK
REACHED 120 DEGREES. DESIGNATED HAND WASHING SINK IN THE KITCHEN, LEFT SIDE OF A
2-BIN, STAINLESS STEEL RESIDENTIAL KITCHEN SINK. NO CERTIFIED FOOD PROTECTION
MANAGER ON STAFF BUT ASLAM M JAMAL HAS PASSED AN APPROVED COURSE AND
APPLICATION IS CURRENTLY PENDING.

INSPECTION REPORT EMAILED TO SARABETH REMKER.

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 8087241073 of 03/05/24.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
FOLLY DOSSEVI
OWNER

Signed:
John Boettcher
Public Health Sanitarian 3
St. Paul, MN / Freeman
651-201-5076
john.boettcher@state.mn.us


