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Electronically Delivered

August 20, 2024

Licensee
Touching Lives Community
5554 Woodside Road Southeast
Prior Lake, MN  55372

RE:  Project Number(s) SL35849015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 24, 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:

� Identify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.    
� Identify how the area(s) of noncompliance was corrected for all of the provider’s

resident(s)/employees that may be affected by the noncompliance.    
� Identify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by 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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax:  1-866-890-9290

JMD
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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:

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 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 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 evaluators ' findings is the
Time Period for Correction.

SL35849015

On July 22, 2024, through, July 24, 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 five residents; five receiving
services under the provider's Assisted Living
Facility license.

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
SUBDIVISION 1-3.

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

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

determining its staffing level that:
(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 observation, interview, and record
review, the licensee failed to ensure the staff
posting included all the required elements. In
addition, the licensee failed to ensure the staffing
plan was evaluated twice a year to ensure
appropriate staffing levels. 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

Minnesota Department of Health
STATE FORM 6899 8UOY11 If continuation sheet 2 of 34
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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).

0 470

The findings include:

The licensee's census was five residents, all of
whom received services under the assisted living
license.

STAFF POSTING
The licensee lacked a daily staffing schedule
developed by the clinical nurse supervisor to:
- include direct-care staff work schedules for each
direct-care staff member showing all work shifts,
including days and hours worked.

During the entrance conference on July 22, 2024,
at 11:11 a.m., licensed assisted living director
(LALD)-A stated there were two unlicensed
personnel (ULP) scheduled for 7:00 a.m. to 3:00
p.m., two ULP scheduled 3:00 p.m. to 11:00 p.m.,
and one ULP from 11:00 p.m. to 7:00 a.m.
LALD-A pointed out the daily staff schedule to the
surveyor which was written on a whiteboard in the
common area of the residence. The posting
indicated how many staff were scheduled for the
AM, PM, and night shifts; the posting did not
include the hours of each shift. LALD-A stated
being unaware of that requirement.

STAFFING PLAN
The licensee's Direct Care Staffing Plan indicated
the following review dates:
- May 23, 2023
- May 27, 2024

Minnesota Department of Health
STATE FORM 6899 8UOY11 If continuation sheet 3 of 34
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On July 24, 2024, at approximately 9:30 a.m.
LALD-A reviewed the licensee's Direct Care
Staffing Plan and stated it had not been reviewed
twice yearly as required.

The licensee's Staffing Plan last reviewed May
27, 2024, indicated:
3. The clinical nurse supervisor will develop a
24-hour daily staffing schedule that will identify
the scheduled shift times, and number of direct
care staff members required per shift.
4. The daily work schedule must be posted, at
the beginning of each work shift in a central
location in each building of a facility campus,
accessible to staff, residents, volunteers, and the
public. The facility shall not disclose any
information that is protected by law from public
disclosure.

No further information was provided.

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

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

0 480

(13) offer to provide or make available at least the
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

Minnesota Department of Health
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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 July 22, 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.

0 480

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

0 660

(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.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention program, based on the most current
guidelines issued by the Centers for Disease
Control and Prevention (CDC) which included
documentation of a completed health history and
symptom screen for two of two employees
(unlicensed personnel (ULP)-C, ULP-D). This
had the potential to affect all current residents
living in the facility.

0 660

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:

The licensee's TB facility risk assessment dated
February 16, 2024, indicated the licensee was a
low risk.

ULP-C was hired April 1, 2023, to provide direct
care services.

ULP-D was hired May 23, 2024, to provide direct
care services.

ULP-C and ULP-D's employee files lacked
evidence of a TB symptom screen.

On July 23, 2024, at 10:26 a.m. licensed assisted
living director (LALD)-A reviewed ULP-C and

Minnesota Department of Health
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ULP-D's employee files and could not find
evidence of a TB symptom screen. LALD-A
stated she relied on the clinic that performed their
employee TB testing to also complete the TB
symptom screen.

0 660

The licensee's 8.16 Tuberculosis Screening
policy dated March 1, 2023, indicated:
Staff whose essential job functions require work
within the same air space of home care clients
will be screened and tested for tuberculosis prior
to the staff being exposed to clients. Baseline
(upon hire) screening will be completed, but serial
(annual) screening will only be required with
increased occupational risk or exposure.
Screening will be conducted as follows:

1. New staff will be screened for active signs
of TB using the Baseline TB Screening Tool for
HCWs (health care workers).

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 residents 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 starts working with
patients. Baseline TB screening should be
documented in the employee's record.

No further information was provided.

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

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

0 800

0 800

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

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

During the facility tour on July 24, 2024, with
licensed assisted living director (LALD)-A,
between 9:00 a.m. and 10:00 a.m. the following
facility hazards and disrepair were observed:

LOCKS:

Minnesota Department of Health
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The surveyor observed the main front door and
the back door have swing locks installed on them
near the top of the door.

0 800

The surveyor explained to LALD-A, that all
marked egress doors shall be readily openable
from the egress side without the use of a key or
special knowledge or effort.

The deficient conditions were visually verified by
LALD-A accompanying on the tour.

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

01370 144G.61 Subd. 2 (a) Training and evaluation of
SS=D 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

Minnesota Department of Health
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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
(15) awareness of commonly used health
technology equipment and assistive devices.

01370

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure training and competency
evaluations were completed as required prior to
providing direct care for one of two unlicensed
personnel (ULP-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-D was hired May 23, 2024, to provide direct
care services.

Minnesota Department of Health
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ULP-D's record lacked evidence of the following
education and/or competencies had been
completed prior to providing direct cares:
- appropriate and safe techniques in personal
hygiene and grooming, including:
hair care and bathing
care of teeth, gums, and oral prosthetic devices
care and use of hearing aids
dressing and assisting with toileting
- standby assistance techniques and how to
perform them

On July 23, 2024, at 10:26 a.m. licensed assisted
living director (LALD)-A reviewed ULP-D's
competency training form and stated the above
trainings were not included in the current form
utilized for the competency check-off by the RN.
LALD-A could not locate evidence the above
competencies had been completed.

The licensee's 5.02 Competency Training
Evaluations policy dated March 1, 2023,
indicated:
1. A Registered Nurse (or other licensed health
professional where appropriate) will determine
what nursing services may be delegated to
properly trained and competency tested
unlicensed personnel.
2. Only unlicensed personnel who are
determined to be competent and possess the
knowledge and skills consistent with the
complexity of tasks being delegated will be
permitted to perform such delegated tasks.
3. The Assisted Living facility will have a system
in place to communicate up-to-date information to
a RN regarding current available staff and their
competencies.
4. Training and competency evaluations of ULP
will be conducted by a RN, or another instructor

Minnesota Department of Health
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may provide the training in conjunction with a RN.
5. Training and competency evaluation for all
ULP will include:

e) 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
iv. dressing and assisting with toileting

g) Standby assistance techniques and how
to perform them
11. A copy of all education, training, and
competency testing shall be kept in each
employee's personnel file.

01370

No further information was provided.

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

01380 144G.61 Subd. 2 (b) Training and evaluation of
SS=D unlicensed personn

01380

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status;
(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;
(3) reading and recording temperature, pulse,
and respirations of the resident;
(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;
(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

Minnesota Department of Health
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(7) administering medications or treatments as
required.

01380

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 as
required prior to providing direct care for one of
two unlicensed personnel (ULP-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-D was hired May 23, 2024, to provide direct
care services.

ULP-D's record lacked evidence of the following
education and/or competencies had been
completed prior to providing direct cares:
- safe transfer techniques and ambulation
- range of motioning and positioning

On July 23, 2024, at 10:26 a.m. licensed assisted
living director (LALD)-A reviewed ULP-D's
competency training form and stated the above
trainings were not included in the current form
utilized for the competency check-off by the RN.
LALD-A could not locate evidence the above
competencies had been completed.

Minnesota Department of Health
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The licensee's 5.02 Competency Training
Evaluations policy dated March 1, 2023, indicated
training and competency evaluation for
unlicensed personnel providing assisted living
services must include:
- Safe transfer techniques and ambulation
- Range of motioning and positioning

01380

No further information was provided.

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

01440 144G.62 Subd. 4 Supervision of staff providing
SS=D 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
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.
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01440 Continued From page 14 01440

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure direct supervision of one
of one newly hired unlicensed personnel (ULP-D)
performing delegated tasks was provided within
30 calendar days after the date on which the
individual began working for the licensee.

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:

ULP-D was hired May 23, 2024, to provide direct
care services.

ULP-D's employee record did not include a
30-day direct supervisory review.

On July 23, 2024, at 10:26 a.m. licensed assisted
living director (LALD)-A stated ULP-D had been
working independently since June 4, 2024.
LALD-A further stated a 30-day supervisory
review had not yet been completed by the
registered nurse.

The licensee's 6.17 Supervision of Staff -
Delegated Services policy dated March 1, 2023,
indicated:
1. Direct supervision of staff performing
delegated tasks must be provided within 30
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01440 Continued From page 15

calendar days after the date on which the
individual begins working or the licensee and first
performs the delegated tasks for residents and
thereafter as needed based on performance.

01440

No further information as provided.

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

01470 144G.63 Subd. 2 Content of required orientation
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 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
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

01470
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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 interview and record review, the
licensee failed to ensure one of two unlicensed
personnel (ULP-D) received orientation to
assisted living facility licensing requirements and
regulations before providing 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, but was not likely to
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01470 Continued From page 17

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).

01470

The findings include:

ULP-D was hired May 23, 2024, to provide direct
care services.

ULP-D's employee records lacked evidence of
receiving orientation to assisted living to include
the following required content:
- an overview of this chapter;
- review of the facility's policies and procedures
related to the provision of assisted living services
by the individual staff person;
- handling of emergencies and use of emergency
services;
- compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);
- the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;
- handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;
- consumer advocacy services, and;
- principles of person-centered planning and
service delivery.

On July 23, 2024, at 10:26 a.m. licensed assisted
living director (LALD)-A stated ULP-D had been
working independently since June 4, 2024.
LALD-A further stated ULP-D had been assigned
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the above orientation training though had not yet
completed it.

01470

The licensee's 5.01 Orientation of Staff and
Supervisors & Content policy dated March 1,
2023, indicated all employees must complete the
orientation to assisted living facility requirements
before providing assisted living services to
residents.

No further information was provided.

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

01500 144G.63 Subd. 5 Required annual training
SS=D

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

01500
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01500 Continued From page 19

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training 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
challenges it poses to communication;
(2) the 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.

01500

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure annual
training included all required topics for each 12
months of employment for one of one employee
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(unlicensed personnel (ULP)-C).

01500

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:

ULP-C began providing direct care services for
the licensee on April 1, 2023.

On July 23, 2024, at 7:45 a.m. ULP-C was
observed administering medication to R4.

ULP-C's employee record lacked evidence the
employee had successfully completed annual
training as required, to include the following:
- training on reporting of maltreatment of
vulnerable adults under section 626.557;
- review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
- review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques, the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfection environmental surfaces; and
reporting communicable disease;
- effective approaches to use to problem solve
when working with a resident's challenging
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behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders
- review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
- the principals of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

01500

On July 23, 2024, at 3:35 p.m. licensed assisted
living director (LALD)-A reviewed ULP-D's
employee record and stated the above annual
training had not been completed.

The licensee's 5.06 Annual Required Staff
Training policy dated March 1, 2023, indicated:
The following training elements MUST be
included every 12 months to all staff who
performs direct care services:

1. Training on reporting of maltreatment of
vulnerable adults under section 626.667

2. Review of the assisted living bill of rights
and staff responsibilities related to ensuring the
exercise and protection of those rights

3. Review of infection control techniques
used in the home and implementation of infection
control standards including a review of hand
washing techniques, the need for and use of
protective gloves, gowns, and masks; appropriate
disposal of contaminated materials and
equipment, such as dressings, needles, syringes,
and razor blades; disinfecting reusable
equipment; disinfection environmental surfaces;
and reporting communicable disease

4. Effective approaches to use to problem
solve when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
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disease, or related disorders
5. Review of the facility's policies and

procedures relating to the provision of assisted
living services and how to implement those
policies and procedures

6. Principals of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.

01500

No further information was provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE
SS=D 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
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01530 Continued From page 23

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;

01530

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of one
employee (unlicensed personnel (ULP)-C)
completed at least two hours of dementia training
annually as required.

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:

ULP-C began providing direct care services for
the licensee on April 1, 2023.

On July 23, 2024, at 7:45 a.m. ULP-C was
observed administering medication to R4.

ULP-C's record lacked at least two hours of
training on topics related to dementia for each 12
months of employment as required.

On July 23, 2024, at 3:35 p.m. licensed assisted
living director (LALD)-A reviewed ULP-D's
employee record and stated the above annual
dementia training had not been completed.
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The licensee's 5.03 Dementia Training policy
dated March 1, 2023, indicated all staff are
required to complete dementia training at the time
of hire and annually thereafter.

No further information was provided.

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

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

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
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by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed a comprehensive reassessment
not to exceed 90 calendar days from the last
assessment, for one of one resident (R1).

01620

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:

R1's diagnoses included diffuse traumatic brain
injury and acute respiratory failure with hypoxia
(low levels of oxygen in your body tissues).

R1's Master Care Plan last updated July 21,
2024, indicated R1 received services including
assistance with all activities of daily living,
medication administration, housekeeping,
laundry, and oxygen management.

R1's last three assessments were requested.
Assessments dated March 22, 2024, April 19,
2024, and July 21, 2024, were provided. 93 days
had passed between the April 2024, and July
2024, assessments (3 days late).

On July 22, 2024, at 3:04 p.m. clinical nurse
supervisor (CNS)-B stated R1's last assessment
had not been completed within 90 days and
thought she had a five day window beyond that
point to complete.
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The licensee's 6.01 Assessments, Reviews &
Monitoring policy dated March 1, 2023, indicated:
3. 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.

No further information was provided.

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

01640 144G.70 Subd. 4 (a-e) Service plan,
SS=F implementation and revisions to

01640

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
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(e) Staff providing services must be informed of
the current written service plan.

01640

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a written
service plan was signed when revised to reflect
the current services provided 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) 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's diagnoses included diffuse traumatic brain
injury and acute respiratory failure with hypoxia
(low levels of oxygen in your body tissues).

R1's Assisted Living Contract was signed by his
power of attorney (POA) on April 1, 2023.

R1's Master Care Plan last updated July 21,
2024, indicated R1 received services including
assistance with all activities of daily living,
medication administration, housekeeping,
laundry, and oxygen management. R1's Master
Care Plan did not include a signature by R1 or his
POA.

On July 22, 2024, at 12:07 p.m. R1 was observed
seated in a recliner in the living room area of the
residence. R1 was receiving oxygen via nasal
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cannula set at two liters per minute.

01640

On July 22, 2024, at 3:36 p.m. licensed assisted
living director (LALD)-A stated the assisted living
contract provided and signed by all residents
and/or representative, included the components
required in the service plan. The contract also
contained verbiage related to the resident's care
plan and acknowledgement that it had been
received. LALD-A stated the combination of the
contract, and the care plan was considered the
service plan. LALD-A further stated when
changes were made to the resident's care plan,
they did not require the resident and/or resident
representative to sign off on the change.

On July 23, 2024, at 2:42 p.m. clinical nurse
supervisor (CNS)-B stated the only change to
R1's care plan since admission would have been
the oxygen use. CNS-B stated R1 started
utilizing the oxygen earlier this year, "Maybe
January 2024".

R1's physician progress note dated January 9,
2024, indicated R1 was previously hospitalized
December 25, 2023, to January 8, 2024, for acute
respiratory failure with hypoxia related to
influenza A. R1 had discharged from the hospital
on oxygen at three liters per hour. New order
given to titrate oxygen to two liters per hour.

The licensee's 6.10 Service Plan Modifications
policy dated March 1, 2023, indicated:
If the service plan needs to be modified due to a
change in a prescriber's order or a change in the
resident's need, the Service Plan Modification
form will be complete; their form includes:
- Date/signature of resident or the resident's
representative each time a modification is made.
The signature may be obtained by mail or fax if
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an agreement was reached in person or by
telephone.

01640

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=F and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.
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This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the service plan 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).

The findings include:

R1's diagnoses included diffuse traumatic brain
injury and acute respiratory failure with hypoxia
(low levels of oxygen in your body tissues).

R1's Assisted Living Contract was signed by his
power of attorney (POA) on April 1, 2023.

R1's Master Care Plan last updated July 21,
2024, indicated R1 received services including
assistance with all activities of daily living,
medication administration, housekeeping,
laundry, and oxygen management.

R1's service plan lacked the following:
- fees for services
- the schedule and methods of monitoring staff
providing services

On July 22, 2024, at 3:36 p.m. licensed assisted
living director (LALD)-A stated the assisted living
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contract, provided and signed by all residents
and/or representative, included the components
required in the service plan. The contract also
contained verbiage related to the resident's care
plan and acknowledgement that it had been
received. LALD-A stated the combination of the
contract, and the care plan was considered the
service plan. LALD-A reviewed R1's contract and
master care plan and stated it did not include the
above required content. The same was used for
all residents.

01650

The licensee's 6.08 Service Plan policy indicated:
9. A service plan will include:

b. Fees for services to be provided
f. A schedule and method for the next

planned monitoring of staff providing services

No further information was provided.

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

01890 144G.71 Subd. 20 Prescription drugs
SS=D

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.

01890

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 for one of three residents (R5) observed
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during medication administration.

01890

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 23, 2024, at 8:48 a.m. unlicensed
personnel (ULP)-C was observed administering
prescription eye drops to R5. The eye drop bottle
lacked an original prescription label with
information regarding the directions for use,
medication name, medication dosage, resident's
name, and the pharmacy in which it had been
issued. ULP-C stated the eye drop box usually
had a prescription label attached though did not
have the box the eye drops came in with the
bottle.

On July 23, 2024, at 2:42 p.m. clinical nurse
supervisor (CNS)-B stated the pharmacy label for
eye drops should be kept with the medication.

The licensee's Medications & Treatments policy
dated March 1, 2023, indicated: When the
licensee receives a prescription drug, prior to
being set up for immediate or later administration,
the prescription drug 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
beyond-use date of a time-dated drug.
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Food  and Beverage  Establishment
Inspection  Report

Location:
Touching Lives Community Inc
5554 Woodside Road Se
Prior Lake, MN55372
Scott County, 70

Establishment  Info:
ID #: 0038019
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6128109796
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.

The following orders were issued during this inspection.

4-600 Cleaning  Equipment  and  Utensils
4-601.11C

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of
dust, dirt, food residue, and other debris.
CAN OPENER SHOWED BUILD UP UP FOOD DEBRIS- CORRECTED ON SITE; OPENER WAS
CLEANED

BOTTOM OF GARAGE FREEZER HAD A PUDDLE OF SPILLED LIQUID
Comply By: 07/23/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 160 Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Refrigerator- macaroni salad
Violation Issued: No
Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Refrigerator- cut melon
Violation Issued: No
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Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
1

The inspection was completed with the operator and reviewed with MDH Nurse Evaluator. W. Buckholz.

The establishment has a residential kitchen and serves food that is prepared that day. The kitchen has wood
cabinets, laminate floor, tiled walls, solid counter top, and a painted ceiling.

A two basin sink is located in the kitchen. One sink basin is designated for hand washing. A residential dish
machine is located in the kitchen.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook
temperatures,cleaning, serving highly susceptible populations, and food handling procedures.
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 1047241181 of 07/22/24.

Certified Food Protection Manager:Anthony J. Gjorvad

Certification Number: FM115869 Expires: 03/06/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Anna DeCorsey
LALD

Signed:
Holly Sievers
Public Health Sanitarian 2
Metro Office
6512015946
Holly.Sievers@state.mn.us


